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Abstract

Purpose

Medical schools face growing pressures to produce stronger evidence of their social
accountability, but measuring social accountability remains a global challenge. This narrative
review aimed to identify and document common themes and indicators across large-scale social
accountability frameworks to facilitate development of initial operational constructs to evaluate
social accountability in medical education.

Method

The authors searched 5 electronic databases and platforms and the World Wide Web to identify
social accountability frameworks applicable to medical education, with a focus on medical
schools. English-language, peer-reviewed documents published between 1990-March 2019 were
eligible for inclusion. Primary source social accountability frameworks that represented
foundational values, principles, and parameters and were cited in subsequent papers to
conceptualize social accountability were included in the analysis. Thematic synthesis was used to
describe common elements across included frameworks. Descriptive themes were characterized
using the context-input-process-product (CIPP) program evaluation model as an organizational
framework.

Results

From the initial sample of 33 documents, 4 key social accountability frameworks were selected
and analyzed. Six themes (with subthemes) emerged across frameworks, including shared values
(core social values of relevance, quality, effectiveness, and equity; professionalism; academic
freedom and clinical autonomy) and 5 indicators related to the CIPP model: context (mission

statements, community partnerships, active contributions to health care policy); inputs



(diversity/equity in recruitment/selection, community population health profiles); processes
(curricular activities, community-based clinical training opportunities and learning exposures);
products (physician resource planning, quality assurance, program evaluation and accreditation);
and impacts (overall improvement in community health outcomes, reduction/prevention of health
risks and morbidity/mortality of community diseases).

Conclusions

As more emphasis is placed on social accountability of medical schools, it is imperative to shift
focus from educational inputs and processes to educational products and impacts. A way to begin
to establish links between inputs, products, and impacts is by using the CIPP program evaluation

model.



There have been repeated international calls for medical schools to be socially accountable to the
populations they intend to serve. While social accountability is an ideal that many institutions
strive toward, measuring it remains a global challenge. With increasing societal demands for
greater transparency and accountability, medical schools face growing pressures to produce
stronger evidence of their social accountability.!?
In 1995, the World Health Organization (WHO) defined social accountability as:

[T]he obligation of medical schools to direct their education, research and service

activities towards addressing the priority health concerns of the community, region,

and/or the nation they have a mandate to serve. The priority health needs are to be

identified jointly by governments, healthcare organizations, health professionals and

the public.’
Since then, the literature surrounding social accountability has expanded and the number of
initiatives has multiplied.*> Many medical schools have embedded social accountability policies
in their mission statements, program objectives, and strategic plans, and some organizations have
included them in formal accreditation processes.’ Yet despite the growing interest, how social
accountability is operationalized into measurable attributes remains elusive, making social
accountability difficult to evaluate objectively.’
Although various policies and frameworks have been established to assist medical schools in the
evaluation of social accountability, their descriptions of socially accountable principles,
indicators, and parameters remain predominately conceptual in nature. The WHO’s social
accountability definition, above, encompasses the 3 domains of medical education (education,
research, and service activities), and this review addresses the educational domain. The purpose

of this review is to identify and document common themes and indicators across large-scale



social accountability frameworks, using a program evaluation model as an organizational
framework. It is intended to facilitate the development of initial operational constructs needed to
evaluate social accountability in medical education.

Background

Derived from the verb account, accountability in its simplest form means answerability, the
obligation to provide an account and be held responsible for one’s actions.”® In education,
accountability functions as a system to evaluate institutional effectiveness (i.e., how well
institutions meet their goals), holding institutions responsible for results and promoting
educational improvement.”'? This system implies a sense of responsibility, transparency, and
public trust, whereby educational institutions are obligated to answer to society for their
actions.'*!* While many forms of accountability exist, they all address the following
fundamental questions: Who is held to account, for what, to whom, and through what
means?’1%15

