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Policy Statement
Introduction
Social accountability of medical schools is defined by the WHO as “the obligation to direct their education,
research and service activities towards addressing the priority health concerns of the community, region,
and/or nation they have a mandate to serve” [1]. To this end, it is crucial to collaborate with key
stakeholders, such as community representatives, medical learners and governmental bodies, to
understand the priorities of the population and evaluate the impact on health.

IFMSA-Québec’s Position
IFMSA-Québec vehemently defends social accountability as a central pillar of medical education. It plays
a pivotal role in shaping future physicians who will be attuned to the needs of the community they serve
and thus provide the most relevant, cost-effective and high-quality care possible to decrease health
inequities and promote health for all. IFMSA-Québec advocates for early service-learning, improved rural
and family medicine teaching, and a diverse student population to better reflect and further the priorities of
the population. IFMSA-Québec also advocates for medical school graduates to be cognizant of the needs
of the community they will serve and collaborate with them to ensure a socially accountable practice.

Calls to Action
This is why IFMSA-Québec, through its mandate of improving health both locally and globally, calls on
the following actors:
Note: The calls to action are numbered for reference purposes, the numbering does not represent a
hierarchical order.
The Municipal, provincial and federal decision-making bodies to:
1. To ensure affordable medical school tuition and accessible financial aid to remove financial
barriers for applicants from diverse backgrounds;
2. To collaborate with medical schools to create scholarships for students from low socioeconomic
backgrounds and/or underrepresented groups in medical schools;
3. To create funding opportunities for medical students to pursue a clinical internship in remote
regions around the country.
The Faculties of Medicine to:
4. To consult with key stakeholders such as medical students, resident physicians, medical
regulatory authority representatives and undergraduate and postgraduate deans to evaluate social
accountability and its impacts;
5. To consult and collaborate with the community served by the medical school to co-create a socially
accountable curriculum, adapted to the current needs;
6. To incorporate service-learning early in the curriculum to help students provide better whole-person
care for future patients. Service-learning must educate medical students on its objectives, its
benefits and its dilemmas, and prompt reflection among participants. It must be executed with the
collaboration and respect of partner organizations and with the input of medical students;

7. To encourage and support student-led initiatives that promote community outreach and student
awareness of community needs;
8. To prioritize collaborative medical research such as community-based participatory research and
integrated knowledge translation to improve the accountability of research conducted and its
subsequent translation;
9. To promote primary care through the implementation of family medicine clinical experiences and
through the encouragement of students, teachers and researchers working in primary healthcare;
10. To expose students to medical practice in rural or underserved areas by providing quality and longterm clinical placements in rural or underserved communities;
11. To include admission officers who represent, as accurately as possible, the demographics of the
communities surrounding the faculty of medicine;
12. To create an anti-racist and anti-discrimination environment and curriculum for medical students;
13. To promote diversity and equity in medical schools by reaching out to students in underrepresented
groups and providing them with tools for their applications, by taking into account a variety of
competencies in the admissions process, and by acknowledging the overlapping of social
categorizations that create complex levels of discrimination (i.e. intersectionality) faced by certain
applicants.
The Future Healthcare Professionals to:
14. To advocate for representation and collaborate with the faculties of medicine during curriculum
design to ensure accountable education that reflects the identified priorities of populations served,
and is anti-racist, anti-colonial, anti-discriminatory, and intersectional in its overall approach to
learning about the health problems of people and populations.

This is why IFMSA-Quebec, through its mandate of improving health both locally and globally, is
committed to:
1. Collaborating with medical faculties to advocate for socially accountable education and amplify the
voices of medical students.
2. Provide medical students with opportunities to learn and advocate for the health of communities at
the local and global levels through events, conferences, outreach and educational programs, and
exchange programs to enhance their socially accountable medical education.
3. Ensure that our advocacy and outreach programs meet the needs of the served population and are
relevant to their priorities through collaboration with community representatives.

Position Paper
Background information
In 1995, the World Health Organization defined Social Accountability of Medical Schools as the obligation
to direct their education, research and service activities towards addressing the priority health concerns of
the community, region, and/or nation they are mandated to serve [1]. The 21st century presents medical
schools and health systems with an important set of challenges: to ensure the quality of healthcare delivery,
to promote health equity, to ensure the cost-effective use of resources, and to align medical education to
society’s needs. Academic institutions are being called upon to reduce discrepancies within healthcare
delivery, redefine the roles of health professionals and demonstrate evidence of their positive impact on the
people’s health status.
For medical schools to become more socially accountable, it is essential that each institution incorporates
in their educational approach the need for improvements, which are required in several layers of the
education scheme: responding to current and future health needs and challenges in society, reorienting
education, research and service priorities accordingly, to strengthen governance and partnerships with
other stakeholders and to use evaluation and accreditation to assess their performance and impact [2].
Social accountability is essential to medical schools because it opens a dialogue between all parties and
promotes active monitoring of their accountability to students, future patients and communities. This
process looks to continuously improve the services offered to the communities and to protect the rights of
all interested parties by holding the institutions accountable for their actions.

