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ABSTRACT

Background: The third wave of quality has now penetrated the higher education
sector, including medical education. Due to its unigue characteristics, i.e: its closed
link with health services and medical practices, quality assurance in undergraduate
medical education needs its own model. However, recent literature review has shown
that research on this area has been lacking. This study attempted ta learn inductively
from the experience of a country who has implemented this scheme, nationally and
at the institutional level.

Methods: This study s conducted under the qualitative paradigm using case study
as the methodelogy approach, because the main aim of this study is to describe the
experience of a particular setting. Data collection methods Include documents,
gualitative interviews with key informants and cbservation. Te analyse the data, day's
method has been applied, comprising of the following steps: describing, classifying,
connecting, and creating an account in the end.

Result and conclusions: The description of the phenomena, 1.e. quality assurance
in undergraduate medical education, is divided into processes, strategies and scheme.
The process describes the dynamics in developing the scheme. The stralegy describes
how the scheme is adopted. The scheme explains the actual schame that has come
up thraugh the process and the sirategy. Lessons learnt from this case show that
leadership, decision making, agent of change, external pressures, adopters and rejects
influence the implementation effectiveness of such scheme

Keywords: quality assurance, undergraduate medical educaticn, gualitative
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BACKGROUND

The notion of-'quality” and 'quality related
concepts'-has penetrated the higher education
sector in the last two decades; it has been said
that the third wave of quality movement has
now hit this sector, Governments around the
warld have tried to adopt and implement a
quality assurance system within their higher
education sectors to show their public
accountability.

In the field of medical education, the idea
of quality assurance for its educational
programme is quite new. Out of 1500 medical

schools around the world, only a few have
aclually undergone the external assessment
process, not to mention the internal quality
assurance mechanism. Among this few, US
has the longest histary since Liaison
Committee for Medical Education (LCME) was
established in 1942 as a joint board of the
Association of American Medical Colleges
(AAMC) and the American Medical Association
{AMA) to undertake medical schoal surveys,
although the inspection of medical schools and
teaching hospitals was started back in early
1900. In 1210, standards for medical colleges
were well accepted.’
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From the literature review a specific
conceptual model of gquality assurance in
medical education was not found. In the areas
of higher education, several authors have
proposed some madels.*** medical education
needs to have its own conceptual model for
guality assurance due to the close interface
between medical education, medical practice
and health services. The WHO has tried to unite
these three distinct activities into a unified
framework which is called Towards Unity for
Health (TUFH) (Figure 1 and Figure 2).°
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Figure 1. Relationship between Health
Services, Medical Practice and Medical
Education

The implication of the above relationship
will be at the planning phase, the curriculum is
designed and updated at appropriate intervals
to emphasise the provision of services to the
underserved. At the doing phase, throughout
their education, all students and graduates are
exposed to a variety of learning opportunities
in which health services to the underserved
are practised. The performance of students in
this activity counts in their overall evaluation.
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At the impacting phase, the medical schoaol
should have taken initiative to ensure that it
has produced physicians who can maintain
their skills and deliver health services to the
underserved.®

In Figure 2 below, the WHO has strongly
endorsed the partnership between all
stakeholders lo create a health service system
which is based on the people’s health needs.

As the quality assurance scheme for this
unified framework had not yel been developed
at the time of data collection, the author
decided to use one model from the higher
education field developed by Jackson® and
modify as necessary (see Figure 3 and Figure
4 in the next pages) as the starting point to
guide the data collection.

The macro model (Figure 3} basically
comprises of two parameters and six elements.
The end point of this model is achieving quality
in undergraduate medical education; it means
achieving 'fit’ between the undergraduate
medical education and the health service
system. What aspects should be 'fit' between
undergraduate medical education and the
health service system, should be decided at
the international level by the authoritative
bodies, such as World Health Organisation or
World Federation for Medical Education. At the
national level, the government, in this case the
Ministry of Health should develop a cade of
practice for medical schools to embrace a
quality assurance scheme and TUFH initiative
inspired by the international guidelines, Peer
review in undergraduate medical education
should be strengthened through the existing
professional bodies. These peer reviews will
play significant roles in the external quality
assurance process within the medical schools,
The professional body as subject experts
should develop benchmark information for the
undergraduate medical education program
inspired by the international guidelines. The
internal quality assurance process at the
medical school level looks at the program
specification as to what extent they comply with
the subject benchmark.
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Figure 4. Shows the micro model of quality
assurance in undergraduate medical
education. In this micro model, the author
emphasises more on the process of change. It
starts from the decision to adopt the quality
assurance scheme by the decision makers,
and is then facilitated by the agents of change
to disseminate the scheme to all parties
concerned in the medical school. There can
be two responses. The first is those who reject
the scheme — named as rejecters; they will not
participate in the scheme. They might be doing
nothing or they might inhibit the change
process, The second is those who adopt the
scheme — named as adopters. They will
enthusiastically adopt the scheme and take
participation in the scheme. They might be
passive adopters or active adopters. Bath will
affect the implementation effectivenass that will
eventually affect the improvement effort
sUCCess.