All medical schools are accountable to the public, regardless of whether they choose to
acknowledge or address this obligation.’ Health professions education programs and any
educational institutions responsible for preparing the future health care workforce are
accountable to the medical profession; the public (patients, families, communities, and society);
their educational products (graduates, service activities, and research activities); and future
health care needs. As a form of accountability, social accountability is implicit, explicit, and
anticipated, in that medical schools must produce competent graduates prepared to respond to the

changing public health care needs within their local communities.'®2°



The medical profession has been granted certain responsibilities and privileges by society.
Through legislation, regulation, and accreditation, medical schools are entrusted to produce
competent physicians who are prepared to meet the needs of society.?!>> This social role carries
great responsibilities, signifying the intrinsic social contract between physicians and society.??
This social contract is specifically amplified in countries where medical education is government
funded. As a result, medical schools face increasing societal pressures to provide evidence of a
positive social return.>!® Social accountability represents an omnipresent social contract that
exists between medicine and society.?*!
Broadly, social accountability implies an entity’s commitment to the society it is intended to
serve for its actions, conduct, and performance.* The WHO’s definition of social accountability
remains the most widely accepted internationally. In 2010, the Global Consensus for Social
Accountability of Medical Schools reaffirmed this definition, emphasizing that social
accountability is a measurable activity:

[A]n action to respond to current and future health needs and challenges in society

while working collaboratively with key stakeholders; policy-makers; healthcare

organizations; health-insurance providers, health professionals and civil society.'”
Within the broader accountability literature, the term accountability is often referred to as a

conceptual umbrella,!3334

and used interchangeably with responsibility, answerability, or
effectiveness to portray an image of trust, trustworthiness, or transparency. However, in the
medical education literature, the terms accountable, responsible, and responsive are not
equivalent. Differences between them are clearly defined within Boelen and Woollard’s social

obligation scale.*” Their taxonomy represents a linear progression toward achieving social

accountability: responsibility refers to a “state of awareness of duties to respond to society’s



needs”; responsiveness refers to “a course of action addressing society’s needs”; and
accountability represents a “measurable activity” to provide evidence that programs proactively
meet the priority health care needs of society while working alongside key stakeholders to
positively impact public health.*

Method

Program evaluation models are widely used in multiple fields to provide comprehensive
evaluations of social policies, programs, and interventions.** We conducted a narrative
review*’ using a program evaluation model as an organizational framework and a systematized
process to review large-scale social accountability frameworks as well as journal articles and
other documents from the medical education literature. We then synthesized key concepts using
a qualitative approach.

Organizational framework

We selected Stufflebeam’s context-input-process-product (CIPP) model as the assessment tool to
systematically identify social accountability complex needs, indicators, and outcomes.>® First
conceptualized in the 1960s to provide greater accountability in education, this program
evaluation model is an internationally used accountability model and widely accepted in medical
education.’®>7 As depicted in Figure 1, the CIPP model uses evaluation as a method for program
improvement and accountability. It consists of four interrelated components and incorporates
continuous quality improvement feedback loops to be used throughout the evaluation

mode] 353638
In the CIPP model,*"" context refers to background—a needs assessment used to help identify
needs, objectives, and/or opportunities of an educational institution. Inputs refer to material and

human resources needed for effective functioning of an educational institution. Inputs are used to



determine the appropriate course of action(s) required to achieve program goals and objectives.
Processes are used to guide the implementation of a program. Products refer to the quality of
student learning and its usefulness for the individual and for society. Products are used to
measure outcomes. In later iterations of the CIPP model, the product component was divided into
4 subcomponents to assess a program’s impact, effectiveness, sustainability, and
transportability.’®*® The CIPP model is dynamic and views education as a production function,
whereby educational inputs are transformed to educational outputs. While each component can
be evaluated independently, no indicator independently represents an absolute measure of
program performance.>®3

Selection and search criteria

Using an iterative process, we searched 5 electronic bibliographic databases and platforms
(PubMed, Embase, ERIC, Web of Science, and Google Scholar) as well as the broader World
Wide Web (using Google) for social accountability frameworks and peer-reviewed journal
articles and documents applicable to medical education. These searches were limited to English-
language documents. The searches were first conducted in October 2018 and then repeated on
March 31, 2019, to include any more recent documents. Keywords used in the search strategies
included social accountability OR responsibility, socially accountable OR responsible, and
social policies. These words were searched in combination with medical education, medical
schools, medical training programs, and health professions education subject heading terms. A

sample database search strategy is provided in Supplemental Digital Appendix 1 at

http://links.lww.com/ACADMED/B24.
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Inclusion and exclusion criteria

