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I.Background—Context 
Scaling up the health workforce has clearly emerged as a priority in responding to global health 
challenges and a bottleneck for improving health systems and outcomes. Yet, in the rush to respond 
to urgent needs, sometimes multi-stakeholder planning get short-shifted and important 
stakeholders such as education ministries, academic institutions and service providers are not 
actively involved. Since health workforce development has direct implication for health system 
performance,1and solutions to one problem may have unintended consequences on another part of 
the system,2 fragmentation results in the loss of valuable time and resources.    

Arguably, medical education in particular, suffers from lack of a systems approach.  In low and high 
incomes countries alike, medical schools struggle with changing needs of patients, communities, 
labor markets and health systems. Many schools continue to operate under the false assumption 
that quality medical education—often associated with the bio-medically oriented, urban and 
hospital based western models—produces quality doctors for every context, who will automatically 
advance medical practice leading to improved health status in society. This traditional approach 
generally delivers training in tertiary hospitals. However, clinical education has not been responsive 
to a changing practice environment. Hospitals tend to be specialty driven, stays shorter and the 
spectrum of illness is not representative of conditions seen in the population at large. 3 4In addition, 
these tertiary hospitals cannot accommodate the increasing number of clinical training spots needed 
to scale up the production of physicians.   

Furthermore, while it might seem implicit in the role of medical schools, they are not held 
accountable for producing outcomes aligned with priority health workforce and health system 
needs. Outcomes—such as the placement, practices, and retention of medical graduates in areas of 
greatest need and the impact of research on policy or practice—are seldom tracked.  There is 
general paucity of data on what works in what context and how, particularly related to clinical and 
practice outcomes of medical education.  Current accreditation standards are inadequate and there 
is limited understanding of the relationship between accreditation processes and outcomes: 
including the production high quality doctors and ultimately, improved health status.5  

In fact, the Western model of medical education envied around the world is not meeting is own 
health workforce and health system needs6. The Institute of Medicine (IOM) of the National 
Academies in the United States says that its education of health professionals in the country is in 
need of major overhaul.7 A new Carnegie Foundation study described in Educating Physicians: A Call 
for Reform of Medical Schools and Residency found that today’s medical training is“...inflexible, 
excessively long and not learner centered...overly focused on inpatient clinical experience....situated 
in hospitals with marginal capacity to support their teaching mission..[has] poor connection between 
formal knowledge and experiential learning and inadequate attention to patient populations, 
systems of health care deliver and effectiveness...inadequate opportunities to work with patients 
over time and to observe the course of illness and recovery...student and resident often poorly 
understand non-clinical physicians roles.”8  

Globally, change is underway. Medical and accreditation reform 
is taking place in many countries. The 2004, Joint Learning 
Initiative’s and the World Health Organization’s (WHO) 2006 



reports on the health workforce and the subsequent development of the Global Health Workforce 
Alliance propelled action on many fronts. 9 10 11  

Locally change has been happening for more than 30 years. And several schools have been 
implementing what the IOM and Carnegie reports recommended. Perhaps not coincidentally, many 
of the most innovative efforts sprung out in communities with great needs and limited resources. 
Many emerged from or were influenced by the movements towards primary care and “Health for 
All” in the 1970s and the evolution towards greater social accountability of medical schools called for 
by WHO in 1995. 12A few of them belong to the Training for Health Equity Network (THEnet), a 
collaborative of socially accountable health professions schools located in underserved regions of 
the globe. These schools share a core mission to increase the number, competencies and 
commitment of physicians to work in underserved communities around the world.   

