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Abstract

Medical education and professional development in infectious diseases have historically been shaped by resources from high-
income countries, often overlooking conditions like Female Genital Schistosomiasis (FGS). In response, The Geneva Learning
Foundation implemented a multi-country virtual training in 2023 using a peer-based learning-to-action approach, designed to
fill this knowledge gap and strengthen the capacity of healthcare workers in endemic regions. The program unfolded in two
stages. The first stage introduced participants to FGS and guided them in creating action plans to address it, while the second
stage provided structured support for executing these plans. To assess the program’s reach and effectiveness, we conducted a
mixed-methods study grounded in connectivist theory, collecting both quantitative and qualitative survey data, which were
analyzed independently and then synthesized. A total of 255 healthcare workers from 19 Francophone African countries
participated in the initial phase, representing all tiers of the health system. Over two-thirds reported improvements in FGS
knowledge, and collectively they trained 2,675 colleagues. Around 85% of participants highlighted the value of the peer review
process in refining their action plans and generating innovative ideas. Notably, course completion rates were consistent across
professional roles and organizational affiliations. The program fostered personal and professional growth through new networks
and peer connections. These networks provided ongoing support, while certification enabled career advancement and expanded
responsibilities. Across both phases, participants reached 49,088 community members with FGS education. By leveraging local
knowledge exchange and peer collaboration, the virtual learning-to-action model successfully addressed immediate training
needs, empowered healthcare workers to apply their learning in real-world settings, and offered a decolonized approach to FGS
education that centered local perspectives and action.
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Introduction

Female Genital Schistosomiasis (FGS), first documented
in 1899, is a chronic condition caused by the parasitic
worm Schistosoma haematobium [1]. Schistosomiasis is
contracted through contact with freshwater contaminated
by schistosome larvae and can manifest as intestinal or
urogenital disease. Without timely treatment, it may
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cause long-term inflammation and progressive damage to
women’s urinary and reproductive tracts, resulting in
severe complications such as ectopic pregnancy,
infertility, and miscarriage [2]. FGS also increases
susceptibility to infections like HIV and HPV and can
contribute to stigma and social exclusion [3].
Importantly, FGS is preventable, and early interventions
are low-cost and effective [4, 5].

Despite its prevalence, FGS is rarely addressed in
medical and nursing education. When schistosomiasis is
taught, the focus is usually on urinary or intestinal
manifestations, leaving gynecological aspects largely
unaddressed [6]. This omission reflects a broader neglect
of gender-specific impacts of neglected tropical diseases
(NTDs) [7]. FGS is similarly underrepresented in sexual
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and reproductive health and HIV services across most
endemic countries. The lack of integration and
standardized guidelines leaves frontline healthcare
workers without sufficient tools for accurate diagnosis,
treatment, and referral [8, 9]. Although in-service and
continuing professional development (CPD) programs
can help close these knowledge gaps, they are often
optional and limited by financial, infrastructural, and
logistical constraints in low- and middle-income settings
[10]. Consequently, misdiagnosis is common, with
genital lesions, discharge, and infertility frequently
mistaken for STIs or HIV-related conditions, exposing
affected women to stigma and inappropriate treatments
[6, 11].

One underlying issue is the dominance of medical
curricula and clinical guidelines shaped by high-income
countries (HICs) [12], which often marginalizes the
perspectives and needs of endemic regions. In response,
calls to decolonize global health have emphasized the
importance of examining the power dynamics and
assumptions inherent in global health partnerships [12,
13]. The intersection of FGS with Water, Sanitation, and
Hygiene (WASH) interventions illustrates this need:
many programs have historically relied on Western-
centric models that fail to account for local realities,
limiting their effectiveness and sustainability [14, 15]. A
decolonial approach instead advocates for community-
driven, context-specific strategies that draw on local
knowledge and actively involve endemic communities in
decision-making to ensure lasting impact [14, 16].

Peer-to-peer virtual support and training for FGS
Recognizing Female Genital Schistosomiasis (FGS) as a
pressing social and gender equity challenge, The Geneva
Learning Foundation (TGLF) partnered with Bridges to
Development to develop a two-phase, peer-to-peer
virtual training program. The initiative, implemented in
2023, targeted healthcare workers across Francophone
Africa. The program included an initial training phase
(Phase 1) and a follow-up Impact Accelerator (Phase 2),
both structured around TGLF’s peer learning-to-action
model [17-20]. Designed by co-author RS, this model
draws on informal and incidental learning principles [21]
and leverages digital platforms to promote cross-
disciplinary and interprofessional knowledge exchange
[22].

