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Abstract

Introduction: The purpose of this study was to evaluate the relative and absolute importance of individual standards used by

accreditation agencies throughout the world.

Method: We developed a 150-item survey that consisted of all World Federation for Medical Education standards, supplemented

with additional standards used around the world. International accreditation experts rated the standards based on the importance

of each standard for ensuring the quality of undergraduate medical education. A 3-point scale was employed: 1¼ not important,

2¼ important but not essential, 3¼ essential.

Results: Thirteen of 22 chosen experts anonymously completed the survey (59%). The mean values, over raters, across individual

standards ranged from 2.32 to 2.87, indicating that most of the 150 standards are at least important, and often essential, for ensuring

program quality. Fourteen standards received the highest rating of 3 (‘‘Essential’’) from all experts, and four standards received

mean ratings �2.00. Variability in the ratings across the experts for individual standards ranged from 0.00 (unanimous agreement)

to 0.76 (moderate disagreement).

Conclusions: While there is some global variation in experts’ opinions of accreditation standards, certain standards are

considered essential. Our summary data are useful for determining best practices for medical education accreditation systems.

Introduction

There is significant variation in the structure of undergraduate

medical education around the world (Karle 2004), and also

differences in how organizations assess the quality of educa-

tion (e.g., a system of accreditation) to ensure that minimum

standards are met. The term accreditation has various mean-

ings, but for the purpose of this article is defined as the process

by which a designated authority reviews and evaluates an

educational institution using a set of clearly defined standards

and procedures. Accreditation processes in medicine can also

encourage institutional improvement and help promote high-

quality educational experiences, all with the ultimate goal of

enhancing the care physicians provide to patients.

Despite the recent focus on the perceived need for

accreditation of medical education programs (Karle 2008)

and the increasing globalization of the medical profession and

migration of health care workers (Eckhert 2002; Ray et al.

2006), there are limited data describing accreditation practices

from an international perspective. A report based on a 1996

World Health Organization (WHO) survey of Ministries of

Health and deans of medical schools indicates that almost

two-thirds of medical schools are accredited by an external

body (Boelen & Boyer 2001). A study comparing medical

education accreditation systems in nine developing countries

located throughout the world concludes that the trend toward

instituting rigorous quality assurance procedures is spreading

(Cueto Jr. et al. 2006). van Zanten et al.’s (2008) study of

accreditation practices worldwide demonstrated that consid-

erable variation exists in the nature of authorities and levels of

enforcement. van Zanten et al.’s (2010) study compared

Abraham Flexner’s system for quality review of medical

education to the accreditation processes and standards for

the 10 countries educating the largest numbers of students

seeking Educational Commission for Foreign Medical

Graduate (ECFMG) certification. Of the countries with accred-

itation systems, all use predetermined standards and external

evaluation, although application of specific criteria varied.

Practice points

. It is important to substantiate medical education accred-

itation standards, and provide evidence to validate the

decisions made by various accrediting agencies that

utilize these standards.

. While there is some global variation in importance of

some accreditation standards, certain standards are

essential for determining quality.

. Experts believe standards covering a range of inputs and

processes are mandatory.

. Further research is necessary to determine the benefits

of accreditation in light of the resources and costs

associated with implementation of these review systems.
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While previous investigations focused on describing the

existence and some general characteristics of accreditation

systems, few studies in the medical education field were found

comparing or assessing the effectiveness or appropriateness of

the specific standards used to make accreditation decisions.

These data are necessary to support the perceived value of

accreditation as a mechanism to ensure educational program

quality and foster continued excellence. A study conducted by

the Liaison Committee on Medical Education (LCME) focused

on interviewing key stakeholders to validate the agency’s

standards. In general, respondents believed that the accredi-

tation standards are important, although some respondents

noted confusion about meaning and measures of compliance

(Kassebaum et al. 1998). A survey of stakeholders regarding

standards used to accredit medical schools in South Korea

revealed that all standards were deemed to have adequate

content validity, although the level of importance of standards

varied depending on the position and previous experience of

the survey respondents (Yang 2002).

In light of the increased emphasis on accreditation of

medical education worldwide, and the lack of recent data

describing best practices in the development and use of

specific accreditation standards, the purpose of this article is to

use a globally diverse pool of medical education accreditation

experts to evaluate the importance of a large set of standards

commonly used by medical education accreditation agencies

throughout the world. These data are a critical component of

evidence that can be used to validate the standards and

associated accreditation systems, and also for understanding

and assessing the importance of the decisions made by various

accrediting agencies who utilize these standards.