 
II.Partnering for Evidence and Support: a Brief History of THEnet 

THEnet grew out of a project of the Global Health Education Consortium (GHEC) that received 
funding in 2007 from The Atlantic Philanthropies to identify innovative schools of medicine and 
health sciences addressing the health and social needs of underserved and marginalized 
populations.  A number of innovative medical education programs, building on social accountability 
principles, have been established in different parts of the world to address the shortage of doctors in 
rural, isolated and poor communities. Eight need-driven schools of medicine and health sciences 
were identified. These schools are: the Latin American School of Medicine in Cuba (ELAM); the 
Comprehensive Community Physician Training Program in Venezuela (CCPTP); the Northern Ontario 
School of Medicine in Canada (NOSM); the Faculty of Health Sciences at Walter Sisulu University in 
South Africa (WSU); Flinders University School of Medicine (FLINDERS) and James Cook Faculty of 
Medicine, Health and Molecular Sciences (JCU) in Australia; and Ateneo de Zamboanga University 
School of Medicine (ADZU) and the University of Philippines School of Health Sciences (SHS) in the 
Philippines.  

The schools were facing similar challenges including skepticism from traditional schools and 
institutional isolation. They also recognized the need to build a common evidence base to respond to 
the paucity of data on effective ways to train and deploy doctors in neglected communities. As a 
result, in late 2008 these schools created THEnet, a collaborative of socially accountable health 
professions institutions to help increase understanding of how schools can improve health equity 
and health system performance and how to measure progress towards this goal. Together the 
schools are developing a comprehensive evaluation framework that identifies key internal and 
external factors influencing a school’s ability to positively affect health system performance in terms 
of equity, and health outcomes.   

Critics argue that rural and community-oriented medical schools sacrifice academic standards for 
example by recruiting students from rural and underserved areas. Evidence proves otherwise. All 
THEnet schools produce graduates with average or above average results on national exams. For 
example, with average national passing rates of 50%, ADZU has a cumulative 90% passing rate at the 
national licensing examinations in the Philippines and SHS medical graduates have always achieved 
passing rates above the national average. Both schools have had graduates among the nation’s top 
10.  

Not only are the schools providing health services where there is limited or no access to care, the 
schools also have impressive regional retentions rates for their graduates. Of WSU graduates in the 
last 25 years, 80% are working in the rural areas of Eastern Cape and Kwazulu Natal. Over a period of 
more than 20 years 80 to 90 percent of SHS multi-professional program have stayed in their 
communities, depending on health worker category. In 15 years of ADZU’s operations, the 
percentage of municipalities without doctors has dropped from 80 to 69 percent and 90 percent of 
its graduates have stayed in the region and 96 percent in the Philippines. Although research has yet 



to be done to account for confounding variables, infant mortality in the catchment area of ADZU 
region has fallen from 75-80 per 1000 live births to 8/1000 live births.   

The creation of medical schools in underserved areas can also have broader impact. A recent socio-
economic impact study estimates that for every dollar NOSM receives, it contributes two dollars to 
the local economy. For every job NOSM provides, another job in the region is created. Physicians 
involved or interested in teaching and research are now attracted to the underserved communities 
NOSM operates in. Community hospitals have been converted to teaching hospitals and clinics in 
remote communities have been upgraded.  The fact that such an innovative, high-technology-based 
school is located in the region has resulted in pride and hopes to expand the region’s knowledge-
based economy.  Their involvement in the school’s development is a great source of satisfaction to 
the community and has engendered a conviction that Northern Ontario’s future is bright when all 
stakeholders work together. 
 

III. Lessons Learned from Socially Accountable Medical Schools 
THEnet schools evolved out of highly different contexts and health systems. Current total enrollment 
in the schools ranges from 200 to 20,000. Training settings vary from remote indigenous 
communities in Canada and Australia, rural regions of Africa to urban slums in Venezuela and 
marginalized communities in the Philippines including conflict-ridden Mindanao. Yet, with all the 
schools having the health and social needs of their target communities as their mandate, common 
principles and strategies emerged at all levels: institutional and systems, programmatic and 
instructional and individual learner.  The social accountability model emerging from THEnet schools, 
starts with assessing the needs of students, communities and the health system. This step will 
inform the type of competencies and attitudes required to meet those needs. This in turn drives 
educational and institutional strategies; the curricular content and methodologies; research agenda 
as well as services provided.  Assessment and evaluation are a part continuous process that is fed  
back into strategies and programs at all levels. 

