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PREFACE 

The proposal for European Specifications in Medical Education presented in this document is an adaptation of
global standards in medical education to the European Region. The proposal covers all three phases of med-
ical education: basic medical education; postgraduate medical education; and continuing professional devel-
opment. It was developed by an international Task Force set up by the Thematic Network on Medical
Education in Europe (MEDINE), chaired jointly by the World Federation for Medical Education (WFME) and
the Association of Medical Schools in Europe (AMSE) and sponsored by the Commission of the European
Union. 

The World Health Organization (WHO) Regional Office for Europe, as part of its commitment to ensure qual-
ity of health care in Europe, and in the framework of the WHO-WFME Strategic Partnership to Improve
Medical Education, has facilitated publication and dissemination of the booklet. 

In publishing these specifications, MEDINE intends to provide a tool for reform processes, and criteria for the
recognition and accreditation of medical education institutions and programmes, for the benefit of the con-
stituency of medical education, health services and health systems throughout the region.
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INTRODUCTION

Over the past decade, a number of quality assurance
initiatives have been taken on internationally in med-
ical education. They include the setting of standards
and the establishment of systems for recognition and
accreditation of educational institutions and pro-
grammes. The focus on the need for international
standards in medical education has been driven by
the expansion of globalization, as manifested by
exchange of medical students, migration of medical
doctors and cross-border education. However, stan-
dards are also important in addressing national pro-
blems and challenges that result from changes in the
health care delivery service, from institutional con-
servatism and inadequate management and leader-
ship, and from the rapid growth in the number of
new medical schools. At the same time, common
trends in curricular developments and the manage-
ment of medical education have facilitated attempts
to define international standards. The ultimate goal is
to improve health care across Europe.

It was therefore natural that MEDINE, with funding
from the Commission of the European Union, should
decide to include in its objectives activities that
address quality assurance and standard setting in
medical education in the European Region.      

This document presents the considerations of the
MEDINE Task Force on Quality Assurance Standards
and the results of its work. The vision of the Task
Force is that the recommendations regarding stan-
dard setting outlined in this document could be used
by the European Commission, national education
and health authorities, institutions and organisations
with responsibility for medical education, in their
endeavours to achieve quality assurance and
improvement in medical education throughout its
continuum in the European Region.

THEMATIC NETWORK MEDINE AND
THE QUALITY ASSURANCE TASK
FORCE

The Thematic Network MEDINE on medical educa-
tion in Europe, which comprises more than one hun-
dred institutions, addresses educational, institutional
and quality issues in European medical education. It
works within the framework of European initiatives
like the Bologna Declaration and Process, including
the European Credit Transfer System (ECTS), the
Diploma Supplement initiative and the Tuning proj-
ect. It has to take account of previous work in medical
education done by, for example, the European
Commission, the Association for Medical Education
in Europe (AMEE), the Association of Medical
Schools in Europe (AMSE) and the World Federation
for Medical Education (WFME). The target groups
for this work are students, medical educators, health
care providers, ministries of health and education, the
European Commission, professional bodies, patients
and the public in general. 

The Task Force on Quality Assurance Standards
was led jointly by the World Federation for Medical
Education (WFME) and the Association of Medical
Schools in Europe (AMSE).

The objectives of the Task Force were:

• To work to enhance overall standards of medical
education in Europe through sharing of ideas, dis-
semination of best practice, and quality assurance,
in conjunction with other European agencies such
as ENQA and the regional ERA and making use of
the work already carried out by the WFME. 

• To analyse how to adapt the WFME standards to
the European context of medical education and to
the Bologna process in order to establish minimum
requirements for accreditation at Medical Schools
in Europe.

• To produce a set of quality assurance standards for
medical education in Europe, building on  and
adapting existing work such as the WFME Global
Standards framework.

The list of Task Force members is presented inside the
cover.  
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In trying to define specifications for the WFME
Global Standards in medical education in a European
context, a number of questions had to be discussed.
In the following, only central issues related to stan-
dard setting in the European Region will be covered.