The course content was guided by the FGS Competency
Framework, jointly developed by Bridges to
Development, global experts, and the World Health

Organization. The framework defines 27 key
competencies for training healthcare workers at all
system levels, covering clinical and community-based
aspects of FGS diagnosis, treatment, and prevention [23].
Participation was voluntary and cost-free. Selection
prioritized candidates who could reliably engage online
and aimed for diversity in gender, professional role, and
health system representation, with special attention to
high-priority regions such as the Democratic Republic of
the Congo. Because male applicants outnumbered female
applicants, a larger share of women was intentionally
selected to achieve gender balance. Training sessions
were delivered in French by TGLF, supported by Bridges
to Development staff, over seven months, with subject
matter experts providing core instruction and guidance
(Figure 1).

In Phase 1, participants gained foundational FGS
knowledge and developed action plans to improve local
outcomes, which were assessed collaboratively by peers
and SMEs using a rubric emphasizing feasibility,
guideline alignment, integration with other programs,
and community engagement. Phase 2 provided structured
support for implementing these plans, encouraging
ongoing exchange of resources and recommendations
between participants and SME:s.

Further investigation is needed to evaluate the program’s
effectiveness in engaging diverse healthcare workers and
addressing gaps in FGS curricula and preparedness.
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Figure 1. 2023 Training event information and
schedule
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Theoretical framework

Connectivism has been instrumental in informing online
education [24] and provides a useful framework for
assessing digital learning strategies such as TGLF’s peer
learning-to-action model [17-20]. As shown in Figure 2,
this theory conceptualizes learning as a networked
process, where individuals interact with each other and
with diverse information sources. Its focus on knowledge
development across three interconnected layers—
individual, conceptual, and social/external [24, 25]—
offers a lens to understand how participants in the 2023
FGS peer-to-peer virtual training accessed essential
information and collaborated to tackle complex health
challenges. At the individual or neural level, learning
occurs as biological networks form memories and attach
meaning to new concepts. At the conceptual layer,
knowledge emerges through sharing
connecting information that resonates across learners. At
the social and external level, the networks individuals are
part of influence access to resources, shape collaborative
opportunities, and determine the reach of learning
outcomes [26, 27].

ideas and

Figure 2. The three levels of connectivism.

Research questions and purpose

This research seeks to investigate the learning methods,
record, and assess the execution and results of the 2023
Female Genital Schistosomiasis (FGS) virtual peer-to-
peer training initiative targeted at Francophone Africa. In
particular, it examines the following central question:
from the perspective of connectivism, in what ways did
the 2023 FGS virtual peer-to-peer training program
(Phase 1) and its Impact Accelerator (Phase 2) engage
diverse participants, generate benefits for them, and lead
to localized initiatives?

To evaluate benefits and effects, the study formulated
these supporting sub-questions:

Quantitative sub-questions
1. Which elements affected the probability of
participants finishing one or both phases?

2. To what degree did the training phases meet
their planned goals, and how did the peer
learning-to-action framework of The Geneva
Learning Foundation (TGLF) support those
successes?

Qualitative sub-questions

1. Which aspects of learning, relationships, and
resources delivered benefits to participants or
specific participant subgroups?

2. What specific technical knowledge and abilities
did participants indicate they acquired?

3. How did participants explain the role of peer-
based learning and interactions with colleagues
in enhancing their action plans?

4. In what manner did participants' descriptions of
varied relationships and resources contribute to
their individual development and broader
professional achievements?

5. How did the narratives of those who
successfully executed their action plans differ
from those who did not, in terms of their overall
experiences?

Materials and Methods

Ethics statement

The investigation utilizes previously gathered data from
The Geneva Learning Foundation (TGLF), managed
under the ethical review of its internal Commission on
Research Ethics (CRE). TGLF's CRE complies with
standards from the Cantonal Commission for Research
Ethics (CCER), Switzerland's Federal Act on Research
involving Human Beings (RS 810.30), the Human
Research Act (HRA), and the related Ordinance on
Organisational Aspects of the Human Research Act
(OrgO-HRA). These rules cover data acquisition,
storage, protection, and approval of research activities.
In June 2024, co-author KE secured ethics clearance
from the TGLF CRE for a larger study named
“Enstorying Global Health Landscapes of Learning,”
which explores the effectiveness of TGLF's peer-learning
strategy. This particular analysis is nested within that
endorsed project.

In July 2024, the University of Georgia's Institutional
Review Board evaluated the work and categorized it as
exempt from human subjects regulations (reference
PROJECT00009825).
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Research design

This study adopts a convergent parallel mixed-methods
approach [28, 29], in which quantitative and qualitative
data are given equal emphasis (QUAN+QUAL).
Secondary datasets from both phases of the 2023 FGS
peer-to-peer virtual training were collected at the same
time, analyzed independently, and later combined for
interpretation [30]. To fully address the study objectives,
findings from both strands were triangulated, allowing
for a richer and more nuanced understanding of the
program’s outcomes (Figure 3).
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Figure 3. Procedural diagram of research.