 (See Box 1 and Illustration 1) 

 

 
 
A. Systems and Institutional Levels 
Outcome-Oriented Medical Education 

BOX 1: THEnet Schools Common Principles and Strategies 
• Health and social needs of targeted communities guide education, research and service programs 

• Students recruited from the communities with the greatest health care needs  

• Programs are located within or in close proximity to the communities they serve  

• Much of the learning takes place in the community instead of predominantly in university and 
hospital settings 

• Curriculum integrates basic and clinical sciences with population health and social sciences; and 
early clinical contact increases the relevance and value of theoretical learning 

• Pedagogical methodologies are student-centered, problem and service-based and supported by 
information technology; 

• Community-based practitioners are recruited and trained as teachers and mentors 

• Partnering with health system actors to produce locally relevant competencies 

• Faculty and programs emphasize and model commitment to public service
 

 

 



As socially accountable institutions, THEnet schools are clear about what outcomes they seek. They 
have defined their reference or target populations; identified priority health and competency needs 
and designed their programs accordingly. Their activities also reflect a solid understanding of the 
health system and social context they operate in.  

For example, at ADZU in the Philippines the mission is "to help provide solutions to the health 
problems of the people and communities of Western Mindanao." At its inception in 1994, 80% of the 
mostly rural and remote communities had no access to health services and the competency based 
community-based curriculum focuses to a great extent on addressing the 12 most important health 
challenges the regional Department of Health has identified. 

 

 

Social Accountability Production Model 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Engagement and Partnerships with Stakeholders  
THEnet schools operate in close collaboration with communities, health services and health care 
providers. These stakeholders are involved in all aspect of the education enterprise, from student 
recruitment, governance to evaluation of activities.  The schools are committed to being active 
contributors to the health system of which they are a part and they play a role in advocacy and 
reform.  For instance ADZU works closely with health service providers to reform health services 
planning and delivery in one of the poorest regions of the Philippines. In collaboration with local 
volunteers, medical students undertake a participatory survey to evaluate the health situation of an 
underserved community. Findings are shared with the community and together a diagnosis is made 
to agree on the problems identified. Next, the student and the community develop a Comprehensive 
Health Plan (CHP) to solve these problems using an inter-sectoral approach. Students then develop 
and implement an interventional health research project relevant to the CHP.  Not only have infant 
mortality rates fallen significantly in the region since their program was established, but ADZU has 
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worked with communities to help them take charge of their own health and, as a result, have seen 
health practices change.  

NOSM, the first medical school in Canada created with a social accountability mandate, has 
developed partnerships with over 70 small communities through local NOSM groups that are as 
much a part of the school of medicine that the main campuses located in two cities 1000 kilometers 
apart. These groups participated in the development of the program and continue to contribute to 
NOSM’s governance, education and research programs.  

 
Role Modeling Professional and Ethical Values  

Every day, students at all of THEnet schools are exposed to dedicated faculty committed to care for 
the underserved. They are exposed to the multiple roles physicians must master working in low-
resource or rural settings. They learn to collaborate with other care providers, patients, health 
authorities and communities to address the multitude of cultural, environmental and social 
determinants that affect health. They experience first-hand the operational, emotional and ethical 
challenges of working in communities. They are mentored by faculty members who also live in the 
area and who are engaged in advocating for and solving community problems. This exposure is likely 
to affect their career paths, professional values, actions and aspiration as future doctors, which 
might contribute to the high retention rates in underserved regions. 

