
Akdemir et al. Hum Resour Health           (2021) 19:75  
https://doi.org/10.1186/s12960-021-00616-w

RESEARCH

Clinicians’ perspectives on quality: do they 
match accreditation standards?
Nesibe Akdemir1,2* , Romana Malik2,3, Theanne Walters4, Stanley Hamstra5,6,7 and Fedde Scheele1,2,3 

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 clini-
cians’ 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 analyzed 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 bal-
ance 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 indi-
vidual influence on the policies and criteria for accredita-
tion 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 qual-
ity of training [7].

The system of accreditation of medical specialist train-
ing answers to the public and the medical society for the 
quality of the specialists produced [8]. Accreditation 
authorities set and monitor standards that oversee the 
training of future medical specialists [9]. In the context 
of this research accreditation is defined as a mandatory 
process by which an accreditation authority reviews the 
training program using a set of standards with a qual-
ity management approach [10]. The purpose of quality 
management is usually assessing, assuring and enhanc-
ing quality. It is a concept which originates in the manu-
facturing industry [11] and was defined as all activities 
designed to achieve and sustain high-quality output [12, 
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13]. These days, quality management of a product or ser-
vice consists of three major approaches which could be 
used independently: quality assurance, quality improve-
ment, and quality control [14]. In quality assurance 
compliance assessing (minimum) standards is ensured, 
whereas in quality improvement there is encouragement 
to move beyond the standards. Both above-mentioned 
quality approaches focus on the process of quality man-
agement, while quality control is focused on the output 
of the process. If needed standards should help accredita-
tion authorities to address quality concerns. Ideally, fol-
lowing the standards should assure educational quality, 
promote (continuous) quality improvement and measure 
quality output and lead to high-quality medical specialist 
training.

Clinical supervisors and trainees have their own per-
spectives on what high-quality medical specialist training 
entails [15–17]. 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 develop-
ments 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 [17]. Although this study indi-
cates a potential discordance between these perspectives 
on quality of the training, research to date has not yet 
determined in which aspects the perspectives of clini-
cians differ from the accreditation standards.

Alignment of these perspectives may contribute to a 
more evidence informed accreditation design for con-
tinuous quality improvement of training [9, 18]. There-
fore, 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.

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 [19]. This enabled a holistic view of 

specific, contextualized cases to understand complex 
situations and deepen knowledge [20]. 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 accredita-
tion 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 Post-
graduate Medical Education and Specialist Registra-
tion Committee (RGS, CGS, the Netherlands).

The participants in category (a) were not accreditors or 
surveyors in the accreditation of medical specialist train-
ing 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 Educa-
tion and Specialist Registration Committee (CGS, RGS 
the Netherlands).

Data collection
A total of 44 stakeholders were invited of whom 29 par-
ticipated (Table  1). Semi-structured face-to-face or tel-
ephone interviews lasted 45–60  min. Interviews were 
conducted until data reached theoretical sufficiency 
[21].  Participants were asked the following: (1) what are 
the most important aspects of a high-quality training 
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program? (2) How would you monitor these aspects if 
you were the accreditation authority?

The Australian and Dutch national standards were col-
lected, respectively, the ‘Standards for Assessment and 
Accreditation of Specialist Medical Programs and Profes-
sional Development Programs by the Australian Medical 
Council 2015’[22] and ‘Standards for Postgraduate Medi-
cal Education Accreditation by the Legislative College 
2016’ [23].

Data analysis
Data were analyzed in three phases. Firstly, the audio-
taped interviews were transcribed verbatim. Anonymized 
transcripts were analyzed thematically and line-by-line 
using open coding to explore (1) all quality aspects of 
training (2) stakeholders’ experiences of using accredita-
tion standards in practice. This resulted in code scheme 1 
and 2, respectively.

In the second phase, accreditation standards of both 
jurisdictions were analyzed 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 trustwor-
thiness of the coding process and appropriate reflection 
of all ideas. Code schemes and themes were discussed by 
the researchers until consensus was reached.

