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Background: Women’s health conditions are commonly encountered on short-term medical missions (STMMs)
in Latin America and the Caribbean. There have been no previous attempts to describe women’s health protocols
used by volunteer clinicians. This qualitative study aimed to describe areas of agreement between unpublished
women’s health protocols from different North American STMM organizations and assess their concordance with
published WHO guidelines.

Methods: A systematic web search was used to identify North American STMM sending organizations. Clinical
protocols were downloaded from their websites and organizations were contacted to request protocols that
were not published online. The protocols obtained were summarized, analysed thematically and compared to
existing WHO guidelines.

Results: Of 225 organizations contacted, 112 (49.8%) responded and 31 of these (27.7%) had clinical
protocols, of which 20 were obtained and analysed. Nine (45%) discussed sexually transmitted infections, six
(30%) discussed pelvic inflammatory disease, two (10%) discussed prenatal care and two (10%) discussed
menstrual disorders. None were the product of systematic literature searches and most were not referenced.

Conclusions: To avoid ineffective treatment and related harms to women, volunteer clinicians would benefit
from the adaptation and distribution of guidelines for STMMs that are based on existing WHO guidance and
acceptable to clinicians, patients and organizations.

Keywords: clinical guidelines, medical missions, medical service trips, primary care, women’s health

Introduction
Short-term medical missions (STMMs) to low- and middle-
income countries (LMICs) involve the provision of basic healthcare
services to host communities by Western volunteer clinicians,
often through mobile outreach clinics.1,2 The proximity and
accessibility of Latin American and Caribbean (LAC) countries
contribute to their popularity as destinations for North American
volunteers. Challenges to clinical practice on such STMMs include
resource constraints to diagnosis and treatment, as well as the
lack of familiarity of Western volunteers with both the local
epidemiology and the cultural milieu.3–5 The absence of quality
control for the myriad STMM organizations is a problem well
described by the global health community and at present there is
no regulation to ensure that such STMMs provide evidence-based
care.6

Young adult women are the demographic most likely to visit
such STMM clinics,7 and women’s health conditions ranged from
2.1 to 6.6% of all complaints assessed in one large epidemiolog-
ical study of STMMs in five urban and rural regions in Ecuador,
Guatemala and the Dominican Republic.8 Between 0.4 and 1.9%
of patients were pregnant, depending on the location,7,8 and
often gave birth in environments that put their health at risk.
The prevalence of menstrual problems ranged from 0.6 to 1.1%
of patients, and undifferentiated vaginal discharge ranged from
1.1 to 3.6%.7,8 Sexually transmitted infections (STIs) must be
considered in the context of their variable regional epidemiology
as well as from a public health and overall risk management
perspective. Furthermore, the consequences of missing or mis-
managing acute conditions such as gonorrhoea and chlamydia
can be significant to women’s reproductive health, as chronic
infection can lead to pelvic inflammatory disease, chronic pelvic
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pain and infertility.9 Ubiquitous chronic issues include reliable
access to contraception and cervical cancer screening. Finally,
women are more likely than men to experience physical and
psychosocial trauma related to intimate partner and gender-
based violence.10,11 A compassionate approach to supporting
women is important and more challenging in a cross-cultural
setting.

It is essential that providers on STMMs are equipped with
evidence-based knowledge of common women’s health con-
ditions in order to ensure accurate reporting for public health
planning and increase women’s access to quality healthcare.
Clinical practice guidelines are critical to help standardize the
clinical care provided, promote interventions with proven benefit
and discourage ineffective ones. Guidelines standardize clini-
cal care, making it more consistent regardless of the provider.
For providers themselves, guidelines improve confidence in deci-
sion making and challenge outdated practices. The quality of
such guidelines is also of paramount importance, since flawed,
inflexible or context-inappropriate guidelines may standardize
the delivery of ineffective or inappropriate treatment.12

Despite this, a recent integrative review demonstrated a lack
of evidence of guideline use in STMM practice in LAC.13 Many
STMMs distribute unpublished protocols (also referred to as ‘grey
literature protocols’) to provide direction to clinicians who travel
with them. This initiative is the first to collect, summarize and
consolidate such protocols, which may contain highly variable
diagnostic criteria.