 

Targeted Recruitment of Students 

Several individual predictors help determine where health professionals choose to work. Evidence 
has shown that rural background combined with positive clinical and educational experiences in 
rural areas during undergraduate and post-graduate training further increases the likelihood of rural 
practice. 13 14 15 16 17 18 19 20 21 22 23 24 25 

All THEnet schools have recruitment policies that favor students originating from their target 
populations.  For instance, to increase the number of doctors serving in Transkei, now Eastern Cape, 
and to redress the racial disparity within the health workforce in South Africa, the Faculty of WSU 
radically changed admission criteria to draw more black students particularly from impoverished 
rural communities in the region. Traditional South African medical schools only applied academic 
merit when selecting students, disadvantaging black students who had limited access to high quality 
mathematics and physical science education. The University therefore targeted black students in 
particular, lowered academic requirements for entry and developed broader selection methods that 
included biographical questionnaires and interviews. Like most THEnet schools they include 
community members as part of the student selection committee.  

The student selection process at the University of the Philippines School of Health Sciences in Leyte 
(SHS), a poor and underserved region is based on similar principles but still quite unique. The 
community and competency based program integrates training for a certificate in midwifery, 
Bachelor of Science in nursing, Bachelor of Science in community health, and Doctor of Medicine 
into a single, sequential and continuous curriculum. The community in need of health workers enters 
into a partnership with the school and health service providers by participating in the selection, 
employment, and evaluation of the health students and providing support during their training and 
service. The student must be nominated by at least 75% of heads of households in their community. 
He or she must be a permanent resident of that community; have a family income of less than 
80,000 pesos a year and be committed to return to serve the community.  If the community, schools 
and health service authority agree that the student is ready and the community needs it, students 
will be allowed to move up the stepladder. The community agrees to support the students and the 
students in return, sign a binding contract with a commitment to serve the community.  

The recruitment of students from where the needs are the greatest can be challenging since the 
quality of education might be lower than in wealthier areas and students might not be able to meet 



standard educational requirements.26 The various schools have different ways to ensure that 
students have adequate support to become well qualified professionals. For instance, when the 
Comprehensive Community Medicine Program in Venezuela began to train thousands of medical 
students in poor urban and rural communities, a one-year bridging course was developed to help get 
students attain the scientific grounding needed to enter medical school.27  

 
B. Program/Instructional Level 
Integrated Primary Care-oriented Curriculum  
THEnet school curricula reflect the priority health and social needs of the communities they serve, as 
defined by community and health system stakeholders. All prioritize generalist or primary care 
practice and integrate basic and clinical sciences with population health and social sciences. 

At NOSM, the curriculum is organized around five themes: Northern and Rural Health; Personal and 
Professional Aspects of Medical Practice; Social and Population Health; Foundations of Medicine; 
and Clinical Skills in Health Care. JCU has a particular emphasis on tropical medicine, the health of 
Indigenous Australians and rural and remote medicine. It stresses general medicine, population 
health and team care. At WSU the curriculum combines problem-based learning with community-
based education in small tutorial group settings. The goal was to educate and graduate a broader 
cohort of future doctors ready to identify, analyze, and treat health problems in the rural South 
African context. 
  

Learning in Context  

All of THEnet schools’ educational programs are community-oriented, embedded into the health 
system, provide early and longitudinal clinical exposure and students spend significant time learning 
in target communities.  As a result, the schools are more likely to provide students with an 
environment that reflects the health and operational challenges they will encounter as health 
professionals.  

Venezuela’s National Training Program for Comprehensive Community Physicians (NTPCCP) is 100 
percent community based. This university “without walls” consists of more than 5130 clinics, located 
in poor urban and rural communities that have been accredited as teaching institutions. While 
medical students spend time in hospital settings most of the training takes place in the community 
clinics, facilitated by community physicians with post-graduate training in medical education as well 
as in more than 855 multipurpose classrooms located in those same communities.28   This network 
of micro-medical schools was developed by Cuban doctors in collaboration with six Venezuelan 
universities in 2005 and is combined with the development of a universal access primary care 
system.29 By being embedded in the community health infrastructure, the six year program produces 
graduates with the required competencies to provide comprehensive care through health 
promotion; disease prevention; treatment and rehabilitation of patients, families and communities.  