Data collection

Data for this study were gathered using pre- and post-
training online surveys developed by TGLF for both
phases of the 2023 FGS peer-to-peer virtual training
program. Survey invitations, built on the TypeForm
platform [31], were emailed to all participants, who were
French-speaking healthcare professionals representing
diverse roles and levels within the health system. Before
completing the surveys, participants received written
explanations detailing the purpose of the data collection
and how their responses might be used, such as in
research, reports, or presentations. Written consent for
research use of their data was obtained within the
surveys. Participation was entirely  voluntary,
uncompensated, and respondents could skip any
questions they preferred not to answer. During and after
data collection, co-authors JJ, NV, RS, and CM had
access to personally identifying information.
Additionally, videos and text contributions from
participants, including lightning chat exchanges, were
publicly accessible. Pre-course survey responses were
collected on June 27, 2023, while post-course survey data
were collected on December 12, 2023.

Each survey included both quantitative and qualitative
items to capture participants’ self-reported changes in
FGS knowledge, access to resources and tools, and
network engagement related to FGS. The Phase 1 pre-
survey gathered participants’ sociodemographic and

professional information, program expectations, and
readiness to participate. The Phase 2 pre-survey updated
these data and additionally captured participants’
collaborative activities within the program and progress
on action plans, including current needs and steps taken.
Post-surveys for both phases focused on action plan
and participants’ experiences, exploring
challenges faced and perceptions of support for both
personal growth and professional development.

outcomes

Data analysis

De-identified survey datasets were provided to all co-
authors on January 12, 2024, to support reporting to the
program’s funder. The secondary analysis of these data
for research purposes commenced on July 12, 2024.
Qualitative and Quantitative analyses were conducted
independently before being combined in an integrative
analysis.

Quantitative analysis

Quantitative analysis involved descriptive statistics
alongside multiple logistic and Bayesian regression
approaches. The dataset was filtered to include only
variables relevant to the study, and covariates such as
gender, professional role, type of organization, and prior
experience were included to account for confounding
factors. To improve statistical robustness, categorical
variables like profession and organization were
consolidated, while certain numeric variables—such as
self-reported social impact—were converted into
categorical formats for clarity and consistency.
Descriptive statistics were calculated to summarize
participants’ pre- and post-training knowledge and self-
assessed competencies, which were measured on a 0-to-
5 scale. These metrics provided an indication of learning
improvements resulting from the training. Multiple
logistic regression models were then used to identify
factors predicting completion of training and to estimate
the likelihood of knowledge gains based on individual
characteristics. Model selection employed a backward
stepwise procedure using the stats package in R (version
4.4.2), removing variables sequentially according to p-
values and the Akaike information criterion (AIC).
Variables with undefined or unstable p-values were
excluded, and multicollinearity was assessed using
variance inflation factors (VIF); variables with VIF > 5
were removed to ensure model stability. A p-value
threshold of 0.005 was applied to determine statistical
significance in the final models.
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Due to the smaller sample size in Phase 2, Bayesian
logistic regression was applied to evaluate the influence
of peer learning activities on outcomes such as
knowledge acquisition. These models were run using the
rstanarm package, which implements Hamiltonian
Monte Carlo sampling for efficient posterior estimation.
Posterior means and 95% credible intervals (Cls) were
reported, with predictors deemed significant if their Cls
excluded zero. Bayes factors were calculated to compare
competing models, and convergence was verified using
trace plots, which demonstrated stable chains and reliable
posterior estimates.

Qualitative analysis

The qualitative component of the study was carried out
using the six-phase approach to thematic analysis
outlined by Braun and Clarke [32], with data managed in
Excel. Open-ended survey responses, originally provided
in French, were translated into English via a neural
machine translation service [33]. To ensure fidelity and
capture participants’ intended meaning, TGLF and
Bridges to Development staff fluent in both languages
reviewed and corrected the translations.

In the first phase, the research team repeatedly read
through all responses to gain familiarity and begin
organizing the dataset. During the second phase, an
inductive coding process was applied, generating
preliminary codes that were discussed collaboratively. In
the third phase, codes were grouped into three main
categories: challenges, strategies, and results. For
example, ‘addressing reluctance’ and ‘site safety and
stability’ classified under ‘implementation
challenges,” while ‘advocacy with key health leaders’
and ‘phasing financing/activities’ were assigned to
‘implementation  strategies,” and ‘outputs’ and
‘outcomes’ were grouped as ‘implementation results.’
These categories were then interpreted with
consideration of whether participants completed their
action plans, using the framework of connectivism.
During phase four, the team reviewed the data to identify
possible themes. Phase five involved defining two central
themes and linking relevant participant responses to each
theme. In the sixth phase, verbatim quotations illustrating
different levels of connectivism were selected, and
composite vignettes were developed to present healthcare
workers’ experiences in an accessible way [34, 35].
Initial drafts of the vignettes were generated with
ChatGPT (25 February 2024) to randomly include
quotations from the large pool of responses. These drafts

were

underwent extensive refinement to emphasize key
thematic elements while preserving sociodemographic
diversity. The finalized vignettes provide synthesized
narratives representing each theme.