Methods

Survey design

The World Federation for Medical Education (WFME) has

developed a Trilogy of Global Standards for Quality

Improvement. These resources include a document,

Standards in Basic Medical Education, aimed at helping

organizations assess the quality of medical schools leading to

an undergraduate degree (WFME 2003). This document is not

designed to be used restrictively, but instead is intended to

function as a template for national agencies interested in

developing accreditation procedures, and has been widely

used in countries throughout the world as a model for

establishing national and regional accreditation procedures

(Karle 2006). We developed a survey that consisted of the

entire set of WFME standards, supplemented with additional

standards taken from numerous published documents describ-

ing the criteria used to accredit or evaluate undergraduate

medical education programs around the world. Standards from

these supplemental agencies describing concepts that were

already covered in the WFME standards were not repeated in

the survey. Therefore, we designed the survey to represent the

universe of relevant standards used around the world. We

reproduced the large majority of standards in the survey

verbatim from the original sources, although some text was

modified to ensure grammatical consistency within the survey.

The 150-item list of standards is included in the Appendix.

The survey consisted of 150 standards organized into the

nine WFME topic areas as follows:

(1) Mission and Objectives (10 standards)

(2) Educational Program (34 standards)

(3) Assessment of Students (11 standards)

(4) Students (30 standards)

(5) Academic Staff/Faculty (12 standards)

(6) Educational Resources (25 standards)

(7) Program Evaluation (8 standards)

(8) Governance and Administration (17 standards)

(9) Continuous Renewal (3 standards)

Respondents were instructed to read each of the 150

standards, and then rate the standard based on their expert

opinion of the relative importance of the standard in

determining and ensuring the quality of undergraduate med-

ical education programs. Respondents were explicitly

requested to base their ratings only on the appropriateness

of the content or meaning of the standard, not on the level of

written clarity of the standard or their opinion of the degree of

attainability of the standard. The experts were provided with

the following scale to rate each of the standards:

(1) Not important (the standard is not useful for determin-

ing quality).

(2) Important but not essential (the standard is somewhat

useful for determining quality, but is not required).

(3) Essential (the standard is very useful for determining

quality and is required).

(N/R) Not able to rate (the meaning of the standard is not

clear).

The survey was piloted with a former president of a large

national medical education accrediting organization to ensure

clarity of the task.

We contacted 22 experts in the field of medical education

accreditation and provided them with a description of the

research project and a request to anonymously complete the

survey. Many of these individuals are current or former senior

staff of local, regional, or international accrediting agencies,

and have extensively published on the topic of accreditation or

medical school quality. The experts’ names and contact

information were compiled from freely available sources.

They are located in a wide geographic range of countries,

including Australia, Bahrain, Brazil, Canada, Denmark,

Dominica, Egypt, India, Jordan, Mexico, Nigeria, the

Philippines, Poland, South Africa, Sweden, the United Arab

Emirates, the United Kingdom, and the United States. Six of the

contacted experts are women and 16 are men.

We informed the experts to return the completed survey in

the included anonymous return envelope. They were notified

that their data would not be identified in any way in the reports

or subsequent publications.

Analyses

First, descriptive statistics were calculated by respondent and

across individual standards. This was done to quantify the
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importance of individual standards and enable a relative

ranking of their importance. For each of the raters, the mean

deviation from the grand mean and the root mean square error

were determined, showing the difference (on average)

between the expert rating and the expected rating based on

the mean of all experts. Next, to check the agreement between

individual respondents and the aggregate opinion of all

respondents, respondent’s mean ratings, by standard, were

correlated with the means of the other respondents’ ratings.

These analyses were undertaken to explore the stringency and

consistency of expert opinions across standards. Finally, to

look at the relative importance of various accreditation

domains, we determined means for each of the nine WFME

topic areas.

Results

Eight surveys were returned within the first response period of

one month, and two reminder emails sent in the second month

produced an additional five responses for a total of 13

completed surveys (59% response rate).

There were 39 occurrences of a respondent rating a

standard as N/R (not able to rate) and 33 occurrences of no

rating provided. These responses were eliminated from the

analyses. Two standards were each rated as N/R by three

respondents and the remaining occurrences of N/R ratings or

no rating were distributed generally evenly across the

standards.

For each of the 13 respondents, Table 1 displays the

number of ratings provided, the mean across all standards,

the standard deviation of the ratings, the mean deviation from

the grand mean, and the root mean square error. Totals less

than 150 indicate that the rater either provided N/R ratings or

left questions blank. The mean for each rater ranged from 2.32

to 2.87, (1–3 scale) indicating that some raters were more

stringent than others. However, based on the magnitude of

individual means, most standards were considered to be

important. Mean deviations from the grand mean ranged from

�0.35 to 0.21, and root mean square errors ranged from 0.37 to

0.69. Correlations between each individual respondent’s

ratings, by standard, and the mean ratings of all respondents

ranged from 0.24 to 0.52. Based on the deviation statistics and

respondent-aggregate group associations, some of the experts

had divergent opinions concerning the relative importance of

specific standards.