Flinders Parallel Rural Community Curriculum challenges the orthodoxy that clinical medicine should 
be taught in short rotations. Instead it provides its students with exposure to all the clinical 
disciplines simultaneously. The program carefully selects sites to ensure that the epidemiology of the 
patients who “walk through the door” matches curricular requirements. Students meet patients in a 
family practice and follow them through the “continuum of care” from hospital admission, specialist 
consultations and procedures to allied health interventions, and follow-up visits with the rural 
family/primary care physician. Flinders compared the performance of their students learning in 
tertiary hospital, regional hospital and rural settings to determine whether moving clinical medical 
education out of the tertiary hospital into a community setting would compromise academic 
standards.  The rural-based students consistently performed better than their urban counterparts. In 
second place were those based at the regional hospital, challenging the dogma that a tertiary 

hospital is the best location for all undergraduate medical students.30 



 
Continuum of education 

Member schools see integrated continuum of medical education as an important factor to meet the 
health and health workforce needs of their region.  Several members are involved at secondary 
school levels. NOSM for instance, offers outreach programs that encourage high school students, 
particularly in underserved communities in Northern Ontario to see themselves as future doctors 
and motivate them to achieve the academic requirements to enter medical school.   

The schools are also involved in training beyond graduation. To facilitate the development of a high 
quality, self-sustaining and research-oriented workforce responsive to regional health needs in 
northern Queensland, JCU is working with regional health authorities and partners to develop the 
Northern Clinical Training Network (NCTN). The NCTN aims to develop a streamlined educational 
pipeline of clinical education and training that bridges the later phases of undergraduate medical 
education to junior training and into vocational training programs. Clinical training capacity would be 
distributed across mostly rural northern Queensland, linking the private sector, the public hospital 
system and community settings. A streamlined clinical education and training infrastructure 
strengthens the feasibility of research activities across and among health care facilities in the mostly 
rural region. It also provides options for regional medical workforce planning and a range of career 
pathways. This will in turn enhance recruitment and retention of health professionals; create new 
training posts; expand training settings; establish generalist training options and career paths in rural 
and remote communities and build a knowledge base that will improve health in tropical 
communities. 

 

Distributed Education  
NOSM, relies heavily on information and communication technology to deliver its education and 
training activities. It trains physicians to work in the remote, indigenous and underserved 
communities of Northern Ontario, using a case-based e-curriculum. This allows students, located in 
different isolated communities, to work as teams and participate in virtual academic round; 
videoconferencing and webcasting and use online tutorials. Their self-directed learning is often 
facilitated by a faculty member miles away.  

Distributed learning doesn’t necessary require massive investment in high-bandwidth infrastructure, 
rarely available in underserved areas in regions.  The economic crisis that followed the collapse of 
the Soviet Union, was an important driver for the use of information technology in health and health 
education in Cuba. Without high bandwidth access, it has evolved into a virtual network of health 
care providers, researchers, education institutions and portal for the development of e-health 
applications. It provided shared access to data, scientific journals, and open access to an innovative 
virtual university, clinical consultations and topic specific data-bases.31 
 
Operational and Needs-based Research  
Research agendas at THEnet schools focus on priority health, operational and workforce issues in 
each school’s reference population and region. Most research is developed and undertaken in 
partnership with key stakeholders often using participatory methodologies focusing on culturally 
appropriate, affordable and innovative solutions to priority health problems.  JCU, for instance, 
centers its research on rural health, medical education, and primary health care. This work includes 
graduate tracking and retention research; health workforce modeling; and collaborative health 
services research with indigenous, rural, and remote populations. The research not only informs 
strategy and policy making, but feeds directly back into the education process.  

