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ABSTRACT 

 

The role of medical schools as stakeholder for health improvement is well recognized. 

Medical schools are responsible of producing competent doctors who are capable to meet the 

society health needs and expectations. Other functions of medical schools are its participation 

in service and conduction of research. 

The concept of social accountability is introduced to strengthen the role of medical 

schools in health, the concept has been defined by WHO as "The obligation of medical 

schools to direct its education, service and research towards addressing the priority health 

concerns of the community, region, and/or nation they have a mandate to serve. Priority 

health concerns are to be jointly identified by governments, health care organizations, health 

professionals and the public". 

The compliance of medical schools with the expected functions varies from country to 

country or within the same country. 

The objective of this work is to promote the principles of social accountability within 

the medical schools by developing standards and procedures that can be used by the existing 

accreditation systems. 

 This research is qualitative based on the phenomenological type of research and 

grounded research theory. It concludes the importance of accreditation systems as a lever of 

improvement and power to change the practice towards the expectations of the society. 

 

Keywords: phenomenological type of research, social accountability, medical school 

accreditation 
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INTRODUCTION 

 

Social Accountability of Medical schools  

 

During the last two decades, the concept of social development has been raised 

especially in the context of launching the Millennium Development Goals (MDGs). The 

attainment of the required level of development necessitates social accountability, which has 

been addressed in all aspects of life, including political, social, and economic aspects. 

Nevertheless, each discipline has defined social accountability according to the goals of each 

discipline.(1, 2)  

Medical schools are not dissimilar to other sectors that adhere to the principles of 

social accountability; thus, the WHO has defined social accountability of medical schools as 

the "obligation of the medical schools to direct their education, research and service activities 

towards addressing the priority health concerns of the community, region, and/or nation they 

have a mandate to serve. Priority health concerns are to be jointly identified by governments, 

health care organizations, health professionals and the public" (3). 

When medical education is viewed as an important aspect of a community, one can 

determine that all people and societies anticipate the presence of medical schools that have 

the complementary capabilities of responding to individual and societal needs, collaborating 

with society and the heath system to identify the priority health needs of society, and reacting 

accordingly (4-7) .  

In consideration of the social accountability of medical schools, there are many 

concepts in common with the public accountability of the health system (8). These 

commonalities may be observed in the context of the four values of the health system, 

Relevance, Quality, Cost-effectiveness and Equity (3);These four values must be considered 

when planning the entire programme within a medical school; when implementing such a 

programme; or when measuring the effects of the school's programme on the community, 

graduates, and health services.  

 

Accreditation of Medical Schools  

 

The WHO documents defined accreditation as "a voluntary peer-review process 

designed to test the educational quality of new and established medical programmes"
 
(9).  

The process of accreditation, either voluntary or mandatory accreditation aims to ensure the 

compliance of medical schools with pre-established standards to satisfy the consumers of the 

educational process and to produce competent graduates to ensure a high level of institutional 

functioning and to improve public confidence in medical schools (10-15).  Today, the 

accreditation process has been implemented in many countries throughout the world (16). 

Ninety-two countries are registered with the FAIMER Directory of Organizations, which 

recognises and accredits medical schools (DORA) (15)  

Recent advances in the establishment of standards for the accreditation of medical 

schools include the work led by the World Federation of Medical Education (WFME) in 

collaboration with the World Health Organization (WHO), which aims to provide a general 

quality assurance instrument for medical education to be used worldwide on a voluntary basis 

(17).  This work resulted in the publication of the document "Basic Medical Education 

WFME Global Standards for Quality Improvement" in 2003 (18).  The WFME standards for 

basic medical education include nine areas with a total of 36 sub-areas (18, 19). Accordingly, 

many regions and countries have adopted the areas suggested by the WFME in their 

accreditation systems with some modification in the sub-areas (9, 14, 17, 19-23). 
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Many other countries have developed their own standards and processes for 

accreditation. For example, the Liaison Committee on Medical Education (LCME), which is 

the body that is responsible for the accreditation of medical schools in the United States (14, 

24). The Australian Medical Council (AMC) is responsible for the accreditation of medical 

schools in both Australia and New Zealand (14, 25). 

This paper represents a part of a PhD thesis with the aim of developing standards to 

measure social accountability within the accreditation systems of medical schools, 

  

METHODOLOGY  

 

This research is qualitative and is based on the phenomenological type of research and 

grounded research theory. Phenomenology is a type of research methodology that aims to 

understand and interpret the meaning that subjects give to their experience of phenomena and 

how they perceive such phenomena (26).  Grounded theory is described as a research method 

in which theory is developed from data through the inductive analysis of data that are 

collected either through interviews or document analysis (27).  

The above methods were translated in this research work to develop standards that 

can measure the Social Accountability of medical schools following the following stages: 

1- Literature review 

2- Standards Booklet Design  

2-1 New Standards development  

2-2  New Standards Classification and analysis  

3- Testing the new standards    

4- Ensuring Validity and Reliability  

The below sections are details of the above mentioned stages. 

 

LITERATURE REVIEW  

 

A thorough search of the literature was conducted using the terms “Social 

Accountability", “Socially Responsibility", “Accreditation" and "standards". For all of these 

terms, another term (“Medical Schools”) was inserted between the two terms. "Community-

Oriented Education" and "Community-Based Education" were also used as search terms. The 

search was performed using the PubMed, PubMed Central and ERIC databases and on the 

websites of the following journals: Medical Education, Academic Medicine, Medical 

Teacher, Clinical Education, Teaching and Learning in Medicine  and Education for Health. 

The search covered the period from 1990 to 2010.  

