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Glossary*

Accreditation: process in which the quality of a postgraduate medical education (PGME) 

program is assessed by an external body using a set of standards.

Accreditation standards: norms or criteria defining the minimal quality of a PGME 

program.

Accreditation system: an evaluation system with an external body developing standards 

and assessing compliance.

Authority: person or institution with legitimate power.

Control: decision-making by a person or institution with power. 

Decentralization: (formally) the devolution of power and responsibilities to a local level.

External assessment of standards: the assessment of a training program’s level of 

compliance with the standards by individuals external to the training program. 

Power: refers to a relation among people. It is the ability to direct the behavior of others 

or the course of events and, if necessary, the ability to overcome resistance.

Quality assurance: mechanisms ensuring compliance with minimum standards. 

Mechanisms are focused on prevention and the process of quality (prevention-driven).

Quality control: mechanisms measuring or inspecting the quality of the output. 

Mechanisms are focused on the detection of defects (inspection-driven).

Quality improvement: mechanisms encouraging excellent performance. 

Quality management: all activities to achieve and sustain high-quality output. It includes 

both the internal quality management of the organization and external evaluation in the 

accreditation system.

Self-regulation: evaluation of a training program’s quality within the organization.

*The definitions are based on the 1st World Summit on Accreditation Outcomes in Medicine 

(2014) and literature.
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General introduction and positioning

Accreditation is defined as a voluntary or mandatory process by which a designated 

authority reviews and evaluates an organization, institution or program using a set of 

standards.1, 2 In many jurisdictions accreditation has significant consequences for the start, 

continuation and termination of medical specialty training programs. Despite this major 

impact, limited literature is available regarding its structure and value. The purpose of 

this thesis is to improve insights on how accreditation of the specialist training programs 

is designed and how choices for best use in different contexts can be made. In this 

introduction readers will be given a description of the major concepts used in this thesis: 

medical specialist training, normative legal theory and quality management principles. 

Subsequently empirical research in accrediting the quality of training will be outlined. This 

chapter ends with the research questions and the outline of this thesis.
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Medical specialist training 

This thesis particularly focuses on accreditation in the context of medical specialist 

training, as part of the medical education continuum. Medical specialist training, also 

commonly referred to as residency training, postgraduate medical education, or 

graduate medical education, is a work-place based training which prepares residents to 

work as consultants or medical specialists. To understand accreditation in this context, it 

is firstly important to know how medical education has evolved during the past century.3

The concept of medical education was subject to major changes over time. Frenk et al. 

describe important generations of reforms between 1900-2000;4 going from science-

based education to finally competency-based education. These reforms are recognized 

in medical schools, specialist training and continuous professional development.

Before 1910 doctors were educated through an apprenticeship model contrary to 

science-based education. In 1910, a report was published on Medical Education in the 

United States and Canada by Abraham Flexner, an American educator.5 This Flexner 

Report mentioned many poor performing medical schools and only few excellent 

programs. As a result, medical education was restructured after the Flexner Report to 

improve educational quality. This led to a large emphasis on standardization of medical 

education and its curriculum and structure.6 Modern sciences were further incorporated 

in medical curricula. Abraham Flexner recommended to establish accreditation 

processes in order to eliminate heterogeneity of medical schools. Flexner thus already 

proposed accreditation for standardization to a degree. 

At the end of the 20th century the focus shifted towards core competencies of the 

physician beyond the command of (medical) knowledge and skills. Many competency 

frameworks were developed to describe qualities and outcomes desired in a competent 

physician, such as the CanMEDS framework adopted in 1996. Internationally, the attention 

for a competency-based approach in medical education has further increased.7 A 

century after the Flexner report, the New Carnegie Foundation Report was published in 

2010.8 This report initiated a move from standardizing curricula to standardizing learning 

outcomes as it better aligned with the aims of competency-based education. The 

competency-based approach allowed for enhanced individualized learning processes 

instead of (traditional) one-size-fits-all curricula.4, 9 
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Accreditation: conceptual framework

To theoretically position accreditation, we considered normative legal theory,10, 11 

and quality management principles12, 13 to be the most appropriate ways to look at 

accreditation from a conceptual level (figure 1). Whereas normative legal theory 

concerns law and legislation, quality management generally deals with assurance 

of high-quality output of a product or service. 

In order to better understand the ways accreditation may be used we will first explain 

the three major perspectives in normative legal theory: deontology, utilitarianism 

and virtue ethics.14 After explaining these perspectives, we will discuss the quality 

management principles. 

Deontology, utilitarianism and virtue ethics

Normative ethics is the branch in moral philosophy which tries to find an answer 

to the question how to determine what is right or wrong.14 There are three main 

perspectives in normative ethics reflected in normative theories of law: deontology, 

utilitarianism and virtue ethics. 

Deontology is an ethical theory that uses formal rules to distinguish right from wrong, 

in which morality is based on certain duties or obligations. In the deontological 

perspective we are morally obligated to act in accordance with a certain set of 

principles and rules regardless of outcome.15 From a deontological perspective 

good practice would be training in accordance with educational standards and 

regulations. In this case accreditation would focus on compliance with standards. 

The utilitarian perspective hold that only the consequences or outcomes of actions 

matter morally.16 According to this view, acts are deemed to be morally right solely 

on the basis of their consequences. From a utilitarian perspective good practice 

would be good patient and societal outcomes due to training a future medical 

specialist. In this case accreditation would focus on assessment of outcome. 

The third perspective, virtue ethics, is based on (moral) character and human 

excellences.17 Virtue is centered on acquired dispositional qualities, whereas 

deontology focuses on formal rules, and utilitarianism focuses on useful outcomes. 

Aristotle characterizes the virtues as states of character or of mind. Thus, a fully 

virtuous human will characteristically act in the right way for the right reasons. In 

virtue ethics we could argue that good practice means that the virtuous moral 

character of the specialist will result in training a fine future doctor as this is what 
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a good doctor would do.18 Showing trust in the professionals’ good intentions and 

high-quality performance might fit with virtue ethics.

The perspectives in normative ethics can be chosen as focus within accreditation either 

separately or combined, dependent on the aims and context in which accreditation is 

required.

Quality management principles

To understand the concept of quality management, it is firstly important to introduce 

the concept of ‘quality’. There are numerous concepts on what quality is and means to 

different stakeholders in various contexts, yet no consensus is reached. For example, 

Vroeijenstijn states “It is a waste of time to try to define quality”, because quality is 

‘stakeholder-relative’.19 

Harvey and Green try to group the widely differing conceptualizations into five categories: 

exception, perfection, fitness for purpose, value for money, and transformative.20 In the 

first two perspectives quality is seen as excellence, distinctive and something special. 

In quality as exception the focus is on passing quality checks or benchmarks. In quality 

as perfection, quality is culture; not only the controllers, but everyone is responsible for 

quality. The third perspective relates quality to the purpose of a product or service. This 

view suggests that quality only has meaning in relation to the purpose of the product 

or service. Quality is thus judged in terms of the extent to which the product or service 

fits its purpose. This notion is quite remote from the idea of quality as something special 

and difficult to attain. The value for money notion implies high standard for low cost. 

At the heart of the value for money approach is the notion of accountability.21 Public 

services are expected to be accountable to the funders and customers.20 Effective 

use of resources is promoted. The final perspective transformative quality is based on 

qualitative change and is about enhancing or empowering the participant or consumer, 

which in the case of education refers to the transformation the learner undergoes to be 

ready for future health care.4 

Similar to Vroeijenstijn, Koksma and Kremer argue that the quality does not exist.22 The 

dynamic and pluralistic nature means that quality differs according to the context and 

perspectives involved. By defining and/or measuring quality there is already a pre-

defined ‘good and bad’, e.g. when standards are set to define quality these already 

incorporate a moral nature of quality. Depending on the aim and context of accreditation 

different concepts of quality may be used.  
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The purpose of quality management is usually assessing, assuring and enhancing 

quality. It is a concept which originates in the manufacturing industry23 and was defined 

as all activities designed to achieve and sustain high-quality output.24, 25 These days, 

quality management of a product or service consists of three major approaches which 

could be used independently: quality assurance, quality improvement, and quality 

control.12 Quality assurance consists of setting and assessing (minimum) standards. In 

quality improvement the emphasis is on striving for improvement and excellence, a 

commonly used example are systems based on the famous Deming cycle or the Plan-

Do-Check-Act cycle.26 Whereas both abovementioned quality approaches focus on the 

process of quality management, quality control is focused on the output of the process. 

The application of the three abovementioned quality management approaches 

could be reflected in the medical specialist training as followed: an accreditation 

authority will predominantly assess using predetermined standards for training with 

a quality assurance approach in order to reach a good outcome, namely high-quality 

education. In quality control the accreditation authority could determine performance 

of graduated medical specialist by means of quality indicators. In quality improvement, 

internal evaluations will be of great importance as striving for excellent quality requires 

a never-ending improvement cycle. In today’s medical education, quality is largely 

managed with a quality assurance approach with deontological characteristics. It is 

often organized through (mandatory) participation in accreditation.2 From a utilitarian 

perspective, medical education should deliver high quality medical specialists which 

in turn deliver high-quality care, and thus improved societal health care. From a virtue 

ethics perspective, trusting professionals to do good work and monitor at a distance 

might be the future which ideally results in continuous quality improvement (CQI). 

UTILITARIANISMDEONTOLOGY VIRTUE ETHICS

Continuous quality
improvement

Quality
improvementQuality controlQuality assurance

Normative-legal
perspectives

Quality
management

Legend: Choosing a perspective within normative legal theory may be regarded as a strategic choice on 

the continuum of deontology to virtue ethics. The next step is making well-considered choices for 

quality assurance, control, improvement or continuous quality improvement. 

Figure 1 Normative legal theory used to understand accreditation

Choosing a perspective within normative legal theory may be regarded as a strategic choice on

the continuum of deontology to virtue ethics. The next step is making well-considered choices 

for quality assurance, control, improvement or continuous quality improvement.
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Accrediting the quality of training: empirical research

Accreditation design studies

Most of the accreditation authorities around the world are aimed at improving the quality 

and safety of healthcare, in which the public trust is served, and quality of medical 

education is assured.27 Traditionally accreditation is based on the episodic biopsy-

model, which involves periodic assessment, usually against predefined standards.27 

Internationally it differs whether it is conducted by professional councils or associations 

or performed by a government authority.4 There is also a wide variety in how accreditation 

authorities assess the quality of medical education.2 Nevertheless Norcini and Van 

Zanten described five common elements in the accreditation process: 1) self-study of 

the accredited organization 2) external review and site visit by the accreditation authority 

e.g. peer review committee 3) accreditation decision and/or recommendation made by 

the accreditation authority 4) decisions and reports are published and disseminated 5) 

repetition of the accreditation process at specified intervals.28 

Effect studies

Accreditation has been used for more than 100 years6 as a method for reviewing the 

quality of medical education and is shaped by perspectives on educational quality 

and quality management. It is the formal legitimization of a training institution to grant 

degrees, enabling its graduates to achieve licensing or certification for professional 

practice.4 The rationale for accreditation is possibly founded in the view that 

accreditation assures high quality training which in its turn will improve healthcare by 

producing qualified physicians.29 Several authors have tried to explore the benefits of 

accreditation for educational quality and patient care.30 International graduates from 

schools without Liaison Committee on Medical Education (LCME) accreditation and 

US graduates from LCME-accredited schools show no clear differences in residency 

performance.31-33 However Piek et al. found that accredited gynecological oncology 

programs in Europe had a significantly better educational climate than non-accredited 

(fellow) programs.34 The link for benefits for educational quality and patient care are 

not well-established, nor are the undesired effects of accreditation. There is one study 

in which administrative tasks to fulfill a successful accreditation process is linked with 

job-related stress and predictive for burn-out of anesthesiology program directors.35 

Although certain standards of accreditation have some degree of face validity, other 

aspects of validity cannot be measured or are not measured yet.36
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A call for research of both design and effect studies

Although some commonalities in different international accreditation processes are 

described, there is limited empirical evidence on the value of different designs and of the 

effects of accreditation.37 The impact of, perceived need for, and increasing globalization 

of accreditation of medical education programs,2, 38-40 require extensive knowledge on 

accreditation system design and its effects from an international perspective. By gaining 

this knowledge well-considered choices on the use of accreditation can be made in the 

changing landscape of medical education. 
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Main argument and research questions

A literature search on accreditation in medical education led us to more questions than 

answers. The need for a thorough evaluation of accreditation seemed necessary. The 

main aim of this thesis is to provide a better understanding of accreditation of medical 

specialist training and its underlying perspectives and mechanisms. The first part of the 

thesis will be dominated by frameworks which enabled us to better understand different 

accreditation systems. The second part of the thesis explores how (well) the current 

design of accreditation aligns with the clinical workplace and focuses on the need of 

potential flexible components of accreditation. A potential shift from a deontological 

perspective to a more utilitarian and virtue ethics perspective is studied. The final 

part focuses on how to transfer knowledge about a complex phenomenon such as 

accreditation to a wide range of stakeholders and others interested. 

The research questions formulated for the purpose of this thesis are as followed:

Part I Classification of accreditation systems

• What are the underlying mechanisms and perspectives of accreditation systems? 

(chapter 2 and 3)

Part II A closer look at accreditation practice

• Can we use our framework for accreditation design based on the Dutch system to 

evaluate other accreditation systems? (chapter 4) 

• Which components should be incorporated in the accreditation system design for 

alignment with professional values? (chapter 5)

Part III Valorization using gamification

• How can we share knowledge on complex phenomena, such as accreditation, in 

an insightful way? (chapter 6)

Accreditation in medical specialist training has been developed based on common 

sense. A solid scientific ground is lacking. We aimed at a better understanding of 

accreditation and chose to explore basic questions about accreditation, mostly related 

to design choices and perceptions of the users of the system. Therefore, in this thesis, 

which is mainly explorative, we used qualitative research methods. Since the literature 

about accreditation in medical education is limited to a few descriptive studies or 

reviews, we have used a broader perspective by including accreditation in other areas 

such as healthcare and regulatory mechanisms in different areas. For our empirical work 

we used both Dutch and international research areas.
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Outline of this thesis

In chapter 2 we explore the Dutch accreditation design and development over the 

years by focusing on the changing perspectives on educational quality and quality 

management. This study helped us in developing a framework which could be used to 

study accreditation design.

In chapter 3 we explore accreditation across the medical education continuum. We 

use an existing framework developed for government oversight to explore different 

accreditation systems in medical education around the globe. The main aim of the 

study is to evaluate the pros and cons of CQI for systems traditionally based on episodic 

evaluation. 

In chapter 4 the framework for accreditation design of chapter 2 is used to study the 

Australian accreditation case from a Dutch and international perspective. This study aims 

to evaluate the Australian accreditation system and assess the utility of this framework 

for other contexts. 

In chapter 5 Dutch and Australian accreditation systems are assessed for their validity 

based on the perspectives of clinical teachers and specialist trainees. 

In chapter 6 the Dutch framework described in Chapter 2 is modified to an international 

version. The new framework is used to make the concept of accreditation as a social 

construct accessible for relatively unexperienced users by gamification.

In chapter 7 the findings of the thesis are discussed and recommendations for further 

research are made.
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Abstract

Background

Evaluating the quality of postgraduate medical education (PGME) programs through 

accreditation is common practice worldwide. Accreditation is shaped by educational 

quality and quality management. An appropriate accreditation design is important, 

as it may drive improvements in training. Moreover, accreditors determine whether a 

PGME program passes the assessment, which may have major consequences, such as 

starting, continuing or discontinuing PGME. However, there is limited evidence for the 

benefits of different choices in accreditation design. Therefore, this study aims to explain 

how changing views on educational quality and quality management have impacted 

the design of the PGME accreditation system in the Netherlands.

Methods 

To determine the historical development of the Dutch PGME accreditation system, we 

conducted a document analysis of accreditation documents spanning the past 50 years 

and a vision document outlining the future system. A template analysis technique was 

used to identify the main elements of the system.

Results

Four themes in the Dutch PGME accreditation system were identified: (1) objectives 

of accreditation, (2) PGME quality domains, (3) quality management approaches and 

(4) actors’ responsibilities. Major shifts have taken place regarding decentralization, 

residency performance and physician practice outcomes, and quality improvement. 

Decentralization of the responsibilities of the accreditor was absent in 1966, but this has 

been slowly changing since 1999. In the future system, there will be nearly a maximum 

degree of decentralization. A focus on outcomes and quality improvement has been 

introduced in the current system. The number of formal documents striving for quality 

assurance has increased enormously over the past 50 years, which has led to increased 

bureaucracy. The future system needs to decrease the number of standards to focus 

on measurable outcomes and to strive for quality improvement.

Conclusion

The challenge for accreditors is to find the right balance between trusting and controlling 

medical professionals. Their choices will be reflected in the accreditation design. The 

four themes could enhance international comparisons and encourage better choices 

in the design of accreditation systems. 
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Background

Postgraduate medical education (PGME) programs are designed to provide high-quality 

training for residents.1–8 Assessing the quality of medical education through accreditation 

is common practice worldwide.9–12 Accreditation is intended to improve the quality of 

PGME.9, 13, 14 Although accreditation is usually a top-down process with a considerable 

impact on PGME programs, critical literature concerning its design is scarce.15–17 

Understanding and appraising its functional components will enhance not only its 

design but also its effective use by both accreditors and teaching hospitals striving 

for excellence. This study aims to understand how changing views on educational 

quality and quality management have impacted the design of PGME accreditation in 

the Netherlands. 

Whereas views on PGME influence the content of accreditation, an effective accreditation 

design will influence the quality of PGME. Over the past several decades, changing views 

on educational quality have resulted in the transformation of the content, structure 

and accreditation of PGME. Reforms of medical education occurred, for instance, 

after the publication of the Flexner Report in 1910 and the publication of the New 

Carnegie Foundation Report in 2010.18 In 1910, the emphasis was on the standardization 

of education. By 2010, this emphasis had shifted to a tailored learning process and 

standardization of outcomes, often with the use of competency frameworks.18 Standards 

established a century ago might have lost their meaning in the current context. To 

understand current accreditation systems, it may be helpful to indulge in the historical 

course of their development. 

How accreditation is conducted is shaped by changing views on quality management. 

Accreditation is a form of quality management,19 which is defined as all activities 

designed to achieve and sustain high-quality output.6 Quality assurance, quality 

improvement and quality control are examples of prominent approaches pursuing 

quality management.5, 20–22 Quality assurance emphasizes the importance of complying 

with minimum standards,23 whereas in quality improvement, the emphasis is on striving 

for excellence.8 These two partially overlapping approaches are focused on the process 

of quality management. Quality control is focused on the output. 

Accreditation may have consequences for what is being accredited. For example, 

accreditation claims to determine what educational ‘quality’ is and what it is not.9, 13, 14 This 

means that if an institution does not comply with the standards, its PGME program may 

be discontinued by the accreditor.24–26 This indicates the power exerted by the accreditor. 

Although this power is accepted and the importance of accreditation is recognized 
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by program directors and residents,27, 28 there is limited evidence for the benefits of 

different choices in its design.1, 14, 29, 30 Benefits of different accreditation systems should 

be transparent and fit for critical appraisal.26, 31 

By outlining the underlying principles of the Dutch PGME accreditation system, we may 

pave the way to- wards a more theoretical discussion about the challenges and benefits 

of accreditation design in PGME. Therefore, our main question is the following: How have 

changing views on educational quality and quality management impacted the design 

of PGME accreditation in the Netherlands? 

To answer this question, we choose an explorative qualitative approach and conduct 

a document analysis. 
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Methods 

This study explored the formal documents defining the Dutch PGME accreditation 

system spanning the past 50 years. These documents determine what was, what is 

and what will be considered to be quality. The changes over time in these documents 

will help to identify changes in educational quality and quality management. 

Postgraduate medical education in the Netherlands 

In the Netherlands, there are 33 registered hospital-based medical specialties, each with 

their own specialty college. These colleges define their PGME programs. The duration 

of the specialty training varies between four and 6 years. Specialty-specific PGME 

training is regionally provided in a joint effort by an academic center in collaboration 

with multiple affiliated non-academic teaching hospitals. Residents are supervised by 

the program director and the team of clinical educators. 

The Dutch accreditation system for PGME 

The Royal Dutch Medical Association (KNMG) is the professional authority and the 

regulator of PGME. The KNMG has two bodies concerned with the accreditation of PGME: 

a legislative college consisting of medical professionals and societal stakeholders (CGS) 

and an executive body consisting of medical professionals and legal advisors (RGS). The 

medical professionals are responsible for decision-making concerning accreditation, 

and the advisors are societal stakeholders and representatives of medical residents.32 

The CGS is responsible for setting the standards for accreditation for all specialties, 

while the RGS’ role is monitoring compliance with these standards. The accreditation 

cycle is 5 years. Participation in the accreditation process is mandatory for hospitals 

providing residency training. 

In addition to the general standards for hospital-based specialties, there are specific 

standards for each PGME program. This document contains standards regarding the 

outline of the training program, for example. The third official document is the national 

curriculum of the medical specialty. This national curriculum is not expressed in 

standards, but is a description of the curriculum of the PGME programs. It is mainly 

formulated in aims, competences, learning opportunities and assessments.