Research skills are considered essential for graduates and student initiated research and 
development projects in underserved communities have had significant impact. At ADZU this has 
included building pit latrines in a region where 80% of the population did not have access to basic 
sanitation; improved access to potable water and increased immunization rates, and identification 



risk factors for TB DOTS default. Student research has also had policy impact. Research by an ADZU 
student led to the adoption of recommendations on solid waste management into a “barangay” 
(community) ordinance and subsequently adapted by a city in the region.  

 

Training for multiple roles:  
Responsive to evolving community needs and future clinical practice context, THEnet schools train 
their students to take on multiple roles required to meet the needs of the patients, communities and 
health systems they serve.  For example in the many countries the changing operational and health 
system environment requires increased focus on clinical governance, assessment of evidence in the 
local context; quality improvement; development of care protocols and use of information and 
communication technologies. 32 For those practicing in underserved or low resource settings, roles 
such as community mobilizer, administrator and leader are essential. Other emerging roles needed 
across all contexts include: member of an interdisciplinary team; effective communicator providing 
patient centered care; life-long learner, researcher able to collect data and integrate the latest 
research with clinical expertise; as well as teacher and mentor.  

 
Individual educational outcome 
THEnet schools are not only focused on the needs of their target communities, but also on 
supporting and meeting the needs of their students. All utilize learner-centered approaches and see 
mentoring and supporting career paths for under-represented populations as key. For example, JCU 
in Australia sends a team of indigenous medical students to every high school in the region to talk to 
11th and 12th graders about Indigenous health careers. 33  

Support is also provided in the form of academic and financial support. At ELAM, in Cuba the 
challenge is immense, with current enrolment at 9362 students from 100 countries. Depending on 
need, students spend three to six months in a pre-medical bridge program to tackle uneven 
educational backgrounds and those that need it receive Spanish lessons.  

In SHS’s stepladder program the University of the Philippines provides full tuition and benefits.  
Academically, the students from disadvantaged communities do not have the pressure of immediate 
academic rigor. Instead faculty mentors them into attaining relevant competencies. Despite this 
non-academic approach, SHS medical graduates always achieve passing rates above the national 
average. The stepladder curriculum has multiple exit points and SHS’s graduating medical doctor, are 
already licensed midwives and nurses.  

IV.Measuring Performance and Evaluating Outcomes 
As shown above, the actions, partnerships, and activities of health professions schools can produce a 
broad range of outcomes. If there is agreement on increasing the social accountability of health 
professions institutions, what should they be held accountable for? What should be measured and 
how? How should issues of attribution versus contribution be dealt with when most health and 
health system outcomes require multiple actors and interventions? As Barry Richmond writes in 
Systems Thinking: Four Key Questions: “The first of the fundamental impediments to the adoption of 
systems thinking is that we’re prisoners of our frame of reference.”34 Partnering with a wide range 
of stakeholders in health helped THEnet schools broaden their frame of reference; better 
understand their role, strengths and weaknesses and learn about how their strategies and actions 
affect and are affected by the systems in which they operates. Together with health system 
stakeholders schools can identify the specific outcomes they seek to produce; what impact they 
want to contribute and who they need to partner with to attain such outcomes and impact.  

While outcomes studies, particularly related to residency training are increasing, most current 
institutional performance and accreditation measures are composed of input indicators (such as 
number and quality of faculty and facilities) or output indicators (e.g. number of graduates, skills and 
knowledge learned, research published and grants received). As a result, evidence about the 



outcome and impact of medical schools on population health and health systems is limited. 
Additionally, medical schools rarely integrate research from socio-economic and political sciences 
into their work. This lack of collaboration between researchers, educators, policymakers, 
practitioners, and communities results in fragmentation and missed opportunities to mitigate 
negative effects, amplify positive impact and strengthen synergies. 