Integrative analysis

The integrative analysis merged quantitative and
qualitative datasets using joint matrices [30, 36] aligned
with the study’s research objectives. Descriptive
statistics were presented alongside qualitative findings,
including representative quotes tied to connectivism
levels. The combined data were analyzed to explore areas
where findings converged, diverged, or complemented
one another, leading to the generation of meta-inferences.
Finally, these meta-inferences were synthesized into a
coherent narrative to provide an integrated interpretation
of the study results [30, 36-39].

Reflexivity and positionality

As the collaborative research team from Bridges to
Development and TGLF, we approach this study with a
commitment to decolonizing global health. Our
organizations center local expertise, foster diverse
representation, and aim to empower healthcare
professionals within their own settings. To support
transparency and reflexivity, we adapted Khan’s
transparency matrix [40] to reflect the dimensions of our
identities relevant to this work (S1 Data).

Our team brings together individuals of varied
ethnicities, professional backgrounds, and levels of
public health experience. Both organizations have
extensive on-the-ground engagement with FGS in
affected countries, and we share a common mission to
equip healthcare workers to address local needs
effectively. Our prior experiences with virtual training
using TGLF’s peer-learning model have been positive,
and we recognize the value of the participant engagement
and outcomes reported. At the same time, we
acknowledged that our familiarity with the methodology
and the FGS context could introduce potential bias. To
address this, we held regular team discussions throughout
all stages of critically  interrogating
interpretations, challenging assumptions, and ensuring
that findings remained grounded in the data. To
strengthen trustworthiness, we triangulated multiple data
sources and incorporated verbatim quotes. We also
conducted an audit of the results, inviting colleagues
from the Global South—who play key roles as facilitators
and team members—to review both content and

analysis,
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presentation. To enhance accessibility, an unofficial
French translation of the accepted manuscript and its
supporting information was prepared, ensuring that
findings could be shared broadly and inclusively.

Results and Discussion

Quantitative findings

Study characteristics and participants

In total, 1,686 health professionals submitted
applications for Phase 1. Of these, 786 were admitted,
and 255 successfully completed the course. The applicant
pool was predominantly male (1,115 men versus 564
women). To advance gender balance, the selection
process resulted in 386 women and 397 men being
accepted.

The majority of admitted participants were aged 35 or
older (63.6%). Geographically, the highest share came
from Central Africa (48.7%), encompassing countries
such as Congo, the Democratic Republic of the Congo,
Cameroon, the Central African Republic, Gabon and
Equatorial Guinea.

The cohort included a wide variety of health roles, led by
Doctors and Obstetrician-Gynecologists  (43.4%),
followed by Public Health Officers (21.8%) and Nurses,
Midwives, or Nurse Practitioners (21.2%).

Participants were affiliated with diverse institutions,
most frequently public hospitals and health centers
(23.1%), national Ministries of Health (20.3%), and
private sector organizations (20.8%).

For Phase 2 (the Impact Accelerator), 145 professionals
applied, and all were admitted. Of these, 71 completed
the program. Once again, male applicants outnumbered
females, comprising 64.6% of the pool compared to
35.4% women.

Determinants of course completion

In Phase 1, despite efforts to enhance gender balance by
admitting more women, female participants had less than
half the likelihood of completing the course compared to
male participants (p = 0.008, OR: 0.42, 95% CI: [0.22,
0.79]). Participants who did not encounter difficulties
with the course content or the digital training platform
were over three times more likely to finish Phase 1 than
those who struggled with the material or technology (p =
0.027, OR: 3.45, 95% CI: [1.15, 10.34]). Moreover,
individuals who personally covered training-related
expenses, such as internet fees or costs associated with
implementing their action plans, had more than double

the odds of completing the course relative to those whose
costs were neither personal nor employer-covered (p =
0.008, CI: [1.26, 4.78] OR: 2.45, 95%).

For Phase 2, completion was higher among participants
who had already begun putting their action plans into
practice, showing increased log-odds compared with
those who had not started (Crl: 0.13-2.35 coef: -1.19,
95%). By contrast, community health workers had lower
log-odds of finishing Phase 2 compared to doctors (Crl:
-3.58, -0.10 coef: -1.75, 95%), indicating professional
role differences influenced participation outcomes.