THE AIMS OF THE STUDY

The main purpose of this study is to
understand the process of adopting,
developing and implementing a quality
assurance scheme in the medical schools.
Bangladesh was chosen using purposeful
sampling due to its rich experience in this
scheme and access given to the author by the
key gatekeeper,

MATERIALS AND METHODS

This study is conducted under the
qualitative paradigm using a case study as its
methodeological approach. This paradigm is
best used to answer the question "what is
happening’. Qualitative researchers study
things in their natural settings, attempting to
make sense of, or interpret, phenomena in
terms of the meanings people bring to them.
Thus, the product of a qualitative research is
the researcher's understanding and
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interpretation of the world or phenomena under
analysis,’

The case study inguiry copes with the
technically distinctive situation where there will
be many more variables of interest than data
points, and where the result relies on multiple
sources of evidence, with data needing to
converge in a triangulating fashion. It also
benefits fram the prior development of
theoretical propositions to guide data collection
and data analysis.® Data collection methods
include decuments, qualitative interviews with
key stakeholder as well as medical teachers
and medical students, participant and non-
participant observation, as well as
guestionnaire survey.

In analysing the qualitative data, the authar
mainly refers to Dey® |t is described that
qualitative analysis is an iterative and spiral
process, ascending from data collection,
describing, classifying, cannecting and creating
an account in the end. There is no clear
distinction between one phase to the next
phase. Qualitative analysis starts soon after
the data collection in the form of transcribing
verbatim for the interview, writing down field
notes for the observation and summarizing the
documents.

RESULTS

The Quality Assurance Scheme in
Bangladesh Medical Schools

The Process

The Further Improvement of Medical
Colleges (FIMC) Project, which is a part of the
Fourth Health and Population Plan of the
Government of Bangladesh, had taken a
number of reforms in the field of medical
education. The goal of the project was to
strengthen undergraduate teaching of doctors
thraugh reorientation of medical education by
community orientation, inlegrated Malernal



Child Health or Family Planning and by
resourcing developments in medical
education.' The main aim of the project was
to improve mother and child health in
Bangladesh through a programme of
educational and staff development which
focused on the priority disciplines of Obstetrics
and Gynaecology, Paediatrics and Community
Medicine." Although the development of a
quality assurance scheme in medical education
was not an initial objective of the FIMC Project,
it was later identified in participation with the
stakeholders during a log frame exercise in
1985. The concept with its implications was
then agreed and endorsed in a high level
meeting in the presence of the Honourable
Minister, Ministry of Health and Family Welfare.
This was in recognition that the achievement
and sustainability of the other objectives of the
Froject would be less certain unless a quality
assurance scheme was in place to promote
their implementation.™

Apart from introducing the concepts and
principles of quality assurance in meadical
education, ancther important action to be taken
is to actually get the final shape of the scheme,
decide the adoption of the scheme and
implement the scheme.

Through a series of national workshops
during the period of 1995-2000, involving
principals of medical colleges, representatives
from Ministry of Health and Family Welfare®
Universities, representatives from Bangladesh
Medical and Dental Council (BMDC), medical
teachers as well as overseas consultants, the
final concepis including the organisational and
the operational framework of the quality
assurance scheme was eventually refined and
agreed.™

In December 1295, a workshop was held
in Dhaka. The purpose of the discussion was
to reach agreement with respect to the
following issues.™
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Issues discussed and Agreed in the Workshop in

Dhaka, December 1995

& The role of the Ministry of Health, the
Bangladesh Medical and Dental Council, the
Centre for Medical Education, and the Medical
Colleges in  the formulation and
implementation of Quality Assurance in the
Medical Colleges, and to determine who
would ulimately enforce adhereance to policy.