Measuring the outcomes and symbiotic effects of education programs and the health system and its 
beneficiaries is challenging. Not least, since the health system is an open system35 where outcomes 
are usually the result of a multitude of factors, relationships and events that in turn trigger a cascade 
of other effects in the health system and its sub-systems.36 This does not mean outcomes or impact 
cannot be evaluated; it just calls for using a system lens and employing a more diverse toolkit that 
includes different methodologies and approaches to build a convincing case.  

To strengthen the knowledge base, THEnet is developing a comprehensive Research and Evaluation 
Framework to identify key factors that affect a school’s ability to positively influence health 
outcomes and health system performance and to develop ways to measure them across institutions 
and contexts. In 2010, the THEnet schools tested the first version of the evaluation framework, 
assessing core elements and strategies that socially accountable health professions schools share. 
THEnet used Boelen and Wollard’s Social Accountability Conceptualization–Production–Usability 
model as the foundation. 37 Box 2 illustrates some of the questions it seeks to answer.  

 
 

 

BOX 2: THEnet’s Key Questions for Socially Accountable Health Professions Schools 
Conceptualization: how does our school work?1  
1. What are our values and how do we operationalize them? 
2. Who are the populations and the health system we are serving? 
3. What are priority needs and how will we hold ourselves accountable to meet those needs? 
4. Who do we need to collaborate with to have the impact we are seeking and how do we engage with them?  
5. Are we including patients, students, faculty, communities, health service providers and health system actors when we 

plan, manage and evaluate our programs? 
6. Are our strategies and policies developed through collaboration with our stakeholders and does decision-making 

involve meaningful participation from all stakeholders? 
Production: What we do? 
7. Do our education program reflects the priority health and social needs of the communities we serve, as defined by 

community partnerships and is this is evident in our programs and the services we provide?  
8. Do our students learn in the context they are expected to work in and do the placements provide adequate exposure to 

priority health needs and inter-professional exposure? 
9. Do our students reflect the demographics of our reference population and do they have the background most likely to 

work and stay in areas where they are needed? 
10. Is our research agenda based on priority health needs of our reference populations and the context we operate in and 

are they developed and undertaken in partnership with key stakeholders? 
Outcomes and Impact: What difference are we making? 
11. Are our research projects building knowledge that help meet priority health and health system needs? Are they 

contributing to decision-making and informing or changing policies and practice? 
12. What contributions are we making to improve the quality, quantity and equity of care in the populations we serve?  
13. Where our alumni working and what are they doing? 
14. Are our education interventions having the desired effect on the behavior and practice of our graduates?  
15. Are our strategies and decision-making processes having the desired long-term effect? 
16. What difference have we made to our reference population and health system? 
17. How have we shared our ideas and influenced others?  
18. How do we engage in a continuous process of critical reflection and analysis with others? 
19. Do we influence policymakers, education providers and other stakeholders to transform the health system to increase 

performance and health equity? 
20. What impact have we made with other schools? 

 



V. Discussion  
Clearly, conventional medical education is not producing needed results, particularly in underserved 
regions. Although calls for reform grow loader38  39and reports provide excellent suggestions for 
change, most focus on the process of medical education not on how this process needs to be 
inherently linked to health system outcomes and health system contexts.   

There are no blue prints. However, there is emerging principles and evidence that schools such as 
those in THEnet— responding to the chronic lack of doctors and health services in their regions—are 
pioneering promising approaches both for high and low-income countries. Their efforts challenge 
orthodoxies and expose flawed assumptions in the traditional western bio-medical model. The 
schools demonstrate that poor urban and rural settings can provide the necessary environment for 
high quality clinical training. Indeed, they prove that the private and community sectors are an 
under-utilized resource in medical training, offering potential solutions for bottlenecks in clinical 
training at tertiary care hospitals, a situation particularly acute in high income countries. Their 
partnerships with communities and health service providers; integrated curricula, and early clinical 
contact increases the relevance and value of theoretical learning and provides students with the 
opportunity to learn in the context they will practice in. 