Effectiveness of training: capacity development and

knowledge
For Phase 1, among those admitted, 14% were
completely  unfamiliar with  Female  Genital

Schistosomiasis (FGS) beforehand, and 62% lacked any
hands-on experience with the condition. The primary
goal of this phase was to build knowledge and skills.
Two-thirds (66%) of participants indicated a gain of at
least two levels in their self-assessed knowledge and
confidence (on a 0-5 scale). The share reporting
thorough understanding of FGS rose substantially, from
18.0% to 47.2%. Confidence in diagnosing FGS jumped
from 41% to 90%, in treating it from 37.1% to 86.4%,
and in preventing it from 57.5% to 96.6%. Likewise, full
confidence in talking about FGS with patients grew from
19.8% to 55.9%.

Community health workers were far less likely—
showing 83% reduced odds—to reach this threshold than
physicians or obstetrician-gynecologists (odds ratio:
0.17; 95% confidence interval: 0.04-0.67; p = 0.012).
Those with previous experience managing FGS also had
83% lower odds of substantial knowledge gains
compared to novices (odds ratio: 0.17; 95% CI: 0.04—
0.71; p = 0.015).

About 39% of completers went on to diagnose or treat
FGS cases, totaling around 638 patients. A strong
majority (91%) trained 2,675 fellow professionals.
Furthermore, 82% conducted community outreach,
educating more than 49,000 people about the disease.

Effectiveness of training: action plan implementation
and development

Out of the 232 action plans created in Phase 1, 82%
incorporated approaches to integrate FGS efforts with
existing initiatives, including HPV/cervical cancer
screening, WASH programs, infertility services, STI
management, HIV/AIDS prevention, school-based
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interventions, perinatal care, neglected tropical disease
(NTD) efforts, immunization campaigns, and migration-
related health services.

Phase 2 emphasized supporting participants in executing
their action plans. Among those who entered Phase 2,
there was a slight rise in reported completions prior to the
phase, but post-Phase 2, 23% had finished their plans and
71% had initiated implementation by the survey point.
The main types of operational plans from Phase 2
participants fall into three groups: Awareness and
Prevention (centered on education and preventive
actions); Diagnosis and Case Management (aimed at
enhancing diagnostic capabilities, treating cases,
handling referrals, and tracking registrations); and
Comprehensive Management (encompassing a blend of
awareness, prevention, diagnosis, treatment, referral, and
monitoring).

Analysis of professional backgrounds revealed strong
correspondences with plan types. Physicians, who made
up about 25% of the group, were responsible for the
majority of comprehensive management plans. All
community health workers concentrated solely on
and prevention, whereas laboratory
technicians focused exclusively on diagnosis and case
management. This pattern reinforced by
participants’ clinical responsibilities: 60% of those with
diagnosis and case management goals performed pelvic
exams in their roles, rising to 68.4% for comprehensive
management objectives, compared to just 35.9% among
those prioritizing awareness and prevention.

awareness

was

Impact of TGLF’s peer learning-to-action model

Peer support positively affected knowledge gains, with
participants who found it helpful showing substantially
higher log-odds of knowledge acquisition than those who
did not (coefficient: 1.97, 95% credible interval 0.80—
3.30).

In the post-training survey for Phase 1, 61% of
participants noted that peer reviews taught them more
than expected. Furthermore, 86% reported that feedback
from peers markedly strengthened their own action plans,
85% valued reviewing others’ plans, and 85%
experienced notable shifts in their professional practices
due to the program.

A large majority (77.2%) maintained contact with peers
after Phase 1 for collaboration. Of these, 61% attributed
ongoing connections to the peer support framework.
Such interactions involved co-creating projects, offering

implementation help, contributing to existing efforts, and
launching new joint initiatives.

Qualitative findings

Neural connections: FGS skills learned and technical
knowledge

'Participants entered Phase 1 with differing levels of
familiarity with FGS, including aspects of diagnosis,
treatment, and prevention. Some, even those working at
the frontlines or in policymaking roles, had little or no
prior exposure to the disease. The training strengthened
their understanding and enhanced their clinical
diagnostic skills, equipping them to manage cases
beyond mass drug distribution campaigns. Participants
also highlighted that the course helped correct
misunderstandings and previous misdiagnoses. They
observed that this expanded knowledge had tangible
benefits for their professional practice and for the patients
they served, allowing the training’s impact to reach a
wider audience.'

“Over 500 individuals became aware of the disease, and
103 healthcare providers received training on case
definitions and rapid detection across five facilities,
including two private centers.” — Doctor working with a
nonprofit'

Peer learning and networking: enhancing action plans
The majority of participants found peer interaction to be
a critical element of the training. For many, collaborating
with peers was even more valuable than the official
training materials. Both the formal peer review process
and informal peer discussions contributed to refining
participants’ action plans. These exchanges clarified
expectations, offered insights from others’ experiences,
and helped participants identify strategies to overcome
challenges. Peer feedback was particularly important in
improving the presentation and coherence of their plans.
“The peer review process helped me improve my action
plan. A colleague reminded me that the title should begin
with an action verb, while another suggested a clearer
district map because my original one was not detailed
enough. These examples highlight how essential peer
input is.” — Public health officer at a nonprofit
Participants emphasized that maintaining contact with
peers after Phase 1 was crucial for implementing their
action plans. Learning from the experiences of others on
various platforms provided practical guidance for
executing their plans. Successful participants noted that
linking their action plans to existing programs was vital,
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as it offered access to materials and data needed to
coordinate  across multiple initiatives. = Those
encountering challenges sought advice from peers to
navigate obstacles.