A free internet search using Google, Google Scholar and Google Books was performed using 

the same terms, in addition to other search terms, such as "recognition of medical schools” 

and “medical schools and society". Relevant books in the library were also consulted. 

 

STANDARDS BOOKLET DESIGN 

 

New Standards Development  

 

A set of new standards for accreditation was developed using the following steps: 

 The nine areas for the WFME accreditation standards have been adopted, as they have 

been adopted by many regions and countries. The responses of the deans and the 

experience of the researcher were also considered in the process. 

 Four new areas for the standards were added for "Administrative Staff", "Community 

Health Services", "Research" and "Graduates". These areas have been added 
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according to the experience of the researcher as a member of the accreditation 

committee at Sudan Medical Council and a reporter for many of the accreditation 

teams with regard to missing areas in the standards.  
 Area five (the Faculty/Staff standard) was changed to Human Resources, and the area 

of Programme Evaluation was changed to Programme Evaluation and Quality 

Assurance. 
 The order of the areas has been slightly changed to ensure compatibility with the new 

standards. 
 The standards in each area were developed with the consideration that these standards 

should cover the processes, content and outcome and consider the values of relevance, 

quality, cost-effectiveness and equity. 
 The relationship between society and the health system was also a major area of 

emphasis. 
 A total of 11 published documents were consulted in the process to develop the 

standards (3, 18, 23, 24, 28-34). 

The new set of standards composed of 132 standards grouped into 13 areas. Notes 

were added to some of the standards for further initial clarification; more notes and wording 

changes in some of the standards were completed after the discussion of the first draft with 

medical education experts at Education Development Center-University of Gezira, Sudan 

(EDC-Gezira) and the Sudan Medical Council and subsequently in response to the discussion 

with the committees in the two medical schools, where the standards were tested (see below). 

A data collection guide for the standards was also developed during the self-study step. For 

each standard, a set of questions to be answered or statements that required responses were 

suggested, and several types of evidence were needed to support the data, as illustrated in the 

example below. 

 

Area 1: Mission and Objectives  

 

Standards 1.1: A medical school must have a written mission 

  

Questions to answer/statements requiring a response Evidence, examples or 

supporting documents 

What is the mission of the medical school? 

Is the mission written? 

Copy of the mission 

 

 An assessment rubric that is composed of three parts was developed to evaluate the 

level of social accountability in each of the 13 areas of the standards. The levels that were 

considered are high-level social accountability, moderate-level social accountability and low-

level or no social accountability. The criteria for each level indicate the compliance of the 

school with the standards within each specific area, as illustrated in the example below. 
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Assessment Rubric 

High-level Social 

Accountability 

Moderate-level Social 

Accountability 

Low-level or No Social 

Accountability 

The medical school has a well-

defined mission and objectives 

that address all of the functions 

of medical education. In view of 

the high-priority health needs of 

the community, the community 

and other stakeholders have a 

role in formulating the school’s 

mission and objectives. The 

medical school has a defined 

mechanism in place to ensure 

the dissemination of its mission 

and objectives among all of the 

stakeholders. 

The mission and objectives 

must reflect the school’s social 

responsibilities, such as 

ensuring the relevance, quality, 

equity and cost-effectiveness of 

the medical school. 

Additionally, the mission and 

objectives must be evaluated 

periodically by accounting for 

the changing health needs of the 

community. 

The medical school has a 

defined mission and 

objectives that address 

the functions of medical 

education. The health 

professions participated 

in the formulation of 

these mission and 

objectives, and there is a 

plan for the 

dissemination of these 

ideas.  

The medical school has a 

stated mission and objectives 

that are written by the faculty 

or school administration and 

are available upon request. 

 

New Standards Classification and Analysis 

 

 The new standards were classified into process standards, content standards and 

outcome standards (Process standards refer to standards that are related to the preparation 

and execution of a medical school in performing its functions, content standards are 

standards that relate to the composition of a programme, and outcome standards are related 

to the results of a programme arising from the three main functions of education, research 

and service) and were plotted on the Simple Social Accountability Grid. Following the steps 

below 

 The researcher read each standard at least three times and assigned each 

standard to suitable class in the simple social accountability grid.  

 A description for each cell was given by summarizing the definitions of the 

values written by Boelen and Heck (3). As in the following table 
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Description of the cells of the social accountability grid  

 

Value Domains and Values 

Education Research Service 

Relevance The educational 

programme reflects 

the major health 

issues    

Research planning and 

conduction address 

the major health 

problems  

Service is directed 

towards the important 

health problems  

Quality The educational 

programme address 

production of 

graduates with needed 

competencies to 

deliver quality service 

within the context of 

the society      

Research planning and 

conduction address 

health problems using 

the high quality 

methods available  

Service delivered is 

evidence based and with 

high technology. 

Cost-

effectiveness 

The educational 

programme emphasize 

cost-effective personal 

and society health 

service       

Research planning and 

conduction have 

greatest impact on 

health with optimum 

use of the available 

resources  

Service delivered have 

greatest impact on health 

with optimum use of the 

available resources 

Equity The educational 

programme exposes 

students to problems 

of all categories in the 

society. And the 

programme can accept 

students from all those 

categories        

Research planning and 

conduction are 

directed towards the 

problems in all 

categories in the 

society. 

Service provided is 

available to all people. 

 

In the second step, the outcome of the standard defined and accordingly put in the suitable 

cell of the grid.  

 

Testing new standards by self-evaluation in two schools 

 

  The new standards were tested in two medical schools in Sudan: the Faculty of 

Medicine-University of Gezira and the Faculty of Medicine-Kassala University. Each one has 

conducted a self-evaluation using it. These self-evaluations began in June 2010 and were 

managed by a team from both schools. The researcher spent two days with each team to 

discuss the standards, made the needed clarifications, and discussed self-evaluation strategies. 