By creating a dynamic research and evaluation collaborative of diverse and dedicated institutions, 
THEnet is acting on the Joint Learning Initiative’s recommendation of “…sparking a virtuous circle of 
acting, learning, adjusting and growing”.40 Located in different parts of the world, in diverse cultural, 
social, economic and political contexts, THEnet members sharing core principles and strategies are 
testing and evaluating them across contexts. They are developing collaborative research and tools 
that can help institutions, governments and donors plan, design, review and evaluate their efforts to 
improve health and health system performance. Testing evaluation tools at different institutions 
provides opportunities to improve usability in different contexts. A larger cohort of programs, 
students and graduates not only allows for inter-institutional comparison but increases reliability, 
validity and enhances generalizability. 

Socially accountable medical education has its challenges. It can be resource intensive, particularly in 
terms of human resources and infrastructures. THEnet schools have responded to this challenge by 
converting community-based practice settings into learning sites and training practitioners including 
non-physician clinicians as faculty. The schools also integrate information and communication 
technology to maximize the use of resources and enhance learner-centered and discovery oriented 
approaches. 

Integration is at the core of socially accountable medical education. A socially accountable medical 
school is an integrated part of the health systems and operates as such. To reach its full potential, 
medical education reform—including definitions of the role, specialty, placement and competency 
needs for physicians in a particular country or region—must be developed in the context of the 
health system; health workforce needs and labor market conditions.  

To mainstream socially accountable medical education, political and stakeholder buy-in as well as 
powerful incentives and enforced accountability mechanisms are essential. As a result, to ensure 
that medical schools produce physicians, research and services aligned with the needs of their 
constituents, enforcement mechanisms such as accreditations must incorporate relevant standards 
and involve a broader range of stakeholders in the evaluation process. Several efforts are under way 
on national levels. Internationally, Social Accountability in Medical Education is an initiative led by 
the University of British Columbia and Walter Sisulu University and THEnet, with technical support 
from the World Health Organization. It represents a group of experts from leading accreditation, 
academic and health institutions who strongly believe that there is a need to transform medical 
schools and medical education in order to better align them with evolving health technologies, 
policies and population health needs. As a first step, the initiative developed a global consensus 
statement on social accountability in medical education through a participatory approach. The 
statement will be discussed and finalized during a conference in South Africa in October 2010. 



During the conference, the way forward for embedding agreed principles and practices of social 
accountability into medical education and accreditation worldwide will be mapped out.   

Challenging accepted dogmas, the next step for THEnet is to provide solid evidence that social 
accountability approaches provide high quality education and are sustainable. Establishing causal 
links between educational interventions and health and health system outcomes is complex, given 
the many factors and actors beyond the control of any institution. Gathering evidence of outcomes 
requires long term commitment. There is a need to map out and examine the operational landscape 
of health education institutions: the interconnected parts of the health and education system 
including actors, relationships and processes that affect and are affected by institutions. Deeper 
analysis of successful and unsuccessful efforts and institutions should be collated, to better 
understand what works, how, why, and in what context. For example, most current health research 
takes place in urban tertiary settings, hence to ensure its validity more research must be undertaken 
in rural and remote settings. Conversely, the evidence addressing workforce imbalances and other 
social accountability issues are mostly drawn from programs focusing on rural or remote settings.  
The translation and testing of these approaches in urban settings need to be increased.  An 
aggregate evidence base, including long term cost-benefit analysis and tools and accountability 
standards are needed to ensure viability and convince policymakers and other stakeholders that 
investing in socially accountable health workforce education provides the greatest return on 
investment.  

Just like Abraham Flexner did 100 years ago, we need to challenge conventional practices and look 
beyond traditional schools if medical education is to be more responsive to changing needs.  So, 
while collecting evidence is essential, creating a space for questioning long-held assumptions and 
experimenting is just as important to foster context-driven innovation. As THEnet schools’ need 
driven experiments demonstrate, the future of medical education might very well be shaped by 
efforts and institutions in resource-poor areas.   
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