Our focus was social accountability in medical schools. Key English-language policy
frameworks and peer-reviewed documents published from 1990 (when the term social
accountability explicitly emerged within the medical education literature) through March 2019
were eligible for inclusion. Documents that did not discuss social accountability frameworks
were excluded. All documents identified in the searches underwent an inclusion review process
by the research team. Two of the authors (C.B. and S.C.) screened all documents identified in the
searches. The full research team met frequently to review the documents and come to consensus
regarding eligibility requirements. Primary source social accountability frameworks which
represented the foundational values, principles, and/or parameters of the attributes medical
schools can strive toward in order to fulfill their social mandate and which were used in
subsequent papers to conceptualize social accountability were included in the review. Sub-
frameworks and/or program- or institution-specific documents were excluded as these built upon
previously established frameworks and could lack generalizability.

Analysis

Thematic synthesis*!*

was used to describe common and unique elements across the included
social accountability frameworks. Thematic synthesis involves the systematic coding of text
using an inductive approach to generate themes.**** The 3-stage analytical process starts with
line-by-line coding of text; followed by the development of descriptive themes, which we
characterized using the 4 dimensions of the CIPP model as an organizational framework; and
then the generation of analytical themes. Two of the authors (C.B and S.C) coded the included

documents independently. Resulting themes were reviewed by the two coders and discussed

within the research team until consensus was reached to ensure coding accuracy and inclusivity.
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Results

From the initial sample of 33 documents,>!6:18-20:44-71

we selected 4 key large-scale social
accountability policy frameworks®!%!81% for inclusion in the review (see Table 1 for an overview
of the selected frameworks). These 4 primary source documents represent the foundational
values, principles, and/or parameters of social accountability in medical education. Additionally,
these documents have all been highly cited and used in subsequent papers to conceptualize social
accountability. They were also used to inform the Training for Health Equity Network (THEnet)
evaluation framework*’ as well as various institution-specific education, research, and service
activities.

These frameworks include policy, definition, application, and evaluation of social accountability
at the local, national, and international levels.”” Although these frameworks differ slightly, they
all describe characteristics that can be used toward demonstrating social accountability.
Commonalities include responding to local public health needs; working alongside key
stakeholders in identifying existing and forthcoming societal public health needs; servicing
surrounding communities; addressing physician shortages; increasing diversity within the
admissions process to reflect local demographics and geography; producing competent medical
professionals; and ensuring the curriculum reflects priority health needs.>!%!8:1°

Our thematic synthesis identified 6 themes, including shared values and 5 indicators as they
relate to the CIPP evaluation model: context (program objectives), inputs (actions), processes
(activities), products (institutional outputs/outcomes), and impacts on societal health. While
impact evaluation is a subcomponent of product evaluation in the CIPP model, given the

emphasis of social accountability in medical education on impact in practice and improvement in

public health, we treated impacts as a separate theme in our analysis. Additionally, we identified

11



subthemes within each theme, as described below and depicted in Figure 2. A selection of quotes
to illustrate the themes and subthemes is provided in Table 2.

Shared values

All 4 frameworks emphasized, the 4 core social values (relevance, quality, effectiveness, and
equity).>!6131° These far-reaching values extend across all components of the CIPP model.
Generally, the core social values refer to the conceptual ideals and well-intended attributes of
social accountability intended to inform context (program objectives), inputs (actions), processes
(activities), and products (institutional outputs/outcomes). They are action oriented and grounded
in the identification of societal needs. They are intended to guide medical education program
activities in education, research, and service across the training continuum.'®

The core social values were originally conceptualized in 1995 by the WHO? as a means to help
medical schools evaluate their progress in addressing social accountability and have since been
adapted by subsequent frameworks.'®!18204471 Roloyance implies that a medical education
program addresses priority health needs or concerns of the population, community, or nation
using a systematic approach in education, research, and service activities.>'®!81° Quality refers
to providing individuals with the best possible care that is evidence-based, comprehensive, and
culturally sensitive.>!%1819 Effectiveness refers to the utilization of health care resources (costs)
and ensuring that the greatest impact on public health is achieved while making the best use of
resources.>!' %1819 Equity refers to universal access and striving to ensure that all individuals have
access to quality health care.>!%18:19