Fourteen standards received the highest rating of 3

(‘‘Essential’’) from all survey participants, and four standards

received mean ratings of equal to or less than 2.00 (‘‘Important

but not essential’’). Variability in the ratings across the experts

for individual standards ranged from 0 (unanimous agreement)

to 0.76 (moderate disagreement). The results displaying the

standards that had complete agreement from all raters as being

‘‘Essential,’’ the standards that received mean ratings of 2.00 or

less, and the standards with variances, across respondents,

equal to or greater than 0.50 are presented in Table 2.

Mean ratings, aggregated across respondents, for all the

standards within each of the nine WFME categories were also

calculated. Results were as follows: Mission and Objectives

[mean¼ 2.72 (SD¼ 0.49)]; Educational Program [mean¼ 2.72

(SD¼ 0.52)]; Assessment of Students [mean¼ 2.72

(SD¼ 0.45)]; Students [mean¼ 2.53 (SD¼ 0.62)]; Academic

Staff/Faculty [mean¼ 2.77 (SD¼ 0.46)]; Educational Resources

[mean¼ 2.52 (SD¼ 0.58)]; Program Evaluation [mean¼ 2.75

(SD¼ 0.51)]; Governance and Administration [mean¼ 2.73

(SD¼ 0.55)]; Continuous Renewal [mean¼ 2.64 (SD¼ 0.62)].

Discussion

The purpose of this study was to establish the relative

importance of a large set of standards commonly used by

accreditation agencies throughout the world. Based on the

analysis of the survey responses from a globally diverse pool

of medical education accreditation experts, there is some

global variation in importance of some accreditation standards.

Nevertheless, on average, the respondents indicated that most

standards were useful for determining quality. This finding is

not surprising given that the individual standards were

collected from reputable organization that are either involved

in directly accrediting medical schools or inform policies that

govern this task.

Of the 150 standards, there was unanimous agreement

among the respondents that 14 of the standards are essential

for determining quality. These essential standards are some-

what evenly distributed across the WFME categories, indicating

that experts believe standards covering a range of inputs and

processes are mandatory. These 14 standards describe globally

accepted key features necessary for the successful production

of graduates. For example, the standard, ‘‘The medical school

teaches the principles of scientific method and evidence-based

medicine, including analytical and critical thinking, throughout

the curriculum,’’ states that medical education must include

higher order thinking and be more than simple memorization

of a large quantity of information. The standard, ‘‘The medical

school ensures that students have patient contact and acquire

sufficient clinical knowledge and skills to assume appropriate

clinical responsibility upon graduation’’ speaks to the essential

nature of students’ applied clinical education as part of the

curriculum. Other essential standards ensure the

Table 1. Number of ratings provided, mean (SD), mean
deviation from grand mean, and root mean square error for the

expert raters.

Rater

Number of
ratings

provided Mean (SD)

Mean deviation
from

grand mean
Root mean
square error

1 150 2.76 (0.47) 0.10 0.40

2 145 2.35 (0.57) �0.31 0.55

3 124 2.85 (0.38) 0.20 0.43

4 150 2.87 (0.34) 0.21 0.39

5 142 2.83 (0.38) 0.17 0.40

6 150 2.54 (0.64) �0.11 0.54

7 149 2.62 (0.59) �0.03 0.46

8 140 2.59 (0.55) �0.08 0.50

9 141 2.32 (0.68) �0.35 0.69

10 149 2.77 (0.47) 0.11 0.43

11 138 2.41 (0.75) �0.26 0.69

12 150 2.82 (0.40) 0.16 0.37

13 150 2.83 (0.38) 0.17 0.37
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Table 2. Standards that received unanimous agreement as being essential, standards that received mean ratings equal to or less than
2.00, and standards with variances equal or greater than 0.50.

Standards WFME category Mean rating Variance

Standards with means¼3.00 and variances¼0.00

The medical school teaches the principles of scientific

method and evidence-based medicine, including

analytical and critical thinking, throughout the curriculum.

Educational Program 3.00 0.00

The medical school ensures that students have patient

contact and acquire sufficient clinical knowledge and

skills to assume appropriate clinical responsibility upon

graduation.

Educational Program 3.00 0.00

Students’ clinical experiences utilize both outpatient and

inpatient settings.

Educational Program 3.00 0.00

The medical school defines and states the methods used for

assessment of its students, including the criteria for

passing examinations.

Assessment of Students 3.00 0.00

Assessment principles, methods and practices are clearly

compatible with educational objectives and promote

learning.

Assessment of Students 3.00 0.00

The size of student intake is defined and related to the

capacity of the medical school at all stages of education

and training.

Students 3.00 0.00

The medical school has access to a well-maintained library

and information facilities, sufficient in size, breadth of

holdings, and information technology to support its

education and other missions.

Educational Resources 3.00 0.00

The medical school ensures adequate clinical experience

and the necessary resources, including sufficient

patients and clinical training facilities.