Study design

Selection of documents

We included the main reforms of the (1) general standards for hospital-based medical 

specialties since the foundation of the CGS in 1961. Non-hospital specialties such as 
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general practice are regulated in separate documents and are therefore not included 

in this study. The (2) specific standards and (3) national curricula of internal medicine 

and general surgery were also included. The specific standards and the national 

curriculum of internal medicine and general surgery were used because they are both 

characteristic, large specialties with a relatively long history and are therefore the most 

informative. National curricula have existed since 2007, but we included only the most 

recent. The (4) preamble section and explanation section of the general standards and 

specific standards are useful as clarifications and were also included. The (5) annals of 

the meetings of the CGS before implementation of the new accreditation standards 

were gathered to explore the discussions occurring in the development of the general 

standards. The (6) policy documents of the Ministry of Health mentioned in the annals 

or explanation section of the general standards were also collected. 

Currently, the accreditation standards are in a reform process, and the CGS has outlined 

the future accreditation system for 2018 in a formal vision document. This document 

outlines the future system and its main principles, and has been approved by the RGS. 

Therefore, we considered this (7) vision document relevant, and it was also included in 

the document analysis.

Data collection

All documents mentioned in numbers 1–5 above were retrieved via the archive 

collection of the Royal Dutch Medical Association (KNMG). From the annals of the CGS, 

only the paragraphs mentioning the reform of the general standards were used. The 

policy documents of the Ministry of Health mentioned in the annals of the CGS were 

retrieved online through the website of the Ministry [33]. The vision document of the 

2018 accreditation system was obtained directly from the CGS secretary. 

There were major reforms of the general standards in 1966, 1999 and 2004 that represent 

milestones in accreditation system design. Between these major reforms, there were 

also minor adjustments, which were not included in this study. We used the general 

standards of 1966, 1999, 2004 and the planned 2018 reform in this study. The most 

recent reform originated in 2004 and is still in effect, although it has been updated with 

minor changes that are included in this analysis.

The specific standards of internal medicine are from the years 1972, 2000 and 2011. 

The specific standards of general surgery are from the years 1969, 2000 and 2013. 

After reforms of the general standards, specialty colleges are obliged to update their 

specific standards. 
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The national curriculum was introduced in 2007. Because of this recent introduction, the 

national curriculum of internal medicine (2015) and the national curriculum of general 

surgery (2015) were included in the data from the 2004 system (2004–present). 

Analysis

The document analysis was conducted using a template analysis technique.34 The 

approaches of quality management (quality assurance, quality improvement and quality 

control) were used as a priori themes in the initial template. Quality management needs 

a context to acquire meaning, in our case, PGME. Therefore, we decided to combine 

the approaches of quality management with PGME quality domains. We used three 

PGME quality domains: quality of education (curriculum design: e.g., description of the 

structure of PGME programs), residency performance (intermediate outcomes during 

training: e.g., assessing the progress of the resident) and quality of physician practice 

(final outcome of training: e.g., entrustment decisions).14 Thus, quality assurance, quality 

improvement, quality control, quality of education, residency performance and quality of 

physician practice were the six a priori themes. From there, the template was developed 

through iteratively collecting and analyzing data. 

As is common practice in discourse analysis, we included both primary (1, 2, 3 and 7) and 

secondary (4, 5, and 6) documents.35 The primary documents are the most relevant texts 

for the research question, and the secondary documents are helpful to understand the 

phenomenon under study.35 Therefore, only the primary documents were coded. The 

main researcher (NA) coded each reform of the general standards, specific standards, 

national curricula and the vision document of the future system with the a priori themes 

using the software package MAXQDA12. The themes were discussed by the research 

team to develop the final template. All the coded fragments were subdivided by the 

year of the reforms to map the shifts over time. A second researcher (EP) checked these 

coded fragments to verify the themes. The discrepancies between the two researchers 

were discussed, and this resulted in minor alterations of the final template. The final 

template was used to map the shifts over time regarding the specific themes. 
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Results

All three past major reforms of the general standards (1966, 1999 and 2004) were induced 

by the Minister of Health. By contrast, the vision document of the future accreditation 

system was born from the intrinsic incentive of the medical profession, as stated: ‘This 

reform was necessary because of innovation in PGME, recent developments in healthcare 

(e.g., integrated healthcare), and decentralization prevailing in quality policy.’

Template for PGME accreditation

From the formal policy documents published by the CGS (primary documents), 

two themes emerged. These were the objectives of accreditation and the actors’ 

responsibilities. The quality management approaches of the initial template were 

gathered under the heading of the quality management approach. The four themes 

comprising objectives of accreditation, PGME quality domains, quality management 

approach and actors’ responsibilities were the main elements of the system and are 

described below. The structure of the results was inspired by Sinek’s Golden Circle: why 

an organization exists and its core beliefs, how the organization fulfills its core beliefs, 

and what the organization does to fulfill its core beliefs.36 

First, the objectives of accreditation of PGME programs will be described: why 

accreditation? Subsequently, a focus on accreditation of PGME will be provided: what 

is accredited? Next, the instruments used for the objectives of accreditation will be 

explored: how are the objectives met? Finally, the responsibilities of the different actors 

in PGME accreditation will be discussed: who is involved? A summary of the themes 

and their intensity of use in the accreditation systems over the past 50 years is shown 

in table 1. 
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Table 1 PGME accreditation structured according to Sinek’s Golden Circle* 

PGME accreditation Former 

systems

Current 

system

Future 

system

1966 1999 2004 - 

present

2018

Why

 

Primary 

objectives

Quality of PGME +- + ++ ++

Quality of health care -- - +- +

Secondary 

objectives

Standardization ++ ++ ++ +-

Coaching -- -- -- +-

Self-evaluation -- - +- ++

Accountability - +- + ++

What PGME quality 

domains

Quality of education + + ++ ++

Residency performance - - + ++

Quality of physician practice - - +- ++

How Quality 

management 

approach

Quality assurance +- + ++ +-

Quality improvement -- -- - ++

Quality control - - - +

Who Actors’ 

responsibilities

Resident - +- ++ ++

Clinical educator(s) ++ + + +

Organization - +- +- ++

Accreditor ++ + + +-

* This is an overview of overall shifts in the intensity of use of themes over a period of time based 

on qualitative data: ++ intensive, + frequent, +- moderate, - limited, -- never. 
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Why are PGME programs accredited? 

Primary objectives

We identified primary and secondary objectives in the accreditation system. The primary 

objectives were the quality of PGME and the quality of health care. Traditionally, the 

quality of PGME has been assessed separately from the quality of health care. However, 

in the current system, the quality of health care is given more weight in the assessment 

of the PGME programs. The national curricula have particularly contributed to the 

relationship between PGME and health care, e.g., by linking (generic) competences 

to clinical practice. In the proposed future system, the importance of the quality of 

health care is further emphasized through one of the basic principles of the system: 

‘The patient, client and other stakeholders all have an interest in qualified professionals 

who can provide the best care tailored to the individual needs of different stakeholders.’ 

Secondary objectives 

The secondary objectives are ways to realize the primary objectives and were identified 

as: standardization, coaching, self-evaluation and accountability. 

Standardization 

Standardization has always been emphasized in the current and past accreditation 

systems. When standardization is prioritized, it means that it is important to comply 

with the standards set by the accreditor to be qualified for accreditation. However, a 

change of view was observed in the vision document of the future system concerning 

standardization in a quality improving perspective: ‘not ticking boxes, but improving 

quality’. In the future system, standardization will be further elaborated from a quality 

improvement perspective. There will be a reduced set of general standards that have 

to be met. In addition to these standards, teaching hospitals will have to develop self-

arranged local quality management systems. 

Coaching 

The accreditor can take an active coaching role in the accreditation process to guide the 

PGME program. In the past, the coaching role of the accreditor was not dominant, but 

in the vision document of the future system, this has slightly changed. The accreditor 

may focus on specific themes in which to take a guiding role. 
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Self-evaluation 

Self-evaluation differs from coaching because the position of the accreditor is more 

passive. The accreditor gives the teaching hospital the flexibility to arrange its local 

quality management. In the past, self-evaluation was absent. In the future system, 

there will be a strong emphasis on self- evaluation through local quality management 

systems to improve the quality of PGME programs. 

Accountability 

Finally, accountability is also an essential item, which has changed over time and 

which has become more important. The accreditor can justify the PGME programs 

regarding different parties: e.g., the medical profession, government and society. In 1966, 

accountability was prioritized less and was focused more on the medical profession 

and government. Currently, the emphasis is on accountability to society. This was also 

noticeable in the vision document of the future system. Public interests are prioritized, 

and it is thus important to have transparency in accountability. 
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What is accredited in these PGME programs?

PGME quality domains

Quality of education

Quality of education, residency performance and quality of physician practice are the 

three PGME quality domains that we expected to be covered by accreditation. The 

general and specific standards mainly cover the quality of education. 

The accreditation standards show that the content of PGME has hardly changed over 

the past 50 years. The curriculum still consists of the same subjects (e.g., duration, 

knowledge, skills, assessment strategy, mandatory meetings and responsibilities for the 

execution of the program). However, the content has been elaborated in more detail, 

mainly in the specific standards and national curricula. The current standards describe 

more extensively what should be done, by whom, when and how often. 

The major change in the quality of education over time is that the curriculum came to be 

provided by a team of clinical educators instead of one single educator. Thus, education 

became a team effort. Moreover, substantial adjustments were seen within the standards 

concerning some subjects, such as the duration of PGME. In previous systems, the 

duration of PGME was based on the medical specialty for which the resident was trained. 

In the current system, the duration of PGME is based on the performance of the resident 

with a specialty-dependent minimum. 

The future system will still be based on a competency framework (CanMEDS 

competences), bolstered by current themes in society (e.g., elderly care, leadership 

skills and efficiency) and already established educational principles. 

Residency performance and quality of physician practice 

In the early days, the description of residency performance was limited, and the quality 

of physician practice was missing from the accreditation system. Since the introduction 

of the National Curriculum in 2007, residency performance and quality of physician 

practice have been described specifically for each specialty. The future system will 

have several (intermediate and final) outcome indicators, e.g., patient satisfaction 

related to residents and data from alumni. The vision document of the future system 

instructs specialty colleges to define (measurable) quality outcomes. These outcomes 

are important for the self-evaluation of the teaching hospital. 
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How are PGME programs accredited? 

Quality management approach 

The number of standards has increased enormously since the first reforms. In 1966, the 

CGS defined approximately 80 standards; in 1999, 120 standards were observed, and 

since 2004, the general standards counts approximately 290 standards. If we also include 

the specific standards and the national curriculum, the current accreditation system has 

expanded greatly. The number of standards will be reduced in the proposed future 

system. The general standards will consist of only a limited number of standards based 

on quality assurance supplemented with specialty-specific outcome indicators. With 

this input, the teaching hospital is allowed to arrange its own local quality management.

Quality assurance

The results showed that most standards have been based on a quality assurance 

approach. We noticed that nearly all standards in the general standards and specific 

standards are process-based. The method of evaluation seems to have remained steady 

over the past 50 years, as PGME has been evaluated through one major instrument, 

namely, the approach of what is called visitation or on-site visits, with peer review and 

self-assessment. The emphasis on quality assurance and the traditional visitation has 

always been very important for the assumed quality of PGME. The future system will 

be based on both assurance and improvement with an emphasis on the proportionality 

of the number of minimum standards. As the vision document of the future system 

indicates: ‘The search is for an accreditation system based on clear standards in which 

the professional has plenty of room for personal interpretation.’

Quality improvement

The former systems did not include standards containing quality improvement. The 

occurrence of quality improvement standards in the current system is still sporadic; e.g., 

‘The program committee is a consultative body that maintains and promotes a convenient 

and safe clinical learning climate and has therefore the following tasks: (...) monitoring 

and promoting the quality of the PGME programs available in the teaching hospital.’ The 

emphasis on quality improvement will increase in the future system. This aim will be 

primarily carried out using encouraging and supervising local quality management.

Quality control

The only outcome-based standard that has existed since 1966 is the following: ‘(...) after 

finalizing the program to practice independently and accurately the medical specialty 

for which he is trained for.’ A new outcome-based standard was added to the general 

standards in the 2004 system. The new standard inspired by CanMEDS describes the 
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generic competences in outcome-based standards. Since the early 1990s, outcome-

based standards have been desired, but all the attempts failed to increase outcome-

based standards until the introduction of the national curriculum in 2007. This was the 

first endeavor to define the expected outcomes during and at the end of residency 

training. The aim is still to have more outcome-based standards in the future system. 

The specialty colleges are responsible for developing these specific outcomes and 

other quality requirements. In the future system, the method of evaluation will change 

significantly. Until now, the emphasis has been on quality assurance, and this will shift 

to quality control by means of outcome indicators in the future system. Furthermore, 

the accreditor will be able to visit to examine specific themes, e.g., innovations in health 

or current themes in society.
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Who is involved in accreditation?

Actors’ responsibilities

The actors’ responsibilities disclosed in the accreditation standards describe the role 

of each actor at different levels in PGME. These actors consist of residents, clinical 

educators, organizations and accreditors. The number of actors in residency education 

has increased with time. According to the vision document of the future system, the 

number of actors will further increase with the addition of two new actors in accreditation: 

regional boards, which are eight boards responsible for medical education in the eight 

regions in the Netherlands, and the specialty colleges. The vision document does not 

detail the distinct responsibilities of all actors, but these responsibilities will be further 

elaborated in the future.

Resident

In 1966, the resident was not an active actor. The tasks of the resident were placed under 

the responsibility of the clinical teacher(s). In 1999, this changed slightly, and the resident 

gained more responsibilities. In 1999, the responsibilities of the resident were discussed 

in the CGS, and the members agreed that ‘the resident cannot hide behind his clinical 

educator’. The current role of the resident is more extensive than before. This means that 

the resident is responsible for his own training and also for the care he provides. This is 

also emphasized in the National Curriculum, where the focus lies on both the residents 

and the clinical educators. In the future, the resident’s role will remain important.

Clinical educators

In 1966, the responsibility of training residents belonged to a single clinical educator 

instead of a team of clinical educators. The team of clinical educators with a program 

director as a formal head of the program was introduced after 1999. The program 

director shared his responsibilities with the team. In the current system, the emphasis 

on the team’s responsibility is further increased, although the ultimate responsibility 

for residency training still falls on the program director. This team responsibility will be 

maintained in the future system.

Organization

Since 1999, program directors have shared responsibilities with the team of clinical 

educators, as well as with program directors of other specialties in the same teaching 

hospital. This is called a program committee, and it is compulsory for each teaching 

hospital. The program committee’s tasks include: ‘(...) maintaining and promoting a 

supportive and safe clinical learning climate (...)’ and ‘monitoring and stimulating the quality 

of PGME programs in the teaching hospital.’
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In 1966, there was no program committee. In the future system, the program committee 

will have a key role in the local quality management and the responsibility for quality 

improvement of PGME.

Accreditor

In 1966, the evaluation of PGME was structured centrally. The accreditor was responsible 

for the quality of PGME. Since 1999, this responsibility has slightly shifted to a more local 

level (program committee). The program committee became an important body for 

the delegation of accreditor responsibilities regarding the quality of PGME. The shift of 

responsibilities to a more local level represents decentralization. 

The responsibilities of the accreditor will change further in the future system. Accreditation 

will focus on the local quality management of the teaching hospital. Depending on the 

excellence of the local quality management, the accreditor can decide how strictly a 

teaching hospital should be evaluated. As a result, good local quality management will 

be rewarded with more trust given to the teaching hospital and less intensive monitoring 

by the accreditor.
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Discussion

This exploratory study investigated the changing views on educational quality and 

quality management of PGME. Analysis of 50 years of accreditation documents helped 

to identify shifts in four themes: objectives of accreditation, PGME quality domains, 

quality management approaches, and actors’ responsibilities. These themes may be 

useful for identifying and comparing choices within accreditation design for PGME. 

We found an increased emphasis on quality improvement of PGME programs, which 

will likely continue in the future. The current accreditor intends to stimulate this with 

an increased focus on self-evaluation and decentralization. Defining outcomes for 

residency performance and quality of physician practice could further improve local 

quality management.

Our findings resonate with studies conducted in health care regulation using responsive 

regulatory theory (RRT), providing recommendations that are aligned with the Dutch 

future planning. Responsive regulation consists of mechanisms that are responsive 

to the context, conduct and culture of those being regulated.37 Responsive regulation 

originates as a theory of business regulation and is now also used for a wide range of 

public governance applications.7 

In RRT it is essential to stay focused on the goals,38 which ideally must determine the 

choices made in the accreditation design. Still, it could be that how the accreditation 

body strives for its core beliefs may not be entirely in line with its goals. 

For example, in our study, we noticed an increased number of standards due to 

detailing the initially generally expressed standards. The expansion of strict standards 

implies that there is less room for teaching hospitals to shape their own program, 

which contrasts with the current shift towards decentralization and self- evaluation. 

After all, decentralization and self-evaluation accompany trust in the teaching hospital. 

This could also benefit the intrinsic motivation of teaching hospitals, as it is already 

known that external enforcement or rewards may undermine intrinsic motivation,39–41 in 

particular, when they are perceived as intrusive or not supportive.39 

Moreover, research in health care services shows that the higher the number of 

standards, the less likely all standards will be audited.42 The increase in standards and the 

aimed reduction, on the one hand, and the rise of self-evaluation and decentralization 

of incentives for improvement, on the other hand, also suggest that the accreditor must 

search for the right balance between controlling and trusting the teaching hospitals.43 
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The aim of the Dutch accreditor is to reduce the number of standards in the future 

system and to create more flexibility for teaching hospitals. However, self- regulation 

does not guarantee less rigid approaches or paperwork. Multiple studies in health care 

regulation show that self-regulation led to the opposite: more rules and standards.42, 44 

Quality management and educational quality are intertwined. Because of quality 

management’s current strive for the decentralization of quality improvement, 

professionals are faced with new responsibilities and challenges regarding educational 

quality. This provides new opportunities for professionals to improve educational quality 

and could accelerate a change in views on educational quality. In an ideal situation, 

this could result in a bottom-up movement towards outcome-based standards for 

accreditation.

Strengths and limitations

To the best of our knowledge, this is the first study that attempts to structure the strategic 

perspectives of accreditation systems for PGME based on the history of an accreditation 

system. The resulting framework helps to evaluate accreditation systems worldwide. 

Systems can be mapped and compared with the same elements. This can contribute 

to an international discussion of the effectiveness of distinct elements. 

This study is based on formal documents that give an overall picture of PGME 

accreditation. We should stress that there are operational levels that are not examined 

in this study. To better understand the effects of accreditation systems, it is necessary 

to study the process in practice as well as in a document analysis.

Suggestions for future research

This study provides insight into the development of an accreditation system. The 

framework described could contribute to the study and appraisal of accreditation 

systems worldwide. The framework described needs further development because 

this study analyzed only development over time in the Netherlands. There is also a 

need for further exploration of different jurisdictions to analyze different contexts.23, 45 

This may change or improve our framework of accreditation. Moreover, an international 

perspective on accreditation systems is part of a desperately needed search for best 

practices.
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Conclusion

This study has outlined the development of the PGME accreditation system in the 

Netherlands over the past 50 years. The current system is facing new challenges, and 

the focus on decentralization and quality improvement brings new strains. Historically, 

the system was structured centrally and followed a top-down process. The focus 

on decentralization in the Dutch situation gives the teaching hospitals flexibility and 

responsibility to tailor their quality management. If teaching hospitals adapt to this new 

responsibility, this change could result in a more user-driven system instead of a top-

down bureaucratic system. An ideal situation in which teaching hospitals are intrinsically 

motivated to strive for excellence may lead to bigger improvement steps. If carried out 

as intended, this form of decentralization will result in cooperation with and trust in the 

professionals, instead of deterrence and control by the accreditor.

Trust and discretion, on the one hand, and distrust, enforcement and deterrence, on the 

other hand, are opposite sides of a coin. In the past 50 years, accreditors have searched 

for the right balance between these two poles. This exercise is an extremely delicate 

one, and we must focus on it in future research. The question is which of the two will 

outweigh the other, for this will be reflected in the design of accreditation systems.
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Abstract

Background 

Accreditation systems are based on a number of principles and purposes that vary 

across jurisdictions. Decision making about accreditation governance suffers from 

a paucity of evidence. This paper evaluates the pros and cons of continuous quality 

improvement (CQI) within educational institutions that have traditionally been accredited 

based on episodic evaluation by external reviewers.

Methods

A naturalistic utility focused evaluation was performed. Seven criteria, relevant to 

government oversight were used to evaluate the pros and cons of the use of CQI in 

three medical school accreditation systems across the continuum of medical education. 

The authors, all involved in governance of accreditation, iteratively discussed CQI in 

their medical education contexts in the light of the seven criteria until consensus was 

reached about general patterns.

Results 

Because institutional CQI makes use of early warning systems, it may enhance the 

reflective function of accreditation. In the three medical accreditation systems 

examined, external accreditors lacked the ability to respond quickly to local events 

or societal developments. There is a potential role for CQI in safeguarding the public 

interest. Moreover, the central governance structure of accreditation may benefit from 

the decentralized CQI. However, CQI has weaknesses with respect to impartiality, 

independence, public accountability, as well as in balancing expectations with capacity.