The aim of the following qualitative narrative review is to
describe areas of agreement between unpublished protocols
from different North American STMM organizations and assess
their concordance with published WHO guidelines.14,15 This arti-
cle describes protocols for the management of conditions specific
to women’s health and is positioned within a broader initiative to
develop context-specific clinical guidelines for symptoms com-
monly managed by STMM clinicians.16

Methods
This descriptive study lies within the context of a larger initiative
aimed at locating and describing unpublished clinical protocols
utilized by STMMs in LAC. Clinical protocols related to general pain,
gastrointestinal symptoms, respiratory symptoms, women’s
health, urinary symptoms, dermatological conditions, hyperten-
sion and diabetes were collected; however, this article presents
only the findings related to protocols for women’s health. The
Standards for Reporting Qualitative Research checklist17 was
used to guide the synthesis and reporting of results.

Sampling strategy
Our sampling frame included all STMMs with a web presence, and
the details of our web search strategy are described in Appendix
1. Organizations were included if they facilitated North American
clinicians (physicians, physician assistants, osteopaths or nurse
practitioners) travelling to LAC and their website indicated that
they had operated at least one STMM in the previous 12 mo.
In keeping with the primary care focus of the study, exclusion
criteria were organizations that exclusively performed speciality

or surgical trips, as well as trips that did not involve direct patient
care by clinicians.

Data collection
We obtained the following information from each STMM website
between June 2015 and December 2016: location of the base of
operations in North America, countries served in LAC, frequency
of trips to LAC each year, clinical setting (e.g., rural or urban)
and diagnostic resources available during the STMM (e.g., point-
of-care tests, imaging tests). We searched each website and
downloaded any medical provider handbook, clinical protocol
documents or descriptions of clinical management on an STMM.

If no clinical protocols were found, one attempt was made to
contact the organization by e-mail, or by telephone if no e-mail
address was available. A prepared e-mail asked: ‘Do you have
any specific training documents for clinicians working in low-
resource settings?’ We documented the number of organizations
contacted and the reasons provided for lacking clinical protocols
or for declining to share such protocols.

Data processing and analysis

Protocols for women’s health were extracted to an Excel
(Microsoft, Redmond, WA, USA) document by a research assistant
(RH). The data from the received protocols were then system-
atically coded into categories related to clinical assessment,
non-pharmacological management suggestions and pharma-
cological management suggestions. An Excel spreadsheet was
used by CD to identify the most common protocol statements
in each category and arrive at a consensus on their thematic
organization. The protocol content was checked for the inclusion
of supporting references. Flow charts were constructed, giving
priority to the most common recommendations, and the
recommendations were compared with the most recent WHO
guidelines for common women’s health conditions.

Figure 1. Flow chart of STMM organizations contacted to share unpub-
lished clinical protocols for care on short-term medical missions.
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Table 1. Summary of STMM organizations providing clinical protocols for review

Medical service trip ID Locations served Trips per year Type of NGO Primary site type

A Nicaragua 4 Secular Rural
B Guatemala Variable Secular Rural
C Haiti Variable Faith-based Urban
D Dominican Republic 3 Secular Rural
E Haiti 7 Secular Rural
F Honduras, Ecuador, Belize,

Guyana, Guatemala
5 Faith-based Rural and urban

G Ecuador, Guatemala,
Dominican Republic

About 100 (spread over
six sites)

Secular Rural and urban

H Ecuador 3 Secular Rural
I Honduras 1 Faith-based Rural
J Jamaica, Haiti 4 Secular Rural and urban
K Haiti 4 Secular Rural
L Guatemala, Nicaragua 3 Faith-based Rural
M Nicaragua, Honduras 51 Faith-based Rural (some urban hospital based)
N Guatemala 12 Secular Rural
O Honduras Up to 50 Faith-based Rural
P Haiti Variable Secular Urban and rural
Q Dominican Republic, Haiti 12–15 Secular Rural
R Honduras, Nicaragua, Panama >100 Secular Rural
S Honduras 4 Secular Rural (some hospital-based services)
T Haiti About 40 Faith-based Rural

Results
The search strategy generated 225 unique organizations operat-
ing STMMs in LAC, and Figure 1 indicates the number of protocols
retrieved and responses to our attempt to obtain information.
Of these organizations, 113 (50.2%) had no protocols available
on their websites and did not respond to our attempt to contact
them. Sixty-eight (30.2%) organizations responded that they did
not use any clinical protocols, 31 organizations (13.8%) used
clinical protocols and 13 (5.8%) responded that they had no
specific protocols but recommended pre-departure readings for
clinicians. Of the 31 organizations that used protocols, 11 either
declined to share or did not respond to a request for further
information. As a result, 20 (64%) protocols were obtained and
included in this analysis (Table 1).