@ The organisational framewaork within which
QA would be addressed in the medical
colleges (and their parent universities),
including the commitiee structures from
Senate to course operation, and identification
of respective responsibilities.

e FProcedures for the planning, approval and
review of courses in each medical college,
including identification of the process involved
and what was required al each stage of the
process,

e Procedures for the appeintment of external
examiners, formulation of their terms of
reference and responsibilities and guidelines
regarding the repert which they have to submit

o Development of a framework within which the
views of students, both current and former,
and employers could be sought and
considered,

e Development of a framework within which
career review and development, together with
the concomitant staff development, could be
operated within the colleges

According to Stewart'” each of the above
issues was introduced and discussion invited.
The purpose of the discussion was to reach
consensus and by the end of the discussion
on each section there was unanimity about the
thrust of the argument and the action lo be
taken. Subsequent to the warkshop, a number
of groups (called QA Manual Group) were
given responsibilities to bring the ideas
together and came up with suggestions,
Stewart" concluded that the workshop for
Principals and senior staff, together with the
follow-up endeavour by the QA Manual Group
resulted in the clarification of the situation and
the formulation of proposals which, when
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adopted, would give the medical colleges an
effective system of quality assurance. The
following subsections show how each issue
had been discussed.

Roles in Relation to Formulation and
Implementation of Quality Assurance

Stewart'® stresses that this was the most
difficult issue to be explored. The Bangladesh
Medical and Dental Council has statutory
responsibilities in relation to quality but it is
widely recognised that, for one reason or
another, itis not able to discharge them_ It was
agreed, however, that the BMDC, as the
professional institution, should be invalved in
the accreditation of the colleges, including a
guinguennial review of all colleges.

In discussion of the role of the Ministry the
point was made that the system of "postings”
made it very difficult to deal with the issue of
guality assurance. It was acknowledged that
perhaps the most significant contribution which
the Ministry could make to the gquality
assurance process was to ensure relative
stability in relation to staffing.

There was broad acceptance that the
Centre for Medical Education should have a
major co-ordinating role in the guality
assurance process since it was at the centre
of the infrastructure for the medical colleges,
was deeply involved in the training of medical
college staff, and had already a major role in
the review and development of the curriculum.
With respect to the role of the medical colleges,
it was agreed that their primary role would be
to implement the system and to make it work.

There was agreement that there needed
to be a body which would have overall
responsibility for ensuring that gquality
assurance in medical colleges was minted. This
body would be accountable to the Minister of
Health and would have representation from the
Ministry, the BMDC, the CME and the
Universities,
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At the medical college level, much of the
discussion focused on the desirability of
regarding the MBBS course in its entirety and
having a committee and/or individual who
would have overall responsibility for the delivery
of the course. It was agreed that there were to
be a course committee for the MBBS course,
and that it should be responsible to the
Academic Council of the College.

Planning, Approval, and Review of the
MBBS Course

There was widespread agreement that in
the 1988 curriculum review procass, the Centre
for Medical Education had had a major co-
ardinating role to play. At the Executive Steering
Group for the FIMC Project in December 1994,
the contribution of CME had also been
acknowledged. It was recognised, however,
that other bodies had a legitimate interest in
the review process. The BMDC, as the
professional body in the country, should have
an input, and the Ministry of Health and Family
Welfare, as the employers of the doctors who
provided health care within the community
should have a major contribution to make. The
medical colleges which train the doclars also
had an interast, and it was acknowledged that
the internal review process which the colleges
would undertake within the quality assurance
framework would provide a sound basis for
their contribution to the process. The role of
CME would be to coordinate inputs and to
provide a forum for discussion and evaluation,

In its deliberations the QA Manual group
tried to distinguish between national and local
responsibilities in relation to the MBBS course
planning and review procedures.

Function and Appointment of External
Examiners

There was virtually unanimous agreement
that the External Examiner concept was central
lo any institutional policy on standards and
guality assurance, There was also unanimous



agreement that there would be a requirement
for the responsibilities of the External Examiner
in relation to the assessment system to be
clearly defined, The idea of the External
Examiner being involved in the review of
courses and in the evolving development of
courses found some merit, but it was
recognised that there could be considerable
difficulty if these activities took too much time.,
In relation to the reporting by External
Examiners, it was suggested that reports
should be in a form which minimised the writing
required of the examiner.

