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OBJECTIVE: Health links aim to strengthen healthcare systems in low and middle-income countries through 

mutual exchange of skills, knowledge and experience. However, student participation remains limited, 

despite growing educational emphasis upon global health. Medical students continue to report negative 

attitudes to psychiatry in high income countries, while in Somaliland, the lack of public sector psychiatrists 

limits medical students’ awareness of mental healthcare. This empirical report describes the design, 

implementation, and mixed methods analysis of a peer-to-peer psychiatry e-learning partnership between 

UK and Somaliland students arising from a global mental health link between the two countries.  

METHODS: Medical students at King’s College London (KCL, UK) and Hargeisa and Amoud universities, 

Somaliland were grouped into 24 pairs. Participants aimed to complete ten fortnightly meetings to discuss 

psychiatry topics via the website, MedicineAfrica. Students completed initial and final evaluations, including 

ATP-30 (Attitudes Toward Psychiatry) questions, a stigma questionnaire, and brief evaluations after each 

meeting. 

RESULTS: Quantitative findings demonstrated that enjoyment, interest, and academic helpfulness were rated 

highly by students in Somaliland and moderately by students in the UK. Somaliland students’ attitudes to 

psychiatry were significantly more positive post-participation, whereas UK students’ attitudes remained 

stable. Qualitative findings identified more gains in factual knowledge for Somaliland students, whereas UK 

students reported more cross-cultural learning. Reasons for non-completion and student-suggested 

improvements emphasized the need to ensure commitment to the partnership by participants.  

CONCLUSIONS: This partnership encouraged students to consider global mental health outside the standard 

medical education environment, through an e-learning format solely utilizing existing resources. This new 

approach demonstrates potential benefits to students in contrasting locations of brief, focused online 

peer-to-peer education partnerships, expanding the scope of health links to the medical professionals of the 

future. 
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 Negative attitudes towards psychiatry among medical students continue to be reported, including 

perceptions that it is unscientific, unenjoyable and does not make use of medical training [1].   Just 14% of 

applicants to psychiatry higher training have UK medical qualifications [2], and large numbers of psychiatrists 

did not initially choose the specialty [3]. Stigma towards both people suffering from mental disorders and 

towards psychiatry as a profession is a complex problem [4]. It has been measured in various ways in high 

income settings but cross-cultural studies of stigma associated with psychiatry and psychiatric patients have 

been limited [5]. Proposed solutions have included improved quality of psychiatry teaching and perceived 

value of the specialty [6], although practical training may not improve attitudes towards psychiatry [7]. A 

recent systematic review proposed that developing innovative educational initiatives could combat negative 

attitudes among students and improve recruitment into psychiatry [8]. 

 

Somaliland is a self-declared independent region in northern Somalia with a population of 2-3.5 million [9]. 

There are three public inpatient psychiatric units in the region, and no psychiatrists working in the public 

sector, leaving a large unmet regional burden of mental illness [10, 11]. King’s THET (Tropical Health and 

Education Trust) Somaliland Partnership (KTSP) is a health link [12], which works to strengthen the healthcare 

system through mutual exchange of skills, knowledge and experience between Somaliland and King’s Health 

Partners, UK [13].  

 

The KTSP mental health group provides teaching and examination support to all medical students in 

Somaliland, who previously received no formal psychiatry training. With no practicing psychiatrists in the 

region, KTSP mental health representatives are recruited from Somaliland students and newly qualified 

doctors to support the link [14]. Face-to-face teaching of students and doctors in Somaliland covers a basic 

curriculum, addressing common psychiatric disorders, their diagnosis and management, with a focus on 

treatment in the resource-limited setting. This teaching was associated with increased knowledge, improved 

attitudes towards mental health and reduced support for stigmatized attitudes towards people with mental 

disorders [15]. Medical students at King’s College London receive a more in-depth psychiatry teaching 
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curriculum, which includes rarer disorders, with more clinical exposure to sub-specialties within psychiatry 

than their peers in Somaliland. 

 

E-learning, a broad term used to describe any approach to education which makes use of electronic 

technologies to optimize learning, is attracting growing interest in the field of medical education. With 

increasing accessibility of telephone, computer and Internet technology, e-learning has the potential to 

create opportunities for more flexible, convenient and personalised study than more traditional approaches.  