Educational Resources 3.00 0.00

Program evaluation addresses the context of the educa-

tional process, the specific components of the curricu-

lum and the general outcome.

Program Evaluation 3.00 0.00

Student performance is analyzed in relation to the curriculum

and the mission and objectives of the medical school.

Program Evaluation 3.00 0.00

Governance structures and functions of the medical school

are defined, including their relationships within the

university.

Governance and Administration 3.00 0.00

The responsibilities of the academic leadership of the

medical school for the medical educational program are

clearly stated.

Governance and Administration 3.00 0.00

The dean is qualified by education and experience to

provide leadership in medical education, scholarly activ-

ity, and care of patients.

Governance and Administration 3.00 0.00

The present and anticipated financial resources of a medical

school are adequate to sustain a sound program of

medical education and to accomplish other institutional

goals.

Governance and Administration 3.00 0.00

Standards with mean ratings �2.00

The medical school has dormitory/hostel provision for at

least 75% of the total intake of students at a given time.

Educational Resources 1.62 0.39

The medical course is set in the context of an active

research program within the school.

Educational Resources 1.92 0.22

The medical school has a teaching hospital with a ratio of a

minimum of five beds per student admission per year.

Educational Resources 2.00 0.36

Transfer students are not be accepted into the final year of

the program except under rare circumstances.

Educational Resources 2.00 0.76

Standards with variances �0.50

Basic sciences and clinical sciences are integrated in the

curriculum.

Educational Program 2.54 0.56

The medical school recognizes the unique challenges faced

by the Indigenous health sector and has effective

partnerships with relevant local communities, organiza-

tions, and individuals.

Educational Program 2.38 0.54

The medical school has clear and equitable policies for the

refund of tuition, fees, and other allowable payments.

Students 2.46 0.56

The medical school follows accepted guidelines in deter-

mining appropriate immunizations for medical students.

Students 2.62 0.54

The medical school has adequately indemnified students for

relevant activities.

Students 2.36 0.60

Transfer students are not be accepted into the final year of

the program except under rare circumstances.

Educational Resources 2.00 0.76

(continued )
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appropriateness of evaluation activities. Essential standards

also related to issues such as the library, school leadership, and

the school’s financial stability and demonstrate crucial aspects

of learning not directly related to curriculum delivery.

The experts’ unanimous agreement on these 14 essential

standards suggests that these are core concepts that all

accrediting systems should incorporate. The data also validate

that these standards that are used by accreditation agencies

conform to globally accepted minimum criteria, and agencies

should ensure that the concepts covered in these essential

standards are implemented as part of their systems. This does

not, however, mean that other standards are not important.

Instead, it suggests that there is a hierarchical structure of

accreditation standards that needs to be acknowledged in the

process of medical school review.

There were four standards, all in the Educational Resources

category, where the average rating was 2 or less. Two of the

standards refer to very specific resource requirements. While it

is the tradition in certain cultures to specify in detail the inputs

required for a medical school, this level of particularization is

not the norm worldwide. Of particular interest is the relatively

low aggregate rating of the standard, ‘‘The medical course is

set in the context of an active research program within the

school.’’ While it has become increasingly important over the

past century for medical schools in most high income countries

in the world to devote large resources to research programs,

based on the results of this study, this concept is not

considered a priority worldwide. Interestingly, many of the

more recently founded institutions that educate a large number

of medical students who pursue postgraduate training and

licensure in the United States, (i.e., US Osteopathic schools,

some MD granting institutions located in the Caribbean, etc.)

have only small research programs, if at all. Therefore, despite

the tradition promoted by Flexner (1910) in the early 1900s of

medical schools incorporating research opportunities for

faculty, staff, and students, it appears that, at least from a

global perspective, this emphasis on research programs

associated with medical schools may no longer be considered

relevant today in ensuring the production of qualified

graduates.

Nine standards had rater variability that was greater than

0.50, indicating that the experts disagreed substantially on

these standards’ levels of importance in ensuring quality.

These standards likely represent aspects of medical education

that significantly vary across geographic and cultural realms.

For example, while it is the tradition in many parts of the world

to separately teach basic sciences and clinical sciences, in

other regions the convention is that these aspects of knowl-

edge and skills should be fully integrated. Standards related to

the health of indigenous populations or considerations of

other sectors of society may not be universally relevant.

Finally, experts do not agree on the importance of including

standards that pertain to the rights of students in ensuring a

quality education.

In looking at the individual respondent ratings, and their

associations with the group average, it is clear that there is

some divergence in opinion concerning the importance of

specific standards. While differences in opinion would be

expected, especially for standards that are non-specific, or

have cultural implications, future studies should be conducted

to more fully understand the complexity and context-

specificity of ‘‘non-essential’’ quality indicators. Some of the

variability could also be explained by the generic nature of

many of the WFME standards, which are specifically designed

to be flexible and to be applied to a wide range of cultures and

contexts. Likewise, while inter-rater variability might be

expected for respondents from different regions, it would be

informative to know more about the consistency of responses

(opinions) for experts within a specific jurisdiction.