The QA Manual Group locked first of all at
the overall situation regarding the External
Examiners and considered what the current
duties entailed. This was then reviewed in the
context of the requirements of a quality
assurance scheme. It was recognised that
External Examiners are currently involved with
only one subject and for only one round of
examinations, and that there is no sense in
which they can have an overall perspective of
the course, whether over subjects or over
time, '

Consultation with Interested Parties
(Stakeholders)

In any quality assurance scheme in
medical education, it is necessary to have
consultation with current students, former
students and those who employ the output of
the medical colleges upon graduation. It was
recognised that currently there was no attempt
to gather the views of these interested parties.
It was acknowledged that the views of current
students on their experience of teaching and
learning in the MBBS course need to be sought
on at least an annual basis. Similarly, the views
of former students need to be sought to
ascertain whether what they learned has
equipped them for the tasks they are required
to perform. The view of the employers of
medical graduates were recognised as
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important, particularly in respect of the
adequacy of the training undergone at madical
colleges in relation to the employers’
expectations of fitness to purpose.

Career Review and Staff Development

Participants in the workshop accepted that
staff development was a vital part of the quality
assurance process. They acknowledged that
the current position in the medical colleges with
respect to staff development was less than
desirable. They also accepted that it would be
appropriate to consider staff development
within a career review and development
framewaork and that a staff development policy
would have to be formulated and accepted in
each medical college.

The QA Manual Group proposed that there
should be available to all teaching staff in the
colleqes an on-going programme aof staff
development concerned with teaching and
learning, assessment and evaluation,
educational media, research methodology,
research and technical writing, and information
technology. These programmes could be
offered nationally or locally as appropriate.™

Strategies for the Introduction and
Adoption of National Quality Assurance
Scheme

Stewart” reported that fairly early in the
project, the Project Manager highlighted a
number of organisational problems in the
medical colleges which had serious
implications not only for the effective
management of the colleges, but also for the
effective adoption of educational initiatives in
the colleges. Subsequently the internal
reviewer suggested that there could be
advantage in trying to strengthen the
management of the colleges. Since a full-frontal
approach to management of the colleges was
extremely unlikely to be unsuccessful, a
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decision was taken to address management
of the colleges in the context of Quality
Assurance in Medical Education. He further
argued that the focus would be on
management for a particular purpose rather
than simply management per se. Quality
assurance was being promoted as a means of
strengthening management but, alsoc, as a
potentially ally in the cause of educational
development in medical education.

Stewart' argued that introducing the
concepis of quality assurance in
medical education among the senior officials
in the Ministry of Health and Family Welfare
should be through the terms that they had
already been familiar with. For this purpose,
the existing Project of Quality Assurance in
Health Care which also came under the MOH
and FW'" was raised. An appropriate way of
introducing Quality Assurance in Medical
Education was, therefore, to present it as a way
of strengthening endeavours to establish
quality assurance in health care delivery. It was
argued that shared perceptions of the
importance of guality assurance would,
hopefully, lead to a new relationship between
those who have responsibility for the delivery
of heaith care and those who have
responsibility for training to deliver that care,
since they have common purpose. Stewart"
further warned that this approach tends to
suggest that quality doctors deliver quality care,
thus the focus being on the product rather than
the process of getting there.

Stewart" suggested that the introduction
of quality assurance in medical education
should be based on principle rather than
practice, particularly since the practice
concerned was not indigenous to Bangladesh.
Accordingly, principles of accountability, self-
evaluation and external peer review were
presented as the foundation upon which a
quality assurance scheme should be built,
since they could provide the basis for the
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organisational structure within which the quality
of teaching and fearning could be considered,
and the operational framework within which the
undergraduate medical course could be
maonitored and evaluated.