Conclusion

CQI as evaluated with the seven criteria of oversight has pros and cons. Its use still 

depends on the balance between the expected positive effects: increased reflection 

and faster response to important issues, versus the potential impediments. A toxic 

culture affecting impartiality, independence and investments in bureaucratic systems 

that are thought not to justify the benefits may result in the decision to abandon the 

idea of CQI.
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Background

The design1 as well as the value of accreditation systems2, 3 are topics for further 

research. In this study we reflect on the virtues of continuous quality improvement in 

medical education. 

There is an implicit belief that the accreditation of medical education programs ensures 

the quality of the education these programs provide and the graduates they produce.4-6 

The importance of the accreditation of medical education programs has been further 

heightened by the recent announcement of the Educational Commission for Foreign 

Medical Graduates that, by the year 2023, the only candidates who can be certified and 

therefore considered for residency education in the United States will be graduates of 

medical schools that have been accredited by organizations approved by the World 

Federation of Medical Education as working to appropriately formulated and applied 

standards.7 Despite the respect that accreditation is accorded, however, little has 

been written about whether the accreditation process actually achieves its intended 

outcomes. 

In many jurisdictions accreditation of medical education programs has traditionally been 

based on episodic evaluation.8 In general terms, an episodic evaluation is an external 

review by an accreditation authority that includes on-site visits and is repeated at 

specified intervals.8, 9 More recently, the focus of accreditation has been shifting from 

episodic evaluation to continuous quality improvement (CQI).10-13 CQI, which originated in 

industry as an approach to quality control for services or products,14-17 is a never-ending 

cycle of organizational improvement using quality indicators.18

This paper, one of a series arising from the first World Summit on Accreditation Outcomes 

in Medicine, explores the role of CQI in systems traditionally based on episodic 

evaluation. The evidence in literature for virtues of a CQI system in medical education 

is insufficient, although it is introduced in several jurisdictions based on expert opinion. 

The result is a new approach to accreditation without sufficient empirical evidence. 

Therefore, it is important to investigate the pros and cons of CQI in medical education. In 

this utility focused evaluation19 we use a set of quality criteria for governance oversight 

to shed more light on the potential pros and cons.
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Methods

We choose to perform a naturalistic utility focused evaluation.19 The reason for this 

choice was that three of the authors were responsible accreditation officers in their 

distinct fields of medical education. They desired to advance evidence informed 

decision making for the investment in CQI. We choose to use a set of quality criteria 

for government oversight which did not originate from the field of medical education, 

because a firm theoretical background in the accreditation literature for medical 

education was not available.

Our author team was assigned to the role of both descriptor of the accreditation cases 

and evaluator of CQI based on the set of criteria. The authors discussed and evaluated 

each system using the criteria and searched for repetitive patterns with respect to the 

quality criteria. During discussion, detailed questions about each system were answered 

by the person responsible for that system, being one of the authors. This process was 

repeated iteratively until the authors reached consensus for each criterion.

Case examples: Three accreditation systems

In the next section the accreditation systems are briefly introduced to give the 

reader a context in which our discussion about the pros and cons of CQI took place. 

A comprehensive description of the systems may be found on the websites of the 

accreditation authorities (afmc.ca; cacms-cafmc.ca; lcme.org; www.knmg.nl; www.

royalcollege.ca) or obtained from the authors. LP, CC and FS provided detailed 

descriptions for evaluation both written and during the iterative discussions also oral 

explanations.

The American and Canadian undergraduate accreditation systems

In North America, two authorities accredit medical degree-granting programs: the 

Committee on Accreditation of Canadian Medical Schools (CACMS) for medical schools 

in Canada, and the Liaison Committee on Medical Education (LCME) for medical schools 

in the United States and Canada. The CACMS and the LCME are external bodies with 

respect to the programs they accredit. The accreditation cycle includes an on-site visit 

by a peer-review team, and the interval between one full survey and the next is 8 

years. The internal review process for the full survey requires approximately 2 years and 

involves a major expenditure of human and financial resources. In 2009, the Association 

of Faculties of Medicine of Canada (AFMC) approved a mandatory interim review process 

(IRP) for Canadian medical schools that includes a review of CACMS accreditation 

standards at the mid-point of the formal accreditation cycle, along with CQI to achieve 

and maintain compliance with standards throughout the cycle [8]. The AFMC IRP is 
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currently independent of the CACMS, and the effectiveness of the process is the subject 

of ongoing review. The LCME, with the endorsement of CACMS, has introduced an 

accreditation standard requiring schools to have a CQI process to monitor compliance 

with accreditation standards; this went into effect during the 2015–16 academic year [5]. 

Research is needed to determine the efficacy of these mandatory requirements for CQI.

The Dutch postgraduate accreditation system

In the Dutch system there are two important external authorities for the accreditation of 

residency training: the CGS (Legislative College for Accreditation of Residency Training) 

and the RGS (Specialist Registration Committee). These are bodies of the Royal Dutch 

Medical Association (KNMG). The CGS is responsible for setting regulations (training 

requirements) for accreditation, while the role of RGS is to monitor compliance with 

these regulations. The medical specialties in teaching hospitals are visited every 5 

years by a survey team commissioned by the RGS. There are no specific mandatory 

internal quality management systems regarding residency training in teaching hospitals; 

however, sufficient instruments and systems are made available to conduct internal 

quality control. The postgraduate medical education programs are required to perform 

some form of CQI.

CPD accreditation in Canada

There are two basic types of CPD accreditation systems: provider-based accreditation 

and activity-based accreditation. In activity-based CPD accreditation systems, providers 

submit evidence to the accreditation organization related to whether an activity they 

have developed complies with established administrative, educational, and ethical 

standards. If the accreditation authority agrees that the standards have been met, the 

activity is approved. Activity-based accreditation is used, for example, by the College 

of Family Physicians of Canada. Provider-based CPD accreditation systems recognize 

organizations as institutional providers of continuing education on the basis of their 

ability to demonstrate adherence to a set of standards. The accreditation process 

frequently includes an on-site visit in which a peer-review team has the opportunity 

to discuss specific standards with, among others, the CPD organization’s leadership, 

administrative staff, and participants. Once an organization is approved, all activities it 

develops during its accreditation cycle are automatically approved for credit. A provider-

based accreditation system is used by the Royal College of Physicians and Surgeons 

of Canada (RCPSC) to focus on national and provincial CPD organizations, including 

national specialty societies, while the Committee on Accreditation of Continuing Medical 

Education (CACME) focuses on the university offices of CME in the faculties of medicine. 

These two provider accreditation systems will be used to illustrate the process by which 

continuous accreditation is expressed and promoted.
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Criteria for oversight

Accreditation is actually a method of oversight. Oversight functions of government 

and accreditation processes in medicine may struggle with similar difficulties in 

achieving quality improvement,20, 21 even though different stakeholders are involved. 

The Netherlands Scientific Council for Government Policy (in Dutch: Wetenschappelijke 

Raad voor het Regeringsbeleid, WRR) identified seven criteria that they presented as 

the basis for societally responsive oversight (table 1).22 Given their general applicability, 

we use the criteria to evaluate the pros and cons of CQI in undergraduate medical 

education in the United States and Canada; postgraduate medical education in the 

Netherlands; and continuing professional development (CPD) in Canada.

Table 1 The seven criteria and associated tasks 

Criteria Associated tasks

1. Serve the public 

interest

•	 Take a goal-directed approach with social responsibility as the 

guiding principle.

•	 Define the ultimate purpose of accreditation and arrange, change, 

and implement the accreditation standard or system accordingly, 

without losing the focus on societal needs. Let accreditation 

standards express the importance of public interests.

· Accreditation serves a social function, safeguarding public 

interests and improving public trust. If accreditation does not 

emphasize the public interest, the focus on societal needs will 

be lost.

· Analyzing stakeholders and their interests can contribute to 

this process. Accreditation is typically conducted in a complex 

environment with stakeholders who have different interests 

(e.g., representatives of society, program administrators, clinical 

teachers, trainees, and patients).

2. Evaluate the 

benefits

•	 Conduct research on the effects of accreditation methods and 

systems to ensure their legitimacy.

•	 Weigh financial and social benefits against corresponding costs 

and burdens.

•	 Support the use of evaluation and scientific evidence.

3. Examine the 

governance 

structure

•	 The existing governance structure and its entire field of influence 

should be examined. This should include:

•	 societal forces: key stakeholders and their relationship with the 

accreditor, the position of the accreditor, existing checks and 

balances in the field (e.g., at the teaching site)

•	 behavioural mechanisms and incentive structures (e.g., intrinsic 

motivation, social norms, perceived punitive risks)

•	 constructive interaction with other forms of regulation (e.g., 

internal/local, international, public, private)
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Table 1 Continued.

Criteria Associated tasks

4. Enhance reflection •	 Have systems in place to alert stakeholders to developments and 

emerging risks and problems relevant to the public interest.

•	 Share knowledge and provide feedback proactively.

5. Maintain 

impartiality and 

independence

•	 Independence is not an end in itself, but supports the impartiality 

of the accreditor.

•	 Impartiality is important for legitimacy and societal trust.

6. Be publicly 

accountable

•	 Ensure public accountability for the resources deployed and the 

outcomes achieved.

•	 Improve communication channels to empower members of the 

public, institutions, and teaching sites.

7. Balance 

expectations with 

capacity

•	 Because the financial and human resources of accreditors are 

limited, it is important to foster realistic expectations on the part of 

the accredited parties.

•	 Consider way to distribute costs: e.g., accredited teaching sites can 

provide financial support for the accreditation process.

Reflexivity

The authors themselves served as evaluators of CQI for the cases in this evaluation. In 

case of LP, CC and FS their responsible roles in accreditation, their curiosity for evidence 

informed decisions in practice and finally their extensive detailed knowledge of the field, 

the role of evaluator seemed justified. In case of NA, certified lawyer, medical doctor 

and PhD student researching accreditation systems, her being part of the team in this 

evaluation seemed appropriate. At the time of conducting this evaluation there were 

no political conflicts concerning CQI, which might have influenced the stance of one 

of the authors.
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Results

The results are summarized in table 2 and reflect the authors team’s evaluation of the 

pros and cons of CQI at institutional level.

Table 2 CQI at institutional level evaluated with the seven criteria. 

Criteria Continuous quality improvement at institutional level

Pros Cons

1. Serve the 

public interest

Aspects reviewed within CQI such 

as patient safety and quality of 

education, training and healthcare 

may contribute to safeguarding the 

interests of society.

2. Evaluate the 

benefits

CQI as described in our case 

studies is not associated with formal 

cost-benefit evaluations. CQI may 

introduce an administrative burden 

and a major expenditure of human 

and financial resources. Moreover 

checks may reveal issues that when 

being addressed appear hard to 

change, leading to frustration of 

staff and management.

3. Examine the 

governance 

structure

Through a requirement for CQI, 

accreditation authorities can 

stimulate organizations and their 

professionals to assume this 

responsibility. As such, CQI can 

be a decentralized aspect of 

the governance structure of the 

accreditation authority.

CQI at institutional level may have 

overlap with other quality systems. 

Besides excessive bureaucracy, this 

may lead to conflicting interests 

and criteria.

4. Enhance 

reflection

CQI can detect risks or problems 

earlier and enable the timely 

sharing of feedback and 

remediation within an organization. 

The process may be more 

focused and rigorous given the 

foreknowledge of the staff in 

the organization about actual or 

potential risks and problems that 

need to be addressed.

An ‘open culture’ in which problems 

are not taboo subjects and in which 

‘see something-say something’ 

by professionals is stimulated is 

necessary for enhanced reflection 

and subsequent action.
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Table 2 Continued.

Criteria Continuous quality improvement at institutional level

Pros Cons

5. Maintain 

impartiality 

and 

independence

- Impartiality and independence 

in decision-making are difficult 

to attain within an organization. 

Review processes are conducted 

by colleagues, and the risk of 

dependency is much higher within 

an organization than with reviewers 

from an external organization.

6. Be publicly 

accountable

- The institutions adhering to the 

systems we evaluated do not use 

CQI to achieve public accountability. 

In general, organizations do not 

often communicate in detail the 

results of their CQI activities with 

society.

7. Balance 

expectations 

with capacity

If CQI is carried out with integrity 

and provides optimal information 

to the accreditation authority, the 

expectation is that the accreditation 

authority will need less capacity.

-
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Discussion 

Summarizing our findings it appears that an integrated system for accreditation of medical 

education may consist of external authorities and the local CQI system supporting timely 

reflection and action to serve the public interest. External authorities might even need less 

capacity due to local quality systems.

Our findings partially conflict with other literature. Since the 1980s CQI has been used in 

manufacturing and engineering, the financial sector, education, and health care. Various 

methods have been used to pursue CQI, e.g., the plan-do-check-act or plan-do-study-

act cycle, the Six Sigma standard in manufacturing and other fields, and total quality 

management.23 All of these share the concept of a cycle of improvement. In the manufacturing 

industry, CQI has been useful in reducing defects, lowering costs, and increasing quality 

and productivity.24, 25 In the construction industry it has led to economic benefits, increased 

customer satisfaction, a reduced need to re-do work, and declining defects in housing 

projects.26, 27 Further, CQI is readily applicable to standardized and repetitive processes.23 In 

surgical care it has resulted in reduced infection rates and shorter delays in the operating 

room.23 Comparing these positive literature reports with the evaluation of CQI in our contexts 

suggests a publication bias of positive results. It is difficult to measure economic effects 

and other outcomes in health care and medical education.28-30 The cost-benefit ratio in our 

contexts may not always be positive. The difficulty in going through all the components of 

the plan-do-study-act cycle has been described before.30-32 The bureaucracy and costs 

involved in CQI, the risk of interference with other quality systems, the need for an open 

culture and potential issues with impartiality and dependency of colleagues involved are 

important findings. The criteria used for oversight were instrumental to detect these issues.

Future research addressing CQI in medical education may address design variations,33 

elaboration on various perspectives on the cost benefit evaluation in different contexts34 

and finally quantitative measurements35 of effects of CQI in medical education contexts. 

The gathering of evidence about accreditation systems and of CQI in medical education 

still seems to be in its infancy.5, 9, 36

The strength of this work is the use of criteria for oversight that provided a lens suitable to 

critically evaluate the use of CQI. The evaluation gains validity by using cases throughout 

the continuum of medical education from three different countries. The cases warrant a 

naturalistic approach connected to real life experiences. The evaluation would gain more 

reliability by introducing more evaluators and cases. Moreover, a shift from qualitative 

research to a mixed methods design with an attempt to introduce quantitative elements 

will enhance the value of this kind of research.
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Conclusion

We performed a utility based evaluation in the hope to reduce complexity in decision 

making about the use of CQI, the result is one of both pros and cons. The introduction 

of CQI in the three cases studied may be regarded as an experiment. Further research 

is needed to find out in which context CQI is worth the investment. The use of criteria for 

oversight helped to make a small step in more solid decision making whether a context 

is ready for the introduction of CQI.
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Abstract

Accreditation evaluates the quality of medical education. The importance of 

accreditation is generally accepted, although the measured impact of accreditation 

remains uncertain. This paper explores the design of the Australian accreditation system 

for medical specialist training using an established accreditation strategy framework. 

This framework provides an international perspective and reflections on the Australian 

system. The framework consists of four domains: 1) primary and secondary objectives of 

accreditation; 2) quality domains; 3) quality management approach; and 4) stakeholders’ 

responsibilities. Accreditation authorities around the world attempt to find the right 

balance between quality improvement versus quality assurance and trust versus 

enforcement on compliance.
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Introduction

Accreditation is, as a method of reviewing the quality of medical education, more than 

100 years old1 and is traditionally based on the episodic “biopsy” model, which involves 

periodic assessment, usually against defined standards.2 Despite acknowledgement 

of the importance of accreditation,3,4 there is limited hard evidence to support its 

effectiveness or impact, reflecting in particular the social constructs of the accreditation 

model and of the education setting in which it is applied. Accreditation in this context 

assesses to a significant degree the quality of human interactions, obligating a less 

measurable research approach, more qualitative than quantitative.5 Applicable social 

constructivist research methodologies are common in the education setting, as detailed 

in the recent MJA article by Durning and Schuwirth.6 Although there is some quantitative 

evidence for the effectiveness of accreditation, such as better clinical learning climate 

survey scores in accredited programs,7 critical outcomes of impacts on health care 

have not been quantitated, and a causative link between accreditation and educational 

quality has not yet been clearly established.4 Further, ongoing changes and innovations 

in health care and medical education call for a flexible approach to accreditation 

design,4,8 so even if hard evidence was available, its applicability may be limited to 

specific and perhaps outdated settings.

While quantitative proof may be elusive, accreditation remains a widely applied quality 

improvement approach. Together with a general acceptance of its role,3,9 this continued 

usage has driven a research-based approach to accreditation, focusing on the aspects 

of accreditation that are useful,10 how to use accreditation optimally, and analysis of 

different designs and methods.

In this article, using our experience with international accreditation processes and 

within the Australian system, we apply the four themes of an accreditation strategy 

framework — objectives, quality domains, quality management and stakeholders’ 

responsibilities8 — to explore the design of the accreditation system for Australian 

medical specialist training. For each theme, we consider opportunities for improvement 

from an international perspective drawn from the literature and practice (box 1). The 

system and mandate of the Australian Medical Council (AMC) in undertaking the 

accreditation process for Australian medical specialist training are explained in box 2.
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Box 1 Accreditation strategy framework: the Australian Medical Council (AMC) accreditation 

system compared with international perspectives and practices

Medical specialist training accreditation AMC accreditation system International perspectives

Why Primary objectives Quality of training

Quality of health care

Both objectives are embedded in the 

AMC procedures for assessment and 

accreditation.*

Many accrediting authorities have 

expressed similar objectives; eg, ACGME 

(United States), RCPSC (Canada), 

GMC (United Kingdom) and KNMG 

(Netherlands). 

  Secondary objectives Standardisation

Coaching

Self-evaluation

Accountability

Compliance-oriented. Accreditation 

process requires medical colleges 

to complete a self-assessment for 

accreditation. Accountability is a key item, 

especially to community. Lay committees 

are part of the process and reports are 

published on the AMC website. 

The use of systematic self-assessment 

has become increasingly important. 

External peer review remains necessary. 

Accountability and transparency is not 

always self-evident. The community is an 

under-exposed group.

What Quality domains Quality of education

Trainee performance

Quality of physician practice

These domains are broadly covered by 

10 comprehensive standards. There is 

a focus on outcomes. Most information 

is collected from surveys, curriculum 

blueprint and stakeholders’ feedback.

The focus on outcome measurement is 

in line with the international perspective. 

There are suggestions to focus more 

on continuous quality improvement 

processes for the impact of accreditation. 

How Quality management approach Quality assurance

Quality improvement

Quality control

External peer review with possibilities 

for a flexible process. Annual progress 

reports by Colleges. Quality improvement 

recommendations are non-binding. 

External peer review is one of the 

most used methods for accreditation. 

Jurisdictions tend to collect and 

triangulate data in order to initiate quality 

improvement.

Who Stakeholders’ responsibilities Trainees

Clinical supervisors

Organisation

Accreditor

Trainees and supervisors have a marginal 

influence on governance. College is 

important, but the training sites are not 

directly subject to the AMC. College and 

accreditor are the major players. 

The focus is more on training site or local 

program level. This also depends on the 

health care system and organisation. 

ACGME = Accreditation Council for Graduate Medical Education. GMC = General Medical Council. 

KNMG = Royal Dutch Medical Association. RCPSC = Royal College of Physicians and Surgeons of 

Canada. * Australian Medical Council Limited. Procedures for Assessment and Accreditation of 

Specialist Medical Programs and Professional Development Programs by the Australian Medical 

Council 2017. Canberra: AMC, 2017.
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Specialist Medical Programs and Professional Development Programs by the Australian Medical 

Council 2017. Canberra: AMC, 2017.
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Box 2 The Australian Medical Council (AMC) mandate and accreditation system

AMC accreditation system for medical specialist training

There are 16 medical specialist colleges in Australia. They are the education providers for 

medical specialist education on a national level. The AMC assesses all colleges against 

the same ten standards. This periodic assessment includes a number of training site visits. 

Between these reviews, the AMC requires annual reporting from the colleges. The college 

accredits the different training sites and, after approval from the college, the training site is 

allowed to appoint trainees. Because each college has its own specific requirements and 

procedures, the accreditation process of training sites may differ between colleges.

 

World Federation for Medical Education (WFME): good practice accreditation

The World Health Organization/WFME guidelines (http://wfme.org/publications/who-wfme-

guidelines-for-accreditation-of-basic-medical-education_english/) set out the foundations of 

good practice accreditation: a clear, authoritative mandate; absence of conflicts of interest; 

transparency; use of predefined standards; use of external review and procedures based on 

self-evaluation and site visits; authoritative decisions; and publication of the final report and 

decision. Given that the structures of health care and education systems vary internationally, 

the major actors in accreditation systems also vary, particularly with regard to control of 

the system. In line with the WFME guidance, Australia’s accreditation has a clear mandate 

through the Health Practitioner Regulation National Law, which identifies the key players at the 

system level. This level of legal protection is uncommon for accreditation of specialist medical 

programs. The AMC, as the accreditation authority, accredits and monitors accredited medical 

programs against approved standards. It reports to the Medical Board of Australia, which 

approves accredited programs for the purposes of registration of graduates and approves the 

accreditation standards developed by the AMC. In line with WFME guidance, the AMC must 

demonstrate to the Medical Board that it has mechanisms to guard against undue influence by 

governments, education providers, the profession and other stakeholders. Education providers 

report to the AMC regarding accreditation, not the Medical Board.