Reviews of the literature note the danger that e-learning may be ‘stagnant’ if used as an electronic approach 

to delivering the same educational resources, and advocate a focus on interactive, learner-centered 

approaches [16]. The need to make e-learning resources interactive for enhanced learning has been 

supported by experimental studies of both medical students and residents [17].  Internet-based teaching 

with a focus on interactivity may increase time spent learning and improve learning outcomes [18]. However, 

variation within web-based education is extensive, with correspondingly diverse outcomes [19]. A review 

found that new psychiatry teaching technologies are not well studied and require partnership approaches for 

curricular integration [20]. By contrast, peer teaching has well-documented effects, including increased 

knowledge, clinical and communication skills, time management, confidence, and responsibility-taking [21].  

Few studies have combined peer teaching with e-learning approaches, but where students share learning 

objectives and linguistic fluency, a single web-based environment has been shown to support cross-cultural 

peer-learning [22]. 

 

There is growing recognition of global health in medical education, including the UK General Medical 

Council’s recommendation for “a global perspective [on] the determinants of health and disease and 

variations in health care delivery” [23].  Together with recessionary budget cuts [24] and psychiatry 

recruitment challenges [25], innovative, low-cost technologies stimulating interest in global mental health 

are increasingly important to educators and clinicians worldwide.  
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Attempting to address these issues, we piloted a peer-to-peer psychiatry partnership between UK and 

Somaliland students in 2009-2010, using MedicineAfrica: a telemedicine portal based on a social network 

structure, which facilitates online case-based tutorials in real time [26]. Ten pairs of students from Hargeisa 

University, Somaliland, and KCL, UK, met online fortnightly to discuss psychiatry topics, with session 

enjoyment, academic helpfulness, and interest highly rated [27].  

 

In this study, we evaluate this model, expanded to a larger cohort of participants, incorporating suggested 

improvements, using a mixed-methods design, utilising both quantitative and qualitative assessments to 

better characterise student experiences. Medical student coordinators actively involved with psychiatry 

projects at KCL (RK) and Hargeisa and Amoud Universities, Somaliland (GA) devised, planned, implemented 

and evaluated the partnership. Through collaborative discussion of a suitable project title, they selected the 

name Aqoon, meaning “knowledge” in Somali. 

 

This study had three substantive aims: first, to examine attitudes to psychiatry pre- and post-participation in 

peer-to-peer global mental health e-learning; second, to examine stigmatized attitudes in medical 

students pre- and post-participation and third, to assess students’ subjective reports of learning arising from 

this partnership. This study had two further methodological aims: to qualitatively assess the practical 

applicability of this e-learning model and to explore improvements to address problems with 

implementation. 
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Methods 

 

We utilized a mixed-methods design, because we considered the combination of quantitative and qualitative 

data necessary to assess this new medical education intervention from multiple perspectives [28-29]. 

 

Recruitment 

As Aqoon was in its infancy, we used convenience sampling to recruit participants. We invited UK students to 

express their interest in partnership with a student in Somaliland for peer-to-peer psychiatry e-learning, via 

emails to all third year medical students commencing clinical psychiatry placements, members of KCL 

Psychiatry Society and Medsin (a student global health society). The Somaliland coordinator publicized 

Aqoon through face-to-face conversations; UK student uptake determined the sample size. We matched UK 

and Somaliland participants at random; students did not express preferences for same-sex partners. We 

required applicants to submit a paragraph describing their reasons for participation, with a photograph, to 

encourage prospective students to consider their motivations and time commitments and to personalize the 

experience of being matched to a partner overseas.  

 

Procedure 

We requested that participants met ten times for one hour, fortnightly, using instant messaging via the 

MedicineAfrica website. We extended the number of meetings from eight in the pilot study, to ten, to move 

beyond the core psychiatry curriculum to include two sessions on broader topics of students’ choosing.  

Coordinators and the health link’s supervising psychiatrist (SW) devised suggested themes collaboratively, 

reflecting common disorders, key curricular topics, and cultural perspectives.  Participants received 

fortnightly emails, reminding them to meet and complete evaluation questionnaires. 

 

​ Instruments 
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Participants completed anonymous online questionnaires via SurveyMonkey [30] pre-participation, after 

each meeting, and post-Aqoon, which incorporated the following instruments. Pre-Aqoon, students reported 

their university, year of study and age.  After each meeting, students rated each session’s enjoyment, 

academic helpfulness, and interest on a five-point Likert-type scale, from “Not at all” (1) to “Extremely” (5). 