The interrelationship between these core social values represents a universal social commitment

to “building a health care system that is relevant to the needs of the community or nation and

provides high-quality care that is cost-effective and equitable.”® Medical school activities in

12



education, research, and service as well as health policies must be reflective of these needs—they

must relate to, respond to, and anticipate priority health needs of the population.*!6!8:19

In addition to the core social values, 3 of the included frameworks!6:18:1?

emphasized the value of
professionalism as well as the following competencies: ethics, teamwork, cultural competence,
leadership, communication, life-long learning, and evidence-based practice. In the Canadian
context, the values of academic freedom and clinical autonomy were also highlighted.'®

CIPP model

Context. Context is the first component in the CIPP model. Recurring subthemes that emerged
across the frameworks included mission statements, community partnerships, and active
contributions to health care policy.

Institutional or program mission statements, mandates, policies, objectives, and/or goals must
reflect the core social values of social accountability and the explicit commitment to meeting
societal health needs.>!'®!%!° These statements should be posted publicly and made easily
accessible to the general population.'® Additionally, the content and context specificity of a
medical school’s mission statement and activities in education, research, and service should be
inspired by and aligned with the current and anticipated priority health needs or concerns of the
community and/or nation the institution serves.*!” These mission statements serve as needs
assessments and are intended to guide institutions’ education, research and service activities to
demonstrate their social obligation and commitment to society.’

Developing effective community partnerships with local health systems as well as other
stakeholders is also important.>1%181° Medical schools are more likely to improve their
effectiveness if they work collaboratively with other stakeholders to establish priorities and

identify current and future health needs.'® The local community serves as the primary

13



stakeholder of all medical schools.!® Therefore, it is imperative that schools work in partnership
with local stakeholders responsible for health care policy, planning, and finance to identify
priority health needs as well as services and resources required for optimal patient care.>!6:18:19
Partnerships with affiliated health care organizations, professional groups, governments,
consumers, and civil society could facilitate and encourage shared work on health planning,
policy development, health care delivery, and evaluation.'®

Medical education programs also play an important role in shaping the health care system.
Community partnerships would serve as a means for medical schools to actively contribute to
health care policy.>!®!81% Medical schools should act as catalysts of change and actively
contribute to the sustainability and evaluation of health care planning and delivery, and policy
development.'¢

Inputs. Inputs are actions taken by programs to meet targeted goals. These actions are motivated
by institution/program mandates and mission statements, and they reflect the core social values
of social accountability. Subthemes across frameworks included diversity and equity in
recruitment and selection (students, faculty, and staff) and community population health profiles.
Two frameworks emphasized the importance of diversity and equity in the recruitment and
selection of students.'®!” To meet the social commitments embedded within the core social
values and mission statements, medical schools must adapt their recruitment and selection
policies to increase the diversity of accepted applicants to include individuals from
underrepresented populations and disadvantaged groups.'® Students should reflect the
demographics of the general population—including race and ethnicity, visible minority or

indigenous status, socioeconomic status, gender and sexual orientation, and religious

affiliation—and reflect other disadvantaged groups, such as rural and underserved
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communities.'® Additionally, schools should implement strategic pipelines and/or quotas for
underrepresented groups as well as support mechanisms (e.g., financial aid and counseling
services) to ensure equal opportunities for socially disadvantaged applicants.'® Medical schools
should also ensure that faculty from medicine, health service delivery, and social science
divisions are represented and involved in the curriculum and in programmatic decision making.'®
Lastly, medical schools should matriculate students who are more likely to practice as
generalists, as recommended by the WHO report.?

Another central theme in 3 frameworks was the need for medical schools to identify population
needs as well as service gaps of a targeted community and/or nation.>'®! Schools can begin to
identify these needs through well-defined population health research and the development of a
comprehensive community population health profile.*!'® These profiles must reflect the
community’s sociodemographic and geopolitical composition as well as population health risks,
social determinants of health, and barriers to accessing services.

Processes. Processes include the entire spectrum of educational activities: curricular content and
structure; teaching methods; community-based clinical training opportunities and learning
exposures to local populations and underserviced areas; learning assessments; continuing
professional development; and evaluation systems. Recurring subthemes that emerged across
frameworks included curricular activities as well as community-based clinical training
opportunities and learning exposures.