Of the 20 organizations, two conducted STMMs in South Amer-
ica and all the remaining groups operated in Central America and
the Caribbean. The most common locations were Haiti (35%
[n=7]), Honduras (25% [n=5]), Guatemala (25% [n=5]) and
Nicaragua (20% [n=4]). The number of STMMs that each
organization operated annually was highly variable, ranging from
one to hundreds. Although they were not specifically asked for
additional information, four of the 11 organizations that declined
to share protocols stated that their protocols were developed by
a medical director or veteran clinician, while two organizations
stated that their protocols were aligned with WHO guidelines and
two stated that they sought collaboration with local clinicians.

The most commonly described conditions were vaginal dis-
charge and pelvic inflammatory disease, while other women’s

health issues, like prenatal care and menstrual problems, were
less common. The guideline contents for these conditions are
further described below.

Protocols for the management of vaginal discharge
Nine (45%) of 20 protocols mentioned vaginal discharge, and
their recommendations are summarized in Table 2, comparing
them with existing WHO guidelines.14 While pelvic examina-
tions were not universally recommended, multiple protocols dis-
cussed the clinical and histological characteristics of bacterial
vaginosis, candidiasis, trichomoniasis, gonorrhoea and chlamy-
dia. Eight protocols discussed management options, including
appropriate antimicrobial choices. Five encouraged practitioners
to treat the sexual partners of affected patients. None mentioned
signs or symptoms that would indicate the need for referral, nor
did any protocol discuss an algorithm for the empiric treatment
of vaginal discharge.

Protocols for pelvic inflammatory disease
Six (30%) of 20 protocols mentioned pelvic inflammatory dis-
ease, with four of these discussing some criteria for diagnosis.
Their recommendations are summarized in Table 3. Four pro-
tocols discussed antibiotic management options, which were
generally consistent with WHO recommendations.14 No protocols
discussed any red flags for urgent referral to a higher level of care
or specialist.
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Table 3. Most common recommendations for patients with pelvic inflammatory disease in LAC from the protocols of STMM organizations (n=20)
and comparison with WHO recommendations13

Domain Recommendations in protocols WHO recommendations

Clinical assessment or
case definition

Pelvic pain, cervical motion tendernessE,F,T, feverE and adnexal
tendernessB,E

Any lower abdominal tenderness

Severe clinical signs or
red flags

None specified Missed/overdue period
Recent delivery, abortion or miscarriage
Guarding, rebound tenderness or palpable
mass on examination
Abnormal vaginal bleeding

Management
recommendations

Ceftriaxone 250–500 mg i.m. once plus metronidazole 500 mg p.o.
twice a day ×14 d plus doxycycline 100 mg p.o. twice a day
×14 dB,F,G,S

Alternative: ciprofloxacin 1 g single dose plus doxycycline
×14 dF

Alternative: azithromycin 2 g p.o. single dose plus metronidazole
500 mg p.o. twice a day ×14 d plus doxycycline 100 mg p.o.
twice a day ×14 dS

Alternative: cefoxitin 2 g i.m. once and probenecid 1 g p.o. once
plus doxycycline 100 mg p.o. twice a day ×14 d with or without
metronidazole 500 mg p.o. twice a day ×14 dB

Alternative: metronidazole 500 mg p.o. twice a day ×14 d and
levofloxacin or ofloxacin ×14 dB

Ceftriaxone 250 mg i.m. single dose
Doxycycline 100 mg p.o.
Metronidazole 500 mg p.o.
Follow-up in 3 d
Educate and counsel
Offer human immunodeficiency virus
counselling and testing if facilities available

i.m.: intramuscularly; p.o.: by mouth.
Source: anonymized NGOs operating STMMs in LAC, data not in the public domain. Superscript letters indicate NGOs from Table 1.