(See the timetable of activities below.) The duration of the self-evaluation step was 6 months 

in Kassala and 9 months in Gezira, and continuous communication was established between 

the teams and the researcher during those periods. 

After the completion of the self-evaluation, a questionnaire was sent to each of the 

team leaders. The questionnaire was composed of nine open-ended questions and an area for 

free comments. The questions primarily addressed the applicability of the standards.  

The responses from each of the medical schools to the social accountability standards 

were sent to two medical education experts who are members of medical education units in 



tStiose SA dsnu oJtCtun to fnniuCtJsJtSo soC fnnunnruoJ 

7Suggested new standards, page  

other medical schools to comment on the effectiveness of the standards and the data 

collection guidelines to generate similar responses from medical schools. 

In view of the different contexts for each medical school, the experts were asked to 

offer their comments  using a 5-degree Likert scale for each standard (in which 1 is not 

similar at all and 5 is completely identical). The means of the two responses were calculated 

to obtain the results. Standards with a mean rate of less than two were revised and annotated 

for further clarification. 

The ratings of the two raters for each response were analyzed using the SPSS 

programme, Pearson Correlation was made between the two ratings. 

 

Validity and Reliability  

 

Validity and Reliability in qualitative research are a little different than in quantities 

research, because qualitative research is usually context bound and the conclusion may not be 

generalizable as it is to other contexts (31, 35).  

Validity is defined as "a degree to which qualitative data accurately gauge what we 

are trying to measure", in qualitative research it is described as trustworthiness (35). 

According to Guba, Trustworthiness of qualitative research is achieved through 

addressing the credibility (addressing a real problem), transferability (well-described context 

to the audiences), dependability (Stability of the data collected), and confirmability 

(objectivity of the data) of the study and its findings (31, 35, 36). 

In this research, the trustworthiness was ensured following the Guba's criteria, as 

described below: 

Credibility: The whole data collected in this research is concerned with the 

phenomena under study (social accountability and the accreditation of medical schools). 

Transferability: The context of the study is very clear, there is clear description of the 

sources of data, the terminologies used to search the literature, the personnel interviewed, the 

personnel help in verifying the data and the areas where the standards were tested. 

All the questionnaires used and all primary documents of data gathering and analysis 

are attached an either annexes or appendices.  

Dependability: The dependability and stability in this study is multifaceted, the people 

interviewed and participated in refining the work are all purposively targeted, because they 

are expert in the field. In many steps in data collection and development of the standards (e,g 

blotting of the standards in the social accountability grid, classification of the standards, 

development of the new standards, etc.) the work has been done more than one time and then 

revised by external expert. 

Confirmability: the results have been achieved with triangulation of different sources, 

published ones, the researcher opinion and expertise opinion.    

Reliability in qualitative research is defined as "the degree to which study data 

consistently measure whatever they measure", as it has been mentioned above that the 

qualitative research is context-bound, usually the qualitative research is concerned with the 

reliability of the techniques used in the research and whether they could generate the same 

data again (35). 

For the special concerns of the qualitative research as context-bound, application of 

the concept of reliability as it is in the quantitative research may be misleading and may 

wrongly lead to labelling the study as not a good one, that why dependability and 

transferability (discussed above) are to be the essential criteria for quality (37, 38).   

In this research, the transferability and dependability were well maintained as 

described above and this description can well facilitate the replication of such a work in 

another place, considering the context of the phenomena.   
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Results  

 

The new set of standards addressing social accountability in medical schools consists 

of 60standards within 13 areas. As the aim of this work is to promote the use of these 

standards in the accreditation of medical schools, another 72 standards have been added to 

generate a complete set that can be used for accreditation purposes. 

These standards are described in the attached "Standards Booklet" see appendix . The 

booklet contains three sections. The first one contains the standards and its clarification notes. 

The 60 standards have the following numbers in each area, as shown in the table (1) 

(Appendix). They are also highlighted in the booklet that contains the full set. Notes have 

been added to 22 out of the 132 standards to further clarify the meaning of the standard.  

The second section contains guidelines on how to collect data to test the compliance 

of medical schools with each standard during the self-evaluation. These guidelines were 

added to the standard booklet in the form of questions or asking for evidence (an example is 

given in the methodology above).  

A third section is an assessment rubric for each area that can be used by the visiting 

accreditation teams. The rubric is composed of three levels: High-level Social Accountability, 

Moderate-level Social Accountability, and Low-level (or No) Social Accountability. Each of 

the three levels is described based on the medical school’s level of compliance with the 

standards within the specific area (an example is given in the methodology above). 

At the end of the rubric, the evaluator can explain his or her decision based on four 

options: standards not achieved, standards achieved at the low or no social accountability 

level, standards achieved at the moderate social accountability level, and standards achieved 

at the high social accountability level. There is also space for the evaluator's comments on 

each area.  

When classifying the above set of standards into process, content or outcome 

standards, we conclude that 68 (51.5%) are process standards, 37 (28%) are content standards 

and 27 (20.5%) are outcome standards.  