Criteria for a Socially Accountable School
Socially accountable schools should be engaging, collaborative and responsive to the needs of their
communities. They must be involved at the communal, regional and national levels. To be approved,
changes must be made within the institution with respect to its function, curriculum, research activities, and
contributions to the aforementioned community, region and nation. Medical schools can aim to obtain
recognition for their work in social accountability through awards such as the ASPIRE Recognition of
Excellence in Social Accountability of Schools, an initiative of the Association for Medical Education in
Europe. This award evaluates medical schools’ application of social accountabilities in four main domains:
(1) organisation and function of the school, (2) education of doctors, (3) research activities, (4) contribution
to health services for its community, region, and nation. This recognition has been most recently awarded
to the University of Saskatchewan, Université de Montréal and The University of the West Indies [3]

Collaboration with Key Stakeholders
Key stakeholders play an essential role in the effectiveness of social accountability measures implemented
by medical schools. These key stakeholders, with whom medical schools must collaborate to ensure social
accountability, include “medical students, resident physicians, residency program directors, medical
regulatory authority representatives, undergraduate medical education deans, student affairs leaders, [and]
postgraduate medical education deans” [4]. Differing personal values from various parties might hinder the
effective collaboration between stakeholders. Therefore, in order for social accountability to be

implemented successfully, a common definition and consensus should be agreed upon by all collaborators
and the measures put in place should act upon both personal and institutional levels in order to be effective
[5].

Discussion
Educational Program
Service-learning
Medical schools have a responsibility towards their communities to train socially-aware individuals who will
become doctors accustomed to providing patient care that encompasses and takes into consideration the
social determinants of health [6,7]. Through partnerships with community organizations, medical schools
can develop service-learning opportunities for their students. Volunteering as well as the development and
involvement in local projects allow medical students to gain practical experience in the needs of the
population they serve. Their experiences and subsequent reflection shape tomorrow’s physicians. Indeed,
introducing service-learning as early as the first year of the medical program has been shown to increase
the likelihood that medical students adopt a community-based perspective through their training. Servicelearning also teaches students about their role as healthcare providers and how to assess a population's
health. It allows them to discover existing local socioeconomic resources and to appreciate the complex
relationship between health and its social determinants. Through its immediate and long-term impacts on
students, schools, and the community, service-learning is a vital tool in ensuring the social accountability
of medical schools [8].
Encouraging the Practice of Rural Medicine
According to 2016 Census data, the total rural population in Canada was reported to be greater than 6.5
million people, accounting for approximately 18.7% of the total Canadian population [9]. Nevertheless, it
has been well-documented that rural and remote communities are served by disproportionately fewer
doctors compared to their urban counterparts. In 2008, only about 8% of family medicine residency
graduates completed their training in rural programs across Canadian medical schools, and in 2013, it was
estimated that only 14% of Canada’s family physicians were working in rural and remote communities
[10,11,12].
Medical schools must foster enthusiasm for practicing medicine in rural areas through their undergraduate
education curricula to ensure that an adequate proportion of the future physician workforce will meet the
needs of these traditionally underserved communities. Medical schools must first educate their students
about the multidimensional health inequalities that currently face rural communities and promote a sense
of responsibility for population health. Medical schools must then provide multimodal exposures to rural
medicine, ideally in a longitudinal manner throughout the various stages of their students’ training.
Significant efforts should be made to increase the inclusion of rural physicians in lecturer and preceptor
roles, whereby they can act as role models to students and give valuable insights regarding rural practice
[13,14,15,16]. Medical schools should also organize networking opportunities with rural physicians beyond
teacher-student interactions, such as dedicated career-planning events.

The provision of high-quality clinical experiences in rural settings is paramount. There is evidence that
longer rural exposures at the undergraduate medical education level is conducive to choosing a rural
practice, even among students from urban backgrounds. In fact, studies have shown that “positive clinical
and educational experiences in rural settings as part of undergraduate medical education” and “targeted
training for rural practice at the postgraduate level” are two of the three factors most strongly associated
with eventually practicing rural medicine [17,18,19]. Medical schools should therefore aim to include at least
one mandatory clinical placement in a rural area within their clerkship curricula, preferably in rural family
medicine, to consolidate students’ understanding and appreciation of rural health issues. Elective clinical
placements in rural areas should also be offered to allow students the opportunity to further explore career
possibilities within rural medicine, both in general family medicine and other specialties. Finally, medical
schools must clearly communicate the postgraduate rural training opportunities that exist across their
residency programs to maximize retention of interested graduating students on the rural pathway.
The seventeen Canadian medical schools are expectedly required to approach the implementation of
distributed medical education (DME) in various ways, reflecting their unique demographic and geographic
considerations [20]. Nevertheless, medical schools must critically appraise the outcomes of their specific
DME initiatives and verify whether they translate to increasing proportions of graduates who practice in
rural and remote settings.