We devised this tool as a simple gauge of students’ immediate experiences of each online meeting. 

 

Participants completed the ATP-30 questionnaire [31] pre-participation in Aqoon and post-completion of the 

partnership. ATP-30 comprises 30 attitudinal statements about psychiatry with responses on a five-point 

scale from strongly disagree (1) to strongly agree (5) and has been used to assess student attitudes in African 

medical schools [32]. Overall scores range from 30 to 150, with a midpoint of 90, indicating a neutral 

position. 

 

Students completed a questionnaire assessing stigmatized attitudes towards people with mental health 

problems, pre-participation in Aqoon and post-completion of the partnership. This instrument was previously 

piloted in Somaliland by RS and used to demonstrate reduced stigma after intensive face-to-face psychiatry 

training [15]. It featured ten questions assessing stigma on a five-point scale from strongly disagree (1) to 

strongly agree (5). 

 

We asked students pre-Aqoon what they hoped to gain from the partnership.  After each meeting, we asked 

participants how long they met for and to name three things they learned that day. Post-Aqoon, we asked 

students what three things they had gained from the partnership and to suggest three points for 

improvement. We also asked what problems had prevented participants from completing Aqoon, for 

suggestions on how to avoid these difficulties and for a summary of their view of the partnership, including 

whether they would recommend it to a friend. 

 

​ Ethics 
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Consent to complete the anonymous questionnaires was an explicit feature of the partnership Terms of 

Reference, as was agreement to anonymize all cases discussed. Aqoon forms part of the KTSP MedicineAfrica 

evaluation, which has KCL Ethics Committee approval.  

 

 

Analysis 

Non-parametric tests were used to compare quantitative scores pre- and post-participation, because of small 

sample sizes. Median ATP-30 and stigma scores between UK and Somaliland students were compared using 

Wilcoxon rank sum tests for independent samples. Individual students’ pre- and post-Aqoon scores were 

compared using Wilcoxon signed rank tests for matched samples, comparing changes for each country 

separately and for the full sample. This was only possible for participants who completed both surveys and 

whose pre- and post-Aqoon answers were matched. We performed statistical analysis using Stata 12.1 [33]. 

 

We separated all qualitative responses into UK and Somaliland students, which were indexed inductively into 

broad categories by RK, using content analysis [34], and counted the number of responses per category. RK 

maintained awareness of her position as a former KCL student as far as possible, to preserve reflexivity. We 

then reviewed the results of content analysis alongside the quantitative measures described, to yield a richer 

understanding of students’ experiences. Responses were sufficiently similar that they could all be grouped 

into categories. 
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Results 

Participant Flow 

Medical students at KCL (UK) and Hargeisa and Amoud universities, Somaliland were grouped into 24 pairs. 

Overall, 44 of 48 participants completed initial questionnaires, including questions about their anticipated 

learning, the ATP-30 and stigma questionnaire.  

  

After individual online meetings, students completed 98 brief questionnaires about their learning during that 

session: 57 UK and 41 Somaliland students. Four pairs reported meeting ten times; however it is not possible 

to know the total number of meetings held because meetings not reported in questionnaires were not 

logged by the MedicineAfrica website. Mean meeting duration was 1 hour, 23 minutes. 

 

Final post-Aqoon questionnaires, including their evaluations of the partnership, their learning, the ATP-30 

and stigma questionnaires were completed by 18 UK and 14 Somaliland students. We were able to match 

pre- and post-Aqoon questionnaire responses for 19 (11 UK, 8 Somaliland) of the initial 48 participants.  

 

​ Sample Description 

The sample comprised 24 UK and 20 Somaliland students aged 20-42 years. Students were in the third (n=21, 

48 per cent), fourth (n=10, 23 per cent), or fifth year (n=12, 27 per cent). One student was taking an 

intercalated degree. Only Somaliland students identified as fifth years (55%) had received a two-week 

psychiatry course delivered by King’s THET Somaliland Partnership, whereas all UK participants had received 

psychiatry lectures in their second year and clinical placements in their third year of medical school. 