THE WFME GLOBAL STANDARDS
PROGRAMME 

The WFME programme on definition of international
standards in medical education was launched in
1998. The purpose was to provide a mechanism for
quality improvement in medical education, in a glob-
al context, to be applied by institutions, organisations
and national authorities responsible for medical edu-
cation. Standards were developed by three interna-
tional Task Forces with broad representation of
experts in medical education from all six World
Health Organization (WHO)/WFME Regions.
Following initial publication of a draft of Standards in
Basic Medical Education and presentation at various
international conferences, the final Trilogy of WFME
Global Standards was published in 2003 (a1, a2, a3).

The Trilogy was the essential background material for
the 2003 World Conference in Medical Education:
Global Standards in Medical Education for Better
Health Care (a4), which endorsed the Standards
Programme (a5, a6). The Standards have been validat-
ed in a number of pilot studies and have been used by
an increasing number of institutions and national
agencies in all regions of the world. Since 2004, they
have been promoted by the WHO/WFME Strategic
Partnership to Improve Medical Education (a7).      

General principles for and considerations regarding
definition of international standards for medical edu-
cation institutions and programmes,  as discussed in
the WFME Trilogy of Global Standards for Quality
Improvement of Medical Education, can be found in
Annexes 1-4. These include the concepts, rationale
behind, the purposes and use of international stan-
dards as well as a description of fundamental condi-
tions of the various phases of medical education 

DELINEATION OF THE EUROPEAN REGION

The European Region is delineated differently by var-
ious international organisations and authorities. The
European Union currently (January 2007) includes 27

countries. Closely related to the EU are the 4 EFTA
countries. The Council of Europe comprises at the
moment 46 countries. The group of countries (total
number in 2006: 45) which signed the Bologna
Declaration corresponds closely to the Council of
Europe. 

The European Region of the World Health
Organization (WHO-EURO) goes beyond these bound-
aries of Europe by including also the Central Asian
Republics and comprises at the moment 53 countries.
The total number of countries in Europe (2007) is 55.

Considering the constant growth so far of the
European Union and the relationship between EU
and other parts of Europe as exemplified by the
extension of the Bologna Process, the Task Force, in
accordance with the Board of MEDINE, decided to
work with standards for Europe in a broad sense.
The conclusion was that at the moment, the European
Region relevant for definition of European medical
education standards would be comparable to the geo-
graphical area covered by the Council of Europe. 

The Task Force is, however, aware of the increasing
relationships between the European Region as
defined above and other countries, e.g. the Central
Asian Republics. These countries are increasingly try-
ing to adapt their medical education systems to
European principles. This situation means that fur-
ther expansion of the European Region in terms of
relevance for medical education and mobility of med-
ical doctors might be expected in the near future. 

DIVERSITY OF MEDICAL EDUCATION IN THE
EUROPEAN REGION

Although there is some uniformity in the European
Union with respect to tradition and structure of high-
er education, medical education has developed in
several different ways. 

The variations can be explained by differences in:

• teaching tradition
• cultural background
• socio-economic conditions
• health and disease spectrum
• organisation of the health care delivery system and
• distribution of health care service activities to var-

ious cadres of the health care workforce. 
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The Advisory Committee on Medical Training
(ACMT) which was established in conjunction with
the introduction of the first Medical Directives of the
European Commission in 1975 worked to safeguard
the mobility of doctors in the EU by producing a
number of important reports (b20, c14, d11).  ACMT
observed a clear distinction in the principles underly-
ing training between Northern and North-Western
Europe on the one side and Southern Europe on the
other side. Many recent discussions and initiatives
have resulted in some harmonisation of the educa-
tional process, which made the relatively weakly for-
mulated rules in the Directives acceptable, and
allowed for free mobility of medical doctors. The
Directives never adressed quality assurance.

With the expansion of the European Union east-
wards, the diversity of medical education further
increased, creating doubts among many stakeholders
as to the feasibility and acceptability of the Directives
being a basis for regulation of doctors’ mobility with-
in the EU. The Directives have only undergone
changes in the formal presentation, and the educa-
tional requirements of the latest Directive (EU
Directive 2005/36/EC) (a8) are almost identical to
those in the first two Directives of 1975, which were
consolidated in EU Directive 1993/16/EU.

The Task Force is aware of the differences between
countries in the European Region, and to some extent
within countries, with respect to organisation,
process, content and outcome of medical education. 

The spectrum of variability is probably greatest with
respect to postgraduate medical education and con-
tinuing professional development; basic medical edu-
cation in all countries has been influenced by princi-
ples which are common to most university traditions.