“She encouraged me to adapt my plan to the

circumstances and persist despite difficulties.” — Doctor
in a private hospital/health facility
Challenges such as medication shortages, limited

funding, and the need for endorsement from health
authorities reported. Participants
addressed these barriers by advocating with officials and
community leaders, sharing solutions within peer
networks, and consulting mentors and experts. Peer-
driven support networks in each country were
instrumental in overcoming these implementation
hurdles and achieving desired outcomes.

“When I could not implement my action plan due to

were commonly

financial constraints, 1 felt uncertain until I observed
testimonials and discussions via Telegram, learning how
others in similar situations reached at-risk populations.
This inspired me to modify my approach. The Impact
Accelerator exposed me to diverse perspectives and ideas
from peers, which significantly influenced my work.” —
Community health worker at the district level

Social/external connections: networks and professional
growth

Peer interactions significantly broadened participants’
perspectives. They enabled participants to connect local
challenges to wider regional patterns, such as water
scarcity and its health impacts, and fostered a
collaborative, ecosystem-based approach to tackling
diseases like FGS. Many participants reported that these
connections increased their confidence and reinforced
their belief in their ability to create meaningful change
within their communities and professional environments.
The interactions not only encouraged participants to
expand their knowledge of FGS but also inspired them to
share it widely. Additionally, participants highlighted
improvements in communication skills, including active
listening, patience, and summarizing complex ideas
succinctly, as well as growth in critical thinking,
particularly in recognizing the benefits of cross-border
collaboration in addressing public health challenges at
scale.

“Through this training, I realized I am part of a global
network, and even a single piece of advice I give can help
a colleague tackle a public health issue or save a life in

another part of the world.” — Public health officer at a
nonprofit

Certification was also reported to create professional
opportunities, including role expansion and promotions.
Some participants took on additional responsibilities,
such as monitoring FGS cases at the district level, while
others experienced greater patient
community trust. They described becoming more
proactive in their work, which improved overall
performance. The training strengthened professional
networks within and across countries, facilitating case
consultations, rapid access to information, collaborative
projects, and advocacy efforts with health authorities.
These networks enhanced participants’ ability to
influence policy and practice, promoting broader access
to FGS testing, treatment, and support services.

“When I discuss FGS, people listen, and women are

demand and

eager to get screened.” — Doctor working in a public
hospital/health facility

Thematic findings.

Analysis of participants experiences revealed two major
themes based on action plan completion. The first,
“accelerating connections and integration,”
prominent among participants who successfully
implemented their plans, reflecting their ability to
leverage networks and integrate actions effectively. The
second theme, “connectivistic connections despite
complexities,” characterized participants who did not
complete their plans, highlighting the challenges and
barriers they faced in translating knowledge and peer
connections into actionable outcomes.

was

Theme 1: accelerating integration and connections

Among participants who successfully completed their
action plans, the primary strategy involved integrating
FGS-related activities across existing programs and
initiatives. This integration allowed them to access
essential resources and data, facilitating coordinated and
accelerated responses across multiple stakeholders.
Participants attributed their ability to integrate activities
to new and strengthened connections with peers, subject
matter experts, and information networks established
during the virtual FGS training. These connections
enhanced advocacy efforts with healthcare leaders and
enabled implementation of action plan activities
regardless of budgetary constraints. Integration efforts
spanned awareness campaigns, diagnostic services, and
treatment, operating from local to national levels and
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leveraging collaboration among community health
agents. Activities were embedded within both public and
private routine healthcare services, including maternal
health programs, and aligned with neglected tropical
Participants reported that this
integration improved the reach and effectiveness of their
healthcare outreach and local-level actions.

disease initiatives.

Composite vignette (Theme 1)

During the training, I realized that FGS is “a neglected
disease.” Discussions with other scholars from “FGS
endemic and non-endemic areas” helped me gain “a
global  perspective FGS epidemiology” and
understand how it has been “previously overlooked
despite its prevalence in our communities.” Motivated by
this, I developed “PowerPoint presentations on FGS” to
share with colleagues, who were “convinced that

on

actionable steps could be taken to protect women and
girls.” Together, we engaged the zonal medical officer,
hospital director, and data manager. Although resources
were limited, we coordinated “advocacy with partners
supporting NTD initiatives to leverage existing
We conducted trainings during regular
clinical meetings using the “WHO Atlas” as a guide,
established a “WhatsApp alert group” for real-time case
reporting, and organized
collaborating with community relays, NGOs, youth
center agents, and the medical school. Guidance from

experts and peer advice during the learning cycle was

2

resources.