Medical schools must direct their curricular activities toward addressing priority public health
needs.>%!819 Curricular content and structure should be approached using a student-centered
paradigm and must include the social determinants of health, public health risks, and the

geopolitical, sociodemographic, and epidemiological specificities of a population, community,

15



and/or nation.*!° Additionally, schools’ curricular activities should support lifelong learning
opportunities for faulty, graduates, and staff through the availability of robust continuing
professional development programs.'%!8

Community-based clinical training opportunities and learning exposures should be designed
using a population approach.*!® Medical schools should promote primary care and provide
learning opportunities and exposure to primary care practices.>!®!* Additionally, schools should
provide longitudinal community-based learning experiences that are relevant to the community’s
health needs.>!” Lastly, schools should provide learning opportunities in rural health care settings
as well as exposure to disadvantaged and underserved groups.®!”

Products. Product evaluation refers to the usability of a program’s graduates. Recurring
subthemes that emerged across frameworks included physician resource planning, quality
assurance, and program evaluation and accreditation.

All 4 frameworks emphasized the importance of physician resource planning. Medical schools
should be actively involved in determining and educating the right composition of students and
in determining the distribution, deployment, and retention of graduates necessary to meet social
needs.>1%!819 Additionally, schools must ensure local employment opportunities for primary care

physicians.!8:1°

Another central theme was the importance of program evaluation and accreditation.>!618:19

Accreditation standards and processes should incorporate social accountability principles.1¢:1819

319 and the results should be

Evaluation and accreditation must be conducted at regular intervals,
made publicly available and used for institutional improvement.'” Additionally, evaluation and

accreditation teams should be widely representative of stakeholders, including policy makers,

health professionals, and community members.'’
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Lastly, the importance of embracing a continuous quality assurance process in education,
research, and service delivery was emphasized across all frameworks.>!%!81° This process should
be transparent and guided using well-defined standards to promote educational improvements.>!°
Additionally, graduate competencies must be assessed regularly and reflect well-defined
educational standards to ensure quality of care and that graduates enter practice equipped with
the skills required to meet changing public health needs.>!618:19

Impacts. The premise of social accountability requires that the purpose and practices of medical
education programs commence in the identification of societal needs and conclude in meeting
those needs.!® Impact evaluation is part of product evaluation. A common theme highlighted
across frameworks was overall improvement in community health outcomes.>!®!81 Another
common theme was reduction and prevention of community health risks and morbidity and
mortality of community diseases.'%!°

To evaluate societal impacts effectively, medical schools must develop standards that span the
educational continuum and focus on impacts of graduates in practice.!” They must develop
metrics to assess the extent to which their graduates reduce the burden of illness and improve the
health of the communities they serve.'® Medical schools must be able to demonstrate that the
outcomes of their activities have positive impacts on community health.>!%!81° They have an
obligation to ensure their graduates have a positive social return on investment to public health
by reducing community health risks and the morbidity and mortality of community diseases.'®!
Discussion

This review identified major themes and indicators across 4 large-scale social accountability

policy frameworks®!®!819 using the CIPP evaluation model.** The CIPP model has not been used

previously in the medical education literature to identify social accountability indicators across
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policy documents, but this review provides evidence of its utility in the development of initial
operational constructs to evaluate social accountability in medical education. The themes
explored in the included frameworks are consistent with the broader social accountability
literature in medical education. However, the CIPP model provides an evaluation framework for
medical education programs to strengthen their accountability systems.>>® Additionally, this
review also inadvertently addresses the fundamental questions of accountability: Who is held to
account, for what, to whom, and through what means?”!%!> These questions are critical to
understanding accountability and can be used to help operationalize social accountability
frameworks to better evaluate how and in which ways medical schools are socially accountable.
While this review focused primarily on social accountability of medical schools, it is important
to acknowledge that social accountability is a dynamic process. It represents an collaborative
relationship between citizens, government, training institutions, and health care
educators/providers to systematically identify, prioritize, and address societal health needs.>’*
The measurement and systematic evaluation of social accountability in medical schools requires
the use of a robust evaluation model to capture its conceptual and operational complexities.
While accreditation may address many of these issues, it often serves a different purpose—
ensuring medical schools produce competent graduates for the workplace. In this instance,
schools are accountable to the accreditors. Canada and Australia have incorporated formal social
accountability standards into their accreditation processes as a means to evaluate a medical
school’s commitment to addressing the priority health concerns of the population.'*’*>7* While
this is a positive advancement, we need to continue to think about social accountability outcomes
more broadly and establish meaningful relationships between educational inputs, outputs, and