By plotting the new standards into the simple social accountability grid, we find that 

52 (39.4%) address the medical school's social accountability, 14 (10.6%) address the 

relevance of its education program, 18 (13.6%) address the quality of the education program, 

2 (1.5%) address the cost-effectiveness of the education program, 3 (2.3%) address the 

education equity,  4 (3.0 %) address the relevance of the research, 5 (3.8%) address the 

research quality, 2 (1.5%) address the cost-effectiveness of the research, 2 (1.5%) address the 

research equity, 13 (9.8%) address the relevance of the service, 8(6.1%) address the service 

quality, 2 (1.5%) address the cost-effectiveness of the service and  5(3.8%) address the 

service equity. The details are presented in the table 2 (Appendix) 

After the self-evaluations process was completed by the two medical schools, an 

open-ended questionnaire was sent to the leaders of the teams in both medical schools. The 

two agreed that the 13 areas of the new standards are compatible with the social 

accountability issues faced by medical schools and that those standards can be used to 

promote the addressing of the concerns of the communities and their high-priority health 

needs through education, research and services.   

The leaders agreed that the wording is clear and understandable, and one of the two 

leaders suggested adding a glossary for some of the terminology. The leaders appreciated the 

help provided by the guidelines for data collection with respect to each standard. One leader 

stated, “It will be difficult to complete the self-evaluation without those guidelines". 

The two leaders agreed that the new standards can be applied to the accreditation 

system. This answer was generated based on their experiences with the Sudan Medical 

Council’s accreditation process. 
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During the data collection process, the college documents were analysed and existing 

data were used to examine the two medical schools’ compliance with the standards. The 

leaders explained that the schools used most of the data from the previous self-evaluations 

conducted for the SMC accreditation and that the schools added what was needed for the new 

standards. Interviews were mentioned as a data collection method by one of the medical 

schools. 

The two medical schools’ responses to the standards were examined by two 

independent experts based on the data collection guidelines to check for the similarities of 

their responses. The experts agreed that all of the responses are similar, their ratings have 

positive pearson correlation of 0.728 (significant at 0.01 level).When examining all their 

ratings, the following six standards, (1.11, 3.3, 3.25, 5.4, 9.8, 10.7), have great discrepancy, 

therefore the aforementioned standards were revised by the researcher, and the notes 

explaining those standards were added accordingly.  

 

DISCUSSION 

 

It is evident that many national and international initiatives check for quality 

assurance in medical education by developing and applying standards (23).  

The functions of the standards are to direct the design of the educational programmes, 

lead the evaluations of the programmes, help assess the consistency among the programmes 

and help the students understand what is required of them. (28, 39) 

The existing accreditation standards  are process standards that place little emphasis 

on the content and outcome standards (16, 40). This explain the attention paid by the 

European Council toward standards in medical education to address the outcomes rather than 

the process.(39) 

The focus on the process standards partially contradicts the movement toward 

competency-based education, which concentrates on the outcome of the education process 

and not on the process itself (41). The contributions of the good processes to the outcomes 

are not yet clear (16).  

The new standards developed in this research include 68 (51.5%) process standards, 

37 (28%) content standards and 27 (20.5%) outcome standards. These standards may better 

satisfy the needs of the outcome-based education movement (41, 42).  

The new standards address the social accountability issue by addressing every aspect 

of the social accountability grid. The new set of standards matches the emphasis of other 

models, such as the CPU model developed by Boelen and Woollard (43, 44), on social 

accountability.  

The new standards also contain the nine common principles and strategies adopted by 

THEnet to evaluate the social accountability of medical schools (45).   

The new set of standards are composed of 13 areas, which cover most of the areas of 

academic quality in medical education suggested by Hamilton (40)  and include all eight 

areas suggested by Vroeijenstijn in the paper about quality assurance in medical education 

(46) . The thirteen principles recommended by the GMC in Tomorrow's Doctor are also met 

(12, 29).  

The standards that address social accountability and responsiveness should consider 

three principles: 1) the social goals should be defined through public discussion, 2) the goals 

should be specific and 3)  the standards should be based on evidence that links them to the 

fulfilment of social objectives (47). The above three principles are met by the new set of 

social accountability standards.  

The following paragraphs will discuss the 13 areas of the new standards.  
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Area One is about the Mission and Objectives of medical schools. This area calls for a 

mission that addresses the community’s health needs in education, research and service, the 

standards in this area also aim to build an alignment between the school's mandate and its 

commitment to addressing the community’s high-priority health concerns (48). 

Area Two is about Governance and Administration. The standards in this area include 

those standards that necessitate institutionalised relations among the health system, the 

community and the other stakeholders. 

The relation between the medical school and the health system is important to the 

health of people. The school must take responsibility for the planning, organisation, quality 

and delivery of health services (49, 50) by effectively using its resources and its ability to 

build relations with other stakeholders in the society.(51) 

Each medical school must build partnerships that link it with the outside world (49, 

50) to maximise its contribution to the improvements in the community’s health status (3).  

Although the data on the interactions between medical schools and the community are 

assuring (48), still there is a room for improvement as one of the benefits of being a socially 

accountable medical school is that the school’s reputation will help the school strengthen its 

health-related partnerships with all concerned sectors (52).  

Area Three in the new standards is about the Educational Programme. This area 

addresses the process, the content and the outcomes of the curriculum, such as the training in 

the community, by considering the relevance of the programme to the community’s health 

needs as well as the quality, equity and cost-effectiveness of the programme. These standards 

are compatible with what is required from a socially accountable curriculum (53) that aims to 

produce a practitioner who is equipped with the competencies consistent with the needs of the 

community and the health system (49, 54, 55). 

Some standards are related to the teaching of ethics and student-centred approaches to 

teaching and learning (e.g., PBL). Additionally, some standards encourage the adoption of 

community-based training, which is one of the strategies recommended by the WHO to 

reform medical education (56). Community-based training is also a part of the global 

consensus regarding the requirements of social accountability in medical schools (47-49, 57).  