“radio communications,”

invaluable in “choosing actions” and strengthening our
capacity “to work effectively and efficiently.” Our efforts
led to observable “behavioral changes in the population”
and broadened “differential diagnosis hypotheses.”
“Bilharzia (FGS) is an important parasitic infection
globally,” and the accelerator acted “like a watchdog,
motivating us to advance our plan on time.”

Theme 2: connectivistic connections despite complexities
Participants who did not complete their action plans
reported progress but required additional time to
integrate activities at local and national levels. Delays
were attributed to several factors, including the need to
collect or access relevant data, awaiting funding
decisions, obtaining authorization from health
authorities, or adjusting timelines due to personal or
community constraints. Some action plans were designed
to cover multiple regions, extending their intended
impact beyond the original implementation timeframe. In
certain locations, the unavailability of medication for

FGS treatment hindered completion. In these situations,
participants found it useful to seek guidance from health
authorities, engage with peers for advice and solutions,
and consult mentors or experts. By using a phased,
stepwise approach, participants continued to advance
their plans and identify alternative ways to enhance
healthcare outreach and local-level impact.

Composite vignette (Theme 2)

I began “as quickly as possible to implement” my plan
during the Impact Accelerator, but encountered multiple
obstacles. Some
available, yet insufficient. Meetings with health and
community leaders generated interest, but the proposal
was often “blocked at the authorization level.” “This

“data or usable documents” were

accelerator greatly aided my planning.” Peer interactions
provided “many other ideas” and strategies. For example,
I conducted surveys to determine the “proportion of
women affected” and submitted “a formal request to
leadership for authorization to proceed.” The response
included instructions “fo train staff on FGS and
Collaborating with other health
professionals, we presented “F'GS topics during morning
meetings in health facilities,” clarifying “confision
between FGS and STIs” and engaging in debates where
everyone contributed based on experience and scientific
knowledge. To continue learning from peers, we
scheduled future online training sessions. Health leaders

medication use.”

are beginning “to support popularization and ownership
of FGS initiatives.” While “requests are still being
processed,” we are managing with “available resources.”
To date, “10 FGS cases have been treated, 21 health
workers trained, and 24 community workers oriented.”
“Before this participation, I knew nothing about FGS;
now I am a teacher and connected to a global network of
experts who can help solve FGS problems.” Though “we
will not finish within the planned deadline,” “the plan is
in progress.”

Integrated findings

Phases 1 and 2 of the 2023 FGS virtual peer-to-peer
training demonstrated value for healthcare participants
across genders, professions, roles in the health system,
and other demographic factors. Trainees gained
knowledge and awareness, and many took meaningful
action even when their action plans were not fully
implemented. Synthesizing these findings provides a
more complete understanding of how the training
fostered learning through networks.
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This mixed-methods study describes the implementation
and outcomes of FGS training using the TGLF peer
learning-to-action approach [17-20]. The results show
that the program successfully reached a heterogeneous
group of healthcare workers, who reported meaningful
benefits and applied their learning to influence broader
practice and community health.

Peer-assisted or peer-to-peer learning has long been
applied in healthcare education and is associated with
improved social, behavioral, and cognitive outcomes [41,
42]. The TGLF approach combines peer learning with
principles of action learning. According to McGill and
Brockbank [43], action learning involves iterative cycles
of reflection and practical application to solve real-world
problems. In TGLF’s model, peer support is central,
complementing reflective and practical learning, rather
than relying solely on facilitators or experts [17, 18, 44,
45]. Our findings show that participants gained
confidence in discussing, diagnosing, and managing FGS
and developed skills in listening, critical thinking,
communication, proactive engagement, professional
performance, and advocacy, consistent with Stone et al.
[46].

The theory, which
emphasizes that learning emerges from the diversity and
strength of networks [24-26]. Participants formed
authentic connections during the training, creating
inclusive environments for reflection, feedback, and
collaboration [47-49]. Networks spanning national and
international levels enabled peer support, faster access to
knowledge, and collective advocacy, illustrating that
knowledge is distributed across networks rather than
residing in any single individual.