Other women’s health conditions
Four (20%) of 20 protocols made mention of other health
conditions, including pregnancy, contraception and menstrual
problems. Recommendations for prenatal care are summarized
in Table 5, comparing them with existing WHO recommen-
dations.15 Two protocols made brief mention of the common
use of Depo-Provera for parenteral contraception in the region
served, as well as recommendations for the use of prenatal
vitamins, including folate. The remaining two protocols made
brief mention of treatment with ibuprofen, naproxen or the
oral contraceptive pill for dysmenorrhoea and menorrhagia,
and referral for ultrasound or to gynaecology if there was no
improvement in bleeding.

Discussion
This review is the first to collect and consolidate unpublished
clinical protocols for common women’s health conditions seen
on STMMs. Of note, nearly three-quarters of the sampled STMMs
(72% [81/112]) reported that they did not use any clinical proto-
cols. Despite increased attention to women’s health globally with
the Millennium Development Goals,18,19 our findings revealed
that very few organizations discussed gynaecology or women’s
health at all, and those that did focused predominantly on
STIs. The protocols were of variable quality, and their recom-
mendations have important implications for women’s health

and for practice by international volunteers, which are further
discussed below.

Vaginal discharge and pelvic inflammatory disease
Recommendations for the antimicrobial management of vaginal
discharge and pelvic inflammatory disease in the clinical proto-
cols were brief, but otherwise paralleled existing WHO recom-
mendations.14 As a form of episodic care provided by STMMs,
syndromic STI treatment can provide cost-effective benefits in
containing communicable diseases in populations that would
otherwise have limited access due to socio-economic and geo-
graphic barriers.20 However, unlike the clear algorithms described
in international guidelines, the protocols reviewed provide no
structure for distinguishing vaginal discharge related to cervicitis
from non-STI-related vaginal discharge, nor do they suggest
any red flags for more complicated illness that might indicate
the need for referral to a higher level of care. Of note, one
protocol suggested the use of betadine douching for the treat-
ment of vaginal discharge, despite controversy in the literature
over the relationship of such practices with reproductive tract
infections.21

There is additional controversy regarding when and if a
speculum examination is required for the assessment and
management of such patients. Patient privacy is often limited
on STMMs due to both physical (the absence of curtains to
separate consultation areas) and social factors (stigma in
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Table 4. Most common recommendations for prenatal care in LAC from the protocols of STMM organizations (n=20) and comparison with WHO
recommendations14

Domain Recommendations in protocols WHO recommendations

Management
recommendations

Folic acid or prenatal vitamins if pregnant or
breastfeedingG,M

Check haemoglobin, glucose, human
immunodeficiency virus, rapid plasma antigen for
syphilis and refer to clinicG

Counselling about healthy eating and keeping physically active,
including vitamin A, calcium and protein supplementation in
undernourished populations
Avoid tobacco and substance use and limit caffeine intake to
<300 mg/d
Daily iron 30–60 mg and folic acid 0.4 mg supplementation
(ideally before conception to prevent neural tube defects) to
prevent maternal anaemia, sepsis and preterm birth
Intermittent supplementation with iron 120 mg and folic acid
2.8 mg once weekly if daily iron is not acceptable due to side
effects and in populations with an anaemia prevalence <20%
Haemoglobinometer or full blood count testing to diagnose
anaemia
Midstream urine culture or urine gram stain to diagnose
asymptomatic bacteriuria. Treat with 7 d of antibiotics to
prevent preterm birth and low birthweight
Anti-helminth therapy after first trimester in endemic areas
Tetanus toxoid vaccination
One ultrasound scan prior to 24 wk to estimate gestational
age, improve detection of anomalies, improve detection of
multiple pregnancies and improve overall experience

Source: anonymized NGOs operating STMMs in LAC, data not in the public domain. Superscript letters indicate NGOs from Table 1.

small communities where confidential information may quickly
spread), and a speculum examination is highly invasive,22

with limited specificity in the absence of readily available
cultures.23 While far from ideal, a risk-based approach based
on epidemiology and patient profile may be defensible in such
cases, although it carries a tendency towards overdiagnosis and
overtreatment.20,23 This may indicate a need for challenging
conversations about whether suboptimal care is better than no
care at all in remote communities where care would otherwise
be unavailable.