The mean ratings, over respondents, aggregated for all the

standards within each of the nine WFME categories demon-

strate that, overall, the experts rated categories of standards

relatively equally. Standards related to Academic Staff/Faculty

received the highest mean rating (2.77), whereas the catego-

ries of standards related to Educational Resources (2.52) and

Students (2.53) received the lowest. The emphasis on stan-

dards that ensure high-quality teachers was expected and

clearly it is an important determinant of quality (Darling-

Hammond 1999). In contrast, the somewhat lower rating of

standards related to a school’s physical resources and the

rights of students is an interesting outcome that may be

explained by variations in culture and tradition. For example,

the inclusion of standards that protect the rights of students to

view and challenge their academic records may reflect the

level of openness and transparence of a country’s government.

This study has several limitations. First, although the

response rate could be considered to be acceptable, due to

the very specific nature of the expertise required of professions

qualified to answer the survey, the overall number of

individuals contacted and the number who completed the

Table 2. Continued.

Standards WFME category Mean rating Variance
Student performance is analyzed in relation to student

background, conditions, and entrance qualifications, and

is used to provide feedback to the committees respon-

sible for student selection, curriculum planning, and

student counseling.

Program Evaluation 2.33 0.56

The medical school has a constructive interaction with the

health and health-related sectors of society and

government.

Governance and Administration 2.54 0.56

Collaboration with partners of the health sector is formalized. Governance and Administration 2.46 0.56
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survey was small. Also, while an anonymous survey has the

advantage of encouraging truthful responses, it is not possible

to determine if respondents were representative of the group

sampled. Despite this potential limitation, the wide geographic

distribution of the 22 potential respondents ensured a globally

diverse response pool. Finally, the language of the survey

(English) may have disproportionally deterred non-native

English-speaking individuals from responding.

Despite these limitations, these data will be useful in

establishing best practices for medical education accreditation

systems. Due to recent increases in accreditation activities

around the world (van Zanten et al. 2008), it is important to

substantiate the standards used, and provide evidence to

validate the decisions made by various accrediting agencies

that utilize these standards. In addition, these data can provide

necessary information to newly forming agencies on standards

deemed essential. Further research is necessary to determine

differences in the quality of graduates of medical programs

based on accreditation system variables, the added value of

various accreditation standards, and the benefits of accredita-

tion in light of the resources and costs associated with

implementation of these review systems.
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Appendix

WFME and additional accrediting organizations’ standards for accrediting undergraduate medical education programs.

Mission and Objectives

1 The medical school defines its mission and objectives and makes them known to its constituency.

2 The mission and objectives encompasses social responsibility, research attainment, community involvement, and address readiness for

postgraduate medical training.

3 The mission statement and objectives of a medical school are defined by its principal stakeholders.

4 Formulation of mission statements and objectives are based on input from a wider range of stakeholders.

5 There is a policy, for which the administration and faculty/academic staff of the medical school is responsible, within which they have freedom

to design the curriculum and allocate the resources necessary for its implementation.

6 The contributions of all academic staff address the actual curriculum.

7 The educational resources are distributed in relation to the educational needs.

8 The medical school defines the competencies that students should exhibit on graduation in relation to their subsequent training and future

roles in the health system.

9 The linkage of competencies to be acquired by graduation with that to be acquired in postgraduate training is specified.

10 Measures of, and information about, competencies of the graduates is used as feedback to program development.

Educational Program

11 The medical school defines the curriculum models and instructional methods employed.

12 The curriculum and instructional methods ensure that students have responsibility for their learning process and prepare them for lifelong,

self-directed learning.

13 The medical school teaches the principles of scientific method and evidence-based medicine, including analytical and critical thinking,

throughout the curriculum.

14 The curriculum includes elements for training students in scientific thinking and research methods.

15 The medical school identifies and incorporates in the curriculum the contributions of the basic biomedical sciences to create understanding of

the scientific knowledge, concepts and methods fundamental to acquiring and applying clinical science.

16 The contributions in the curriculum of the biomedical sciences are adapted to the scientific, technological and clinical developments as well as

to the health needs of society.

17 Instruction within the basic sciences includes laboratory or other practical exercises that facilitate the ability to make accurate quantitative

observations of biomedical phenomena and critical analysis of data.

18 The medical school identifies and incorporates in the curriculum the contributions of the behavioral sciences, social sciences, medical ethics

and medical jurisprudence that enable effective communication, clinical decision making and ethical practices.

19 The contributions of the behavioral and social sciences and medical ethics are adapted to scientific developments in medicine, to changing

demographic and cultural contexts and to health needs of society.