Islam™ reported that the Quality Assurance
Scheme in Bangladesh has been piloted in
three medical colleges since January 1997,
The three pilot colleges shared their experience
with other medical colleges in a national
workshop on August 20, 1997,

In preparation of Quality Assessment and
Audit Review of the three piloted medical
colleges, an international Technical Assistance
was invited in January 1998, During the shaort
pericd of consultancy, through a series of
meetings and workshops involving the Directar
General of DGHS, key personnel’s of BMDC
and Centre for Medical Education, and
representatives from medical colleges, a
number of key issues were addressed and
related documents produced. These included
an organisational framework (Academic
Council, Course Committee, Phase Co-
ordinators, Academic Co-ordinators, student
representative, External Examiners, External
Assessors, and the Quality Assurance Body),
Faculty Development and Review Schemes for
academic staff, methodologies for dealing with
cohort analysis, student evaluation and subject
evaluation. ™

The CQualty Assurance Body (QAB) was
formally created by Government order, under
the Charrmanship of the Director General of
DGHS in January 1998,

The second consultancy by an
international Technical Assistance was carried
out from 27 March-3 April and 17 April-1 May
1998 During this consultancy, a workshop and
a series meeling for preparing the External
Reviewers for Quality Assessment and Audit
Review (QAAR) were conducted. These
involved Director of Hospitals and Director of
Medical Education of DGHS. principals of



government medical colleges, key personnel
of Centre for Medical Education, Institute of
Education and Research, Dhaka University,
NIPSOM, Project Director and Project
Manager of FIMC Project. The outcomes of the
workshop wers an agreement of the aspects
and elements of the Quality Framework
document as well as a set of Core Meetings
and formal teaching observation to be covered
during the QAAR.*

A QAAR was conducted at each piloted
medical college during this consultancy, i.e.
between March-April1898. It was reported that
despite the provision of the Notes for Guidance
(for both Reviewers and Reviewers) and a
handbook entitled Quality Assessment and
Audit Review: 1898, none of the three medical
colleges managed to submit their Critical
Review to the DGHS on the due date. Dhaka
Medical College attributed this delay to the
problems of operating within a tight time
schedule, lack of secretarial support and
problems associated with the transfer of a
number of staff who was central to the quality
assurance process. The Critical Review itself
made no attempt to be either comprehensive
ar critical, thus adding to the problems faced
by the External Reviewers in this event. Whilst,
the Critical Review from Rangpur Medical
College — although delayed significantly — was
considered to represent the best attempt at
producing such document to the specifications
outlined in the QAA Handbook. Its general
weakness was a lack of critical and analytical
interpretation of the information. The Critical
Review fram Chittagong Medical College was
not delayed significantly and was one which
made a most valiant effort to cover the issues;
however it did not succeed in being particularly
critical or analytical but rather merely provided
the raw data for a number of key performance
indicators together with measures of quality
assurance and enhancement.’

Quaity Assurance in Undergraduate Medica! Educalion

To respond to the above situation, a
complete simulated and annotated Critical
Review was published as a reference for the
future events of QAAR. The consultant also
noticed that during the QAAR, there was a
significant and very real communication gap
between those directly involved in formal
quality procedures and most other staff in the
college. It was then suggested that CME played
an active role in encouraging the medical
colleges to have regular discussions on topics
relevant to the maintenance and enhancement
of gquality and standards in their education
provision as wellas the delivery of the teaching
and learing through innovative approaches, ™

Following this consultancy, in August 1998,
A National Conference was held to disseminate
the results of the QAAR activities and share
with other medical colleges. After this, due o
shortage of funds, the whale process slowed
down, '

In the preliminary draft of HRED Strategy
for Change', it was mentioned that all medical
schools, public and private will work together
to develop an accreditation system. Each
medical schoaol mus| name a representative to
the Accreditation Council. The professional
bodies that would be directly invelved
comprises of the Bangladesh Medical and
Dental Council, the Bangladesh Nursing
Council, the Bangladesh College of Physicians
and Surgeons, the State Medical Faculty, and
The Pharmacy Council of Bangladesh. Islam™
reports that the present system of accreditation
in Bangladesh is complicated, time consuming
and there is misuse of manpower and money
due to duplication. Bangladesh became a
member of the task force of WHO or SEARO
for Accreditation of Institutions of Higher
Education of Health Perscnnel to Ensure
Academic Standards and Social Accountahifity.
Backed up by WHO funding, in November 1958
a National Consultation meeling on
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Accreditation of Institutes was conducted. It
was decided that the existing National Quality
Assurance Body would function to ensure the
quality of education and accreditation and the
Quality Assurance Scheme should be made
operational in all medical rolleges. As a first
step to materialise the recommendations, a
meeting of the Mational Quality Assurance
Body was held at the Centre for Medical
Education, Dhaka on March 27, 2000 and a
decision has been taken to make guality
assurance scheme operational in all the
government Medical Colleges. Initiatives have
been taken to train all the faculties of the
medical colleges so that they can start with
quality assessment and audit review of their
own institutes.