The standards in this area also call for educational programmes that can address 

underserved populations, as the evidence indicates that students who are trained to address 

the problems of those groups increase utilisation rates and improve the health of the 

communities that they serve (47).  

Most importantly, the new standards encourage the stakeholders to participate in 

setting the curriculum, as it has been found that in more than 80% of the medical schools, the 

only body that defined the priorities of the curriculum was the medical school itself (48). 

Overall, the standards aim to generate a socially accountable programme that can 

produce a practitioner who can deliver high-quality, relevant, and cost-effective services with 

equity to the community (3, 56, 58).  

Area Four is about the presence and effective use of educational resources. This area 

constitutes a large portion of the process standards in almost all of the accreditation standards 

(18, 24, 25, 30). 

In Area Five, which addresses the Students, the standards encourage each medical 

school to have a clear student selection and recruitment policy and to have a rule for selecting 

students from underserved areas. This issue is also addressed clearly in area four of the global 

consensus regarding the social accountability of medical schools (49). 

Area Six addresses the assessment of students. The aim is to ensure that medical 

schools adopt assessment systems and policies to regularly monitor the students’ 

performances (49).  



tStiose SA dsnu oJtCtun to fnniuCtJsJtSo soC fnnunnruoJ 

11Suggested new standards, page  

This system must produce professional graduates who are aware of their moral 

obligation towards the society and able to translate the social mission and objectives of the 

school into reality (6), as the excellence of a medical school is only granted if its graduates 

can use the competencies that they learned in their professional practices (43)  

Area Seven addresses the Faculty. This area calls upon medical schools to have 

qualified staff members who are able to deliver high-quality instruction, who are recruited 

according to the schools’ plans, and who help to achieve the schools’ missions and objectives 

in the area of social accountability by participating in community development, service and 

research in addition to their teaching activities.  

This area is important, as past scholars have found that the staff members in the 

majority of the world’s medical schools focus more on teaching than on research activities 

and nearly three times as much on teaching as on working with the community (48). 

The standards in this area encourage the creation of recruitment policies and a 

promotion system for the staff that ensures their commitment to and support for the social 

mission of the medical school (54).  

Area Eight concentrates on the administrative and supporting staff. The literature 

about the roles played by these staff members in achieving the school's mission and 

objectives is scarce, but anyone who has worked in medical schools cannot ignore the great 

role that they play in facilitating the work. The staff can be considered as supporting agents 

who help ensure the school’s accountability towards its community.  

Area Nine is about the evaluation of the programme and quality assurance. This 

process is important to the periodical monitoring and development of each institution (49). 

Both programme evaluations and quality assurance processes are found in all of the 

accreditation standards (29, 59).  

Area Ten encourages medical schools to actively provide health services in 

accordance with the community’s health needs, as indicated by the WHO definition of the 

social accountability of medical schools (3). This area is important to social accountability 

standards because medical schools are important stakeholders of communal health. 

The lessons learned show that the health care system can only be reformed if the 

stakeholders share common beliefs regarding how the health needs of the community can be 

met (60, 61). 

It should be emphasised that the creativity of medical education can address the other 

functions of medical schools instead of concentrating only on the curriculum (43, 51).  

Area Eleven addresses the research. This area promotes research that is relevant to the 

community’s health needs. Such research constitutes one of the components of social 

accountability (3, 57). 

 The same argument for having an area for the community’s health services can be 

applied to this area as well.  

Area Twelve addresses the graduates. It encourages medical schools to set their 

graduate profiles according to their social accountability missions, to follow up on their 

graduates’ progress and to obtain feedback about not only the graduates’ performances but 

also the needs of the employers and the community.  

Data that track the career choices of graduates show that only 50% of the world’s 

medical schools track the career progression of their graduates. The medical schools in the 

Eastern Mediterranean Region (EMRO) are the least likely to follow up on their graduates 

(48). It is also well recommended that medical schools play a role in shaping the 

environments in which their graduates will work (56) 

Area Thirteen enhances the continuous renewal and development of this medical 

school by considering the community’s changing health needs. 
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The standards in this area can be considered as a call for keeping an eye on the 

society’s health needs, which are translated through the standards in the other areas, served 

by the school. 

The Standards booklet contains a section about the guidelines for collecting data from 

the self-evaluation process. This section includes questions, with or without the suggested 

needed evidence, to help satisfy each standard. 

These guidelines may unify the interpretation of the standard meaning, which may 

facilitate the self-evaluation process. 

These guidelines are found in almost all of the accreditation standards around the 

world, but no study in the available literature has yet supported or contradicted the above 

assumption.  

The third section in the standard booklet contains an assessment rubric for each area 

that can be used by the different accreditation visiting teams to generate consistent judgments 

regarding the level of social accountability of medical schools. 

The rubric will lead to a common and uniform interpretation of a school’s 

performance with respect to social accountability, as this rubric presents a continuum of 

performance levels (31) that differ depending on the degree to which the standards are 

satisfied. The rubric is composed of three levels: High-level Social Accountability, Moderate-

level Social Accountability and Low-level or No Social Accountability.  

One of the benefits of using a rubric is that it could lead medical schools and 

accrediting bodies to track a school’s progress in developing higher levels of social 

accountability (62). 

Assessment rubrics are not used widely in the accrediting process of medical schools. 

Past studies have shown that social aspects are considered in the evaluations of 

medical school graduates if the schools receive funds and support from society. (47) For this 

reason, measuring social responsiveness should be a major component of the accreditation 

standards and process (48, 49).  

 

CONCLUSION 

 

Most accreditation standards concentrate on the process of delivering medical 

education. The relations between the accreditation standards and the outcomes of medical 

education have never been established adequately. 