It has been central to the Task Force that the spectrum
of medical educational systems and conditions in
Europe are comparable to those in most regions of the
world. This is a strong argument for operating with
similar standards at two levels of attainment as used
in the WFME Trilogy of Global Standards.

EUROPE IN A GLOBAL CONTEXT

The Task Force emphasises that standard setting for
Europe should not create a situation of isolation from
other parts of the world. Europe has a long tradition
of exchange of students and health professionals
worldwide. Standards in medical education should
be used as an instrument to safeguard the quality of

the medical profession, and should not work as an
unnecessary barrier preventing adequately trained
medical doctors moving between Europe and other
parts of the world. 

Basically, medical education in Europe is facing the
same problems and challenges as the rest of the
world, and therefore standard setting must be made
on a common basis. 

NEEDS FOR STANDARDS IN MEDICAL EDUCA-
TION IN EUROPE

In a global perspective, the needs for standards in
medical education in the European Region might
seem less of a problem than in many other regions.
However, the creation of the European Higher
Educational (EHEA) and Research Areas (ERA) with-
in the framework of the Bologna Process (a9) is lead-
ing to increased mobility of students and profession-
als and so increases the need for common principles
of quality assurance processes.  When seen as a qual-
ity improvement tool, the need for standards is still
the same and must address challenges due to:

• political, socio-economic and cultural realities
• institutional conservatism
• faculty staff inertia
• lack of clearly defined educational budgets
• insufficient supervision of programmes
• lack of incentives and 
• insufficient leadership. 

Another need for standards is exemplified in the case
of new medical schools, which may currently neither
have externally set standards to work to nor any
guidance as to what is acceptable. The explosion in
the number of medical schools, which has raised con-
cern about the quality of medical education in other
Regions, has so far not been a prominent phenome-
non in Europe. However, Europe should be aware of
the threats of uncontrolled establishment of new
medical schools. Experiences from other Regions and
cases within Europe show how private schools with a
“for profit” purpose tend to neglect basic require-
ments such as the sufficiency of financial resources,
the adequacy of the settings for clinical training, and
the necessary research attainment facilities. 

Closely related to this is the phenomenon of “off-
shore” medical schools, being established as satellites
of foreign medical schools for commercial reasons
and potentially characterised by lower quality of the
educational product compared to the mother institu-
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tions. In some countries, this new trend of commer-
cialisation of higher education, including medical
education, has now led to deliberate overproduction
of graduates for the purpose of export. This situation
is a clear threat to the quality of medical education.
Although not so far involved to a great extend in this
type of cross-border education, Europe should pro-
tect itself against this tendency by setting relevant
quality standards for medical education institutions
and their programmes. 

In formulating standards for medical education in
Europe, special European needs should also be con-
sidered and defined. This would first of all include
the basic requirements of medical education which
are stated in the present Directive on recognition of
professional qualifications (Directive 2005/36/EC of
7 September 2005) (a8) and the consequences of com-
mitment to the Bologna Process, which raised some
questions for the quality of medical education, now
being discussed all over Europe (a10).     

CONCEPT AND USE OF STANDARDS

Standards in medical education can be used as a qual-
ity improvement tool in institutional self-evaluations
and peer review or as a basis for official recognition
and accreditation. There is a clear overlap between
these functions.

Apart from general educational standards as pro-
posed by the European Association for Quality
Assurance in Higher Education (ENQA) (a11), there
is a need for subject specific standards in medicine.
Studies of the use of the WFME Global Standards
have shown that institutional self-evaluation based
on these standards has fundamental positive influ-
ence on reform processes (a12).

Ideally, the standards to be used for reform purposes
should be comprehensive like the WFME Global
Standards, covering all aspects of medical education,
including the organisation, structure, process, curric-
ular content, learning environment and outcome. As
regards outcomes, the Global Minimum Essential
Requirements (GMER) standards as produced by the
International Institute of Medical Education (a13) or
equivalent standards describing expected outcome
competences of graduates should be taken into con-
sideration; this subject is dealt with in detail by the
MEDINE Task Force on Tuning (a14).    