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 catego-
rized as match. Standards lacking quality aspects that 
were mentioned by supervisors or trainees were catego-
rized 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.

Results
Two evident matches and two mismatches were noticed 
in the way stakeholders encounter accreditation stand-
ards in practice. In addition, analysis of trainee and 
supervisor perspectives identified 18 important qual-
ity aspects for inclusion in standards (Table  2). These 
aspects were compared with the standards of each coun-
try and identified two additional mismatches.

In the following sections, we will elaborate further on 
the above-mentioned 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 improve-
ment; driven by standards or intrinsic motivation of 
healthcare professionals.

Accreditation is necessary
All participants acknowledged the necessity of accredi-
tation to evaluate quality of training, despite its sub-
stantial costs, time-consuming nature, and emotional 
burden. Many participants argued that without standards 
it would be difficult to assure a minimum level of quality.

“We have to guarantee a minimum quality for the 
society. (…) We, humans are fallible.” (Accredi-
torNL01)

Trainees mentioned the need for an impartial and 
objective perspective on training quality by an accredita-
tion 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 func-
tion 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 recom-
mendations of the accreditation team (…).” (Super-
visorAU04)

The perspectives between Australian and Dutch stake-
holders were in contrast when they speak about accredi-
tation as a lever for change. Australian stakeholders 
believed that accreditation was an enabler and driver of 
change. The accreditation authority had far more influ-
ence on the colleges than faculty members. Without 
the help of the accreditation authority, colleges were 
not likely to be able to eliminate differences between 
programs.

Table 1 Participants

Stakeholders AU NL

Invited 26 18

Participated 16 13

Clinical supervisors 5 4

Trainees 5 5

Accreditors 6 4
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“So many hospitals are acting on historical, you 
know, eh- a custom. We always did it this way, you 
know.” (AccreditorAU02)

Dutch faculty members were more skeptical about 
the influence of accreditation. They were positive about 
accreditation driving reflection, however they claimed 
that they did not change their training method or vision 
after a site visit.

“I told you already, I am not fund of rules/regula-
tions (…) I even do not know the rules (…) do not 
need to know them (…) I am a passionate supervisor 
for ten years now.” (SupervisorNL03)

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 ben-
eficial, because this could establish a culture of fear and 
stop professionals from speaking up.

Although different participants believed that stand-
ards cannot induce radical change in or capture the cul-
ture 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 cul-
ture on a piece of paper. You can’t say, a department 
must have good culture.” (SupervisorAU04)

Trainees are the best source of 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 how-
ever raised about the conditions for collecting informa-
tion from trainees, and particularly trainees’ capacity 
to speak up without assurances of confidentiality and 
anonymity.

“Keep your mouth, get the approval [successful 
accreditation].” (AccreditorNL03)

Some supervisors were concerned about trainees giv-
ing 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 bully-
ing 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 hor-
rifically. So, ehm, I think, I think getting people to 
give you straight answers in an interview, that situa-
tion would be quite difficult (…).” (TraineeAU01)

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 cov-
ered these aspects, however their inclusion is supported, 
especially by trainees.

Trainees mention that service provision is often prior-
itized 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 valu-
able 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)

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 hierarchi-
cal position; others taking advantage of them can impact 
their well-being, learning or performance. Mentoring 
may be beneficial for problems trainees experience dur-
ing 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 advan-
tage of in that time.” (TraineeAU01)
“We have to move towards a system where it is 
accepted to show vulnerability and a system depend-
ent on trainees. Let them [programs] earn their 
trainees.” (TraineeNL01)

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 encour-
aged to show best practices. Accreditors had similar 
perspectives; accreditation should be more dynamic 
to continuously adapt to changing circumstances, and 
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accreditation authorities should not hinder, but support 
training programs.