75

Accreditation as a quality improvement tool

C
h

a
p

te
r 4

Objectives of accreditation: 
why is medical specialist training accredited? 

Accreditation has primary and secondary objectives. The primary objectives relate to the 

quality of training and health care, summarised in the primary aim of the AMC as being “to 

ensure that standards of education, training and assessment of the medical profession 

promote and protect the health of the Australian community”.11 Both training and health 

care are embedded in the standards developed for the specialist training programs. In 

the accreditation strategy framework, the primary objectives may be supported by four 

secondary objectives: standardisation, coaching, self-evaluation and accountability. 

The current AMC accreditation processes mainly focus on compliance with standards. 

The AMC does not specifically prescribe how the standards are achieved, but it does 

have a coaching role in which it supports the medical specialist colleges and facilities; 

for example, with illustrations of best practices or with accreditors’ own experiences. 

Self-evaluation is encouraged in the accreditation processes as well as in the standards 

encouraging the training provider to have flexibility in its own quality management. 

Accountability by being answerable to different stakeholders is well represented by the 

AMC, particularly accountability to the community. For example, lay committees are 

part of the process and all accreditation reports and outcomes are publicly accessible 

on the AMC website (http://www.amc.org.au).

Opportunities for improvement from an international perspective

The AMC’s primary objectives are in line with those of other accreditation authorities 

around the world, although practices differ. Internationally, there is an ongoing focus 

on the benefits of self-evaluation and continuous quality improvement cycles.12,13 The 

AMC could reorient its accreditation of specialist programs from a focus on compliance 

with standards, to emphasize the colleges’ and facilities’ self-assessment and quality 

management processes, which also could promote each college’s ownership of quality.

The reward for colleges, and for hospitals and other facilities which are in turn accredited 

by the colleges, could be a more nimble and focused accreditation process when they 

conduct thorough self-evaluation and demonstrate reflective practice and continuous 

quality improvement. Perception by colleges and facilities of the standards and 

processes as supportive is likely to raise intrinsic motivation;14 conversely, experience 

from other regulatory fields shows that a rigid application of standards leads to an 

unresponsive process which can undermine the intrinsic motivation of the accredited 

party.5,14 It should be noted that self-evaluation still includes a role for the accreditation 

authority as an external body to validate the training provider’s own processes.15
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Quality domains: 
what is accredited in medical specialist training?

The quality domains, in essence the educational content of the standards, consist of 

quality of education (eg, curriculum), trainee performance (eg, assessment) and quality 

of physician practice (eg, graduate outcomes). There are ten AMC standards (https://

www.amc.org.au/files/059c6d1dee49caa6c434c18138f6373fb4be8b36_original.pdf) 

that cover all three domains, even though the quality of physician practice is limited to 

the requirement

of defining graduate outcomes. The AMC does not specify the domains in detail, 

as definition of the specialty-specific requirements and collection of the relevant 

quantitative and qualitative information are college responsibilities.

Opportunities for improvement from an international perspective

The AMC standards require the colleges to define outcomes in concordance with the 

current international emphasis on outcomes in medical education.4 However, there is 

also a discourse to bring balance between this outcome focus and to embrace markers 

of a continuous quality improvement culture.13 Blouin and Tekian advocate an emphasis 

on a program ’s process rather than only its product when determining the impact of 

accreditation.13

While superficially attractive, overspecification can be counterproductive. For example, 

the development of new standards to cover topical issues such as health professional 

wellbeing is often not an effective solution.16,17 Making rules instead of solving the 

problems, described as rule ritualism,5 can limit accreditation effectiveness.5,18 Other 

examples are legal ritualism, in which the letter of the law is followed instead of the spirit, 

and protocol ritualism, in which the protocol is followed even if this makes outcomes 

worse. 

Thematic reviews, in which topical issues in training or health care are evaluated 

without necessarily making new standards, could resist ritualism. Thematic reviews 

do not replace regular visits, but give the accreditation authority new tools to focus on 

topical issues. The General Medical Council (GMC) of the United Kingdom, for example, 

conducts risk-based spot checks to explore issues of which they are aware. While these 

are performed outside regular visit cycles, they take into account the GMC standards 

and outcomes. Such an approach has to date had limited international uptake.
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Quality management: 
how is medical specialist training accredited? 

Quality management aims to achieve the objectives of accreditation as effectively as 

possible through a variable mix of quality assurance, quality improvement and quality 

control. The choice of approach influences the nature and number of standards. In 

the quality assurance approach, minimum standards are set to assure the quality of 

education and graduates produced.8 The legislation under which the AMC accredits 

programs requires this approach and focuses on compliance. The quality improvement 

approach is based on striving for excellence. In its accreditation reports, the AMC creates 

opportunities for quality improvement by including recommendations for improvement 

for each of the ten standards. These recommendations consist of non-binding advice as 

opposed to conditions that must be met, although colleges and facilities must respond 

to these recommendations in their progress reports. It is assumed that accredited 

parties are striving to demonstrate optimal performance when the accreditation visit is 

near, although there is a danger that after the visit impetus is lost until the next visit.12 

The AMC attempts to minimize this imbalance by requiring regular progress reports 

from the colleges. Outcome-based standards are the focus of quality control. Defining 

the specific outcomes is mandated to the colleges by the AMC.

Opportunities for improvement from an international perspective

The annual progress reports are in concordance with the international discourse to 

move away from traditional accreditation cycles and use more continuous monitoring 

processes. Annual data collection systems as used by the Accreditation Council for 

Graduate Medical Education in the United States and the national training surveys 

conducted by the GMC are examples of continuous monitoring. Whichever approaches 

are chosen by the accreditation authority, it is fundamental that the process is fair and 

transparent for the education provider.
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Stakeholders’ responsibilities: 
who is responsible for the quality of 
medical specialist training?

The major players in the Australian accreditation process are the AMC, the providers of 

specialist training and the training sites. The colleges set the curriculum and assessment, 

and the standards for training at training sites, and so accredit these sites themselves. 

The college is thereby entrusted with significant power and responsibility for training 

by the AMC. The AMC visits a sample of the training sites (about ten sites) to gather 

information about trainee satisfaction with the training program and to validate the 

college’s information.

Opportunities for improvement from an international perspective

Through its recognition of college responsibilities for ensuring the standards for training 

in the clinical workplace, the AMC is remote from the workplace in comparison to 

other jurisdictions. Canada, the US, the UK and the Netherlands focus not at a national 

(college) level but at a regional or training site level.19-22 The literature has yet to establish 

the relative advantages and disadvantages of these approaches.
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Balancing accreditation systems 
towards continuous quality improvement

We have explored Australian and international perspectives on accreditation system 

design using the accreditation strategy framework model.8 Based on our appraisal of the 

AMC accreditation system against the four themes, the most important opportunity for 

the AMC, and in turn the colleges, would appear to be to stimulate a more systematic 

continuous quality improvement cycle at college and training site level. This finding 

concurs with a current review of accreditation systems for health professions by 

the Council of Australian Governments Health Council, which recommends a more 

consistent and common approach to training site accreditation conducted by the 

colleges.23

Although the importance of accreditation is increasingly acknowledged in the literature 

and the accreditation strategy framework provides insight in accreditation design, deeper 

understanding about the effectiveness of different designs in relation to the quality of 

medical specialist training is needed. If we consider accreditation as a diagnostic tool 

to determine the quality of training and to reveal shortcomings in this quality, we can 

assess an accreditation system by asking whether or not it complies with standards 

for reliable and valid tools. Put simply: are the results of accreditation consistent and 

does accreditation measure what it is supposed to measure? Systematic appraisal of 

accreditation as well as international exchange of best practices may lead to a number 

of globally accepted theories about accreditation. Both qualitative and quantitative 

research should challenge these theories and determine the effectiveness of different 

accreditation designs.
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Abstract

Background

Quality of training is determined through programs’ compliance with accreditation 

standards, often set for a number of years. However, perspectives on quality of training 

within these standards may differ from the clinicians’ perspectives on quality of training. 

Knowledge on how standards relate to clinicians’ perspectives on quality of training is 

currently lacking yet is expected to lead to improved accreditation design.

Methods 

This qualitative study design was based on a case-study research approach. We 

analysed accreditation standards and conducted 29 interviews with accreditors, clinical 

supervisors and trainees across Australia and the Netherlands about the quality and 

accreditation of specialist medical training programs. The perspectives were coded and 

either if applicable compared to national accreditation standards of both jurisdictions, 

or thematized to the way stakeholders encounter accreditation standards in practice.

Results 

There were two evident matches and four mismatches between the perspectives 

of clinicians and the accreditation standards. The matches are: 1) Accreditation is 

necessary 2) Trainees are the best source for quality measures. The mismatches are: 3) 

Fundamental training aspects that accreditation standards do not capture: the balance 

between training and service provision, and trainee empowerment 4) Using standards 

lack dynamism and 5) Quality improvement; driven by standards or intrinsic motivation 

of healthcare professionals.

Conclusion 

In our Australian and Dutch health education cases accreditation is an accepted 

phenomenon which may be improved by trainee empowerment, a dynamic updating 

process of standards and by flexibility in its use.
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Background

Clinical supervisors have a key role in training future medical specialists. However, while 

valuable, their individual influence on the policies and criteria for accreditation of their 

training programs is usually limited, as is the influence of trainees.1-3 Several studies have 

shown that clinical supervisors and trainees acknowledge the importance of standards 

in medical education,4-6 yet accreditation processes may collect data and information 

that does not always reflect the clinicians’ views on quality of training.7 

Clinical supervisors and trainees have their own perspectives on what high quality 

medical specialist training entails.8-10 At the same time, external accreditation standards, 

which are usually the composite of the views of several societal and professional 

stakeholders, shape accreditation authorities’ views and assessment of the quality of 

training. Although accreditation standards often remain unchanged for a number of 

years, clinical training units are continuously subject to change under the influence 

of rapid developments in health care and medical education; clinical practice and 

societal developments have a more dynamic discourse than accreditation. This raises 

the question whether there is a gap between clinicians’ perspectives and the fixed 

perspectives behind the accreditation standards that clinicians follow. 

The pilot study of Klessig et al. already showed that there might be a discrepancy 

between the existing accreditation requirements on the one hand and the quality 

indicators mentioned by clinical supervisors and trainees on the other hand.10 Although 

this study indicates a potential discordance between these perspectives on quality of 

the training, research to date has not yet determined in which aspects the perspectives 

of clinicians differ from the accreditation standards.

Alignment of these perspectives may contribute to a more evidence informed 

accreditation design for continuous quality improvement of training.11, 12 Therefore, this 

qualitative study aims to determine important quality aspects regarding postgraduate 

medical training according to clinicians’ perspectives, how these aspects relate to 

accreditation standards, and how clinicians encounter accreditation standards in 

practice.
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Methods

Study design

This qualitative study was based on a case-study research approach, in which a 

phenomenon is examined within its real-life context.13 This enabled a holistic view 

of specific, contextualized cases to understand complex situations and deepen 

knowledge.14 We explored the variation and underlying issues in different stakeholders’ 

experiences of the quality and accreditation of medical specialist training in Australia, 

a new system established in 2002, and the Netherlands, a well-established system 

since 1961. 

We considered the perspectives of clinical supervisors, trainees and accreditors on 

the quality and accreditation of medical specialist training by conducting in-depth 

interviews. In addition, accreditation standards from both jurisdictions were collected 

for document analysis.

Participants and procedure

The study included two groups of stakeholders. The group of clinicians consisted of 

clinical supervisors and trainees involved in daily clinical practice. We included a second 

group to deepen our understanding of accreditation standards, consisting of accreditors 

that contributed to the development of standards. 

The criteria for participation were:

a)  Clinical supervisors and trainees from accredited medical specialist training 

programs in Australia and the Netherlands. 

b)  Members of the Specialist Education Accreditation Committee (SEAC) from the 

Australian Medical Council (AMC, Australia), and accreditors from the Dutch 

Legislative College for Accreditation of Postgraduate Medical Education and 

Specialist Registration Committee (RGS, CGS, the Netherlands).

The participants in category a) were not accreditors or surveyors in the accreditation of 

medical specialist training programs mentioned in category b).

Recruitment of participants

Australian supervisors, trainees and accreditors were sourced through AMC affiliates. 

Dutch supervisors and trainees from different departments and hospitals were invited 

through the secretary of the hospital department, Dutch accreditors through the 

Secretary of the Dutch Board for Accreditation of Postgraduate Medical Education and 

Specialist Registration Committee (CGS, RGS the Netherlands). 
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Data collection

A total of 44 stakeholders were invited of whom 29 participated (table 1). Semi-structured 

face-to-face or telephone interviews lasted 45-60 minutes. Interviews were conducted 

until data reached theoretical sufficiency.15 Participants were asked the following: 1) What 

are the most important aspects of a high-quality training program? 2) How would you 

monitor these aspects if you were the accreditation authority?

The Australian and Dutch national standards were collected, respectively the ‘Standards 

for Assessment and Accreditation of Specialist Medical Programs and Professional 

Development Programs by the Australian Medical Council 2015’16 and ‘Standards for 

Postgraduate Medical Education Accreditation by the Legislative College 2016’.17

Table 1 Participants

Stakeholders AU NL

Invited 26 18

Participated 16 13

Clinical supervisors 5 4

Trainees 5 5

Accreditors 6 4

Data analysis

Data was analysed in three phases. Firstly, the audiotaped interviews were transcribed 

verbatim. Anonymized transcripts were analysed thematically and line-by-line using 

open coding to explore 1) all quality aspects of training 2) stakeholders’ experiences 

of using accreditation standards in practice. This resulted in code scheme 1 and 2 

respectively. 

In the second phase, accreditation standards of both jurisdictions were analysed with 

open coding and were combined with the accreditor’s transcripts of code scheme 1, 

which resulted in code scheme 3. MaxQDA version 2018 was used for coding.

RM coded the data as second coder to ensure trustworthiness of the coding process 

and appropriate reflection of all ideas. Code schemes and themes were discussed by 

the researchers until consensus was reached. 
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In the last phase code scheme 1 and 3 were compared to determine how quality 

aspects identified by clinicians corresponded to or differed from the Australian and 

Dutch standards. Quality aspects mentioned by both, supervisors or trainees and the 

standards, were categorized as match. Standards lacking quality aspects that were 

mentioned by supervisors or trainees were categorized as mismatch. 

Confidentiality and ethical considerations

This study was approved by the Dutch NVMO ethical review board on November 10, 

2016, record number 798, and by the AMC Ethics Committee on December 9, 2016 

using the National Statement on Ethical Conduct in Human Research. Data collection 

was conducted from December 2016 to November 2017. 
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Results 

Two evident matches and two mismatches were noticed in the way stakeholders 

encounter accreditation standards in practice. In addition, analysis of trainee and 

supervisor perspectives identified 18 important quality aspects for inclusion in standards 

(table 2). These aspects were compared with the standards of each country and 

identified two additional mismatches. 

In the following sections we will elaborate further on the abovementioned two matches: 

1) Accreditation is necessary 2) Trainees are the best source for quality measures, and 

four mismatches: 3) Fundamental training aspects that accreditation standards do not 

capture (this section addresses two mismatches in quality aspects) 4) Using standards 

lack dynamism and 5) Quality improvement; driven by standards or intrinsic motivation 

of healthcare professionals.

Table 2 Overview of the themes* 

The Netherlands Australia

TR CS ST TR CS ST

M
at

ch

1. Supervision and feedback X X X X X X

Quality and effectiveness of supervision and feedback; and accessible and dedicated 

supervisors were main topics. 

2. Safe learning environment X X X X X X

A safe culture and an anti-hierarchical environment were fundamental conditions for 

training. 

“Hierarchy is a dangerous system.” (SupervisorNL02)

3. Training program structure X X X X X X

The training program should be relevant and fit for purpose. It should also be well-

integrated with healthcare, continuous professional development and undergraduate 

education. 

4. Clinical exposure X X X X X X

Clinical experience in terms of exposure to diverse diagnoses and patient mix were 

important.

5. Knowledge and skills X X X X X X

All clinicians focused on this theme, but trainees especially underlined CanMEDS roles.

6. Assessment X X X X X

Assessments should be legitimate and fit for purpose, especially if they are summative. 

The Australian supervisors have the strongest focus on assessment compared to all 

other groups. 
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Table 2 Continued.

The Netherlands Australia

TR CS ST TR CS ST

M
at

ch

7. Regulation and governance X X X X X

Supervisors in both countries emphasized the importance of hospital administration 

understanding and valuing teaching and learning. Without managerial support of 

a hospital, having a training program would be difficult. In addition, a regulatory 

framework with an external review of the program is necessary.

8. Collaboration X X X X X

Australian stakeholders focus on international collaboration, whereas Dutch 

stakeholders highlight regional collaboration.

9. Education X X X X

Trainees demanded protected time for formal education. A focus on life-long 

learning, and a variety of learning methods , were important aspects according to 

accreditors. “(…) it needs to be able to set up a culture of continual learning. So it is 

important that once someone has qualified in that specialty that that isn’t the end of 

their learning as long as their career pathway goes.” (AccreditorAU03)

M
is

m
at

ch

10. Balance between service provision and 

training X X X X

This is a major issue for clinicians. This balance must be weighted to training 

according to trainees. Both standards did not cover this aspect. 

11. Trainee empowerment X X

Trainees plead not to abuse their position and take advantage from their 

dependency. They need positive supportive behavior from their supervisors. “(…) 

generally people that enter into these things are smart and motivated and will do 

what they need to do to succeed and it’s all about making sure that they’re not taken 

advantage of in that time.” (TraineeAU01)

D
iff

e
re

n
ce

s 
b

e
tw

e
e

n
 ju

ri
sd

ic
ti

o
n

s 12. Resources X X * X X X

Without proper resources, no proper training was the maxim of the most 

stakeholders. Dutch standards did cover facilities, but did not capture time and 

finances, which were the aspects especially underlined by Dutch clinicians. 

13. Job satisfaction X X X X *

Different aspects such as happiness, well-being and good mutual relations were 

pointed out. Trainee well-being is covered by Australian standards. 

14. Adaptive professionals and training programs X X

Continuous renewal of training programs and professionals adaptive to changing 

circumstances and future care were essential. 



91

Clinicians’ perspectives on quality

C
h

a
p

te
r 5

Table 2 Continued.

The Netherlands Australia

TR CS ST TR CS ST

15. Outcome focused X X X

D
iff

e
re

n
ce

s 
b

e
tw

e
e

n
 ju

ri
sd

ic
ti

o
n

s In this theme program and graduate outcomes were emphasized. For Dutch 

accreditors more focus on outcomes was desirable. 

16. Community needs X X

In Australia, alignment to community needs was a key issue in designing and 

delivering the training program. However, how to approach this meaningfully is 

a question mark. “Often trained consumer representation could be too optimistic.” 

(AccreditorAU05) 

17. Access and selection X X

This theme referred to fair selection procedures and access to several training sites.

18. Trainee centered program X X X X

Training programs could be tailored based on individual talents and competences. 

* TR - Trainees, CS - Clinical supervisor, ST - Standards

1) Accreditation is necessary

All participants acknowledged the necessity of accreditation to evaluate quality of 

training, despite its substantial costs, time-consuming nature, and emotional burden. 

Many participants argued that without standards it would be difficult to assure a 

minimum level of quality. Trainees mentioned the need for an impartial and objective 

perspective on training quality by an accreditation authority. In addition, supervisors 

find accreditation reports useful to demand changes or resources from the hospital 

administration.

“I recognize completely that there is a forcing function there. And I don’t think that is always 

a bad thing. (…) So, we were able to negotiate some things with hospital administrators 

that we’ve not been able to achieve traction on, because of the recommendations of the 

accreditation team (…).” (SupervisorAU04)

Most supervisors emphasized that severe violation of standards by peers requires 

penalties, such as withdrawal of accreditation, replacing the program director, and 

decreasing self-regulation. In contrast, trainees did not consider punishment of non-

compliant programs as beneficial, because this could establish a culture of fear and 

stop professionals from speaking up. 
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Although different participants believed that standards cannot induce radical change 

in or capture the culture of the training site, most supervisors and accreditors regarded 

standards as quite powerful for highlighting important aspects for education providers 

and training sites. Exclusion of subjects from standards could give the impression that 

these aspects of training are insignificant. 

“And you can’t, you can’t set the standards for culture on a piece of paper. You can’t say, 

a department must have good culture.” (SupervisorAU04)

2) Trainees are the best source for quality measures

Participants considered trainees the best information source regarding training quality. 

Trainees’ information and feedback were seen as able to negate any window dressing 

by education providers. Questions were however raised about the conditions for 

collecting information from trainees, and particularly trainees’ capacity to speak up 

without assurances of confidentiality and anonymity. Some supervisors were concerned 

about trainees giving desirable answers to please accreditation surveyors. Despite the 

difficulty of the hierarchical environment trainees were aware of their potential impact 

and felt responsible to give input.