20 Medical students learn to recognize and appropriately address gender and cultural biases in themselves and others, and in the process of

health care delivery.

21 The medical school ensures that the learning environment for medical students promotes the development of explicit and appropriate

professional attributes (attitudes, behaviors, and identity) in their medical students.

22 The medical school ensures that students have patient contact and acquire sufficient clinical knowledge and skills to assume appropriate

clinical responsibility upon graduation.

23 Every student has early patient contact leading to participation in patient care. The different components of clinical skills training are

structured according to the stage of the study program.

24 There is a system with central oversight to assure that the faculty defines the types of patients and clinical conditions that students must

encounter, the appropriate clinical setting for the educational experiences, and the expected level of student responsibility.

25 Students’ clinical experiences utilize both outpatient and inpatient settings.

26 Supervision of student learning experiences is provided throughout required clerkships by members of the medical school’s faculty.

27 Students are exposed to common medical problems of a more transient nature that are not seen in the hospital setting.

28 Students experience the effect of the family and the community environment on symptom expression and therapeutic responses.

29 There are written and signed affiliation agreements between the medical school and its clinical affiliates that define, at a minimum, the

responsibilities of each party related to the educational program for medical students.

30 In the relationship between the medical school and its clinical affiliates, the educational program for medical students remains under the

control of the school’s faculty.

31 The medical school describes the content, extent and sequencing of courses and other curricular elements, including the balance between

the core and optional content, and the role of health promotion, preventive medicine and rehabilitation in the curriculum, as well as the

interface with unorthodox, traditional or alternative practices.

32 Basic sciences and clinical sciences are integrated in the curriculum.

33 There are comparable educational experiences and equivalent methods of evaluation across all alternative instructional sites within a given

discipline.

34 Educational opportunities are available in multidisciplinary content areas, such as emergency medicine and geriatrics, and in the disciplines

that support general medical practice, such as diagnostic imaging and clinical pathology.

35 The medical school makes available sufficient opportunities for medical students to participate in service-learning activities, and encourage

and support student participation.

36 The medical school has primary health centers/rural health training centers for training students in education for the rural community

attached to it.

37 The medical school recognizes the unique challenges faced by the Indigenous health sector and has effective partnerships with relevant local

communities, organizations and individuals.

38 The curriculum committee is given the responsibility and authority for planning and implementing the curriculum to secure the objectives of

the medical school.

39 The curriculum committee is provided with resources for planning and implementing methods of teaching and learning, student assessment,

course evaluation, and for innovations in the curriculum.

40 There is representation on the curriculum committee of staff, students and other stakeholders.

41 The medical school collaborates with other educational institutions and compares its curriculum with other programs.
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Continued.

42 Operational linkage is assured between the educational program and the subsequent stage of training or practice that the student will enter

after graduation.

43 The curriculum committee seeks input from the environment in which graduates will be expected to work.

44 The curriculum committee undertakes program modification in response to feedback from the community and society.

Assessment of Students

45 The medical school defines and states the methods used for assessment of its students, including the criteria for passing examinations.

46 The reliability and validity of assessment methods is documented and evaluated and new assessment methods developed.

47 Assessment principles, methods and practices are clearly compatible with educational objectives and promote learning.

48 The number and nature of examinations are adjusted by integrating assessments of various curricular elements to encourage integrated

learning.

49 The need to learn excessive amounts of information is reduced and curriculum overload prevented.

50 There is ongoing assessment that assures students have acquired and can demonstrate on direct observation the core clinical skills,

behaviors, and attitudes that have been specified in the school’s educational objectives.

51 There is evaluation of problem solving, clinical reasoning, and communication skills.

52 The directors of all courses and clerkships design and implement a system of formative and summative evaluation of student achievement in

each course and clerkship.

53 Each student is evaluated early enough during a unit of study to allow time for remediation.

54 Narrative descriptions of student performance and of non-cognitive achievement is included as part of evaluations in all required courses and

clerkships where teacher–student interaction permits this form of assessment.

55 A longitudinal record marking the career tracks, choices, and achievements of the graduates is included in an assessment system.

Students

56 The medical school has an admission policy including a clear statement on the process of selection of students.

57 The admission policy is periodically reviewed, based on relevant societal and professional data, to comply with the social responsibilities of the

institution and the health needs of community and society.

58 The relationship between selection, the educational program and desired qualities of graduates is stated.

59 Students preparing to study medicine acquire a broad education, including the humanities and social sciences.

60 Premedical course requirements are restricted to those deemed essential preparation for completing the medical school curriculum.

61 The size of student intake is defined and related to the capacity of the medical school at all stages of education and training.

62 The size and nature of student intake is reviewed in consultation with relevant stakeholders and regulated periodically to meet the needs of

community and society.

63 The final responsibility for selecting students to be admitted for medical study resides with a duly constituted faculty committee.