impacts.'®74
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There is, however, an understudied assumption that medical schools meet societal needs.
According to Boelen,”® only 1% of medical schools are socially accountable, whereas 9% of
medical schools are socially responsive and 90% are socially responsible. While transparency
and accountability initiatives have emerged as a key strategy for improving public services, the
relationship between these initiatives and their impacts on public health remains largely
unknown.”> This issue is not specific to medical education.”® There is a need to evaluate and
demonstrate the social impacts graduates have in practice on communities and establish a link
between theory and practice. This demonstration becomes less about providing public displays of
good intentions and commitment to social accountability and more about proof of concept.”® A
growing body of literature seeks to affirm the progress of individual medical schools toward
becoming socially accountable (see Reeve et al’’ for a systematic review). Some examples of

78-83

medical schools’ efforts include widening access through admissions processes, curricular

h’84—87

reforms reflecting social determinants of healt community-based clinical training

88-91 92-98

opportunities and learning exposures, and location of learners.
While progress in evaluating social accountability continues to expand in select medical

education settings,” the extent to which social accountability initiatives impact societal health

remains largely unknown.!??!1°! However, a small number of empirical papers associate patient

102,103 104-106

health outcomes with physician training and performance and some commentaries
emphasize the need to link graduate outcomes with patient impacts using national clinical

datasets to better understand the effects medical education programs have on public health needs.
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Limitations

This review extends earlier work.>!18-204471 Tt does not provide a comprehensive list of all
possible social accountability indicators. The themes and indicators presented here are limited to
primary source social accountability policy frameworks and are not necessarily inclusive of
metrics used to assess quality. This review does not address more recent global health
movements, for instance the growing concerns regarding global health disparities. Additionally,
the CIPP model assumes a top-down systems approach to education, whereby educational inputs
are turned into products. This review also primarily on medical education, not other interrelated
and interdependent program activities of social accountability (i.e., research and service). Further
research is needed to examine these relationships in more detail and determine whether medical
schools address and respond to local health needs.

Conclusion

This review links an established program evaluation model and evidence from 4 large-scale
social accountability policy frameworks, which may lead to the creation of indicators across the
medical education continuum. Program evaluation models provide a systematic and easily
understood, practical guide for monitoring the progress of an institution toward desired goals and
objectives. However, even when medical schools attempt to fulfill their social obligations, there
is no guarantee that these actions will positively impact public health.’

The task of evaluating social accountability is complex.®> Most of the previous literature
assessing the quality of medical education programs has focused predominantly on inputs and
processes.”> As more emphasis is placed on social accountability, it is imperative that we as a
community shift our focus from educational inputs and processes to products and impacts. There

is a need to establish meaningful relationships between program inputs (who is trained and from
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where); products (what graduates do in practice, in what medical specialty, and where); and
impacts (how graduates’ activities improve population health).?>”> We suggest a way to begin to

establish these links is through the use of the CIPP program evaluation model.
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Figure Legends

Figure 1

The CIPP (context-input-process-product) evaluation model, adapted from Stufflebeam,>-¢-38
used as the organizational framework for this narrative review of social accountability
frameworks in medical education. The solid black arrows represent the linear production
function of the CIPP model, whereby educational inputs are transformed into educational
products. The broken black arrows represent the continuous improvement feedback loop to be
used throughout the model.

Figure 2

Themes and subthemes that emerged from the thematic synthesis of the narrative review of
social accountability frameworks in medical education mapped to the interrelated components of
the CIPP (context-input-process-product) evaluation model, used as an organizational
framework.>>3%%8 Impact evaluation was added in later iterations of the CIPP model as a
subcomponent of product evaluation.*®*® Six themes were identified in the 4 included social
accountability frameworks®!®!81°: shared values (inclusive of the 4 core social values) and 5
indicators as they relate to the CIPP evaluation model (context, inputs, processes, products, and
impacts). The broken black arrows represent the far-reaching core social values, which extend
across all dimensions of the CIPP model. These 4 core social values are intended to guide
medical education program activities in education, research, and service across the training
continuum.'® The broken black arrows also represent the continuous improvement feedback loop

to be used throughout the model. The solid lines represent the linear production function of the