“(…) it’s pretty hard I think for ehm, for trainees to speak out against stuff [harassment and 

bullying amongst other] like that, particularly where it’s hard to get into that specialty, and 

they feel like, you know, whistle-blowers in medicine are treated horrifically. So, ehm, I think, 

I think getting people to give you straight answers in an interview, that situation would be 

quite difficult (…).” (TraineeAU01)

3) Fundamental training aspects that accreditation standards do not capture 

There were two evident mismatches in the quality aspects: service provision and training 

balance, and trainee empowerment. Neither of both standards covered these aspects, 

however their inclusion is supported, especially by trainees. 

Trainees mention that service provision is often prioritized over training. Although they 

learn from providing care, learning from clinical work demands allocated time. The 

appropriate balance between workload and active and reflective learning needs to be 

secured. 

“The training posts that I’ve now found most valuable are often the ones that have an 

appropriate workload, such the trainees are doing enough cases to gain clinical experience, 

but also spending some time discussing those cases with their consultants.” (TraineeAU04)
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In the context of training aspects, trainees plead to be empowered and supported by 

their supervisors to speak up. Trainees are in a vulnerable and dependent hierarchical 

position; others taking advantage of them can impact their well-being, learning or 

performance. Mentoring may be beneficial for problems trainees experience during 

their training.

“(…) generally, people that enter into these things [training programs] are smart and 

motivated and will do what they need to do to succeed and it’s all about making sure that 

they are not taken advantage of in that time.” (TraineeAU01) 

4) Using standards lack dynamism 

Supervisors encountered too much rigidity with some accreditation standards. 

Ideally, the context of practice should be more emphasized. They would prefer 

more room for flexibility and negotiation, for example collegial peer review, in which 

clinical supervisors are encouraged to show best practices. Accreditors had similar 

perspectives; accreditation should be more dynamic to continuously adapt to changing 

circumstances, and accreditation authorities should not hinder, but support training 

programs. 

5) Quality improvement; driven by standards or intrinsic motivation of healthcare 

professionals

On the topic of quality improvement accreditors and clinicians have contrasting views. 

Accreditors in both jurisdictions believed firmly in standards being a driving force 

for quality improvement, although one accreditor questioned whether a high-stake 

summative assessment should be the approach. 

Clinical supervisors and some trainees, however, mentioned that quality improvement 

should be driven by healthcare professionals and could not solely be achieved by an 

external authority. Many supervisors argue that setting standards is inherent to minimum 

acceptable norms and accreditation authorities should rather not go beyond their scope. 

“But again, it’s about enabling the minimum standard and hopefully then ehm, allowing 

people to find, move beyond that to a higher standard.” (SupervisorAU04)
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Discussion 

This study explored the perspectives of trainees, clinical supervisors and accreditors 

on quality of training, accreditation and standards in Australia and the Netherlands. 

We explored the differences and similarities in their views and compared this to the 

accreditation standards of both countries. Two matches and four mismatches were 

identified. 

The participants’ perceived necessity of accreditation is a remarkable acceptance of 

accreditation considering the evidence-based era. Despite the lack of robust evidence 

for accreditation effectiveness and impact in the current literature, Brubakk et al. 

claimed that accreditation is not likely to be abandoned.18 Efficacy of accreditation may 

not be linked to evidence; however, the social meaning may shed light on its efficacy. 

The clinicians’ perceived necessity of accreditation could originate in the legitimacy of 

the accreditation authority and therefor clinicians could respect its power.19 It is also 

plausible that clinicians will comply with most standards even if there were no sanctions 

or legitimacy, because these standards fit their own ambition.20 Social identity and 

motivation to protect the medical profession could be another explanation for requiring 

accreditation.21 This may explain the supervisors’ desire of penalties in cases of severe 

violation of standards. 

Australian standards covered more aspects than Dutch standards. This could be typical 

for a relatively new accreditation system which is based upon state of the art and 

societally responsible accreditation design and not constrained by a lot of historical 

influences. Most of the current fundamental quality aspects were captured by the 

standards. However, according to Koksma & Kremer quality is not an objective truth, 

but dynamic.22 Quality aspects are subject to changing perspectives, for instance social 

responsibility is probably an emerging aspect. If we accept that quality is dynamic, the 

quite rigid accreditation standards must make room for flexible components. We believe 

that accreditors may be key figures in adding more dynamics to accreditation standards 

by bridging between clinical and regulatory practice. 

This study uses trainees’ views in measurement of quality and found that trainee feedback 

and information is the most important tool. It is common to search for consumers’ 

perspectives in evaluation. This study has taken trainees to be active participants in 

their learning rather than consumers. In the regulation of medical specialist training, 

public health services and patients’ interests are also at stake. While patients may be 

seen as primary consumers of outcomes of training, it is not always easy to embed 

their perspectives in training evaluation. Contrary to the Dutch accreditation processes, 
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the Australian accreditation processes and standards do require education providers 

to engage health consumers and the community on defining educational purpose 

and program outcomes as well as in program evaluation. Australian specialist training 

providers are responding to these standards in multiple ways. The right instruments 

for patient and consumer feedback could enhance relevance and acceptability of their 

perspectives for training evaluation.23

Ideally, compliance with standards should lead to continuous quality improvement in 

which training programs strive for excellence.2, 24, 25, 26 Although quality improvement is 

valued in many jurisdictions, quality improvement is not solely achieved by enforcing 

standards, since it requires a degree of intrinsic motivation of all concerned.27, 28 This was 

also confirmed by supervisors in this study. Research suggests that whether accredited 

persons’ intrinsic motivation is enhanced or undermined depends on how the accredited 

party perceives the accreditation authority’s standards and actions.27 If standards are 

perceived as fitting in a shared ambition this may increase the intrinsic motivation of 

the accredited party.27 

Strengths and limitations

This study contributes to the scarce empirical knowledge about accreditation for 

medical specialty training. Participants were from different institutions in two countries. 

It is reasonable to assume that our findings will have some relevance and potential 

transferability to other settings, nevertheless the relevance may be questioned in other 

contexts or cultures. This study is based on a socio-constructivist approach, quantitative 

proof for accreditation is still limited. 

Suggestions for further research

Although we gained insights in clinicians’ perspectives about quality and accreditation 

of training, it would be interesting to explore the effect of standards addressing trainee 

empowerment in the clinical environment. Moreover, in order to improve accreditation 

systems, further research should focus on the value of flexible components in the 

accreditation design. For example, reducing the number of specific standards and 

focusing more on relevant themes, such as teaching and learning methods, or greater 

co-design of the process between the accreditors and the organization being accredited.

Practical implications

Our findings raise intriguing questions regarding the nature and extent of the current 

accreditation design. Future accreditation design should be more aligned with the 

dynamic concept of quality. 
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Conclusion 

Accreditation standards change in a less dynamic fashion than the context and 

perspectives of clinicians, however clinicians did not dispute the utility of accreditation. 

Flexibility in accreditation standards and processes is needed to keep pace with the 

developments in and beyond the workplace. Empowering trainees as partners in 

learning and decision making about training might add to the quality of training sites 

and needs to be addressed by the accreditation system. Accreditation systems could 

also benefit from taking account of the internal drivers of clinicians.
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Setting and problem

Accreditation of postgraduate medical education (PGME) exists in a number of nations 

and requires a thorough understanding of the inherent concepts for optimal use. Ideally, 

accreditation entails assessment of programs against standards to benefit stakeholders, 

such as patients, learners, or the public. This establishes it as a social construct. Defining 

the elements of PGME accreditation from an international perspective is a daunting 

challenge, given that local context and considerations vary. The components of this 

complex construct can be understood effectively with “gamification". 

Gamification has been beneficial in other educational areas to clarify concepts and 

enhance comprehension.1 Here we offer an accreditation consensus game to guide 

groups of stakeholders in international settings through the relevant questions and 

answering these questions through a range of strategic options.2  Our gamification 

approach illuminates accreditation in PGME from an international perspective and 

highlights its social attributes.

Educational gaming in health professionals education is an emerging teaching 

methodology that promotes active learning environments where participants engage in 

activity and reflect on that activity, abstract useful insights from the analysis, and put the 

results to work.3 A recent systematic review found gamification often is more effective 

than other approaches.4 Participants learn from their own actions and benefit from 

interactions with others and the discussions that follow.5 Games facilitate experiences 

which become resources for learning. 

The game in this article is designed to promote critical thinking and reflection on the 

complex social construct of accreditation in a fun and exciting way, which in turn may 

increase retention. Our gamification approach builds on and adapts the framework 

constructed from a previous study of Dutch accreditation development (see table 1 

below).2
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Table 1 Framework for accreditation design and statements to discuss in the game

Framework Statements to Discuss in the Game No. of 

Statement(s) 

Chosen in 

Game

Why: Mission

Quality of 

training

Training is the primary focus and the foundation for good 

(future) healthcare. Sometimes this leads to compromises 

with current patient care.

1

Quality of health 

care

Healthcare is the primary focus. Training programs are 

subordinate to patient care; care must not be compromised 

by training. 

Accountability The main task is protecting public interests. The accreditation 

authority is accountable to the society, and the public must 

be convinced about the quality of training. Transparency, 

independence and impartiality are prerequisites. 

How: Vision

Quality 

assurance

Quality assurance is the duty of an accreditation authority. 

The main task is developing minimum standards and 

checking compliance of training programs. If minimum 

quality is shown, the training program is to be accredited. 

1

Quality 

improvement

Quality improvement is the focus of the accreditation 

authority. The training program must demonstrate 

continuous quality improvement. Checking compliance to 

minimum standards is no routine anymore. 

Quality control Quality control is the duty of the accreditation authority. 

The emphasis is on outcomes. The training program must 

show data about residents’ and graduates’ performance. 

The accreditation authority is not engaged in the process of 

training. 

How: Strategy

Standardization The standards assure minimum quality of training for every 

resident and a minimum quality of care for every patient. 

Deviation from standards is not allowed.

1

Self-regulation Training sites use internal quality systems for self-regulated 

quality management. The accreditation authority remains at 

a distance as long as trust seems justified. 
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Table 1 Continued.

Framework Statements to Discuss in the Game No. of 

Statement(s) 

Chosen in 

Game

How: Main approach of the accreditation authority

High trust A high trust attitude is based on trust and flexibility, leading 

to intrinsically motivated medical professionals.

2

Justified 

measures

To prevent incidents, it is essential to monitor the 

programs with rigor, and take measures when they show 

noncompliance to standards.

Innovation One of the most important tasks as accreditor is to monitor 

changes and innovations in medical education and health 

care. These should be implemented with the help of 

standards in order to initiate and stimulate innovations 

effectively.

Collegial advice Sharing ideas as colleagues and peers for the governance 

and process of training is the main approach during the 

accreditation process.

What: Postgraduate medical education quality domains

Quality of 

education

The focus of standards is the curriculum, structure and 

content of training.

2

Residency 

performance

The focus is on intermediate outcomes during training. (eg, 

assessing the progress of the residents).

Graduates’ 

performance

The focus is on graduate outcomes.

Workforce 

planning

The right mix of medical specialists with the right skills 

for the community’s future needs should be trained. 

The content and structure of medical specialty training 

programs must mainly consider health workforce 

requirements.
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Table 1 Continued.

Framework Statements to Discuss in the Game No. of 

Statement(s) 

Chosen in 

Game

Who: Role of key stakeholders

Residents Residents are responsible for their quality of training. Residents 

must engage in the governance and review of the program. 

Residents must make use of the opportunities given.

3

Program 

directors 

and clinical 

educators

Program directors are leaders and change agents. All 

supervisors are subject to faculty development. Teaching 

skills are essential for training. 

Interprofessional 

education team

Health care is a team effort. Training of health care 

professionals is also a team effort and accreditation has to 

be interprofessional as well. Accreditation of the medical 

specialist silo alone is an outdated approach. 

Accredited 

training 

program

Depending on the context this could be a training program 

accredited on national, regional or local level (eg, specialty 

college, university or training site). Their role is to organize 

and facilitate good quality training.

Community /

public input

The public as our client should be engaged in the 

governance and review of training programs. The needs and 

demands of the society are continually changing. Training 

programs should adapt to changing societal needs.

Government / 

ministry

The government or ministry has oversight in health care and 

education and must be involved in the workforce planning, 

structure and evaluation of the programs. 

When

Episodic 

evaluation

The accreditation process takes place in a regular, repetitive 

cycle (eg, 5 to 10 years) with an emphasis on the point-in-

time evaluation. 

1

Continuous 

evaluation

The monitoring of programs by the accreditation authority is 

a continuous and rigorous process. 

Risk-based 

evaluation

Resources needed for the expensive accreditation process 

are compelling. Only programs at risk based on screening 

data should be prioritized for the rigorous evaluation.



109

Using gamification to understand accreditation

C
h

a
p

te
r 6

Intervention

Participants are assigned to small groups and are tasked with constructing their ideal 

accreditation system by discussing the options presented as playing cards for each 

of the why, what, how, and who elements of the framework, and reaching consensus 

about the most appropriate option(s), while taking into account their local context and 

stakeholders’ perspectives. Variations of the game include playing from the perspective 

of different stakeholder groups (eg, administrators, clinical teachers, patients, and 

others) and contrasting the outcomes.

The accreditation game and the instructions to play are available as online supplemental 

material. 
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Outcomes to date

Our aim was to use gamification to enhance insight into relevant concepts of PGME 

accreditation and in turn enhance the applicability and adaptability of accreditation 

concepts to different international contexts and stakeholder perspectives. Comparisons 

of the strategies that come from these different contexts and perspectives could 

result in new knowledge about enduring concepts across different national contexts 

and relevant attributes for a given situation. For example, participants from recently 

developed PGME education systems were most interested in quality assurance 

philosophies, while stakeholders from more mature systems desired continuous quality 

improvement, customization, and variation for the sake of excellence.

The game was specifically designed to ensure participants make difficult choices in 

selecting the best or most optimal statements based on their ideal accreditation system 

(ie, there were fewer card places in the game than statement choices available). In 

multiple evaluations after tryouts of the game in several countries, we saw that this 

approach was well-liked and useful. We believe that this game increases insight that 

accreditation systems are based on choices among a range of strategic options, and 

sparks reflection on how these concepts would apply to local systems.

The application of this accreditation game is not limited to PGME; with a few alterations 

it could also be useful for accreditation of medical schools or other health professionals’ 

education. In addition, educational games could be helpful in promoting accreditation.

In many cases educational games involve a competitive activity,6  whereas in our 

accreditation game we encourage participants to build their ideal system and compare 

its qualities with the existing system in a collaborative manner. Future research needs 

to be conducted regarding the effectiveness of the game in learning retention and this 

approach for understanding other complex constructs in PGME.
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Summary of our findings in the light of normative legal 
theory

In the introduction of this thesis accreditation was defined and the following major 

concepts used in this thesis were conceptually framed: the deontological, utilitarian, and 

virtue ethics perspectives in normative legal theory and quality management concepts. 

Figure 1 depicts the conceptual framework. With this framework as the perspective 

on accreditation in the medical specialist training, we have shed light on important 

questions about the underlying mechanisms and perspectives of accreditation systems, 

international accreditation system design, and ways of knowledge sharing. The dot in 

the triangle of figure 1 may be positioned in or between the utilitarian, deontological or 

virtue ethic perspective based on the aims of the accreditation, culture and contextual 

factors. 

Although the deontological and utilitarian perspective are both used in accreditation, 

virtue ethics as a perspective for accreditation is rare, yet desirable in some contexts 

as we investigated in our research. This will be discussed throughout the following 

sections. 

Standardization of outcomes 
Quality is defined by outcomes

Standards are context-dependent
Outcome-based
Quality control

Participatory governance approach

Standardization of processes
Quality is defined by standards

Standards are fixed
Compliance-based
Quality assurance

Central governance

Professional values are the standard
Quality is defined by the clinical workplace

Standards are rather guidelines
Trust-based

Continuous quality improvement
Decentral governance

VIRTUE ETHICS

DEONTOLOGY

UT
ILI

TA
RI

AN
ISM

Figure 1 Accreditation from a normative-legal perspective

The black dot may be positioned based on aims and context.
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In this discussion we will review how the results of the separate studies are interrelated 

in order to provide general conclusions on accreditation of medical specialist training 

and to provide recommendations for future research. First, we will discuss the separate 

studies in three parts: part I classification of accreditation systems; part II a closer look 

at accreditation practice; and part III valorization using gamification. Afterwards we will 

discuss how these findings relate to the literature and the additional value of our work. 

We will then examine the strengths and limitations of the methodologies used. After this 

we will suggest recommendations for future research. Finally, we will end this chapter 

with our conclusions.  
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Part I: Classification of accreditation systems

In the first part, chapters 2 and 3, of this thesis we explored perspectives or structured 

ways to study and possibly classify accreditation systems. In chapter 2 we found that 

defining accreditation at a more detailed level was impossible. Instead, by asking 

Sinek’s golden circle questions regarding the design of an accreditation system for 

specialist training, we were able to provide various options that we detected both 

in the literature and in our empirical work (including chapter 6 of this thesis). This 

resulted in a framework for accreditation design to build numerous accreditation 

systems, which was adapted and described in its final version in chapter 6. The 

questions and options are summarized in table 1 and together may be the ‘bigger 

picture’ bricks for the construction of an accreditation system for (specialist) medical 

education.

It became evident that accreditation is a social construct.1 Different groups of users 

and people within different contexts would end up constructing different views of 

their accreditation systems when using our accreditation framework of questions and 

options. Therefore, our current perspective on accreditation systems is that there is 

not one best system, not one truth, but there are many systems that may suit different 

groups and people in different contexts. 

When aiming for taxonomy in accreditation, choosing a position within the three 

perspectives (figure 1) and a connected view on regulation may be the first strategic 

step in the construction of an accreditation system for (specialist) medical education, 

while following the questions in the toolbox may be the second well-considered step 

of accreditation design. 

The use of all three perspectives may prove valuable within certain groups of people 

in various contexts. An example was given by an accreditor from Ethiopia during 

the international summit on the 2nd Accreditation in Health Professions Summit 

2018.2 He explained that several new medical schools were set up in his country and 

specialist training sites expanded. In this phase he was focused on standardization and 

compliance of the new educational centers to regulation from central government. His 

context needed quality assurance; this fits within a deontological perspective. In our 

Dutch study (chapter 2), we were dealing with decisions in a relatively well-established 

‘mature’ system. We recognized a movement towards a more utilitarian perspective 

and a greater emphasis on training outcomes. A recent call for more trust in the medical 

profession and for withdrawal of the centralized and standardized accreditation 

design can be translated in a revival of virtue ethics. Our expectation is that the Dutch 
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accreditation system design shall probably end up half-way between the utilitarian 

and the virtue ethics perspective, even though there may be a deontological core in 

the Dutch system with a basic set of standards. By exploring the history of the Dutch 

system, we have seen that discourses in healthcare and in education and the needs 

of society at that time play a crucial role in the development of the accreditation 

system design. Changing discourses and demands lead to different constructions of 

accreditation. 

Table 1 Framework for accreditation design

Why: Mission Quality of training

Quality of health care

Accountability

How: Vision Quality assurance

Quality improvement

Quality control

How: Strategy Standardization

Self-regulation

How: Main approach of the accreditation authority High trust

Justified measures

Innovation

Collegial advice

What: Quality domains Quality of education

Residency performance

Graduates’ performance

Workforce planning

Who: Role of the key stakeholders Residents

Program directors and clinical educators

Interprofessional education team

Accredited training program

Community/public input

Government/ministry

When Episodic evaluation

Continuous evaluation

Risk-based evaluation
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In chapter 3 we evaluated the idea of continuous quality improvement (CQI). Continuous 

quality improvement moves away from the deontological perspective towards 

utilitarianism and fits especially well within the virtue ethics perspective. Local CQI 

should ideally be an appeal to the responsibility of the accredited organization. 

To evaluate the pros and cons of CQI we used a theoretical background from Dutch 

government oversight. The Netherlands Scientific Council for Government Policy (in 

Dutch: Wetenschappelijk Raad voor het Regeringsbeleid, WRR) recommended seven 

criteria and associated tasks to guide governmental regulatory authorities.3 These 

criteria and tasks provided insight in the value of CQI throughout the medical education 

continuum. CQI could be seen as a movement towards a utilitarian perspective and 

virtue ethics perspective. The advantage of the virtue ethics perspective is that virtuous 

professionals serve public interests, perform their own quality assessments and detect 

issues fast. They reflect frequently on their observations in order to plan and execute 

improvements and more or less make the work of accreditation authorities superfluous. 

This virtuous accountability has been described before by Bovens.4 The disadvantages 

are however that these virtuous professionals will suffer from additional bureaucracy and 

often overlapping quality systems. Self-inflicted bureaucracy is known to be a potential 

burden.5 Especially when detected flaws in their training system are hard to remediate 

CQI may be frustrating. Continuous quality systems need an open culture in which 

speaking up about problems or ways to improve performance is accepted and normal. 

Toxic cultures do not fit within CQI. Finally, the virtuous professional does not bother 

too much about transparency or measures to ensure impartiality and independence 

in self-assessments. The virtuous professional expects trust from society, but society 

shows a decreasing trust in professional institutions.6 

Choosing whether to use CQI or to rely more on external accreditation authorities for the 

monitoring of training programs depends on factors like the culture and the maturity 

of the system. We expect that culture often may be a hurdle to achieve effective CQI.
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Part II: A closer look at accreditation practice 

The second part of the thesis focusses on accreditation practice from our accreditation 

design perspective developed in part I. In chapter 4 we studied the Australian 

accreditation system for specialist training using the framework developed in chapter 

2 based on the history of Dutch accreditation design. In addition, we used knowledge 

from the international English literature to provide recommendations. The framework 

proved valid for evaluation of the Australian system. 