The Scheme

The widely accepted definition of Quality
Assurance adopted in Bangladesh which is
taken from the definition by Higher Education
Quality Council:

“...the arrangements by which an
institution discharge its corporate
responsibility for the guality of teaching
and leaming it offers by satisfying itself
that the structures and mechanisms for

monitoring quality control procedures
are effective and, where appropriate, they

promote the enhancement of quality".

The QA Scheme basically has three
components, namely course appraisal, faculty
development and review scheme and lastly
external reviewer. This is represented in the
following figure.!’

In formulating the QA Scheme, the Medical
Colleges of Bangladesh have built on the
following principles'”

e Accountability which means that the
Medical Colleges are accouniable to the
people of Bangladesh to produce medical
graduates who are competent to deliver the
health care which the community requires.

e Self-Evaluation which means that each
Medical College will operate the QA
process within a management system
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consistent with the ethos of a self-
evaluating institution.

e External Peer Review which means that

the Medical Colleges believe that a system
of nationally organised independent peer
review of the MBBS course is the primary
safeguard of QA. In this context, a wide
spectrum of external advice should be
sought in the review and evaluation

process,
Fxternal review
+——— Plancof |e———
_ Action
Course 2
Course
Development Anpraisal
Activitics PT-""
[ ~iBBs
N Course L4
_ Stafl Stalf Review
Development
N Plant of
Action

Figure 5. The Quality Assurance Scheme in Medical
Education

These principles provide the basis for the
organisational framewark and the operational
framework of the QA scheme'’ As for the
organisaticnal arrangements, two aspecls are
invalved. The first is national arrangement
involving the Ministry of Health and Family
Welfare and the Bangladesh Medical and
Dental Council; the second is the local
arrangement within each medical college. A
Quality Assurance Handbook was produced
in each of the medical colleges, based on a
format agreed nationally, but customised to
gach college. A manual on the QAAR was
produced and made available to all colleges. '

A significant feature of the organisational
structure and operational framework has been
the appointment of an External Assessor in
addition to what are now called Specialist
External Examiners. The latter are appointed
for only one examination in one subject and
the External Assessor is appointed for up to
five years and has course-wide responsibilities,
considering the reports of the specialist



examiners, consulting with staff and students,
and preparing an annual report to the Course
Committee in accordance with a specified pro
forma. The structure and lines of
communication and reporting are shown in
Figure 5 and Figure 6.

Within each medical college there is now
an organisational structure which makes
possible the implementation of gquality
assurance in relation to the MBBS course. An
important feature of these arrangements is that
they cover the course as a whole, but also
ensure appropriate emphasis at the individual
subject level. Respansibilities for the MBBS
course lies, ultimately, with the Academic
Council, but each college now has a Course
Committee which is responsible for: the
development and delivery of the teaching and
learning programme of the course; on-going
appraisal and evaluation of the course; pericdic
review of the course; the review of resources
required for the operation of the course; and
preparation of an annual report on the
operation of the course to the Academic
Council. An Academic Co-ordinator has been
appointed with responsibility for coordination
of the various functions of the Course
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Committee. The MBBS course is in three
phases. Each college now has a Phase
Coordination Group for each of these phases,
and for each group there is a Phase
Coordinator. For each discipline area, there is
a Subject Coordinator. Students are
represented on all groups and committees.'®

CONCLUSION

Lessons Learnt

Looking at the detailed process of how a
quality assurance system is developed,
adopted and implemented subsequently from
the two case studies presented above, using
the micro model presented in Figure 4., page
6, the author concludes that the following
factors are instrumental in bringing about
changes in moving towards quality assurance
and greater public accountability of the medical
educational programs.

a. Leadership, decision making and agent
of change
Mo doubt that the role of leadership is
crucial in bringing about changes.

National Quality Assurance Body

;

Academic Council

:

Axternal Assesor e

Couse Commuttes

Axternal Examiners

{

Academic Coordinator

!