Prenatal care and cervical cancer screening
The protocols reviewed also contained minimal discussion of
prenatal care or cervical cancer screening (Table 4). Since these
particular issues require specialized equipment, ongoing follow-
up and integration with the local healthcare system, we can
speculate that STMMs generally rely on local and public health
authorities to perform these activities. To the extent that del-
egating such care to the local system encourages STMMs to
work within that system, this may not be problematic. Since this
review addresses only primary care STMMs, we cannot exclude
the existence of high-quality dedicated missions that specifically
manage such screening and prenatal care. However, we would
also argue that it is contingent upon STMM providers and volun-
teers to be aware of the existing system so that they can ade-
quately work within it, avoid conflict and duplication of services,

and ensure that women are correctly referred rather than simply
forgotten.

Other women’s health issues
Finally, we note that none of the protocols reviewed addressed
the subject of intimate partner and family violence. We can spec-
ulate several potential reasons for this, including the challenges
of language and cross-cultural issues, an absence of expertise
and resources specific to the problem, and challenges with
obtaining adequate follow-up once the subject is addressed.
However, we note that violence is astonishingly prevalent in LAC,
with a disproportionate number of female victims.10,11 With its
attendant effects on mental health and overall well-being, it
is contingent upon STMMs to have an approach to non-specific
complaints of anxiety and depression, as well as to overt signs of
intimate violence.

Strengths and limitations
A major strength of this study is its capture of the grey
literature using a multipronged search strategy. Our findings
provide a baseline understanding of STMM practices and how
they compare with international guidelines. Limitations include
the limited response rate (48%) among directly contacted STMM
organizations and the restriction of our sample to those STMM
organizations with a web presence, suggesting the possibility
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of selection bias. Additional research is needed on the broader
population of STMM organizations both within and outside of
LAC, as well as on the extent to which clinical protocols are
actually implemented. Although caution should be exercised in
generalizing the findings of this study to STMMs operating outside
LAC, it would be reasonable to speculate that the lack of clinical
protocol use is a persistent problem across LMICs.24,25

Conclusions
Practice guidelines for clinicians managing women’s health are a
key step in the consistent, effective treatment of gynaecological
and obstetric conditions that lie within the scope of primary
care. Despite increasing attention to issues affecting women’s
health, the clinical protocols obtained in this study provide only
limited guidance to clinicians working on STMMs. As was the
case more generally in the previous instalments of this review
series,26–29 the protocols obtained in this study were poorly ref-
erenced, with unclear levels of evidence. Inconsistent care and
departure from established guidelines can place women at risk
of ineffective treatment, promote antibiotic resistance through
the use of ineffective antimicrobials and erode the confidence
of patients and communities in the expertise of their clinicians.
Visiting volunteer groups can improve their practices by establish-
ing formal pathways for communication and partnerships with
local health authorities and by ensuring adequate awareness of
current international guidelines where they are available.

This review series can be considered an entry point for the
adaptation and distribution of guidelines for STMMs that are
based on existing WHO guidance and acceptable to clinicians,
patients and organizations. Ideally, such guidelines would sug-
gest management options for the medical conditions most fre-
quently seen by STMMs and would be modified to reflect local
disease patterns and epidemiology. Any guidelines adaptation
initiative should carefully consider and integrate input from local
healthcare workers, which will maximize their implementation,
presenting an opportunity for sustainable and positive changes
in clinical practice.
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Appendix 1. Search strategy
Self-described non-governmental organizations (NGOs) currently
operating short-term (<1-mo duration) primary care STMMs in
LAC were identified in three ways. First, several databases of NGOs
were used (www.missionfinder.org, www.medicalmissions.org,
www.mmex.org, www.globalhealth.arizona.edu, www.interna
tionalhealthvolunteers.org) to identify organizations. Second,
a systematic Google web search1,19 was conducted using the
terms: ‘medical missions’, ‘short-term missions’, ‘medical mission
organizations’, ‘international health volunteering’, ‘Christian
health volunteering’, ‘religious health volunteering’, ‘corporate
global health volunteering’, ‘international health fellowships’,
‘international health educational opportunities’, ‘global health
director’, ‘international service learning’, ‘global health elective’,
‘medical school international internships’, ‘intercultural learning’,
‘global health volunteer projects university’ and ‘international
volunteer organizations’. Third, organizations were located
through the Twitter hashtags ‘medical mission’ and ‘global
health’. The database was constructed between 17 April 2014
and 20 July 2015.
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