 

​ Quantitative Results 

Responses to the three experience questions demonstrated significantly more positive ratings by Somaliland 

students on all three measures (Table 1, Figure 1).  
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Table 1: Post-meeting evaluation responses 

Question 

Median score 

Wilcoxon’s Z 

value 
p-value UK students 

(n=58) 

Somaliland 

students 

(n=41) 

All students 

(n=99) 

How much did you enjoy today’s session? 4 5 5 5.281 0.0001 

How much did you find this session academically helpful? 3 5 4 5.277 0.0001 

How interesting did you find today’s session? 4 5 4 5.425 0.0001 

 

 

 

Figure 1: Comparison of UK and Somaliland students’ enjoyment, academic helpfulness, and interest ratings of Aqoon 
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Pre-Aqoon ATP-30 scores were neutral or positive and comparable between UK and Somaliland students 

(medians= 111.5 and 104.5, z=-1.675, p=0.0939). Overall attitudes became significantly more positive 

post-Aqoon in the 19 response-matched students (medians= 106 and 114, z=-2.319, p=0.0204). This reflected 

improved attitudes in Somaliland (medians = 105 and 114; z = -2.038, p=0.0416) but not UK students 

(medians = 108 and 112, z = -1.203, p =0.2289). Full ATP-30 scores are available on request. 

 

Stigma questionnaire scores pre-Aqoon indicated generally neutral or positive attitudes, with more positive 

attitudes to mental illness among UK students on four questions (Table 2). Stigma scores did not change 

significantly post-Aqoon in response-matched students (Table 3). UK students displayed no change in stigma 

question scores, whereas Somaliland students demonstrated improved attitudes to Q8: “someone with 

mental illness is not able to make decisions about their treatment” (medians = 2 and 3; z = -2.372, p = .0177). 
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Table 2: Stigma Questionnaire scores for all students pre-Aqoon 
 

Question 

Median score 
Wilcoxon’s Z 

value 
p-value All students 

n=44 
UK students 

n=24 

Somaliland 
students 

n=20 
1 I think having a mental illness is the fault of that person* 4 5 4 -1.903 .0570 

2 I think mental health is less important than physical health* 4 4 5 1.077 .2816 
3 Mental illness is more common in the UK than in Somaliland* 3 3 3 -0.737 .4613 
4 Psychiatrists have a lower status than doctors who specialise in physical illness* 4 4 4 -0.168 .8663 

5 I do not think it is important to treat or prevent physical illnesses in the mentally ill* 5 5 4 -2.448 .0144 
6 I would consider psychiatry as a career 4 4 3 -1.492 .1357 
7 I think that for governments treating mental illness should be a lower priority than treating 
physical illness* 

4 4 4 -1.752 .0799 

8 Someone with mental illness is not able to make decisions about their own treatment* 3 4 2 -5.798 .0000 
9 I think mental illnesses have mainly spiritual causes* 4 4 3 -2.705 .0068 

10 How mental illness presents depends mainly on culture* 2 2.5 2 -2.055 .0399 

Scoring: 1=strongly disagree, 2=disagree, 3=neither agree nor disagree, 4=agree, 5=strongly agree, * Results reversed for ease of analysis. 
p-values in bold indicate significance at the 5% level 
 
 

Table 3: Change in stigma scores for all matched students post-Aqoon 
 

Question Median score pre-Aqoon 
(all students, n=19) 

Median score post-Aqoon 
(all students, n=19) 

Wilcoxon’s 
Z value 

p-val
ue 

1 I think having a mental illness is the fault of that person* 4 5 -1.675 .0939 
2 I think mental health is less important than physical health* 4 4 -0.747 .4553 
3 Mental illness is more common in the UK than in Somaliland* 3 3 -0.374 .7087 
4 Psychiatrists have a lower status than doctors who specialise in physical illness* 4 4 -0.633 .5267 
5 I do not think it is important to treat or prevent physical illnesses in the mentally ill* 5 5 -0.912 .3617 
6 I would consider psychiatry as a career 4 4 -0.707 .4795 
7 I think that for governments treating mental illness should be a lower priority than treating 
physical illness* 

4 4 -1.227 .2200 

8 Someone with mental illness is not able to make decisions about their own treatment* 3 4 -1.227 .2197 
9 I think mental illnesses have mainly spiritual causes* 4 4 0.688 .4917 
10 How mental illness presents depends mainly on culture* 2 2 1.055 .2915 
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Qualitative Results 

 

Qualitative content analysis tables are available by contacting the corresponding author. Content analysis of what 

participants hoped to gain demonstrated themes of friendship and networking in both groups but greater focus on 

factual knowledge by Somaliland students (all participants) and on cross-cultural partnership by UK students (83%), 

for example: 

 

Third Year (UK): To learn about psychiatric disorders in another culture and how culture has an effect on psychiatric 

disorders and how they are treated. 