“Visiting a program should not be an assessment, in 
my opinion it should be a collegial process to reflect 
together on the training program with the frame-
work [standards] which we agreed upon. (…) So, if 
the visit is intended as a thorough check of my train-
ing program, then I’ll say well, that’s unsupportive 
and a sign of distrust.” (SupervisorNL01)

Improvement: driven by standards or intrinsic motivation 
of healthcare professionals
On the topic of quality improvement accreditors and cli-
nicians have contrasting views. Accreditors in both juris-
dictions believed firmly in standards being a driving force 
for quality improvement, although one Dutch accreditor 
questioned whether a high-stake summative assessment 
should be the approach.

Clinical supervisors and some trainees, however, men-
tioned 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 stand-
ard and hopefully then ehm, allowing people to find, 
move beyond that to a higher standard.” (Supervi-
sorAU04)

Discussion
This study explored the perspectives of trainees, clini-
cal supervisors and accreditors on quality of train-
ing, accreditation and standards in Australia and the 
Netherlands. We explored the differences and similari-
ties in their views and compared this to the accredita-
tion standards of both countries. Two matches and four 
mismatches were identified. In this part, we will reflect 
on our findings using the three quality management 
approaches: quality assurance, quality control and quality 
improvement.

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 cur-
rent literature, Brubakk et al. claimed that accreditation 
is not likely to be abandoned [24]. Efficacy of accredita-
tion 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 [25]. It is also plausi-
ble that clinicians will comply with most standards even 
if there were no sanctions or legitimacy, because these 
standards fit their own ambition [26]. Social identity and 
motivation to protect the medical profession could be 
another explanation for requiring accreditation [27]. This 
may explain the supervisors’ desire for penalties in cases 
of severe violation of standards.

Participants acceptance of accreditation was regardless 
of the used quality management approach(es); however, 
the clinicians and the accreditors did not agree whether 
or not quality improvement should be driven by accredi-
tation. Ideally, compliance with standards should lead to 
continuous quality improvement in which training pro-
grams strive for excellence [2, 28–30]. Although qual-
ity improvement is valued in many jurisdictions, quality 
improvement is not solely achieved by enforcing stand-
ards, since it requires a degree of (intrinsic) motivation 
of all concerned [31–33]. 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 per-
ceives the accreditation authority’s standards and actions 
[31, 33]. If standards are perceived as fitting in a shared 
ambition this may increase the intrinsic motivation of the 
accredited party [31]. One study among Danish general 
practitioners (GPs) has shown that accreditation may 
even foster intrinsic motivation as long as GPs perceive 
accreditation as a quality improvement instrument [33]. 
Encouraging (continuous) quality improvement, means 
continuous (small) modifications and changes on the 
workplace. Change is challenging, but by merely devel-
oping standards and policy-making, without an imple-
mentation strategy for the clinical workplace it is hard 
to initiate willingness for change. This also aligns with 
leading change model of Kotter: a sense of urgency must 
be established, the vision must be created and communi-
cated, empowerment to act on vision and improvement 
must be consolidated [34].

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. We believe 
that there are two other reasons for the differences: (re)
current political debate and traditions. Access and selec-
tion are not included in the Dutch standards and equity 
and diversity are less prominent in the political debate 
than in Australia. Other differences like no standards for 
job satisfaction, outcome focused programs and com-
munity needs in the Netherlands could be explained by 
traditions, which are difficult to change. Nowadays, if 
an accreditation system was newly introduced in the 
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Netherlands this would be most probably included in the 
standards. Trainee-centered programs are aligned with 
the strong educational influence from the Maastricht 
School with a large emphasis on student-centered educa-
tion in the Netherlands [35].

If we compare Table 2 with the comprehensive WFME 
global standards for medical specialist training, the 
standards miss the following items: requirement for 
international or regional collaboration, allocated time for 
formal education, trainee empowerment, job satisfaction 
and trainee-centered programs [36]. In the development 
of accreditation, comparing international standards is an 
effective way of learning from the best practices of each 
other.