The accreditation system can be a powerful tool for change (43)  and can lead schools 

to consider the impact of their educational programmes rather than the process of delivering 

these programmes (51). Thus, it is recommended that social accountability be included in all 

accreditation processes at all levels (59).   

The standards should consider the changing health needs of societies and the role 

played by medical schools as important stakeholders that should collaborate with the health 

system and other stakeholders to promote the health of communities.   

"Considering social accountability in the accreditation of medical schools will push 

the scrutiny beyond the process of carrying out sets of actions to questioning the impacts of 

these actions on the health care delivery and possibly on the health status of the people, who 

medical schools aim to serve,” stated Boelen.  
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APPENDIX  

Table 1: Number of standards in each area that address Social accountability   

Area Standard Number 

Mission and Objectives 1.1, 1.2, 1.3, 1. 4, 1.6, 1.11, 1.12, 1.14 

Governance and Administration 2.3, 2.9 

Educational Programme 3.1, 3.2, 3.3, 3.4, 3.10, 3.11, 3.13,3.14, 3.15, 

3.16, 3.17,3.18, 3.19, 3.20, 3.21, 3.24, 

3.25,3.26,3.31                                                                                                                                                        

Educational Resources 4.3,4.7 

Students 5.4 

Students' Achievements 6.1, 6.7,6.11 

Human Resources (Faculty /Staff) 7.4, 7.8, 7.9, 7.10 

Human Resources (Administrative and 

Supporting Staff) 

8.1, 8.4 

Programme evaluation and quality assurance 9.1, 9.3, 9.4,9.5,9.6, 9.8 

 

Community health service 10.1, 10.2, 10.3, 10.5, 10.6, 10.7 

Research 11.1, 11.7, 11.8 

Graduates 12.1, 12.4 

Continuous Renewal 13.2, 13.3 
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Table 2: The new standards plotted on the social accountability grid  
Value Domains and Values 

Education Research Service 

Relevance 1-2 

1-3 

1-4 

1-14 

2-3 

3-1 

3-3 

3-15 

3-17 

3-18 

3-24 

9-4 

12-1 

12-2 

 (14= 10.6 %) 

1-3 

1-14 

2-3 

11-7 

(4=3.03%) 

1-3 

1-4 

1-14 

2-3 

2-9 

7-8 

7-9 

8-4 

10-1 

10-3 

10-5 

13-2 

13-3 

(13= 9.8%) 

Quality 1-1 

1-6  

1-11 

1-12 

1-14 

2-3 

3-4 

3-10 

3-11 

3-13 

3-16 

3-20 

4-3 

5-3 

6-1 

6-7 

7-4 

9-1 

(18= 13.6%) 

1-14 

2-3 

3-21 

7-10 

11-1 

(5= 3.8%) 

 

1-4 

1-14 

2-3 

3-25 

10-3 

10-6 

10-7 

11-8 

(8= 6.06%) 

 

Cost-

effectiveness 

1-14 

2-3 

(2= 1.5%) 

1-14 

2-3 

(2= 1.5%) 

1-14 

2-3 

(2= 1.5%) 

Equity 1-14 

2-3 

3-2 

(3= 2.3%) 

  

1-14 

2-3 

(2= 1.5%) 

1-4  

1-14 

2-3 

10-2 

10-5 

(5= 3.8%) 
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Standards Booklet 

 

1. Mission and Objectives  

 

1.1 The Medical School must have a written Mission. 

Note: The Mission must describe the main purpose of the medical school’s existence.  

1.2 The Mission must be defined by the school's stakeholders, including the community. 

Note: The stakeholder is a person, group or organisation who can influence or will be 

influenced by the medical school’s activities, functions or outcomes. 

1.3 The Mission must consider the education, research and service functions of the medical 

school. 

1.4 The Mission must reflect the responsibility of the Medical School towards its community 

by addressing the community’s health needs and providing high-quality health care with 

equity.   

1.5 The Medical School must have a mechanism to disseminate its mission to the 

stakeholders, including the community. 

1.6 The school must have a mechanism to evaluate its mission periodically in accordance 

with the community’s changing health needs. 

1.7 The Medical School must have written objectives. 

1.8 The objectives must be defined by the school's stakeholders, including the community. 

1.9 The objectives must be compatible with the school's mission. 

1.10 The objectives must be set in outcome-based terms. 

1.11 The objectives must describe the educational process that produces a competent doctor. 

Note: The educational process is the series of actions or changes in the educational 

programme that are intended to help bring the desired outcome.  

 

1.12 The competencies required of the graduate, including knowledge, attitude, skills, ethics 

and professionalism, must be defined and well-known to stakeholders. 

1.13 The objectives must lead to the preparation of the student as lifelong learner. 

1.14 The objectives must address the social values, such as relevance, equity, quality and 

cost-effectiveness, in education, research and service. 

1.15 The Medical School must have a mechanism to disseminate its objectives to the 

stakeholders, including the community. 

2. Governance and Administration 

2.1 The Medical School must define its organisational structure, including its relations with 

the university (if applicable). 

2.2 The functions and responsibilities must be clear and well known to the administrative 

staff.  

Note: The functions and responsibilities of individuals, units or departments inside the 

medical school.  

2.3 The Medical school must set a planning process to direct the institution; the plan must 

result in measurable outcomes in education, research and health services that target the 

community’s health needs. Previously you use “Medical School”, whereas here you use 

“Medical Schools” 

2.4 The Medical School must have sufficient autonomy to decide on the processing of the 

educational programme. 
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2.5 The Medical School must have the appropriate administrative staff members that help 

achieve the mission and objectives. 