Fifth Year (Somaliland): Revision of the basic concepts of psychiatry. 

 

Content analysis of students’ self-reported gains raised similar themes, with both groups emphasising the benefits of 

friendship but greater focus upon factual knowledge by Somaliland students (79% reported gaining knowledge) and 

on cross-cultural learning by UK students (61%), for example: 

 

Third Year (UK): I made a friend in Somaliland that I would otherwise not have met and learned so much about medical 

training there and life there in general. 

​ Fourth Year (Somaliland): More understanding of psychiatry diseases. 

Third Year (UK): An understanding of how mental health and perceptions of mental health differ trans-culturally.​

​ ​ ​ ​ ​ ​ ​ ​  

Post-Aqoon, content analysis of 16 (9 UK and 7 Somaliland) students’ reasons for not completing the full ten sessions 

demonstrated similar themes, with both groups emphasising difficulties communicating to plan meetings, finding 

mutually suitable times and technical problems (mentioned by 100% of UK and Somaliland students who did not 

complete the partnership) . Two Somaliland students reported that, out of politeness, they did not assert their own 

availability or seek help from coordinators to reconnect with their partner: 

 

Fifth Year (Somaliland): Main problem was time of coming online. My partner used to select time which is suitable and I 

used to respect it. My suggestion is to persuade every participant to respect chances and opinions of his or her partner. 

 



 

Fourth Year (Somaliland): I used to remind regularly by email & I declined to push her through the coordinators... the 

best way of addressing this issue is to make sure whether those students registered to the program is interested to start 

and finish. 

 

Content analysis of participants’ suggested improvements post-Aqoon demonstrated similar themes, with both 

groups suggesting better motivation to participate and strict meeting times but with greater focus on offering 

alternative meeting formats by UK students (suggested by 28%) and additional educational resources(43%) and 

expansion to other specialties (29%) by Somaliland students, for example: 

 

Third Year (UK): Keep the meeting times a bit stricter - arranged times weren’t stuck to. 

Sixth Year (Somaliland): Partner should be respect the time that be consumed in the waiting for the meeting as some 

miss the meeting without reason. 

Third Year (UK): The website wasn't always the most easy to use - perhaps a more simple chat medium like Google or 

MSN? 

Fourth Year (Somaliland): To send each member videos for mental illness programs. 

 

Post-Aqoon, 17 of 18 UK respondents (94%) and all 14 Somaliland respondents said they would recommend Aqoon 

to a friend. Despite UK students’ post-meeting evaluations of enjoyment, academic helpfulness and interest being 

significantly less positive than Somaliland students’, their post-Aqoon qualitative feedback was broadly positive:  

 

Third Year (UK): This was a very good project, a great chance to make a friend in a different continent and to really 

understand how psychiatry works differently in different cultures but also to question the way that psychiatric patients 

are approached and treated here. 

Third Year (UK): The Aqoon project is a very unique and valuable experience... I have realised how views about a 

particular subject can differ not only between two people but two different cultures and I can now appreciate why this 

may be and also have learnt how to approach people especially when asking about sensitive topics.  

 



 

Discussion 

​ Key Findings 

Students rated this peer-to-peer global mental health e-learning partnership positively for interest, academic 

helpfulness, and enjoyment, with significantly more positive evaluations by Somaliland than UK students. 

Participation was associated with significantly improved ATP-30 scores in Somaliland but not UK students. Stigma 

responses did not change significantly in either group.  

 

Qualitative comparison of anticipated gains pre-partnership and self-reported gains post-partnership supported 

mutual focus on friendship but greater emphasis on factual knowledge by Somaliland students and cross-cultural 

learning by UK students. Reasons for non-completion and suggested improvements highlighted logistical and 

motivational challenges to meeting online. Incorporating qualitative and quantitative analyses in this mixed methods 

design revealed that this new intervention remained popular when expanded to a larger cohort; the majority would 

recommend it to a friend.  

 

Comparison with other studies 

These results support the pilot study’s positive findings [27] but no other evaluations of psychiatry education of this 

form were found in the literature for comparison.  This study supports previously described benefits of peer teaching 

[15], from a global mental health perspective. It concurs with evidence that a single online environment can 

effectively facilitate interactive e-learning, where students communicate fluently in the same language [17].   