Following the framework, it appeared that the primary objectives were similar to Dutch 

and other international jurisdictions and involved both quality of training and the quality 

of the health system. In the secondary objectives, a compliance orientation and focus 

on societal accountability showed a preference for a deontological perspective. The 

involvement of the community in lay committees in the Australian accreditation system 

was an example for the world. The quality domains showed a more utilitarian perspective 

in the Australian accreditation system. Ten comprehensive standards focus mainly on 

outcome parameters. Quality improvement was especially reflected in the non-binding 

recommendations formulated in accreditation reports for the accredited medical 

specialty. Quality management was overall compliance-oriented; a perspective more on 

the side of deontological perspective than on a utilitarian perspective. Clinicians, trainees 

and the community are important players in the process. The accreditation authority 

centrally accredits the specialist colleges as they are mandated to supervise the training 

programs. Although the specialist colleges are entrusted with this supervision task, the 

accreditor does not accredit based on trust, but based on assurance, a deontological 

perspective. In our reflection a movement to a more utilitarian perspective and even 

to a virtue ethics perspective was discussed. However, culture and context may not fit 

with this idea.

In chapter 5 we investigated whether accreditation standards in Australia and the 

Netherlands match with the needs of training sites. Research in primary care suggests 

that vision from the accreditation authority aligned with professional values may improve 

participation.7 Clinicians, which were clinical supervisors and trainees, agreed on the 

necessity of accreditation. Trainees were believed to be the most valuable informants 

for accreditors. There was a quite good match between the quality indicators that the 

clinicians found important and the standards used. Only the issues of balance between 

service provision and training and trainee empowerment were not evident in the 

standards yet desired by trainees. Besides the perceived usefulness of accreditation 

and the relatively good match of the quality indicators, the inflexibility of accreditation 

system design was discussed. Clinical supervisors considered standards were not used 
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dynamically. They longed for a more flexible (utilitarian) approach of the standards. 

In their perception discussing non-compliance due to contextual factors would make 

accreditation more valuable. Moreover, they believed that striving for excellence would 

better be based on intrinsic motivation than on external motivation enforced by the 

accreditation authority, which is again a move towards virtue ethics. In conclusion, 

the clinicians in the workplace supported an accreditation system with a utilitarian 

perspective and moving towards a virtue ethics perspective. 

While studying the accreditation systems of Australia and the Netherlands we perceived 

the validity of our framework on accreditation design resulting from chapter 2. Despite 

the usefulness of the framework, we observed that readers could not easily translate the 

framework into their (own) accreditation reality. Moreover, the Dutch orientation of the 

framework which worked well in Australia might still not be suitable for other countries. 

To valorize the framework, we conducted a next step.
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Part III: Valorization using gamification

The third part of this thesis is the valorization. In chapter 6 a gamification of a modified 

version of the framework was described. A team consisting of accreditors from Australia, 

the USA, Canada and the Netherlands slightly adapted the framework until consensus 

was reached on its applicability all over the western world, which resulted in table 1. 

In the gamification step, groups of four to six people were asked to choose between 

the options provided with each question. This created discussion and insight in the 

often different views of participants. We have concluded that the questions and options 

promoted critical thinking and reflection on accreditation in a playful way. The game 

can be used by accreditors to reflect on existing systems by comparing them with more 

ideal systems they would construct themselves by playing the game. The game could 

give subjects of accreditation more insight in how their own existing system worked. 

Today this game is used in various countries. It has been designed for specialist training, 

but it may, whether or not adapted, also prove useful for reflection on accreditation for 

e.g. medical schools.
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How our findings relate to the literature

Two main themes appear in the world literature on accreditation: literature about 

accreditation from a deontological perspective and literature advocating a more utilitarian 

perspective. Traditionally accreditation is mainly about compliance with standards, 

and thus uses a deontological perspective. Therefore, most accreditation authorities 

worldwide will take a deontological perspective in their missions. For example, The focus 

on assurance by the International Association of Medical Regulatory Authorities (IAMRA) 

reveals a deontological perspective in their definition of accreditation: “Accreditation is 

the process by which a credible, independent body assesses the quality of a medical 

education program to provide assurance that it produces graduates that are competent 

to practice safely and effectively under supervision as interns (or equivalent), and have 

been provided with an appropriate foundation for lifelong learning and further training 

in any branch of medicine.”8 A movement towards a utilitarian perspective is for example 

also recognized by Levenson in the accreditation of the American clinical psychology 

training.9 He advocates for a focus on outcome and the use of accreditation to stimulate 

change in relevant topics to increase value for society. 

As already discussed in the introduction of this thesis, accreditation in itself can have 

different functions. In this thesis we acknowledge that accreditation systems’ function 

is two-fold: it functions as a regulatory mechanism, and as a quality management 

system. Both regulation and quality management can be seen as important aspects 

within governance of accreditation. Broadly defined, governance means the “regimes, 

laws, rules, judicial decisions, and administrative practices that constrain, prescribe, and 

enable the provision of publicly supported goals and services”.10 Combining regulation 

and quality management in the light of our results with theory of other important aspects 

of governance, such as accountability and change management, might lead to insights 

into optimal accreditation system design. In the following sections we will discuss 

accreditation as part of these different governance aspects. 

Accreditation as a regulatory mechanism

Regulation is about authoritative rules issued and monitored by the state (figure 2). The 

way accreditation is designed is dependent on the chosen regulatory mechanism. Three 

relevant approaches within regulation are rule-based regulation, responsive regulation 

and principle-based regulation. 
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Rule-based regulation is focused on compliance and punishment, which is clearly 

a form of regulation from a deontological perspective.11 Rule-based accreditation is 

described as summative, rigid and focused on extrinsic drivers of the accredited party.12 

This traditional form of regulation is not always suitable for each sector as there is little 

room for context. 

Whereas rule-based regulation exactly prescribes how to behave, responsive regulation 

theory is developed as an alternative for governments seeking flexible, participatory 

and devolved forms of regulation. So instead of a deontological perspective, responsive 

regulation is related to a utilitarian perspective. Braithwaite and colleagues broadened 

the traditional view with this theory and defined it as ‘governance in the broad sense of 

steering the flow of events, rather than the narrow sense of enforced compliance with 

rules’.13 In responsive regulation regulators should try to understand the context and 

motivations of those whose conduct they were regulating and act upon that specific 

contextual understanding. Braithwaite argues that quality and safety of patient care can 

be improved if regulators use mechanisms that are responsive to the context, conduct 

and culture of those being regulated.13 Although responsive regulation is a perspective 

that values trust, transparency and professionalism, punishment remains an option. 

In comparison to rule-based and responsive regulation, principle-based regulation 

gives the accredited party room for implementation of the norm, since they are 

formulated as guidelines.11 Principle-based regulation, therefore, may be a move 

towards a virtue-ethics perspective.12 Principle-based accreditation is described as 

formative, trust-based, flexible and appealing intrinsic drivers of the accredited party 

with a focus on continuous improvement and change management.12 

Quality management 

The three major quality management approaches, quality assurance, quality 

improvement, and quality control, are already discussed in the introduction.14 Our 

research showed that the chosen quality management vision is important for the 

design of the accreditation system. Quality management, either assurance, control or 

(continuous) improvement, is dependent on the chosen regulatory mechanism. Together 

with the chosen strategy and main approach, the vision is part of the ‘how’ question in 

table 1, however is also related to the ‘who’ and ‘when’ questions. Eventually the chosen 

vision could be traced back to deontology, utility and virtue ethics. As mentioned in the 

introduction of this thesis these perspectives are helpful in how to determine right from 

wrong; quality management in this context is about how to determine what is quality 

and what not.
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An important finding concerning quality management in chapter 2 of this thesis was 

that the number of standards increased substantially over the years in the search for 

best quality. Michael Power describes this phenomenon seen as ‘audit society’. One of 

the possible causes is rooted in the search for certainty and the discourse in which less 

risks are accepted by society.6 Introduction of quality management models contributed 

to this audit explosion as well.6 Although quality management models are valuable, 

attention should be given to the proper use of these models in the design. Braithwaite 

describes that when standards are developed, they are often broadly defined and 

not always specific and consistent enough for accredited parties.15 In response to 

this, accreditation authorities increase the number of standards with the aim to add 

more detail to it; this increase can either be initiated by the accreditor or desired by the 

accredited parties. Braithwaite argues that a small number of broad standards should 

be set in order to determine the quality. Reviewers can only assess a limited number 

of standards during visits; having too many standards can lead to subjective focus on 

a subset of standards by the reviewers, which does not necessarily result in a realistic 

view on quality.15 Moreover, this also leads to more inter-variability between reviewers 

and consequently leads to more inconsistency in visits.16 

Accountability

Accreditation reports may lead to public accountability. There is no consensus on the 

definition of accountability and a consistent conceptual framework is missing.17 The 

meaning changes depending on the context.4, 18 Accountability defined in a narrow and 

sociological sense is a ‘relationship between an actor and a forum, in which the actor has 

an obligation to explain and to justify his or her conduct, the forum can pose questions 

and pass judgment, and the actor may face consequences’.4, 18 In our framework, 

we address the importance of accountability as a choice: in case of a deontological 

perspective, transparency in compliance suffices; in case of a utilitarian perspective, 

transparency in outcomes will meet the requirements; in case of a virtue ethics 

perspective, accountability reports may be almost non-existing as is the case in the 

Finnish school system.19 In this latter case, trust in the professional makes accountability 

in the form of reports unnecessary. 

Accreditation design improved by use of change management theory

Regulation, whether compliance-based, outcome-based or trust-based, is intended 

to influence the behavior of professionals so they act right.15 This intention could also 

apply for accreditation. Research suggests that health professionals’ intrinsic motivation 

for participation and compliance with standards is influenced by how they perceive the 

accreditation authority standards and actions.7, 12, 20 Therefore, stimulating the intrinsic 

motivation of professionals at the workplace is crucial.7, 12, 20, 21 Other factors influencing 
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participation are a desire to improve education or care; professional autonomy in 

reaching targets; professional pride maintenance; peer pressure and financial incentives; 
7. Research in primary care shows that teamwork is an essential prerequisite and 

successful participation may even lead to improved teamwork.7 External evaluation by 

an accreditation authority does not necessarily replace intrinsic motivation, as long as 

the evaluation is not perceived as based on lack of trust.12 One study amongst Danish 

general practitioners (GPs) has shown that accreditation may even foster intrinsic 

motivation as long as GPs perceive accreditation as a quality improvement instrument.12 

UTILITARIANISMDEONTOLOGY VIRTUE ETHICS

Continuous quality
improvement

Principle-based
regulation

Responsive
regulation

Quality
improvementQuality control

Rule-based
regulation

Quality assurance

Normative-legal
perspectives

Regulatory
mechanisms

Quality
management

Figure 2 Relationship between normative-legal perspectives, regulatory mechanisms and 

quality management

Incorporating change management theory on forehand in the accreditation design might 

result in intrinsic motivation and the desired right behavior of healthcare professionals. 

Change management is not only about motivation, but also about subjects like sense 

of urgency, capabilities and resources.22 When change management theory is not 

incorporated and the perspectives of the education provider do not correspond to the 

perspectives of the accreditation authority, this may lead to passive obstruction and 

‘gaming’ of e.g. accreditation systems, a phenomenon called decoupling.23 Effective 

accreditation design therefore requires focusing on harmonizing both perspectives. 



127

General discussion

C
h

a
p

te
r 7

Added value of our work

In this section we will discuss the added value of our work for the accreditation literature. 

First of all, we identified three steps for accreditation strategy (figure 3), in which our 

framework for accreditation design is incorporated. Designers of accreditation systems 

can choose to design a system somewhere on the continuum between the extremes 

according to aims and context. Our framework allows accreditors to reflect on their 

accreditation system in a structured way. In addition, our framework also provides a 

systematic tool for accreditors to discuss accreditation systems internationally. Another 

value may show when the focus increasingly moves towards local CQI; local teaching 

units or teaching hospitals need strategies for CQI. Playing our game with appropriate 

stakeholders will result in a deliberate strategy for CQI based on local aims and context. 

To our knowledge, similar perspectives on accreditation were not found in the literature. 

1

Determine normative-legal, regulatory and quality management 
perspectives (figure 1 and 2)

2

Design your accreditation system using our framework (table 1)

3

Adjust strategy based on change management theory

Figure 3 Steps for accreditation strategy
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Reflecting on strengths and limitations 
of the used methodologies

To study the choices made for the Dutch accreditation system for specialist training 

we conducted a document analysis of accreditation documents spanning the past 50 

years and a vision document outlining the future system. This method worked well for 

the purpose, but the question remains whether documents adequately reflect what 

really happened. Later on, both in the studies of the Australian system (document 

analysis and discussion with accreditors) and in the gamification phase of our work, the 

detected framework appeared valid for the study of other accreditation systems. The 

framework was further developed with the help of Australian, American and Canadian 

representatives of specialist training accreditation to fit for use in western countries. 

Showing its usefulness for these countries as a game to reflect on accreditation practice 

is a content validation step. 

The evaluation of CQI was through discussions with representatives of three countries, 

reflecting on three cases in different phases of the medical education continuum. 

Probably we described some important pros and cons of CQI, but the low number of 

discussants and the low number of cases almost guarantee that this description is not 

complete. Nevertheless, it provided a picture of the complexity of CQI and that CQI is 

not suitable for all contexts. 

For the study in chapter 5 in which we addressed the potential mismatch between 

accreditation standards and policy, we used mixed methods: both document analysis 

and interviews. The use of qualitative methods for this study was suitable to provide 

more insight into the effects of accreditation and the match with medical education 

and training. 

All together the use of qualitative methods for this thesis enriched the conceptual 

picture of accreditation for medical specialist training and accreditation more broadly 

in the international literature. Now that we better understand which designs suit certain 

perspectives in normative legal theory, we might formulate hypotheses to test with both 

qualitative and quantitative techniques.
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Recommendations for future research

Choices in future research may be informed by literature from healthcare quality 

management, public governance and change management. When performing 

accreditation research, a feasible approach might be a realist method. The realist method 

could be helpful to answer the question in which context a certain mechanism based on 

accreditation strategy will lead to beneficial outcome. Comparing outcomes of a defined 

accreditation program (planned mechanism) in extremely different cultures (contexts) 

could reveal both different outcomes and unplanned mechanisms in practice. Now that 

we have achieved a deeper insight into the design of accreditation systems, further 

research may aim for value-based accreditation programs. That means how to get the 

best result for a reasonable amount of time and resources spent on accreditation. A 

comparison of training outcome measures from groups of homogenous clinical training 

units in a defined culture24 and under supervision of two or three different accreditation 

systems based on deontological, utilitarian or virtue ethics perspectives would provide 

more insight. At this phase of starting up accreditation research, trying to understand 

why in different countries different accreditation systems were developed is already 

challenging.
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Concluding remarks

In this thesis we have achieved a deeper understanding of accreditation design. We 

introduced a game for valorization of our findings. Accreditation has proven to be a 

highly complex concept related to regulation and governance. Study of the design of 

accreditation systems revealed it is a social construct. Different aims and contexts will 

probably benefit from different accreditation systems. 

In the context of medical culture, quantitative evidence is highly valued. For further 

research effect measurement seems interesting. Effect measurement should be able 

to directly attribute the cause of change to accreditation and take context into account, 

so the data is generalizable. The challenge however is to make this data meaningful 

for it to contribute to the understanding and improvement of accreditation, quality of 

training and quality of healthcare. 
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Summary

Accreditation of medical specialist training is common practice worldwide with significant 

impacts on accredited training providers. While it is a generally accepted practice by 

numerous stakeholders, empirical evidence in the literature for its design and effectiveness 

is limited. This thesis explores the underlying mechanisms and perspectives of accreditation 

with an aim to better understand the design principles and how they are applied in different 

contexts. It develops an internationally applicable framework for discussion and review 

of accreditation models. This thesis reports on research projects conducted between 2014 

and 2017.

Chapter 1 provides background information about accreditation of medical specialist 

training and the conceptual framework used in this thesis. The conceptual framework 

used is based on approaches used in normative legal theory and quality management 

principles. Normative legal theory is concerned with determining what is right and 

wrong. Three major approaches explored are:

1. Deontology: Distinguishes right from wrong by rules. Following the rules is the 

right action.

2. Utilitarianism: The consequences or outcomes of the action determine if the action 

is right regardless of the rules.

3. Virtue ethics: In the utilitarian perspective the consequences or outcomes of the 

action determine if the action is right regardless of the rules. In virtue ethics the 

principle of the virtuous moral character is centralized, which means that a virtuous 

human being will act in the right way, because it is the right thing to do regardless 

of the rules or outcomes. 

Parallels can be drawn between normative legal theory and quality management 

principles: quality assurance, quality control and quality improvement:

1. Quality assurance: Is compliance-based and resembles deontology, in that 

following the standards is sufficient to assure quality. 

2. Quality control: is outcome-focused and moving more towards a utilitarian 

approach. 

3. Quality improvement: Reflects virtue ethics, since it is striving for improvement 

and excellence in which the cooperation of the profession is crucial. The ultimate 

version of quality management according to virtue ethics places the responsibility 

for maintaining quality with the profession, because they are motivated to do the 

right thing, reducing the responsibility of the accrediting authority.
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The accreditation literature includes some descriptive comparisons of international 

models. However, there are limited studies that consider the effects of accreditation 

model design. Furthermore, evidence demonstrating improvements in educational 

quality attributed to accreditation is not well established. There is an imperative to gain 

a better understanding of accreditation design and its impacts. The aim of this thesis is 

to provide a better understanding of accreditation of medical specialist training and its 

underlying perspectives and mechanisms.

Chapter 2 outlines a framework for considering accreditation design developed 

through an analysis of the Dutch accreditation system over time. In this study we 

searched for the changing views on educational quality and quality management in 

the Dutch accreditation system for medical specialist training. A document analysis 

was conducted over the past 50 years and included a vision document for the future 

accreditation system using a template analysis technique. The template helped to 

develop a framework for describing accreditation design. 

Four major themes were identified: (1) objectives of accreditation, (2) postgraduate 

medical education (PGME) quality domains, (3) quality management approaches and 

(4) actors’ responsibilities. In the past 50 years there has been a rise in decentralization 

of accreditation and a strong movement towards quality improvement and a focus on 

outcomes. There was also a notable increase in the number of standards and formal 

documents, which has led to more bureaucracy. In all these shifting perspectives on 

education quality and quality management the challenge for accreditors remain the 

same: finding the right balance between trusting and controlling the medical profession. 

The choices made about the level of trust will be reflected in the accreditation design. 

The four themes described in the framework could encourage well-considered choices 

in the design of accreditation systems.

Chapter 3 describes the increase internationally in continuous quality improvement (CQI) 

in accreditation systems. This chapter aims to evaluate the pros and cons of continuous 

quality improvement in accreditation across the medical education continuum. Three 

systems were explored that have traditionally been accredited based on episodic 

evaluation by external reviewers. For this study a naturalistic utility focused evaluation 

was performed using seven criteria relevant to government oversight compiled by the 

Netherlands Scientific Council for Government Policy (in Dutch: Wetenschappelijk Raad 

voor het Regeringsbeleid, WRR). The seven criteria for oversight are: (1) serve the public 

interest; (2) evaluate the benefits; (3) examine the governance structure; (4) enhance 

reflection; (5) maintain impartiality and independence; (6) be publicly accountable; and 

(7) balance expectations with capacity. 
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The three cases were the accreditation system for medical schools in North America, 

the Dutch accreditation system for medical specialist training and accreditation of 

continuous professional development (CPD) of medical specialists in Canada. The 

evaluation of pros and cons of institutional CQI in these three systems highlights the 

strengths and weaknesses of CQI. CQI has a potential role in serving public interests 

depending on the aspects reviewed, such as patient safety and quality of training and 

healthcare. In the three cases there was no formal cost-benefit analysis. Institutional 

CQI may be an advantage for the central governance structure of accreditation and 

also enhance reflective function by responding quickly to local events. For external 

reviewers it could be more challenging to respond quickly to local events or societal 

developments. Review processes within CQI are mostly conducted with colleagues, 

which may cause difficulties for impartiality and independence. Public accountability 

is usually not an aim within CQI and is not fulfilled in the three cases with institutional 

CQI. If CQI is carried out with integrity the central accreditation system may need 

less capacity and this way CQI could have a potential role in balancing expectations 

with capacity. 

Understanding the strengths and weaknesses of CQI would help to reduce the 

complexity in decision making about whether to introduce CQI in a certain context. 

The results of this evaluation may contribute to finding a balance between the positive 

effects and potential impediments of CQI. This balance is context dependent.  