Students
Admissions, Equity and Diversity
Social accountability calls for the equitable demographic representation of all community members; while
data are unavailable for most countries and medical schools, current evidence suggests that in Canada,
the United Kingdom and the United States, students from low socioeconomic backgrounds are significantly
underrepresented in medical schools despite ongoing [21]. A medical corps that is representative of the
population in terms of geographics, socioeconomics, ethnicity, and gender is better equipped to respond to
the various needs of its community.
Furthermore, socioeconomic backgrounds have been consistently shown to be unequally represented
among medical students, since most of them have educated and non-working-class parents [22]. There is
a significant discrepancy between the actual Canadian population’s distribution of wealth and medical
students’ household revenues (a discrepancy that is skewed towards more privileged circumstances).
Indeed, 39.7% of Canadians have a household income lower than $40,000 while only 15.4% of medical
students’ parents fall into this income bracket [23]. It is also important to consider the intersectionality of the
students' situation. Indeed, the disadvantages that a student may experience at any stage of the admissions
process are very rarely present alone. Rather, they are numerous, depending on the student, and have
simultaneous effects that must all be taken into consideration.
The lack of representation of certain ethnic and racialized groups in Canadian medical schools, namely the
Black and Indigenous communities, must also be addressed. This is especially important seeing as these
communities, along with refugees, face the greatest inequality with respect to access and quality of
healthcare services [24]. In this regard, representation among physicians is necessary since it has been
shown to increase the quality of service and reduce inequality. For instance, “given that up to 50% of
Aboriginal physicians in Canada are involved in Aboriginal health, increasing the number of Aboriginal

medical students would probably lead to improved access to physician services within Aboriginal
communities” [23]. Similarly, it is essential to include people representative of the medical school’s
demographics on the admissions committee since “it has also been speculated that increasing the minority
representation on admissions committees may lead to increased physician diversity” [23]. Briefly, in order
to ensure a more equitable treatment of all patients in the healthcare system, efforts must be made to align
the demographics of medical students with those of the population they will serve.
Medical schools must promote diversity within their student body by encouraging underrepresented
students to enter the program and by removing obstacles in the admissions process that unfairly
disadvantage these students. Medical schools must reach out to students from underrepresented groups
to inform them about the program, including details of their admissions processes, and provide them with
the tools necessary to submit their applications. They also need to have an admissions committee that
reflects the diversity that is currently lacking in the cohorts of future physicians. Medical schools and
governments must collaborate to ensure affordable tuition and are encouraged to offer scholarships for
applicants from lower socioeconomic statuses and/or underrepresented groups [25]. Medical schools must
also develop an admissions process that takes into account a variety of qualities, such as academic, social,
and personal achievements. Interviews, personal statements, curricula vitae, and validated personality
tests are useful tools to complement academic grades to ensure a well-rounded and diverse student body.
Moreover, medical schools must provide an opportunity for students to declare themselves in attenuating
circumstances should they present with lower academic grades.
In conjecture with ensuring a comprehensive and equitable admissions process, medical schools must
ensure a positive and respectful environment across the various stages of medical education. They must
instill a culture of respect and reasonable accommodation towards diversity and be formally anti-racist and
anti-bigotry. To this end, medical schools must develop and implement a diversity policy that condemns
and sanctions discrimination and degrading behaviors based on socioeconomic status, ethnicity, religion,
race, disability, or gender.
Employment of Graduates
EDI (Equity, Diversity, Inclusion) consideration should play a role in the hiring of medical school staff.
“Equity” looks to eliminate systemic barriers and biases to ensure equal opportunities for all. “Diversity”
refers to “differences in race, color, place of origin, religion, immigrant and newcomer status, ethnic origin,
ability, sex, sexual orientation, gender identity, gender expression, and age” and lends to a diversity in
perspective. “Inclusion” consists of fostering an environment where everyone’s contributions are valued
[26].
The fact remains that although the proportion of minorities in student cohorts has gradually increased, a
similar trend has not been observed in the teaching and researching staff. Moreover, staff from minority
groups tend to spend more time in probationary ranks. They are also less represented in senior faculty and
administrative positions, less likely to receive awards, and have been reported to experience lower career
satisfaction due to higher social isolation [27].
Medical schools must also include diversity and social accountability for their teaching and researching
staff. This diversity should be emphasized to allow students to benefit from a richer curriculum on account
of a variety of perspectives. Both equity and inclusion need to be respected by increasing the representation

of minorities in employment to assure equal work opportunities for everyone with a welcoming and
supporting environment in which everyone’s input is valued.