 

Significantly more positive ratings of interest, academic helpfulness and enjoyment by Somaliland than UK students 

may have indicated greater benefit from Aqoon in light of reduced access to educational resources compared with 

UK students, supported by previous studies of face-to-face psychiatry teaching in Somaliland [15]. 

 

Alternatively, an acquiescent response bias associated with Likert-type scales is possible, as previously reported [35]. 

This issue offers an additional motivation for mixed-methods analysis when comparing medical education initiatives 

cross-culturally, to enable clarification of the attitudes underlying quantitative results.  
 



 

 

Interpretation of unchanged stigma responses is difficult, because this questionnaire was designed specifically for use 

with Somaliland, not UK students, and 55% of Somaliland students had already received face-to-face psychiatry 

teaching, shown to improve stigma attitudes [15].  

 

​ Limitations 

Limitations include the small sample size and self-selection of Aqoon participants. The anonymity of the 

MedicineAfrica website forum prevented quantifying the number of meetings not evaluated in questionnaires, 

limiting data available for analysis. The statistical analyses are appropriate for small samples although we recommend 

replication with a larger sample. Pre- and post-Aqoon data could not be matched for some students; we recommend 

using unique codes for anonymous questionnaire completion to ensure direct comparison of all responses pre- and 

post-intervention while a completion incentive might also reduce attrition. Replication using a probability sample will 

help ensure the results are representative of medical students and permit wider inference.  These results are 

restricted to a single time period; we propose longitudinal follow-up of future cohorts to explore whether improved 

ATP-30 scores are maintained. Such studies could also consider the optimal timing of such partnerships in relation to 

curricular psychiatry lectures and clinical placements. 

 

Students most frequently attributed non-completion of the full ten sessions to difficulty finding mutually suitable 

times and not prioritising sessions. Future applications of this model require clearer communication of the 

expectations and demands of participation. Motivation to complete all ten online meetings could be encouraged by 

integrating participation into the global health curriculum, while scheduling students to meet online at fixed times 

could alleviate scheduling conflicts. Participants could also be required to produce a piece of reflective writing about 

their learning during the partnership, with attendance contributing to grades. We recommend regular prompts to 

arrange meetings and encouragement by coordinators of mutual decision-making. 

 

​  

Strengths 

 



 

This partnership presents a new intervention, solely utilizing existing resources, with scope for wider use in medical 

education to improve attitudes towards psychiatry [16]. Some participants requested application of Aqoon to other 

areas of medicine, supplemented with additional learning materials, indicating potential expansion to particularly 

benefit medical students in low- and middle-income countries. Participants did not struggle to access Internet or 

computers, confirming Aqoon’s practical relevance to students in settings with limited resources. 

 

​ Implications 

We consider these findings of importance to medical education worldwide, with an increasingly globalized world 

demanding ever more culturally sensitive clinicians. Although this study cannot determine causality, the association 

between brief educational partnership and improved attitudes towards psychiatry among students in this 

low-income country is important, considering restricted medical education and mental healthcare resources [36].  

Such peer-to-peer partnerships may especially benefit medical students in resource-poor settings: a hypothesis 

warranting further study, including comparison with effects of face-to-face psychiatry teaching and expansion to 

allied health professionals, including student nurses [37]. 

 

​ Conclusion 

Peer-to-peer e-learning addresses university teaching challenges, including raising the profile of global health despite 

budget constraints. Aqoon illustrates how the scope of health links may be expanded beyond qualified clinicians, to 

the medical professionals of the future. 
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Implications for Educators 

▪​ Peer-to-peer e-learning addresses university teaching challenges, including raising the profile of global health 

despite budget constraints, by creating low-cost opportunities for cross-cultural learning. 

▪​ Harnessing medical students’ enthusiasm for global health links by supplementing opportunities to travel 

abroad for overseas electives with at-home e-learning partnerships may be an effective means of engaging 

them with the importance of mental healthcare worldwide. 

▪​ This peer-to-peer global mental health e-learning partnership model offers a novel approach to addressing 

negative attitudes to psychiatry and stigmatized attitudes to people with mental health problems, among 

medical students in low-income settings. 

▪​ Medical students in high income countries may have more entrenched negative attitudes to psychiatry than 

those in low income settings, but may still benefit from the cross-cultural global mental health learning 

yielded by participation. 

▪​ Logistical and motivational challenges to meeting overseas partners online are the main barriers to successful 

completion of this partnership model. 
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