Chapter 4 assesses the utility of the framework developed for accreditation design in 

chapter 2 by applying it to the Australian accreditation system for medical specialist 

training. For each theme in the framework, opportunities for improvement from an 

international perspective were drawn from the literature and practice. Based on our 

appraisal the most important opportunity for the Australian accreditation system would 

be to stimulate a more systematic continuous quality improvement cycle. This study 

showed us that systematic appraisal of accreditation, using a framework like the one 

developed in this thesis, as well as international exchange of best practices, may lead to 

globally accepted theories about accreditation. This may also contribute to the increase 

of empirical studies in the accreditation field.

Chapter 5 explores the alignment between clinician perspectives and the perspectives 

of accreditation authorities (as described in accreditation standards) on what constitutes 

quality of training. This is intended to help identify areas that might require further 

consideration in current accreditation designs. 
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Accreditation standards change in a less dynamic fashion than the context and 

perspectives of clinicians. While clinicians acknowledge the importance of accreditation 

standards, the information collected by accreditation authorities may not always 

reflect their view on what constitutes quality of training. Also, their influence on the 

development of standards is limited. This qualitative study was based on a case study 

research approach in which accreditation documents of Australia and the Netherlands 

were included. In addition, 29 interviews were conducted with accreditors, clinical 

supervisors and trainees across Australia and the Netherlands about the quality and 

accreditation of specialist medical training programs. A thematic analysis was conducted 

on the accreditation standards and interview transcripts to identify alignment or non-

alignment between perspectives on what constitutes quality of training. 

Most accreditation standards were aligned with professional values. Important areas 

of alignment were that clinicians did not dispute the utility of accreditation and that 

trainees were considered the best quality measure to evaluate training. The balance 

between training and service provision and trainee empowerment were two aspects 

which were not captured by accreditation standards. Clinicians perceived a lack of 

flexibility in application of the accreditation standards with insufficient understanding 

of the differences between training providers. Regarding the scope of accreditation, 

there was no clear agreement as to whether accreditation should be used as a driver 

of quality improvement or merely set requirements for a minimum quality. Clinicians 

believed intrinsic motivation is necessary for continuous quality improvement and 

quality improvement could not solely reached by reviews of an accreditation authority. 

The results of this analysis, in particular the areas that are out of alignment, should 

help to question the nature and extent of the current accreditation design. Flexibility in 

accreditation standards and processes is needed to keep pace with the developments 

in and beyond the workplace. Empowering trainees as partners in learning and decision 

making about training needs to be addressed by accreditation systems. Accreditation 

systems could also benefit from taking account the intrinsic motivation of clinicians.

Chapter 6 describes how the framework (described in chapter 2) has been utilized to 

facilitate understanding and evaluation of accreditation and its design. Amendments 

were made to the framework to ensure its international applicability. A team consisting 

of accreditors from Australia, the USA, Canada and the Netherlands slightly adapted 

the framework to reach consensus on its applicability all over the western world, 

which resulted in the new framework. This framework is used to make the concept 

of accreditation, which is a quite complex phenomenon, accessible for relatively 

unexperienced users through gamification. Our aim was to use gamification to enhance 
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insights into relevant concepts of accreditation. In turn this may enhance the applicability 

and adaptability of these accreditation concepts to different international contexts 

and stakeholder perspectives. Gamification may help clarify concepts and enhance 

comprehension. It is often more effective than other approaches. In the game, participants 

are assigned to small groups to discuss the questions and options for accreditation 

design presented in the framework. The group of participants constructs their ideal 

accreditation system. The game was trailed in several countries and conferences, with 

feedback indicating the approach was well-liked and useful. This game may promote 

critical thinking and reflection on the complex social construct of accreditation in a 

new and playful way, which in turn may increase retention. Today this game is used 

in various countries. The accreditation game and instructions can be found on the 

following website: https://medischevervolgopleidingen.nl/ondersteuningsmateriaal/

toezicht-spel-accreditation-game.

Chapter 7 reflects on the main findings of this thesis with the conceptual framework 

from chapter 1 and using governance literature. Our findings and the framework for 

accreditation design (chapter 2 and 6) enabled us to structure and classify accreditation 

and its design. The options in the framework and the use of the accreditation game made 

it evident that accreditation is a social construct. Our current perspective is that there is 

not one truth or one best system; there are many different systems which could be the 

best system for different groups and contexts. Discourses in healthcare and education 

and the needs of society at that time may play a crucial role in the development of 

the accreditation system design. Changing discourses and demands lead to different 

constructions of accreditation. Continuous quality improvement (CQI) is an example of 

introduction of change in systems historically based on episodic evaluation. This could 

be seen as a movement towards a utilitarian perspective and virtue ethics perspective. 

While the current accreditation standards in Australia and the Netherlands were fairly 

aligned with professional values, clinicians believed intrinsic motivation is necessary 

for continuous quality improvement, which is a desired move towards virtue ethics 

perspective. However, it remains challenging to move away from the deontological 

perspective even if the intention or desire exists and ideas to move towards a more 

utilitarian and virtue ethics perspective are discussed.

This thesis acknowledges that accreditation functions as both a regulatory mechanism 

and a quality management system. These can be seen as important aspects within 

governance of accreditation. Combining regulation and quality management with theory of 

other important aspects of governance, such as accountability and change management, 

might lead to insights into optimal accreditation system design. Consequently, in this 

chapter we deliberated broader on the topic of governance of accreditation. 
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Three relevant approaches within regulation are rule-based regulation, responsive 

regulation and principle-based regulation. Rule-based regulation is focused on 

compliance (deontological perspective). In responsive regulation regulators should 

try to understand the context and motivations of the professionals and act upon that 

specific contextual understanding (utilitarian perspective). In principle-based regulation 

the norm is formulated as guideline (virtue-ethics perspective). Quality management is 

dependent on the chosen regulatory mechanism. 

Eventually the chosen quality management approach could be traced back to 

deontology, utility and virtue ethics. Whereas normative-legal perspectives are helpful 

in determining right from wrong; quality management in this context is about how to 

determine what is quality and what not. Although quality management approaches 

are valuable, attention should be given to the proper use of these approaches. A small 

number of broad standards should be set in order to determine the quality, because 

reviewers can only assess a limited number of standards during visits. In the framework 

developed, we address the importance of accountability as a choice: in case of a 

deontological perspective, transparency in compliance suffices; in case of a utilitarian 

perspective, transparency in outcomes will meet the requirements; in case of a virtue 

ethics perspective, accountability reports may be almost non-existing. 

Research suggests that health professionals’ intrinsic motivation for participation 

and compliance with standards is influenced by how they perceive the accreditation 

authority standards and actions. Other factors influencing participation are a desire to 

improve education or care; professional autonomy in reaching targets; professional pride 

maintenance; peer pressure and financial incentives. Incorporating change management 

theory on forehand in the accreditation design might result in the desired right behavior 

of healthcare professionals. 

All together the use of qualitative methods for this thesis enriched the conceptual 

picture of accreditation for medical specialist training and accreditation more broadly 

in the international literature. Our framework allows accreditors to reflect on their 

accreditation system in a structured way and it provides a systematic tool for accreditors 

to discuss accreditation systems internationally. Further research may aim for value-

based accreditation systems. Accreditation has proven to be a highly complex concept 

related to regulation and governance. Study of the design of accreditation systems 

revealed it is a social construct. Different aims, contexts and cultures will probably 

benefit from different accreditation systems. 
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In the context of medical culture, quantitative evidence is highly valued. For further 

research effect measurement seems interesting. Effect measurement should be able 

to directly attribute the cause of change to accreditation and take context into account, 

so the data is generalizable. The challenge however is to make this data meaningful 

for it to contribute to the understanding and improvement of accreditation, quality of 

training and quality of healthcare. 
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Samenvatting

Accreditatie van medisch-specialistische vervolgopleidingen is een wereldwijd gebruik met 

aanzienlijke gevolgen voor aanbieders van geaccrediteerde vervolgopleidingen. Hoewel 

het een algemeen aanvaarde praktijk is voor vele belanghebbenden, is empirisch bewijs 

in de literatuur voor de opzet en de effectiviteit ervan beperkt. Dit proefschrift verkent 

de onderliggende mechanismen en perspectieven van accreditatie met als doel om 

beter inzicht te krijgen in de grondbeginselen van het accreditatiemodel en hoe deze in 

verschillende contexten worden toegepast. Het ontwikkelt een internationaal toepasbaar 

raamwerk voor discussie en herziening van accreditatiemodellen. Dit proefschrift beschrijft 

onderzoeksprojecten die tussen 2014 en 2017 zijn uitgevoerd. 

Hoofdstuk 1 bevat achtergrondinformatie over accreditatie van medisch-specialistische 

vervolgopleidingen en het conceptueel kader dat in dit proefschrift wordt gebruikt. 

Het gebruikte conceptuele kader is gebaseerd op benaderingen die worden gebruikt 

binnen de normatieve rechtstheorie en kwaliteitsmanagement principes. Normatieve 

rechtstheorie houdt zich bezig met het bepalen van wat goed en fout is. De drie 

belangrijke benaderingen die beschreven zijn betreffen:

1. Deontologie: onderscheidt goed van fout door het inzetten van regels. Het volgen 

van de regels is het goede doen. 

2. Utilitarisme: de gevolgen of resultaten van een actie bepalen of een actie goed 

is, ongeacht de regels. 

3. Deugdenethiek: in het utilitaire perspectief bepalen de gevolgen of de resultaten 

van de actie of de actie juist is, ongeacht de regels. In de deugdenethiek staat het 

deugdzame, morele karakter centraal. Dit houdt in dat een deugdzaam persoon 

op de juiste manier zal handelen omdat het goed is om dit te doen, ongeacht de 

regels of resultaten. 

Er kunnen parallellen getrokken worden tussen normatieve rechtstheorie 

en kwaliteitsmanagement principes: kwaliteitsborging, kwaliteitscontrole en 

kwaliteitsverbetering:

1. Kwaliteitsborging: is gebaseerd op het naleven van regels en toont gelijkenis met 

deontologie; het volgen van de normen is voldoende om kwaliteit te garanderen. 

2. Kwaliteitscontrole: is resultaatgericht en heeft meer weg van een utilitaire aanpak. 

3. Kwaliteitsverbetering: weerspiegelt deugdenethiek omdat het streeft naar 

verbeteren en excelleren waarin samenwerking met de professie essentieel is. 

In een ideale versie van kwaliteitsmanagement ligt volgens de deugdenethiek 
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de verantwoordelijkheid voor het borgen van de kwaliteit bij de professie. Zij 

zijn gemotiveerd om het goede te doen wat de verantwoordelijkheid van het 

accreditatieorgaan vermindert. 

De literatuur inzake accreditatie bevat enkele beschrijvende vergelijkingen van 

internationale modellen. Echter zijn er beperkte onderzoeken die rekening houden met 

de effecten van accreditatie modellen. Daarbij is er geen sterk bewijs dat aantoont dat 

accrediteren de onderwijskwaliteit verbetert. Er is behoefte aan meer inzicht in de opzet 

van accreditatie en de effecten ervan. Het doel van dit proefschrift is daarom ook om 

grip te krijgen op de onderliggende perspectieven en mechanismen van accreditatie 

van medisch-specialistische vervolgopleidingen. 

Hoofdstuk 2 beschrijft een raamwerk voor accreditatiemodellen ontwikkeld door 

middel van een analyse van het Nederlands accreditatiesysteem door de jaren heen. 

In dit onderzoek hebben we gezocht naar de veranderende perspectieven over 

onderwijskwaliteit en kwaliteitsmanagement in het Nederlandse accreditatiesysteem 

voor medisch-specialistische vervolgopleidingen. Er is een documentanalyse over 

de afgelopen 50 jaar uitgevoerd met behulp van een template analyse. Tevens is 

het visiedocument van het toekomstig accreditatiesysteem hierin opgenomen. De 

ontwikkelde template heeft bijgedragen aan de ontwikkeling van een raamwerk voor 

het beschrijven van accreditatiemodellen. 

Vier belangrijke thema’s zijn vastgelegd: (1) doelen van accreditatie, (2) kwaliteitsdomeinen 

binnen medisch-specialistische vervolgopleidingen, (3) kwaliteitsmanagement 

benaderingen en (4) verantwoordelijkheden van actoren. In de afgelopen 50 jaar is er 

een toename van de decentralisatie van accreditatie en een sterke beweging in de 

richting van kwaliteitsverbetering met een focus op resultaten. Daarnaast was er een 

opvallende toename van het aantal normen en formele documenten wat tot meer 

bureaucratie heeft geleid. In al deze veranderende perspectieven op onderwijskwaliteit 

en kwaliteitsmanagement blijft de uitdaging voor de toezichthouder hetzelfde: 

het vinden van de juiste balans tussen vertrouwen en controleren van de medisch 

beroepsgroep. De mate van vertrouwen die gegeven wordt aan professionals heeft 

zijn uitwerking op het accreditatiemodel. De vier omschreven thema’s in het raamwerk 

kunnen weloverwogen keuzes bevorderen in het model voor accreditatie.

Hoofdstuk 3 beschrijft de internationale toename van continue kwaliteitsverbetering 

(CQI: Continuous Quality Improvement) in accreditatiesystemen. Dit hoofdstuk is 

gericht op het evalueren van de voor- en nadelen van continue kwaliteitsverbetering 

in accreditatie binnen het spectrum van medisch onderwijs. Drie systemen die 
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traditiegewijs accrediteren op basis van episodische evaluaties door externe visitatoren 

werden onderzocht. Voor dit onderzoek werd aan de hand van zeven relevante criteria 

voor overheidstoezicht, opgesteld door de Nederlandse Wetenschappelijke Raad voor 

het Regeringsbeleid (WRR), een naturalistisch utiliteitsgerichte evaluatie uitgevoerd. 

De zeven criteria voor toezicht zijn: (1) het waarborgen van het publiek belang; (2) het 

evalueren van de voordelen; (3) het analyseren van de governance-structuur; (4) het 

versterken van reflectie; (5) het waarborgen van onpartijdigheid en onafhankelijkheid; (6) 

maatschappelijke verantwoording afleggen; en (7) het balanceren tussen verwachtingen 

en beschikbare capaciteit. 

De drie onderzochte accreditatiesystemen zijn: de opleidingen geneeskunde in Noord-

Amerika, de Nederlandse medisch-specialistische vervolgopleidingen en Continue 

Professionele Ontwikkeling (CPD: Continuous Professional Development) in Canada. 

De evaluatie van de voor- en nadelen van CQI in deze drie systemen onderschrijven de 

sterke en zwakke punten van CQI. Afhankelijk van de aspecten die beoordeeld worden 

zoals patiëntveiligheid en kwaliteit van opleiding en gezondheidszorg, heeft CQI een 

potentiële rol in het waarborgen van publieke belangen. In de drie bovengenoemde 

casus waren er geen formele kosten-batenanalyses beschikbaar. Institutionele CQI 

kan een voordeel zijn voor de centrale governance-structuur van accreditatie. Ook 

kan de reflectieve functie verbeterd worden, doordat CQI de mogelijkheid biedt om 

snel op lokale gebeurtenissen te reageren. Voor externe visitatoren kan het lastiger zijn 

om snel te reageren op lokale gebeurtenissen of maatschappelijke ontwikkelingen. 

Het visitatieproces binnen CQI wordt veelal uitgevoerd met collega’s en kan daardoor 

de onpartijdigheid en onafhankelijkheid in gevaar brengen. Maatschappelijke 

verantwoording is meestal niet een doel binnen CQI en komt niet aan bod bij de drie CQI 

casus. Wanneer CQI integer wordt uitgevoerd heeft het centrale accreditatiesysteem 

mogelijk minder capaciteit nodig en heeft CQI een potentiële rol in het balanceren 

tussen verwachtingen en capaciteit. 

Inzicht in de sterke en zwakke punten van CQI kan mogelijk een rol spelen in het 

reduceren van de complexiteit in de besluitvorming rondom het inzetten van CQI in 

een bepaalde context. De resultaten van deze evaluatie dragen bij aan het vinden van 

een evenwicht tussen de positieve effecten en potentiële belemmeringen van CQI. Dit 

evenwicht is afhankelijk van de context. 

Hoofdstuk 4 gaat in op de toepasbaarheid van het ontwikkelde raamwerk voor 

accreditatiemodellen uit hoofdstuk 2, door het toe te passen op het Australische 

accreditatiesysteem voor medisch-specialistische vervolgopleidingen. Voor elk 

thema uit het raamwerk zijn vanuit een internationaal perspectief mogelijkheden voor 
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verbeteringen afgeleid uit de literatuur en de praktijk. Uit onze beoordeling blijkt dat 

de meest belangrijke kans voor het Australische accreditatiesysteem het stimuleren 

van een systematische continue kwaliteitsverbetering is. Dit onderzoek toonde aan 

dat accreditatie op basis van systematische beoordeling door het gebruik van een 

raamwerk, zoals ontwikkeld in dit proefschrift, en internationale uitwisseling van best 

practices kan leiden tot mondiaal geaccepteerde theorieën over accreditatie. Tevens kan 

het bijdragen aan de toename van empirisch onderzoek op het gebied van accreditatie. 

Hoofdstuk 5 onderzoekt of de klinische perspectieven en accreditatie perspectieven 

overeenkomstig zijn op het punt van kwaliteit van opleiden. Hiermee beogen we vast te 

stellen welke gebieden binnen de huidige accreditatiemodellen eventueel aanpassing 

vereisen. 

Accreditatiestandaarden zijn minder onderhevig aan verandering in vergelijking tot de 

context en perspectieven van clinici. Hoewel clinici het belang van accreditatiestandaarden 

onderschrijven, komt de informatie die door accreditatieorganen wordt verzameld niet 

altijd overeen met hun eigen visie op kwaliteit van opleiden. Bovendien hebben clinici 

weinig inbreng in de ontwikkeling van de standaarden. Dit kwalitatieve onderzoek is 

gebaseerd op een casestudie van accreditatiedocumenten uit Australië en Nederland. 

Aanvullend hebben er 29 interviews plaatsgevonden met over de kwaliteit en accreditatie 

van curricula van medisch-specialistische vervolgopleidingen. Deze interviews zijn 

gehouden met toezichthouders, opleiders en artsen in opleiding tot specialist (aios) 

door heel Australië en Nederland. Accreditatiestandaarden en interviewtranscripten 

zijn thematisch geanalyseerd om vast te stellen in hoeverre de perspectieven op de 

betekenis van kwaliteit van opleiden overeenkomstig waren. 

De meeste accreditatiestandaarden zijn in lijn met professionele waarden. Belangrijke 

punten van overeenstemming zijn dat de clinici het gebruik van accreditatie niet in 

twijfel trekken, daarnaast zijn aios het beste meetinstrument om een opleiding te 

evalueren. De balans tussen opleiden en productie, en de empowerment van de aios 

waren twee aspecten die niet werden benoemd in de accreditatiestandaarden. Clinici 

ervoeren een gebrek aan flexibiliteit in de toepassing van accreditatiestandaarden 

waarbij weinig aandacht is voor onderlinge verschillen tussen vervolgopleidingen. Wat 

betreft de reikwijdte van accreditatie was er geen duidelijke overeenstemming. Moet 

accreditatie gebruikt worden voor het bevorderen van kwaliteitsverbetering of slechts 

de minimumeisen voor basiskwaliteit vaststellen. Clinici gaven aan dat intrinsieke 

motivatie essentieel is voor continue kwaliteitsverbetering. Ook waren ze van mening 

dat kwaliteitsverbetering niet enkel bereikt kan worden door middel van controle door 

een accreditatieorgaan. 
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De uitkomsten van deze analyse, met name op de gebieden waar geen 

overeenstemming over is, zouden kunnen helpen bij het ter discussie stellen van 

de aard en omvang van het huidige accreditatiemodel. Er is flexibiliteit nodig op het 

gebied van accreditatiestandaarden en processen om de ontwikkelingen op en buiten 

de werkvloer bij te kunnen blijven houden. Accreditatiesystemen moeten meer gericht 

zijn op empowerment van aios tot partners in leren en aios moeten meer betrokken 

worden bij de besluitvorming over de opleiding. Accreditatiesystemen zouden gebaat 

zijn bij het meenemen van de intrinsieke motivatie van clinici in het accreditatiemodel. 

Hoofdstuk 6 beschrijft hoe het raamwerk (beschreven in hoofdstuk 2) gebruikt is om 

tot een beter begrip van accreditatie en opzet daarvan te komen. Er zijn aanpassingen 

gedaan in het raamwerk om internationale toepassing te kunnen borgen. Een team 

bestaande uit toezichthouders uit Australië, de Verenigde Staten, Canada en Nederland 

hebben het raamwerk bewerkt. Dit heeft geresulteerd in een consensus over de 

toepasbaarheid voor de gehele westerse wereld met als resultaat een nieuw raamwerk. 