64 The medical school has a pool of applicants sufficiently large and possessing national level qualifications to fill its entering class.

65 The medical school selects students who possess the intelligence, integrity, and personal and emotional characteristics necessary for them to

become effective physicians.

66 The selection of individual students is not influenced by any political or financial factors.

67 The medical school develops and publishes technical standards for admission of handicapped applicants, in accordance with legal

requirements.

68 The medical school has policies and practices to achieve appropriate diversity among its students, faculty, staff, and other members of its

academic community, and engages in ongoing, systematic, and focused efforts to attract and retain students, faculty, staff, and others

from demographically diverse backgrounds.

69 The medical school develops programs or partnerships aimed at broadening diversity among qualified applicants for medical school admissions.

70 A program of student support, including counseling, is offered by the medical school.

71 Counseling is provided based on monitoring of student progress and addresses social and personal needs of students.

72 The process of applying for residency programs does not disrupt the general medical education.

73 Letters of reference or other credentials are not provided until the student’s final year.

74 The medical school has mechanisms in place to minimize the impact of direct educational expenses on student indebtedness.

75 The medical school has clear and equitable policies for the refund of tuition, fees, and other allowable payments.

76 Health insurance is available to all students and their dependents, and all students have access to disability insurance.

77 The medical school follows accepted guidelines in determining appropriate immunizations for medical students.

78 The medical school has policies addressing student exposure to infectious and environmental hazards.

79 In the admissions process and throughout medical school, there is no discrimination on the basis of gender, sexual orientation, age, race,

creed, or national origin.

80 There is a fair and formal process for taking any action that adversely affects the status of a student.

81 Student records are confidential and available only to members of the faculty and administration with a need to know, unless released by the

student or as otherwise governed by laws concerning confidentiality.

82 Students are allowed to review and challenge their records.

83 The medical school has adequately indemnified students for relevant activities.

84 The medical school has a policy on student representation and appropriate participation in the design, management and evaluation of the

curriculum, and in other matters relevant to students.

85 Student activities and student organizations are encouraged and facilitated.

Academic Staff/Faculty

86 The medical school has a staff recruitment policy which outlines the type, responsibilities and balance of academic staff required to

adequately deliver the curriculum, including the balance between medical and non-medical academic staff, and between full-time and

part-time staff, the responsibilities of which are explicitly specified and monitored.

87 A policy is developed for staff selection criteria, including scientific, educational and clinical merit, relationship to the mission of the institution,

economic considerations and issues of local significance.

88 The medical school has a staff policy which addresses a balance of capacity for teaching, research and service functions, and ensures

recognition of meritorious academic activities, with appropriate emphasis on both research attainment and teaching qualifications.

89 The staff policy includes teacher training and development and teacher appraisal.

90 Residents who supervise or teach medical students, as well as graduate students and postdoctoral fellows in the biomedical sciences who

serve as teachers or teaching assistants, are familiar with the educational objectives of the course or clerkship and are prepared for their

roles in teaching and evaluation.
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Continued.

91 The medical school defines and publicizes the standards of conduct for the teacher–learner relationship, and develops written policies for

addressing violations of those standards.

92 The medical school faculty makes decisions regarding student admissions, promotion, and graduation.

93 The medical school has policies that deal with circumstances in which the private interests of faculty members or staff may be in conflict with

their official responsibilities.

94 Faculty members receive written information about their terms of appointment, responsibilities, lines of communication, privileges and

benefits, and, if relevant, the policy on practice earnings.

95 The dean and a committee of the faculty determine medical school policies.

96 The full faculty meets often enough for all faculty members to have the opportunity to participate in the discussion and establishment of

medical school policies and practices.

97 The medical school has arrangements for indemnification of teaching staff, with regard to their involvement in clinical research and the delivery

of the teaching program.

Educational Resources

98 The medical school has sufficient physical facilities for the staff and the student population to ensure that the curriculum can be adequately

delivered.

99 The learning environment for the students is improved by regular updation and extension of the facilities to match developments in

educational practices.

100 The medical school has access to a well-maintained library and information facilities, sufficient in size, breadth of holdings, and information

technology to support its education and other missions.

101 Appropriate security systems are in place at all educational sites.

102 The medical school has dormitory/hostel provision for at least 75% of the total intake of students at a given time.

103 The medical school ensures adequate clinical experience and the necessary resources, including sufficient patients and clinical training

facilities.

104 The facilities for clinical training are developed to ensure clinical training which is adequate to the needs of the population in the geographically

relevant area.

105 The medical school has a teaching hospital with a ratio of a minimum of five beds per student admission per year.

106 The medical school has a policy which addresses the evaluation and effective use of information and communication technology in the

educational program.

107 Teachers and students are enabled to use information and communication technology for self-learning, accessing information, managing

patients and working in health care systems.