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 [37]. 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. Supervisors and accreditors 
agreed upon flexibility regardless of the used quality 
management approach. 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 qual-
ity and found that trainee feedback and information is 
the most important tool. This is relevant for setting up a 
quality control approach  that includes the output of the 
process. It is also common to search for consumers’ per-
spectives in evaluation. This study has taken trainees to 
be active participants in their learning rather than con-
sumers. 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, the Australian accredita-
tion processes and standards do require education pro-
viders 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 con-
sumer feedback could enhance relevance and acceptabil-
ity of their perspectives for training evaluation [38].

While trainee feedback is seen as a source of valu-
able information; the Australian and Dutch standards 
lack trainee empowerment. This could be a call for at 
least a quality assurance approach on the area of trainee 
empowerment. It is conceivable that the culture in which 

the training occurs is hierarchical and less likely to pro-
vide opportunities for feedback and criticism. Besides 
that, trainees are in dependent and vulnerable positions, 
which make them unwilling to speak up to seniors [39, 
40]. By including trainee empowerment in  standards, it 
does not necessarily lead to an immediate change, but at 
least it may highlight trainee empowerment as an impor-
tant aspect of training.

Strengths and limitations
This study contributes to the scarce empirical knowledge 
about accreditation for medical specialty training. Partic-
ipants were from different institutions in two countries. 
It is reasonable to assume that our findings will have 
some relevance and potential transferability to other set-
tings; nevertheless, the relevance may be questioned in 
other contexts or cultures. This study is based on a socio-
constructivist approach, quantitative proof for accredita-
tion 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. More-
over, in order to improve accreditation systems, further 
research should focus on the value of flexible compo-
nents 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 accredi-
tors 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.

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. Flex-
ibility in accreditation standards and processes is needed 
to keep pace with the developments in and beyond the 
workplace. Empowering trainees as partners in learn-
ing and decision-making about training might add to the 
quality of training sites and needs to be addressed by the 
accreditation system. Improvement on trainee empower-
ment is required, especially since  trainees are considered 
the most valuable feedback source. Accreditation systems 
could also benefit from taking account of the internal 
drivers of clinicians.



Page 9 of 10Akdemir et al. Hum Resour Health           (2021) 19:75  

Authors’ contributions
NA, RM and FS drafted the manuscript. TW and SH authored specific sections 
of the manuscript and made critical revisions and additions to the manuscript. 
All authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author upon reasonable request. The data are partially in 
Dutch and partially in English.

Declarations

Ethics approval and consent to participate
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.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 School of Medical Sciences, VU Medical Center, Amsterdam, The Nether-
lands. 2 Department of Medical Education, OLVG Hospital, Amsterdam, The 
Netherlands. 3 Athena Institute for Transdisciplinary Research, Vrije Universiteit, 
Amsterdam, The Netherlands. 4 Australian Medical Council, Canberra, Australia. 
5 Milestones Research and Evaluation, Accreditation Council for Graduate 
Medical Education, Chicago, IL, United States of America. 6 Faculty of Educa-
tion, University of Ottawa, Ottawa, ON, Canada. 7 Department of Medical 
Education, Feinberg School of Medicine, Northwestern University, Chicago, IL, 
United States of America. 

Received: 5 March 2021   Accepted: 28 May 2021

References
 1. Van Zanten M, Norcini JJ, Boulet JR, et al. Overview of accreditation of 

undergraduate medical education programmes worldwide. Med Educ. 
2008;42(9):930–7.

 2. Karle H. Global standards and accreditation in medical education: a view 
from the WFME. Acad Med. 2006;81(12):43–8.

 3. Maniate JM. Redesigning a resident program evaluation to strengthen 
the Canadian residency education accreditation system. Acad Med. 
2010;85(7):1196–202.

 4. Kassebaum DG, Cutler ER, Eaglen RH. On the importance and validity of 
medical accreditation standards. Acad Med. 1998;73(5):550–64.