Dit raamwerk wordt gebruikt om het complexe concept accreditatie door middel van 

gamificatie toegankelijk te maken voor relatief onervaren gebruikers. Ons doel was 

om gamificatie te gebruiken om de inzichten in relevante concepten van accreditatie 

te verbeteren. Hiermee kan de toepasbaarheid en aanpasbaarheid van accreditatie 

concepten worden verbeterd voor diverse internationale contexten en perspectieven 

van belanghebbenden. Gamificatie kan helpen bij het verhelderen van concepten en 

het begrip ervan verbeteren. Dit is vaak effectiever dan andere benaderingen. Tijdens 

het spel worden deelnemers in kleine groepen ingedeeld om de vragen en opties 

in het accreditatiemodel zoals vastgelegd in het raamwerk te bespreken. De groep 

deelnemers construeert hun ideale accreditatiesysteem. Het spel is in verscheidene 

landen en conferenties proefgedraaid. Uit de feedback kan opgemaakt worden dat 

de benadering goed beviel en als nuttig werd ervaren. Dit spel kan het kritisch denken 

over en reflectie op het complexe sociale construct van accreditatie op een nieuwe en 

speelse wijze bevorderen. Deze speelse wijze kan er tevens voor zorgen dat participanten 

de informatie makkelijker kunnen onthouden. Inmiddels wordt het spel in verscheidene 

landen gebruikt. Het accreditatiespel inclusief de handleiding is beschikbaar via de 

volgende website: https://medischevervolgopleidingen.nl/ondersteuningsmateriaal/

toezicht-spel-accreditation-game.

Hoofdstuk 7 reflecteert op de voornaamste bevindingen uit dit proefschrift vanuit het 

conceptuele kader uit hoofdstuk 1 en door het gebruik van literatuur over governance. 

Onze bevindingen en het raamwerk voor accreditatiemodellen (hoofdstuk 2 en 6) 

stelden ons in staat om accreditatie en diens opzet te structureren en classificeren. 

De opties in het raamwerk en het gebruik van het accreditatiespel hebben helder 
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gemaakt dat accreditatie een sociaal construct is. Ons huidige perspectief is dat 

er niet één waarheid of beste systeem is, eerder meerdere systemen die het beste 

systeem voor verschillende groepen en contexten kunnen zijn. Discoursen binnen 

de gezondheidszorg en het onderwijs en de behoefte van de samenleving in een 

bepaalde periode, kunnen een cruciale rol spelen in het ontwikkelen van de opzet van 

het accreditatiesysteem. Veranderende discoursen en eisen leiden tot verschillende 

constructen van accreditatie. CQI is een voorbeeld van de introductie van een 

verandering in een systeem dat historisch gebaseerd is op episodische evaluatie. Dit 

kan gezien worden als een stap richting een utilitair perspectief en deugdenethiek 

perspectief. Hoewel de huidige accreditatiestandaarden in Australië en Nederland 

tamelijk in lijn zijn met professionele waarden, geven clinici aan dat intrinsieke motivatie 

essentieel is voor continue kwaliteitsverbetering. Dit is een wenselijke stap richting het 

deugdenethiek perspectief. Echter blijft het een uitdaging om af te stappen van het 

deontologisch perspectief. Zelfs als de intentie en behoefte aanwezig zijn en ideeën 

worden besproken om tot een meer utilitair en deugdenethiek denken te komen. 

Dit proefschrift erkent dat accreditatie zowel als toezichtmechanisme als een 

kwaliteitsmanagementsysteem functioneert. Deze kunnen gezien worden als 

belangrijke aspecten voor de governance van accreditatie. Het samenvoegen van 

toezicht en kwaliteitsmanagement met de theorie van andere belangrijke aspecten 

van governance, zoals verantwoording en verandermanagement, kan tot nieuwe 

inzichten in een optimale opzet van een accreditatiesysteem leiden. Derhalve zijn we 

in dit hoofdstuk breder ingegaan op het onderwerp governance van accreditatie. 

Drie relevante benaderingen binnen toezicht zijn regel gebaseerd toezicht, responsief 

toezicht en principe gebaseerd toezicht. Regel gebaseerd toezicht is gericht op naleving 

van regels (deontologisch perspectief). Bij responsief toezicht zouden toezichthouders 

moeten proberen om de context en motieven van de professionals te begrijpen en 

te handelen op basis van die specifieke context (utilitair perspectief). Bij principe 

gebaseerd toezicht is de norm geformuleerd als richtlijn (deugdenethiek perspectief). 

Kwaliteitsmanagement is afhankelijk van het gekozen toezichtmechanisme. Uiteindelijk 

is het gekozen kwaliteitsmanagementsysteem te herleiden naar deontologie, utiliteit 

en deugdenethiek. Terwijl normatieve rechtstheorie nuttig kan zijn in goed van slecht 

onderscheiden, wordt kwaliteitsmanagement in deze context gebruikt om te bepalen 

wat wel en geen kwaliteit is. Hoewel kwaliteitsmanagement benaderingen waardevol 

zijn, zou de correcte toepassing van deze benaderingen voorop moeten staan. Een 

gering aantal brede standaarden zou gebruikt moeten worden om te bepalen 

wat kwaliteit is, want visitatoren kunnen slechts een beperkt aantal standaarden 

onderzoeken tijdens visitaties. In het ontwikkelde raamwerk richten we ons op het belang 
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van verantwoording als een keuze: in het geval van een deontologisch perspectief is 

transparantie van naleving van regels afdoende; in het geval van het utiliteit perspectief 

voldoet transparantie in resultaten; in het geval van het deugdenethiek perspectief is 

er nagenoeg geen sprake van verantwoording. 

Onderzoek wijst uit dat de intrinsieke motivatie van zorgprofessionals om deel te 

nemen en zich te houden aan de standaarden wordt beïnvloed door hoe zij tegen 

de standaarden en acties van de accreditatieorganen aankijken. Andere factoren 

die deelname beïnvloeden zijn: de behoefte om het onderwijs of de zorg te 

verbeteren; professionele autonomie in het behalen van doelen; het behouden van 

professionele trots; groepsdruk; en financiële stimulans. Het op voorhand integreren van 

verandermanagementtheorie in het accreditatiemodel kan resulteren in het gewenste 

juiste gedrag van zorgprofessionals. 

Het gebruik van kwalitatieve methoden voor dit proefschrift hebben geleid tot een 

verrijking van het conceptuele beeld van accreditatie in de internationale literatuur. 

Dit betreft zowel accreditatie voor medische vervolgopleidingen als accreditatie in 

brede zin. Ons raamwerk stelt toezichthouders in staat om op gestructureerde wijze te 

reflecteren op hun accreditatiesysteem en het voorziet in een systematisch instrument 

waarmee toezichthouders internationale accreditatiesystemen kunnen bediscussiëren. 

Vervolgonderzoek zou zich kunnen richten op de toegevoegde waarde van 

accreditatiesystemen. Accreditatie is een bewezen complex concept dat gerelateerd 

is aan toezicht en governance. Onderzoek naar de opzet van accreditatiesystemen 

heeft uitgewezen dat het een sociaal construct is. Verschillende doelen, contexten en 

culturen kunnen mogelijk hun voordeel doen met verschillende accreditatiesystemen. 

In de context van de medische cultuur is kwantitatief bewijs zeer waardevol. Voor 

vervolgonderzoek zijn effectmetingen een wenselijke stap om te zetten. Het is van 

belang dat effectmetingen de oorzaak van het gemeten effect toe kunnen schrijven aan 

accreditatie en hierbij ook rekening houden met de context, zodat het generaliseerbare 

data betreft. De uitdaging is echter dat de data betekenisvol moet zijn, zodat het 

kan bijdragen aan een beter begrip en verbetering van accreditatie, de kwaliteit van 

opleiding en de gezondheidszorg.





Acknowledgements 

About the author 

List of publications

Addendum





It is not the journey that counts, 
but who is at your side.

- Hiro Arikawa -

Acknowledgements





157

Acknowledgements

A
d

d
e

n
d

u
m

Acknowledgements

In this section I would like to gratefully acknowledge several people who have been on the 

journey with me as I have worked on my PhD these past few years. I would like to extend 

my deepest gratitude and appreciation to all the amazing and endearing people I have 

met and who contributed to my fascinating undertaking. This PhD started as an adventure 

to the unknown and for the greater part I felt like an explorer on a mission. This adventure 

has led me to discover accreditation. Although, I am very grateful to finish my PhD, I cannot 

help but to feel a bit sad that this exciting adventure has come to an end.

Lieve Fedde, wat een avontuurlijke reis was dit voor ons beiden. Ik geloof dat jij, net 

zomin als ik, een goed besef had van waar we aan begonnen. Voor mij ben je niet 

alleen een promotor geweest, maar ook een begaafd rolmodel, goede mentor en 

dierbare vriend. De beste leermeester die iemand zich kan wensen! We hebben samen 

vele hoogtepunten beleefd en ik kon ook altijd op jouw steun rekenen wanneer ik dit 

nodig had. Zonder jouw steun, expertise en tijdsinvestering was dit proefschrift er nooit 

geweest. Jij was altijd beschikbaar voor jouw promovendi. Naast wetenschap en jouw 

briljante verhalen, hebben wij veel samen gegeten en gelachen. Ik heb met volle teugen 

genoten van onze reis en hiervoor heb ik geen woorden om mijn dankbaarheid uit te 

drukken. Ik ben trots op het resultaat, maar tegelijkertijd droevig dat deze reis eindigt. 

Jij zult altijd een speciaal plekje hebben in mijn hart en leven. Ik kijk er naar uit om meer 

van je te leren en nog vele maaltijden met je te delen.

Dear Theanne, I cannot begin to express my thanks for your relentless support during my 

PhD trajectory. Your support started even before you had met me. From that moment on 

you have proven to be a great professional and personal role model. Thank you for inviting 

me and hosting  me at the Australian Medical Council. You supported and nurtured me in 

so many different ways. You even went kangaroo and bird spotting with me to introduce 

me to the wildlife of Australia. I look forward to extent this journey and friendship with you. 

Dear Stan, thank you for being my supervisor from overseas. We first met during the 

AMEE of 2016. This was my first presentation at a conference and you were the first 

person who asked a question. Though I got rattled, you remained patient and friendly. 

Whenever I asked for feedback, you provided me with new insights. Thank you for 

sharing your expertise and for your support. 

Liefste Romana, niet mijn paranimf voor even, maar voor het leven. Wat een feest dat 

wij naast vriendinnen ook als collega’s door het leven mogen gaan. De vele uren bij 

de koffieautomaat (ik denk dat ze gerust onze foto daarboven mogen inlijsten), samen 



158

Addendum

congressen bezoeken, workshops geven en reizen, alles was gezelliger met jou. Jij 

hebt mij niet alleen laten lachen en altijd gesteund, maar ook heb jij vele uren mee 

geïnvesteerd in dit proefschrift. Dank voor jouw tijd, moeite en geduld. Woorden 

schieten te kort om jou te kunnen bedanken. Ik hoop dat we samen nog vele andere 

avonturen zullen beleven!

Graag wil ik de leden van de lees- en promotiecommissie bedanken voor de tijd en 

moeite die zij hebben genomen om dit proefschrift te lezen en te beoordelen. 

Natuurlijk wil ik ook iedereen die ik heb leren kennen gedurende het project VIO/RIO 

en de Federatie Medisch Specialisten enorm bedanken voor hun steun en inzet. In het 

bijzonder wil ik noemen, Ramon van den Berg, Marianne ten Kate, Vivienne Schelfhout, 

Maud Oomen, Sonja Wouters, Lotte Rijksen, Dick Frijlink en Marieke Bolk. Ik wil jullie 

allen bedanken, want als betrokkenen bij het project hebben jullie dit proefschrift 

medemogelijk gemaakt. Ik hoop dat onze paden elkaar ook in de toekomst zullen 

kruisen.

Graag wil ik het Prins Bernhard Cultuurfonds bedanken voor de kans de zij mij hebben 

gegeven, in het bijzonder het Kuitse Fonds. Door jullie bijdrage was het mogelijk om 

een deel van mijn onderzoek in Australië te verrichten. Hiermee hebben jullie niet alleen 

een waardevolle bijdrage geleverd aan mijn onderzoek, maar ook aan mijn persoonlijke 

ontwikkeling en het uitbreiden van mijn internationale netwerk. 

Ook wil ik Hans de Boer van NVO-CNW bedanken. Na een vermoeiende reis van 33 

uur was ik maar al te blij dat ik werd uitgenodigd om met de bus van de Nederlandse 

delegatie op handelsmissie mee te mogen rijden. Wat een warm en onvergetelijk 

onthaal.

Visiting the Australian Medical Council was an amazing part of my PhD trajectory. I would 

like to thank all the endearing and amazing people I met for their support. Special thanks 

to Juliana, Annette, Melinda, Jane, Emily and Fiona from the AMC office. Thank you for all 

the morning teas and making me feel so welcome. Thank you for comforting me after 

the incident with a brown snake (the second most venomous snake in the world) after 

my third day cycling to the office. Karen, thank you for the introduction to the Australian 

culture, customs, food and fashion and cosmetic brands. Sarah, it was a great pleasure 

to meet you and Kevin. What started as a collaboration in accreditation ended in a great 

friendship. I will always be thankful that our paths crossed each other. Thank you very 

much for your great feedback and editing. I hope to meet you again soon!



159

Acknowledgements

A
d

d
e

n
d

u
m

Dear AMC assessment team, John Collins, Lindy Roberts, Liza Lack, Caroline Clark, 

David Bailey and Nick Webb and all the members and registrars of the accredited 

College for hosting me. 

Dear David Ellwood, thank you for your valuable feedback and comments on our article. 

Beste Lambert, wat was het leuk om met jou en je familie kennis te maken. Het was 

een enorm warm welkom die mijn heimwee deed wegnemen. Daarnaast bedank ik je 

in het bijzonder voor het duwtje in de juiste richting dat ten goede is gekomen aan het 

fundament van dit proefschrift. 

Beste Bas en Kiki, graag wil ik jullie bedanken voor jullie hulp bij de start van mijn 

promotietraject. 

Beste Hafida en Samira, dank voor het kritisch meelezen van mijn teksten en jullie steun.

Beste Evelien en Mariska, bedankt voor jullie creatieve ondersteuning met de omslag 

en het binnenwerk van dit proefschrift. 

Graag wil ik ook alle promovendi en onderzoekers die ik, in en buiten de Scheelesteeg 

heb leren kennen, bedanken voor de samenwerking en gezelligheid. Ook wil ik iedereen 

in het leerhuis bedanken voor alle ondersteuning en dagelijkse gezelligheid, in het 

bijzonder Marjan, Marianne en Chantal. 

Daarnaast wil ik graag alle leden van de RGS en CGS bedanken voor hun bijdrage. Mike, 

in jouw rol als secretaris van de CGS, heb jij mij enorm ondersteund, dank hiervoor. Nora, 

Nancy en Anke, wat een toppers zijn jullie toch! Jullie ondersteunden mij overal in en 

zorgden ook voor veel gezelligheid tussen het serieuze werk door. 

Gedurende mijn opleiding geneeskunde heb ik drie bijzondere mensen ontmoet die mij 

een duwtje in de rug hebben gegeven met hun goede adviezen en zo een waardevolle 

bijdrage hebben geleverd aan de reis die ik heb afgelegd. Als eerste gaat mijn dankwoord 

uit naar Chris Mulder, al was het enkel omdat ik mijn uitgelopen mascara mocht afvegen 

aan jouw doktersjas. Jouw openheid en eerlijkheid zullen niet velen jou na kunnen 

doen. Marieke Visser, jij hebt mij door en door gesteund en geïntroduceerd aan hele 

bijzondere vrouwen. Ik wil jou bedanken, omdat jouw deur altijd voor mij open staat. 

Stan Vos, mijn dank aan jou is groot voor jouw waardevolle adviezen die mij geholpen 

hebben om mijn droom te verwezenlijken.



160

Addendum

Dear International Health Professions Accreditation Outcomes Consortium (IHPAOC)  

members, I would like to thank all of you for the excellent teamwork and inspiration you 

have provided me with during my exciting journey. A special thanks goes out to Sarah 

Taber for the many workshops we co-created and articles we have written together. I 

would also like to thank Ingrid Philibert, Craig Campbell and Linda Peterson for their 

valuable feedback they provided on the articles we have written. 

Liefste vriendinnen, paranimfen in mijn leven: Hajar, Romana, Tahira, Ihsane, Sadia en 

Rabia. Jullie stonden altijd klaar voor mij met waardevolle adviezen en gezelligheid. Wat 

heb ik toch enorm geluk met jullie als vriendinnen! 

Lieve familie en schoonfamilie, mijn oprechte dank voor jullie steun en toeverlaat. Ik 

kan jullie niet genoeg bedanken. Lieve oma, ik weet dat je mijn proefschrift niet kunt 

lezen, maar desondanks enorm trots op mij bent. Lieve mama, papa, Halil Ibrahim en 

Sümeyye, dank voor jullie liefde en steun. 

Mijn rots in de branding, mijn steun en toeverlaat, mijn reismaatje, je vraagt je 

waarschijnlijk af waarom ik jou nog niet heb genoemd. Dat is zeker niet omdat ik je 

ben vergeten. Ik heb geleerd dat in de wereld van de wetenschappelijke publicaties 

de belangrijkste persoon achteraan staat. Daarom Mustafa, ben jij de persoon aan wie 

mijn laatste dankwoord uitgaat. Ik ben je niet alleen dankbaar voor onze fantastische 

en avontuurlijke reizen samen, de vele uren waarin je naar mij hebt geluisterd, mijn 

blijdschap gedeeld hebt en mij troost hebt gegeven. Maar bovenal wil ik je bedanken 

voor je geduld, eeuwige steun en jouw onvoorwaardelijke vertrouwen in mij. Ik geniet 

van elk moment met jou en kijk uit naar de spannende tijd die komen gaat!







About the author





165

About the author

A
d

d
e

n
d

u
m

About the author

Nesibe Akdemir was born in Deventer in 1988 and grew up in Rijssen, a small city 

in Twente located on the eastside of the Netherlands. In 2006 she finished her pre-

university education (VWO) in Holten at the S.G. De Waerdenborch. After this she moved 

to Utrecht to start her studies at the Utrecht Law College. Nesibe decided to pursue 

her dream of becoming a medical doctor. In 2008 she moved to Amsterdam to study 

medicine at VU Medical Center. During her studies she was significantly involved in 

education by teaching and examining anatomy and physical examination skills. During 

this period she also finished her law school and obtained a Master’s degree in health 

law from Erasmus University Rotterdam. Nesibe finished medical school in 2015.

Nesibe started her PhD trajectory under the supervision of prof.dr. F. Scheele at the 

OLVG Hospital in 2014. This PhD was a part of the project ‘Individualisation of training 

duration in the Netherlands’ (project VIO/RIO) of the Federatie Medisch Specialisten. 

In the context of this project, Nesibe visited the Australian Medical Council in 2016 to 

conduct part of her research. In addition, Nesibe worked in close relation with researchers 

and accreditors from Canada, Australia and the United States. She is involved in the 

International Health Professions Accreditation Outcomes Consortium (IHPAOC). Nesibe 

has given several workshops to a worldwide audience on the subject of accreditation. 

In September 2019 Nesibe started with her obstetrics and gynecology training at the 

OLVG Hospital. 

Nesibe married Mustafa in 2015 with whom she happily lives in Amsterdam. 





List of publications





169

List of publications

A
d

d
e

n
d

u
m

List of publications

1. Malik RF, Buljac-Samardžić M, Akdemir N, Hilders C, & Scheele F (2020). What do 

we really assess with organisational culture tools in healthcare? An interpretive 

systematic umbrella review of tools in healthcare. BMJ open quality, 9(1).

2. Akdemir N, Malik RF, Walters T, Taber S, Hamstra, SJ, Philibert I, & Scheele F 

(2019). Using Gamification to Understand Accreditation in Postgraduate Medical 

Education. Journal of graduate medical education, 11(4s), 207-210.

3. Akdemir N, Ellwood DA, Walters T, & Scheele F (2018). Accreditation as a quality 

improvement tool: is it still relevant? The Medical journal of Australia, 209(6), 249-

252.

4. Akdemir N, Kanne CAT, Scheele F (2018). Regionaal evaluatiebezoek: samen zijn wij 

beter. Nederlandse Tijdschrift voor Obstetrie en Gynaecologie, 131(8).

5. Scheele F, Akdemir N (2018). Strategisch keuzes binnen de NVOG: inzicht in 

horizontaal toezicht. Nederlandse Tijdschrift voor Obstetrie en Gynaecologie, 131(6).

6. Akdemir N, Lombarts MJMH, Paternotte E, Schreuder B, & Scheele F (2017). 

How changing quality management influenced PGME accreditation: a focus on 

decentralization and quality improvement. BMC medical education, 17(1), 98.

7. Akdemir N, Loffeld RJ (2013). Een vrouw met een colocolische invaginatie [A 

woman with invagination of the colon]. Nederlands Tijdschrift voor Geneeskunde, 

157(22):A6026.

8. Akdemir N, Lombarts MJMH, Scheele F (2015). Zorg voor opleiden. Gepubliceerd 

als hoofdstuk in het boek ‘Zorg voor Toezicht. De maatschappelijke betekenis 

van governance in de zorg.’ uitgebracht door de Nederlandse Vereniging van 

Toezichthouders in Zorg en Welzijn (NVTZ).



In the creations of the heavens and the earth, 

and the alternation of night and day, 

there are indeed signs, 

for all those endowed with insight.



A
ccre

d
itatio

n
: e

vil e
ye

 o
r h

e
lp

in
g

 h
an

d
?   A

ccre
d

itatio
n

 o
f m

e
d

ical e
d

u
catio

n
 as a so

cial co
n

stru
ct           N

e
sib

e
 A

kd
e

m
ir-A

nd
as

Accreditation: 
evil eye or helping hand?

Accreditation of medical education as a social construct

Nesibe Akdemir-Andas