2.6 The Medical School must have sufficient autonomy for its budgetary practices. 

2.7 The medical school’s academic leadership must be trained in education and leadership 

skills. 

2.8 The Medical School must have complete freedom to plan its curriculum and allocate 

needed resources. 

2.9 The Medical School must have organised relations with the health system and other 

stakeholders, including the community.   

2.10 The Medical School must have sufficient alignment between its academic and 

administrative planning processes. 

3. Educational Programme 

3.1 The educational programme must be designed while considering the community’s health 

needs. 

3.2 The educational programme must address the groups of risk and the underserved in the 

community. 

Note: Groups at risk may include pregnant women, children, elderly people, and people at 

risk of HIV/AIDS.  

3.3 The educational programme must consider the Moral and Ethical values of the 

community.  

Note: The Moral and Ethical values are the concerns of right and wrong behaviours in the 

community.  

3.4 The educational programme must aim to teach its graduates basic competencies, such as 

the five stars doctor profile. 

Note: The five stars doctor profile includes the following characteristics: Care provider, 

Decision maker, Communicator, Community leader and Manager. 

3.5 The Educational programme must follow a sound educational model. 

Note: The Educational Model may be Disciple-Based, Problem-Based, or Community- 

Based. 

3.6 The Medical School must have sufficient autonomy in designing its educational 

programme. 

3.7 The sequence and content of the educational programme must be readily available in the 

medical school. 

3.8 The educational programme must be designed such that students will take responsibility 

for their learning. 

3.9 The management of the educational programme must be the responsibility of the 

educational programme committee. 

3.10 The educational programme must include the scientific foundation of medicine. 

Note: The scientific foundation of medicine is composed of various disciplines, such as 

anatomy, physiology, and biochemistry. 
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3.11 Basic science, clinical science and behavioural science must be integrated. 

3.12 The educational programme must include the new trends in practice, such as evidence-

based medicine and analytical thinking. 

3.13 The Medical School must have a plan for reviewing and updating its educational 

programme. 

3.14 Stakeholders, including the community members, must play a role in the updates and 

reviews of the educational programme. 

3.15 The updates and reviews of the educational programme must consider the community’s 

changing health needs. 

3.16 The educational programme must address the recent scientific and technological 

developments in health science. 

3.17 The Medical school must adopt a variety of teaching strategies based on the research 

evidence, including the teaching strategies in the Primary Health Care (PHC) settings, 

Ambulatory settings and community settings. 

Note: Teaching Strategies are used to communicate the educational programme to the 

students. 

Ambulatory settings are any location in which patients are seen without being admitted as in-

patients. 

Community settings may include neighbourhoods, schools, and camps.     

3.18 The educational programme must place equal emphasis on the prevention, social 

behavioural aspects, and cure of disease. 

3.19 The educational programme must consider the health system implemented in the 

community. 

3.20 The educational programme must lead to early and sufficient contact with patients for 

the student. 

3.21 The Educational programme must enhance the students’ research skills. 

3.22 The Educational programme must consider the student’s preferences by including 

elective study modules. 

Note: An elective is a course or module that trainees can choose based on their interests. 

3.23 The Educational programme must encourage the use of technology by the faculty and 

students. 

3.24 The Educational programme must encompass the medical ethics and issues of 

jurisprudence. 

Note: Medical Jurisprudence is the branch of medical studies that addresses legal problems. 

3.25 The Educational programme must address the quality assurance of health service. 

Note: The programme must have content related to evaluations of the performance and 

impact of the health services provided.       

 

3.26 The Educational programme must encourage the development of positive attitudes, good 

behaviours and professionalism. 
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Note: Professionalism is defined as the adherence to a set of values composed of both a 

formally agreed-upon code of conduct and the informal expectations of colleagues, clients 

and society. 

3.27 The Educational programme must be in alignment with the mission and objectives. 

3.28 The Educational programme must enhance the graduates’ decision-making skills. 

3.29 The teaching methods must be compatible with the educational programme’s content. 

3.30 The teaching and learning methods must encourage students to take responsibility for 

their learning. 

3.31 The teaching and learning methods must focus on solving fundamental health problems 

by using the multidisciplinary approach. 

4. Educational Resources 

4.1 The medical school must have adequate physical facilities to deliver the non-clinical part 

of the curriculum. 

4.2 The medical school must have adequate physical facilities to deliver the clinical part of 

the curriculum. 

4.3 The medical school must have adequate physical facilities to deliver the part of the 

curriculum that is conducted in the community, such as the PHC facilities.  

4.4 The medical school must have a plan for the optimum use and development of its 

facilities. 

4.5 The library must be in an adequate location and contain good, up-to-date references, 

including computer-based and internet-based references, to meet the needs of the educational 

and research programmes. 

4.6 The librarian must be readily available to assist the students, staff and researchers. 

4.7 The medical school must have a plan for implementing teacher training and faculty 

development programmes. 

4.8 The staff must be trained in medical education. 

4.9 The medical school must have access to local, regional, and international educational 

expertise. 

4.10 The resources must be evaluated regularly according to the needs of the educational 

programme. 
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4.11 The school must encourage the use of information technology in delivering the 

educational programme.  

5. Students 

5.1 The Medical School must have a clear policy for the application, selection and admission 

of students. 

5.2 The policy must be published and readily accessible to the students and other 

stakeholders.   

5.3 The policy must be revised periodically. 

5.4 The policy must comply with the social responsibility of the medical school. 

Note: The plan for student recruitment must reflect the school’s responses to the needs of 

society.    