N

PPhase 1
Coordinator and
Coordinator group

Phase 2
Coordinator and
Coordinator group

Phase 3
Caordinator and
Coordinator group

;

!

:

[Subject coordinatars)

Subject

i Subject coordinators)

Figure &, Organisational Framework of QA Scheme in Bangladesh™
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Implementing a Quality Assurance Scheme
needs a total change in outlook, in the way
people think and in the way people do their
warks. It is still debatable where the leader
should come, either from bottom up or top
down. In the case of medical education, the
leadership may come through University or
through Ministry of Health.

year when the actual implementation of the QA
scheme is active in GMU.

b. External Pressures

In Bangladesh, no real external pressure
was present. It was the FIMC project that gave
the strongest force and set the direction.
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Figure 7. Communication and Reporting within QA Scheme™

In Bangladesh case, the Ministry of Health
became the initiator through a developmental
project funded by the ODA that addressed the
quality of health care and subsequently the
quality of medical education. The role of the
Project Manager and other staffs, also the role
of international consultants who came in and
out for the period of five years were very
instrumental. The process was steady but it took
a long time to get the System in place. It was a
nation-wide initiative affecting all public medical
schools, professional organisations, high level
decision makers, and medical teachers from all
aver the country. It was a huge investment.

From these two cases, we can spot the
difference in approach, i.e. bottom up approach
initially and later top down approach in GMU,
whereas in Bangladesh top down approach
from the beginning.

The author opines that top down leadarship’
in this case is more efficient. Whether it will be
effective or not, we still need to wait until next
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c. Adopters and Rejecters

In Bangladesh, the activities were very
much geared by the project requirements. The
danger in this situation is when the project
stops, the activities will also stop. This
happened in Bangladesh,

d. Implementation Effectiveness

From the field work the author observed
that in reality, the scheme did not work as had
been planned in Bangladesh. The morale and
spirit were deteriorating as the project budget
finished. Although a number of key personnel
at the Centre for Medical Education tried
pursue other funding, but the author perceived
that it would be a long way to get the
enthusiasm back.

ACKNOWLEDGEMENT

This paper has been presented at the 14"
International Conference on Assessing Quality



in Higher Education, University of Vienna,
Austria, 22M-24" July 2002,

The author wishes to express her deep
gratitude to Prof. Dr. Soenarto Sastrowijoto,
SpTHT — Executive Director of QUE Project at
Gadjah Mada University Faculty of Medicine and
Praf. Dr. |, Soejarwadi, MEng — Vice Rector for
Academic Affairs and Quality Control for the
financial support that enabled the author to attend
the conference. Special thanks to Dr. Harsono,
SpSK for his support and assistance as well as
to Dr. Al Dowie far his guidance on qualitative
method. And to Dr. Alistair Stewart who was the
then International Consultant in Bangladesh

REFERENCE

1. Kassebaum, D.G. Origin of the LCME, the
AAMC-AMA Partnership for Accreditation.
Academic Medicine, 1292;67(2): 85-57,

2. Kells, HR. Self-Regulation in Higher
Education: A Multi-National Perspective on
Collaborative Systems of Quality
Assurance and Control. London: Jessica
Kingsley Fublishers. 1992.

3. Vroeijennstijn, A.l. Improvement and
Accountability: Navigating between Scylla
and Charybdis: Guide for External Cuality
Assessment in Higher Education, London:
Jessica Kingsley, Higher Education Policy
Series, 1995; 30.

4. Brennan, J. and Shah, T. Managing Quality
in Higher Education: An International
Perspective on Institutional Assessment
and Change, OECD, SRHE and Open
University Press: Buckingham. 2000,

5 WHO, Towards Unity for Health:
Coordinating Changes in Health Service
and Health Professions Practice and
Education, April. 2000,

6. Jackson M. Understanding Standards-
Based Quality Assurance: part ll-nuts and
balts of the "Deanng” Policy Framework,
Quality Assurance in Education.
1988;6(4):220-31.

10.

11.

12,

134

14.

16.

17

18.

Quality Assurance fn Undergradualte Medical Education

Lincoln, Y.S, and Guba, E.G. Naturalistic
Inquiry, London: SAGE Publication.1985.
Yin, R.K. Case study research; design and
methods, 2" Edition, Sage Publication,
London, 1994,

Dey, | Qualitative Data Analysis: A User-
Friendly Guide for Social Scientists,
London: Rutledge 1993,

Further Improvement Medical Colleges in
Bangladesh. Present Status of the Project.
Report to Executive Steering Group.
Unpublished. 1998a.