 5. Van Zanten M, Boulet JR, Greaves I. The importance of medical education 
accreditation standards. Med Teach. 2012;34(2):136–45.

 6. Yang EB. A study on the content validity and factor validity of accredi-
tation standards for medical schools in Korea. Korean J Med Educ. 
2002;14(1):85–97.

 7. Dos Santos RA, Snell L, Tenorio Nunes MdP. The link between quality and 
accreditation of residency programs: the surveyors’ perceptions. Med 
Educ Online. 2017;22(1):1270093.

 8. McCullough LB. An ethical framework for the responsible leadership of 
accountable care organizations. Am J Med Qual. 2012;27(3):189–94.

 9. Nasca TJ, Philibert I, Brigham T, et al. The next GME accreditation system-
rationale and benefits. N Engl J Med. 2012;366:1051–6.

 10. Boulet J, Zanten M. Ensuring high quality patient care: the role of accredi-
tation, licensure, specialty certification and revalidation in medicine. Med 
Educ. 2014;48(1):75–86.

 11. Nicolay CR, Purkayastha S, Greenhalgh A, et al. Systematic review of the 
application of quality improvement methodologies from the manufac-
turing industry to surgical healthcare. Br J Surg. 2012;99(3):324–35.

 12. Shaw C, Groene O, Mora N, et al. Accreditation and ISO certification: do 
they explain differences in quality management in European hospitals? 
Int J Qual Health Care. 2010;22:445–51.

 13. Flynn BB, Schroeder RG, Sakakibara S. A framework for quality manage-
ment research and an associated measurement instrument. J Oper 
Manag. 1994;11(4):339–66.

 14. Rose K. Project quality management: why, what and how. J Ross Pub.; 
2005. https:// doi. org/ 10. 1097/ 00001 888- 20020 1000- 00014.

 15. Yudkowsky R, Elliott R, Schwartz A. Two perspectives on the indicators of 
quality in psychiatry residencies: program directors’ and residents’. Acad 
Med. 2002;77:57–64.

 16. Puddester D, MacDonald CJ, Clements D, et al. Designing faculty 
development to support the evaluation of resident competency in the 
intrinsic CanMEDS roles: practical outcomes of an assessment of program 
director needs. BMC Med Educ. 2015;15(1):100.

 17. Klessig JM, Wolfsthal SD, Levine MA, et al. A pilot survey study to define 
quality in residency education. Acad Med. 2000;75(1):71–3.

 18. Nasca TJ, Weiss KB, Bagian JP, Brigham TP. The accreditation system after 
the “Next Accreditation System.” Acad Med. 2014;89(1):27–9.

 19. Bunton SA, Sandberg SF. Case study research in health professions educa-
tion. Acad Med. 2016;91(12):e3. https:// doi. org/ 10. 1097/ ACM. 00000 00000 
001443.

 20. Cheek C, Hays R, Smith J, et al. Improving case study research in medical 
education: a systematised review. Med Educ. 2018;52(5):480–7.

 21. Dey I. Grounding grounded theory: guidelines for qualitative inquiry. San 
Diego: Academic Press; 1999.

 22. Australian Medical Council. ‘Standards for Assessment and Accreditation 
of Specialist Medical Programs and Professional Development Programs 
by the Australian Medical Council 2015’ and ‘Procedures for Assessment 
and Accreditation of Specialist Medical Programs and Professional Devel-
opment Programs by the Australian Medical Council 2017’. 

 23. KNMG/CGS. Kaderbesluit 2016. https:// www. knmg. nl/ oplei ding- herre 
gistr atie- carri ere/ cgs/ regel geving/ speci alism en. htm. Accessed 15 June 
2021.

 24. Brubakk K, Vist GE, Bukholm G, et al. A systematic review of hospital 
accreditation: the challenges of measuring complex intervention effects. 
BMC Health Serv Res. 2015;15(1):280.