Research
Medical research is a valuable source of information for healthcare systems to deliver safe, effective and
sustainable health care to populations and individuals. It also informs the public and global health policies
that are implemented to advance the health of societies at large. However, a “know-do gap” remains
between the knowledge generated from research and the care or policies implemented in health systems
[28,29].
Medical schools must collaborate with research funding agencies and partner organizations to direct their
research endeavors towards measuring and responding to the population’s needs. Medical schools must
ensure that they evaluate and adapt to the changing needs of their community by developing formal
processes to evaluate these needs and subsequently advocate for them in collaboration with partner
organizations. The results should be made public and used in practice to provide evidence-based care [30].
Collaborative Research
Collaborative research can help bridge the know-do gap while promoting social accountability. As with all
other aspects of social accountability, research conducted by medical schools should be oriented towards
the needs of the population and should have a positive impact on population and/or individual health. This
can be achieved by formally assessing the needs of the community, consulting the population for research
design and implementation, and collaborating on knowledge translation [31,32].
The Canadian Institutes of Health Research, a major funder of health research in Canada, recognizes
collaborative research methodologies as a fundamental step in bridging the know-do gap [33]. Community
research partners include, but are not limited to, geographic communities, community groups with specific
concerns, students, health service organizations, health workers, governments, and groups with a common
identity, illness, or situation.
Community-based participatory research (CBPR) is one approach to collaborative research whereby the
community (i.e. anyone affected by the research) actively collaborates with researchers in all stages of the
research process. It aims to create an equitable and bidirectional relationship between both parties.
Research questions and designs developed through such a collaborative effort will be more oriented
towards the needs of the population. Furthermore, this approach empowers the community to advocate for
their needs and contributes to more sustainable and accountable research. Lastly, CBPR research
outcomes are more likely to be useful for the community and lead to improved health outcomes [34].
Integrated knowledge translation (IKT) promotes collaboration between researchers and knowledge users
(i.e. those who will benefit from the research). However, while CBPR is more focused on social justice, IKT
emphasizes the importance of knowledge translation and prioritizes research designs that will most likely
result in applicable knowledge for users [28]. CBPR and IKT are not mutually exclusive; they are in fact
often complementary.

Primary Health Care
Primary health care is an essential pillar of social accountability in medicine as it “ensures people receive
comprehensive care - ranging from promotion and prevention to treatment, rehabilitation and palliative care
- as close as feasible to people’s everyday environment” [35]. Due to the first-line nature of primary health
care, it is ideally placed to understand and address the gaps in the community. Therefore, a strong primary
healthcare program and graduating workforce from medical schools are indicative of their ability to respond
to the needs of the served population.
Family doctors’ longitudinal relationships with their patients and the community are unique in the healthcare
system. By following patients throughout their lives and by working directly in the community they serve,
family doctors are uniquely placed to understand the social causes of illnesses both at a micro (i.e. in
individual patients) and macro (i.e. in society at large) level. Therefore, they can better achieve a
comprehensive understanding of the needs of the community and address social determinants to improve
population health Through its just nature, primary health care also allows a better understanding and service
of marginalized populations [36].
As recommended by the report Future of Medical Education in Canada: A Collective Vision for MD
Education from the Association of Faculties of Medicine of Canada, which champions social accountability,
medical schools must “diversify learning contexts” and “value generalism” [37]. Medical schools must offer
enriching learning experiences in family medicine and other primary care settings, where the majority of
Canadians receive health services. Furthermore, medical schools must ensure that students are exposed
to other underrepresented specialties of medicine in order to guarantee the appropriate distribution of
physicians to meet the needs of the community. Strengthening primary health care education in medical
schools should also be achieved by supporting teaching staff in the discipline and by funding and
encouraging research in this field [38].

Conclusion
Socially accountable medical schools benefit students, faculties, and communities. Through engagement
and partnerships with local organizations, medical schools can contribute to the improvement of the patient
population they serve [32]. This impact can be measured by evaluating the impact of social accountability
measures through indicators such as the health outcomes of the community and the employment status of
medical school graduates. For instance, in the Philippines, the consistent work of a socially accountable
medical school located in the rural area of Zamboanga reduced the infant mortality rate by 90% and resulted
in 80% of the graduates committing to working in underserved settings [39]. The socially accountable
medical student and future physician will be able to view their patient with a biopsychosocial perspective
and have the required skills to improve their reality, and it is clear that this perspective has real impact on
health outcomes and benefits the global wellbeing of individuals.
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