Stewart, A Quality Assurance: a
framework for ensuring the achievement
of WHO thrusts in medical education over
25 the past 25 years, A paper presented
at the WHO/SEARD regional conference
on Quality Assurance in Medical
Education, Sri Lanka, 1998,

Further Improvement Medical Colleges in
Bangladesh. Quality Assurance Handbook
1988. Unpublished, 19980

Ministry of Health and Family Welfare: HRD
Strategy for Change: Preliminary Draft.
Unpublished. 1897,

lstam, K. CQuality Assurance for
Undergraduate Medical Education in
Bangladesh. Handout for Training.
Unpublished. 2000.

. Stewart, A. Report on Quality Assurance

Activities in Bangladesh. Further
Improvement in Medical Colleges in
Bangladesh. Unpublished. 1996

Eryce. CFA Report on a Consultancy fro
Quality Assurance in Medical Education,
Dhaka, January 1938,

Further Improvement Medical Colleges in
Bangladesh Faculty Develocpment and
Review Scheme and Course Appraisal,
Unpublished, 1998c.

Stewart, & Quality Assurance in Medical
Education, Case Study: Medical Colleges
in Bangladesh. Module for Masters in
Medical Education. Unpublished, 2000,

249



	Bhisma Murti - Intervensi Pemerintah Dalam Ekonomi Campuran: Penyediaan Public Goods & Pengaturan Private Goods Di Sektor Kesehatan
	Abstract
	Pengantar
	Apakah Public Goods & Private Goods?
	Efisiensi Penyediaan Public Goods
	Public Goods & Kegagalan Pasar
	Intervensi Pemerintah
	Privatisasi Barang Publik
	Kesimpulan
	Kepustakaan

	Bina Ampera Bukit, Laksono Trisnantoro, Andreasta Meliala - Kepuasan Kerja Dokter Spesialis Di RSUD Manna Kab. Bengkulu Selatan Dengan Pendekatan EMIC
	Abstract
	Pengantar
	Bahan & Cara Penelitian
	Hasil Penelitian & Pembahasan
	Kesimpulan & Saran
	Kepustakaan

	Triyanto, Rossi Sanusi - Desentralisasi & Penganggaran Obat Pada Dinkes Kab. Propinsi NTT
	Abstract
	Pengantar
	Bahan & Cara Penelitian
	Hasil Penelitian & Pembahasan
	Kesimpulan & Saran
	Kepustakaan

	Agung Sugiharto, Julita Hendrartini, Ali Ghufron Mukti - Persepsi Stakegholder Terhadap Perubahan Pola Kontrak Kapasitas Total Biaya Pelayanan Kesehatan Peserta Wajib PT. Askes Dari Basis Kabupaten Ke Basis Puskesmas Di Kab. Kulonprogo
	Abstract
	Pengantar
	Bahan & Cara Penelitian
	Hasil Penelitian & Pembahasan
	Kesimpulan & Saran
	Kepustakaan

	Wasis Budiarto, Ristrini - Kontribusi Anggaran Pemerintah Dalam Pembiayaan Program Kesehatan Pada Era Otonomi Daerah (Studi Kasus pada Dua Kabupaten di Jatim)
	Abstract
	Pengantar
	Bahan & Cara Penelitian
	Hasil Penelitian & Pembahasan
	Kesimpulan & Saran
	Kepustakaan

	Laksono Trisnantoro - Hubungan Organisasional Antara Fakultas Kedokteran Dengan RS Pendidikan Di Indonesia: Implikasinya Terhadap Manajemen Dosen
	Abstract
	Pengantar
	Bahan & Cara Penelitian
	Hasil Penelitian & Pembahasan
	Pembahasan
	Kesimpulan & Saran
	Kepustakaan

	Titi Savitri Prihatiningsih - Quality Assurance In Undergraduate Medical Education: The Bangladesh Experience
	Abstract
	Background
	The Aims Of The Study
	Materials & Methods
	Results
	Conclusion
	Acknowledgement
	Reference

	Resensi Buku - Information Management for Health Professions (2nd Edition)