Action learning has benefits for both individuals and
institutions [43]. In this study, the training enabled
participants to translate learning into local impact:
patients were reached, colleagues trained, and
communities engaged. Participants gained credibility and
trust, demonstrating that the program facilitated equitable
access to resources while empowering participants to
lead health initiatives appropriate to their contexts.
Makau-Barasa et al [50] emphasize that NTD
interventions often fail due to limited context-specific
understanding and low community involvement. By
contrast, this training emphasized local agency,
recognizing the expertise of participants and supporting
locally driven action. Kwete et al. [51] critique
assumptions that healthcare workers in LMICs cannot
address their own health challenges. Our results

model reflects connectivist

challenge this notion and align with prior evidence
showing that LMIC professionals can develop culturally

appropriate and sustainable solutions [52-55].
Nevertheless, most global health campaigns, including
for malaria, HIV/AIDS, and tuberculosis, remain

dominated by institutions from the Global North.
Scholars that  technology-driven
interventions may produce short-term gains without
[56]. This training instead
emphasized systems strengthening, local capacity
development, and sustainable approaches, with
participants teaching and supporting one another rather
than relying on external authority.

Integrating disease-specific interventions into broader
health services has been recommended to enhance
coverage and efficiency, as seen with HIV, WASH, and
cervical cancer services [4, 23, 57, 58]. Participants

also  caution

long-lasting impact

frequently prioritized such integration in Phase 1,
identifying over ten opportunities spanning HPV/cervical
cancer, WASH, infertility, STIs, and HIV/AIDS
programs, with NTD program integration ranking eighth.
This highlights the importance of diverse participation
across professions, institutions, and health system levels
in identifying innovative integration opportunities.

Challenges encountered by participants
resource limitations, delayed authorization, and
shortages of essential medications, reflecting broader
barriers to NTD elimination [59]. The WHO NTD 2021
2030 Roadmap [60] recommends multisectoral, systems-
thinking approaches to overcome these obstacles. By
collaborating with peers, exchanging strategies, and
applying learning to local contexts, participants
strengthened both individual and collective capacity,
sometimes achieving outcomes beyond their initial plans.
Although the training reached learners across multiple

included

countries, women and community health workers were
less likely to participate or complete the program. Time
constraints due to additional responsibilities may explain
some of these disparities, consistent with historical trends
showing lower program completion among women [53,
61-63]. Community health workers, critical frontline
personnel [52], were also less likely than doctors to
complete either phase or achieve reported learning gains.
Their underrepresentation limits the diversity of insights
shared about FGS awareness, diagnosis, referral,
treatment, and routine surveillance. Better understanding
and support for these groups could improve the training
model and strengthen participation.
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Limitations

This study has several notable limitations. The reliance
on self-reported responses introduces the potential for
bias. Although the response rates—31% overall, 42% for
Phase 1, and 49% for Phase 2—provided sufficient data
for analysis, higher participation could have allowed a
more complete understanding of the training’s outcomes.
Our design did not enable an in-depth exploration of why
women and community health workers were less likely
to complete the program. Moreover, we could not assess
the downstream effects of participants’ action plans on
patient health, community well-being, or the broader
health system. While the context of Francophone Africa
provided a diverse sample, caution is warranted in
applying these findings to other regions. Nonetheless, the
results offer insights that may be relevant and adaptable
to similar programs elsewhere.

Conclusion

The 2023 FGS virtual peer-to-peer training demonstrates
the potential of digital peer learning to enhance
professional knowledge and strengthen networks among
healthcare workers across different regions and roles. By
decentralizing expertise, fostering collaborative peer
engagement, prioritizing  context-specific
knowledge, the program addressed urgent educational
gaps and advanced a more equitable model for global
health training. For Bridges to Development and TGLF,
this represents progress toward decolonizing global
health practices by empowering local practitioners and
valuing their insights. The program facilitated practical
skills, improved confidence in discussing, diagnosing,
and managing FGS, and nurtured networks that support
ongoing collaboration and advocacy. As one participant
reflected, “(When we) bring together more than twenty

and

nationalities in an interactive way on a virtual

platform...we can influence the world.”

Recommendations

Based on the findings, strategies  are
recommended for infectious disease training programs.
First, participatory methods and digital platforms should
be leveraged to challenge historical power imbalances
and support sustainable local solutions. Second,
evaluations should include the real-world impact of
action plans on communities, health systems, and patient
outcomes. Third, participants should be assisted in
designing strategies to integrate their action plans into

several

existing services and initiatives. Fourth, engaging
participants in collaborative research can help identify
barriers to engagement and optimize program design.
Considering the evolving nature of global health threats,
such as climate change, training approaches must be
flexible and responsive [61]. TGLF’s peer learning-to-
action model, delivered digitally, provides a scalable
framework for addressing emerging health challenges
[17-20]. By bringing together diverse expertise, local
experience, and lived perspectives, such programs
enhance problem-solving, foster accountability, and
improve outreach [44, 64—67]. Specifically for neglected
diseases like FGS, peer-supported digital learning
promotes equitable partnerships, strengthens
community-level interventions, enhances the
responsiveness of health systems to locally defined
priorities.
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