 25. Tyler TR. Why people obey the law. Princeton: Princeton University Press; 
2006.

 26. McAdams RH. The expressive powers of law. Harvard: Harvard University 
Press; 2015.

 27. Van Zomeren M, Dovidio JF. The Oxford handbook of the human essence. 
Oxford: Oxford University Press; 2018.

 28. Norcini JJ, Van Zanten M. An overview of accreditation, certification, and 
licensure processes. Amsterdam: Elsevier; 2010.

 29. Djuricich AM, Ciccarelli M, Swigonski NL. A continuous quality improve-
ment curriculum for residents: addressing core competency, improving 
systems. Acad Med. 2004;79(10):65–7.

 30. Wong BM, Levinson W, Shojania KG. Quality improvement in 
medical education: current state and future directions. Med Educ. 
2012;46(1):107–19.

 31. Feld LP, Frey BS. Tax compliance as the result of a psychological tax 
contract: the role of incentives and responsive regulation. Law & Policy. 
2007;29(1):102–20.

 32. Braithwaite J, Makkai T, Braithwaite VA. Regulating aged care: ritualism 
and the new pyramid. Cheltenham: Edward Elgar Publishing; 2007.

 33. Pedersen LB, Andersen MKK, Jensen UT, et al. Can external interventions 
crowd in intrinsic motivation? A cluster randomised field experiment on 
mandatory accreditation of general practice in Denmark. Soc Sci Med. 
2018;211:224–33.

 34. Kotter JP. Leading change. Harvard: Harvard business press; 2012.
 35. Van der Vleuten CP, Driessen EW. What would happen to educa-

tion if we take education evidence seriously? Perspect Med Educ . 
2014;3(3):222–32.

https://doi.org/10.1097/00001888-200201000-00014
https://doi.org/10.1097/ACM.0000000000001443
https://doi.org/10.1097/ACM.0000000000001443
https://www.knmg.nl/opleiding-herregistratie-carriere/cgs/regelgeving/specialismen.htm
https://www.knmg.nl/opleiding-herregistratie-carriere/cgs/regelgeving/specialismen.htm


Page 10 of 10Akdemir et al. Hum Resour Health           (2021) 19:75 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 36. The World Federation for Medical Education (WFME). WFME global 
standards for quality improvement: postgraduate medical education 
2015. https:// wfme. org/ downl oad/ wfme- global- stand ards- for- quali ty- 
impro vement- pgme- 2015. Accessed 15 June 2021.

 37. Koksma J-J, Kremer JA. Beyond the quality illusion: the learning Era. Acad 
Med. 2019;94:166–9. https:// doi. org/ 10. 1097/ ACM. 00000 00000 002464.

 38. Greco M, Brownlea A, McGovern J, Cavanagh M. Consumers as educators: 
implementation of patient feedback in general practice training. Health 
Commun. 2000;12(2):173–93.

 39. Voogt JJ, Kars MC, van Rensen EL, et al. Why medical residents do (and 
don’t) speak up about organizational barriers and opportunities to 
improve the quality of care. Acad Med. 2020;95(4):574–81.

 40. O’Connor P, Byrne D, O’Dea A, et al. Excuse me: teaching interns to speak 
up. Jt Comm J Qual Saf. 2013;39(9):426–31.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://wfme.org/download/wfme-global-standards-for-quality-improvement-pgme-2015
https://wfme.org/download/wfme-global-standards-for-quality-improvement-pgme-2015
https://doi.org/10.1097/ACM.0000000000002464

	Clinicians’ perspectives on quality: do they match accreditation standards?
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study design
	Participants and procedure
	Recruitment of participants
	Data collection
	Data analysis
	Confidentiality and ethical considerations

	Results
	Accreditation is necessary
	Trainees are the best source of quality measures
	Fundamental training aspects that accreditation standards do not capture
	Using standards lack dynamism
	Improvement: driven by standards or intrinsic motivation of healthcare professionals

	Discussion
	Strengths and limitations
	Suggestions for further research
	Practical implications

	Conclusion
	References