108 The medical school has a policy that fosters the relationship between research and education and describes the research facilities and areas

of research priorities at the institution.

109 The curriculum prepares students for engagement in medical research and development.

110 The medical school makes contributions to the advancement of knowledge and the development of medicine through scientific research.

111 The medical course is set in the context of an active research program within the school.

112 The medical school has policy on the use of educational expertise in planning medical education and in development of teaching methods.

113 There is access to educational experts and evidence demonstrated of the use of such expertise for staff development and for research in the

discipline of medical education.

114 The medical school has a policy for collaboration with other educational institutions and for the transfer of educational credits.

115 Regional and international exchange of academic staff and students is facilitated by the provision of appropriate resources.

116 Institutional resources to accommodate the requirements of any visiting and transfer students do not significantly diminish the resources

available to existing enrolled students.

117 Transfer students demonstrate achievements in premedical education and medical school comparable to those of students in the class that

they join.

118 Prior coursework taken by students who are accepted for transfer or admission to advanced standing is compatible with the program to be

entered.

119 Transfer students are not be accepted into the final year of the program except under rare circumstances.

120 The accepting school verifies the credentials of visiting students, formally registers and maintains a complete roster of such students,

approves their assignments, and provides evaluations to their parent schools.

121 Students visiting from other schools for clinical clerkships and electives possess qualifications equivalent to students they will join in these

experiences.

122 If students are permitted to take electives at other institutions, there is a system centralized in the dean’s office to review students’ proposed

extramural programs prior to approval and to ensure the return of a performance appraisal by the host program.

Program evaluation

123 The medical school establishes a mechanism for program evaluation that monitors the curriculum and student progress, and ensures that

concerns are identified and addressed.

124 Program evaluation addresses the context of the educational process, the specific components of the curriculum and the general outcome.

125 Both teacher and student feedback is systematically sought, analyzed, and responded to.

126 Teachers and students are actively involved in planning program evaluation and in using its results for program development.

127 Student performance is analyzed in relation to the curriculum and the mission and objectives of the medical school.

128 Student performance is analyzed in relation to student background, conditions and entrance qualifications, and is used to provide feedback

to the committees responsible for student selection, curriculum planning, and student counseling.

129 Program evaluation involves the governance and administration of the medical school, the academic staff, and the students.

130 A wide range of stakeholders have access to results of course and program evaluation, and their views on the relevance and development of

the curriculum are considered (stakeholders include the community, education and healthcare authorities, professional organizations,

postgraduate educators).

Governance and Administration

131 Governance structures and functions of the medical school are defined, including their relationships within the university.

132 The governance structures set out the committee structure, and reflect representation from academic staff, students, and other stakeholders.

133 The medical school is affiliated with a university.

134 The medical school is a component of a university offering other graduate and professional degree programs that contribute to the academic

environment of the medical school.

135 The responsibilities of the academic leadership of the medical school for the medical educational program are clearly stated.
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Continued.

136 The governing board responsible for oversight of the medical school has and follows formal policies and procedures to avoid the impact of

conflicts of interest of members in the operation of the school, its associated hospitals, or any related enterprises.

137 Terms of governing board members are overlapping and sufficiently long to permit them to gain an understanding of the programs of the

medical school.

138 Administrative officers and members of a medical school faculty are appointed by, or on the authority of, the governing board of the medical

school or its parent university.

139 The chief official of the medical school, who usually holds the title ‘‘dean,’’ has ready access to the university president or other university

official charged with final responsibility for the school, and to other university officials as are necessary to fulfill the responsibilities of the

dean’s office.

140 The dean is qualified by education and experience to provide leadership in medical education, scholarly activity, and care of patients.

141 There is sufficient autonomy to direct resources, including remuneration of teaching staff, in an appropriate manner in order to achieve the

overall objectives of the school.

142 The present and anticipated financial resources of a medical school are adequate to sustain a sound program of medical education and to

accomplish other institutional goals.

143 Pressure for institutional self-financing does not compromise the educational mission of the medical school nor cause it to enroll more

students than its total resources can accommodate.

144 The administrative staff of the medical school is appropriate to support the implementation of the school’s educational program and other

activities and to ensure good management and deployment of its resources.

145 The management includes a program of quality assurance and the management submits itself to regular review.

146 The medical school has a constructive interaction with the health and health-related sectors of society and government.

147 Collaboration with partners of the health sector is formalized.

Continuous Renewal

148 The medical school as a dynamic institution initiates procedures for regular reviewing and updating of its structure and functions and rectifies

documented deficiencies.

149 The process of renewal is based on prospective studies and analyses and leads to the revisions of the policies and practices of the medical

school in accordance with past experience, present activities, and future perspectives.

150 The medical school recognizes the need for continuing medical and health education for health professions and the community. Regular

symposiums, workshops, and conferences are organized to fill this need.
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