5.5 The medical school must have a system in place for student counselling and support. 

5.6 The medical school must support student organisations and activities. 

5.7 Students must have representation in the school's committees for the management of the 

educational programme. 

5.8 Health services must be available to the students. 

6. Student Achievement 

6.1 The medical school must adopt a systematic, broad-based assessment system for 

measuring the students' achievements.  

Note: The assessment system is a comprehensive and integrated set of evaluation measures 

that provide information for use in monitoring candidate performance as well as managing 

and improving unit operations and programs for the graduate’s professional training. 

6.2 The medical school must adopt a variety of assessment methods that lead to valid and 

reliable judgment regarding the student's achievements. 

6.3 Student Assessment Methods must lead to valid judgments about the basic competencies 

required of the doctor.  

6.4 The Medical School must define the assessment policy. 

Note: The assessment policy is the plan of action agreed upon or chosen by the medical 

school for conducting the assessment. 

6.5 Students must have guidance with regard to the assessment methods. 

6.6 The medical school must have examination rules that are readily available for the staff 

and students. 

Note: The examination rules are statements of what may, must or must not be done in 

preparing, conducting and marking the examinations.  
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6.7 The medical school must have an appropriate scientific method for standard setting. 

Note: Standard setting is defined as setting a cut-off point in the scoring scale that separates 

the incompetent students from the competent students. 

6.8 The assessment methods must be compatible with the educational objectives and teaching 

and learning techniques. 

6.9 The medical school must have both formative and summative assessments. 

6.10 The medical school must have a unit for analysing and reporting the students’ results. 

6.11 The Medical School must have a mechanism for documenting the validity and reliability 

of the assessment. 

7. Human Resources (Faculty /Staff) 

7.1 The medical school must have a policy for recruiting and promoting the teaching staff.  

7.2 There must be a balance between the medical and non-medical staff. 

7.3 There must be a balance between the full-time and part-time staff. 

7.4 The medical school must have a recruitment plan that helps the school to achieve its 

mission and objectives.  

7.5 The medical school must recruit medically qualified teachers to teach basic science. 

7.6 The medical school must have a plan for the staff’s continuous professional development. 

7.7 The recruitment policy must balance teaching, service and research. 

7.8 The staff must participate in the community’s health development. 

7.9 The staff must provide services to society. 

7.10 The staff must contribute to research. 

 

8. Human Resources (Administrative and Supporting Staff) 

8.1 The medical school must have a policy for recruiting supporting staff members who will 

help the school achieve its objectives. 

8.2 The medical school must have a plan for recruiting supporting staff members. 

8.3 The medical school must have a plan for the staff’s continuous professional development.   

8.4 The staff must provide services to society. 
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9. Programme evaluation and quality assurance 

9.1 The medical school must have a mechanism for evaluating its programme and providing 

quality assurance. 

9.2 The stakeholders must participate in the planning of the programme evaluation. 

9.3 The opinions of the students and staff must be carefully obtained and analysed. 

9.4 The opinions of the other stakeholders must be carefully obtained and analysed. 

9.5 The programme must be evaluated regularly. 

9.6 The programme evaluation must consider the community’s changing health needs. 

9.7 The students' achievement results must be carefully analysed and used in the quality 

assurance process. 

9.8 The quality assurance process must address the process, content and outcomes of the 

educational programme.  

Note: The quality assurance process must address the medical school’s preparation and 

execution of its functions, the makeup of the programme itself and the results of the 

programme’s three main functions (i.e., education, research and service). 

9.9 The programme evaluation must address the school’s governance and administration in 

addition to its educational programme.  

9.10 The quality of the graduates must be addressed in the quality assurance process. 

10. Community health service 

10.1 The medical school must have a policy for the participation of the staff and students in 

the community’s health development activities. 

10.2 The medical school must have a policy to identify and implement programmes that 

improve the health status of the underserved and at-risk groups. 

10.3 The medical school must have a policy for regularly evaluating and improving the 

services provided to the community. 

10.4 The community’s health activities must be related to the community’s health needs. 

10.5 The medical school must participate in the community’s health services at all levels and 

the community-based health programmes. 

Note: All levels refer to the Primary, Secondary and Tertiary levels of health care. 

10.6 The medical school must formalise its partnerships with the concerned stakeholders to 

participate in the decision-making process with respect to the health services. 

10.7 The medical school must be committed to providing high-quality services to the 

community. 

Note: High-quality services use evidence-based data and appropriate technologies to deliver 

health care to individuals and society.  
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11. Research 

11.1 The medical school must have a policy for promoting research. 

11.2 Research facilities must exist in the medical school. 

11.3 The medical school must have a policy to foster the relation between research and 

teaching. 

11.4 The medical school must provide sufficient opportunities for students to participate in 

the school’s research activities.  

11.5 The medical school must help the staff publish its research in academic journals. 

11.6 The research must be included in the undergraduate educational programme through the 

elective study modules. 

11.7 The research must address the community’s high-priority health needs. 

11.8 The research results must be used for community health and health system development. 

12. Graduates 

12.1 The medical school must create a profile of the ideal doctor and graduate. 

12.2 The medical school must follow-up its graduates. 

12.3 The policy for estimating the graduates’ performance must include the graduates, the 

Ministry of Health and the community. 

12.4 The medical school must respond to the perceptions of the community and employers 

about the performances of the graduates. 

13. Continuous Renewal 

13.1 The medical school must have a mechanism for continuous renewal. 

13.2 The renewal and developments must be in response to the community’s changing health 

needs. 

13.3 The renewal and developments must be in response to the employers’ changing needs. 

 

 

 

 

 

 

 

 

 

 

 