CIPP model, whereby educational inputs are transformed into educational products.
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Table 1

Key Large-Scale Social Accountability Frameworks in Medical Education Included in the
Narrative Review

World Health Boelen and Heck, 1995°  Defining and Measuring the

Organization Social Accountability of Medical
Schools

Health Canada Health Canada, 2001'° Social Accountability: A Vision
for Canadian Medical Schools

Conceptualization- Boelen and Woollard, Social Accountability and

Production-Usability 2009'8 Accreditation: A New Frontier for

Educational Institutions

Global Consensus for
Social Accountability of
Medical Schools

Global Consensus for
Social Accountability of
Medical Schools, 2010"°

Global Consensus for Social
Accountability of Medical
Schools
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Table 2

Themes Identified Across the 4 Large-Scale Social Accountability Frameworks Included in
the Narrative Review, Using the CIPP Model as an Organizational Framework?

Shared values

Core social values (relevance,
quality, effectiveness, and equity)

... building a health care system that is relevant to the
needs of the community or nation and provides high-
quality health care that is cost effective and

equitable 3*1?

Professionalism

... embraces a scope of competencies for the medical
doctor that is consistent with ... [relevance, quality,
effectiveness, and equity] and the concept of
professionalism...!”®%)

Academic freedom and clinical
autonomy

Academic freedom and clinical autonomy are other
values entrenched within the Canadian academic and
clinical communities.'0®D

Context (program objectives)

Mission statements

Medical schools should explicitly expound their
commitment to social accountability and social
responsiveness in their general orientation, including in
their publicly-stated mandate or mission

statement. .. !6?%

Community partnerships

The institution is likely to improve its effectiveness if it
works in partnership with other stakeholders in the
system, namely, policy makers, health system managers,
health care professionals and civil society,'8P89

Active contributions to health care
policy

Medical schools should not be just instruments of health
policy, they should contribute towards creating it.*®>

Inputs (actions)

Community population health
profiles

...be responsive to the current and emerging needs of
their individual communities, within the larger context
of national and international trends, by continually
profiling the health status and health care needs of the
community. ¢

Diversity and equity in recruitment
and selection (students, faculty and
staff)

The medical school recruits, selects and supports
medical students who reflect social diversity and
disadvantaged groups.!'?®®

Processes (practices)

Curricular activities

The entire spectrum of educational interventions
including curriculum content and structure, learning
resources allocation, teaching methods, student
assessment, faculty development and evaluation systems
is shaped to best meet individual and societal needs.'*®®
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Community-based clinical training  Curriculum structure: early and longitudinal exposure to

opportunities and learning priority health issues in the community. 3892
exposures

Products (outputs/outcomes)

Physician resource planning ...determining and educating the appropriate number

and mix of physicians, and facilitating the geographic
distribution necessary to meet the needs of the
community. 'V

Quality assurance The medical school engages in a periodic process of
internal quality review and improvement, guided by
defined standards. ..!"®"

Program evaluation and Use evaluation and accreditation to assess performance
accreditation and impact!*®D

Impacts

Overall improvement in community ... medical schools must be able to demonstrate that the
health outcomes outcomes of their activities in these arenas make a

difference. They have the obligation to demonstrate to
society that they produce physicians who ... have a
positive impact on the health care and health status of

the population they serve.'®®7?
Reduction/prevention of The primary goal of medical education is to prepare
community health risks and graduates to practice effectively in reducing the burden
morbidity and mortality of of illness and improving the health of their
community diseases communities. "3

*The context-input-process-product (CIPP) model was used as the organizational framework for this
narrative review.* This program evaluation model was conceptualized in the 1960s to provide greater
accountability in education and remains one of the most widely used systematic evaluation frameworks,
whereby educational inputs are transferred into educational products (see Figure 1). The CIPP model
contains 4 interrelated evaluation components: context, input, process, and product. Impact was added in
later iterations of the CIPP model as a subcomponent of product evaluation.*
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Figure 2

Shared values: Core social values (relevance, quality, effectiveness, and equity)
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