Recommendations for proper accreditation systems

can be found in the WHO/WFME Guidelines for
Accreditation in Basic Medical Education (a15), pub-
lished in 2005 as a result of an international Task
Force with broad representation from all Regions.
Another outcome of that Task Force was the recom-
mendation that accreditation should primarily be
considered to be a national responsibility, the exemp-
tions being countries with only one or few medical
schools.

In this regard, it is the opinion of the MEDINE Task
Force that at the present time there is no justification
for the establishment of a common European accred-
itation system for medical schools. Small countries
who do not have their own accreditation system
could either be affiliated with a neighbouring country
or, where appropriate, join Sub-regional accreditation
systems. These questions should be discussed by a
future Task Force. 

There is potentially already more coordination in
postgraduate medical education and continuing pro-
fessional development. For example, the role of pro-
fessional associations and organisations such as the
European Union of Medical Specialists (UEMS) (a16,
a17) and the Standing Committee of European
Doctors (CPME) (a18) should be noted. European col-
laboration in quality assurance and development
should be encouraged throughout the spectrum of
medical education.

11



EUROPEAN STANDARDS OR 
REGIONAL SPECIFICATIONS FOR
GLOBAL STANDARDS?

As a consequence of the considerations above, the
Task Force came to the conclusion that presently there
is no need for a separate set of European standards in
medical education. The increasing collaboration
between countries in an ongoing expanding
European Region, a spectrum of diversity of medical
education in the Region comparable to other regions
of the world, the perspectives of the European Region
in a broader global context and type of standards
needed are factors that point to rejection of separate
standards for Europe. It is the opinion of the Task
Force that it will be sufficient to state European
Specifications for the WFME Global Standards.
Elements of such specifications are shown below.

The WFME Global Standards with the European
Specifications could be used as a template for nation-
al standards. These could then become relevant in
institutional reform processes and act as a basis for
the establishment of accreditation systems in medical
education.

As a logical consequence, it is the opinion of the Task
Force that there is no rationale for an intermediary
level between global and national standards in the
European Region.

12

TYPES OF EUROPEAN SPECIFICATIONS

• Considerations of changing the division lines between basic standards or minimum requirements and
standards for quality development. This takes into account the general social and economic 
conditions as well as recent improvements and endeavours in quality assurance and development of
medical education in Europe which allow higher standards to be set. 

This kind of modification of the WFME Global Standards could for example be motivated by 
influence of modern teaching and learning theory, definition of outcome and performance compe-
tences, enhancement of the integration of basic biomedical, behavioural and social sciences with 
clinical sciences in the medical programme or new settings for and other innovations in 
clinical training.

• Supplements necessitated by special European political conditions as consequences of, for example,
EU Directives, or determined by commitments to the European Higher Education Area.

• Other additions to the global standards which would be relevant for the Region and perhaps also
included in a future revision of the WFME Global Standards. 



WFME Trilogy of Standard Documents
Each of the three documents of The Trilogy of WFME
Global Standards (a1, a2, a3) is structured according
to 9 Areas and 36-38 Sub-areas.

Areas are defined as broad components in the struc-
ture, process and outcome of medical education and
cover all education and institution aspects (Table 1). 

Sub-areas are defined as specific aspects of an area,
corresponding to performance indicators. 

Definitions of standards
Standards are specified for each sub-area. Within
each sub-area there can be one or more standards.

Standards are formulated at two levels of attainment:

• Basic standard,
meaning that the standard must be met from the
outset.

• Standard for quality development,
meaning that the standard is in accordance with
international consensus about best practice.
Fulfilment of – or initiatives to fulfil – some or all
of such standards should be documented. 

Annotations
Annotations are used to clarify, amplify or exemplify
expressions in the standards.

European specifications
In formulating specifications to the WFME Global
Standards, which are relevant for Europe, the Task
Force has followed the principles mentioned above,
i.e. the need to change the division line between the
two levels of the WFME Standards and the need to
add new elements to the standards and modifying
some of the annotations.
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THE WFME GLOBAL STANDARDS WITH EUROPEAN SPECIFICATIONS

Table 1  WFME TRILOGY OF STANDARDS: AREAS

Basic Medical Education Postgraduate Medical Education Continuing Professional 
Development (CPD)

1. Mission and Objectives Mission and Outcomes Mission and Outcomes

2. Educational Programme Training Process Learning Methods

3. Assessment of Students Assessment of Trainees Planning and Documentation

4. Students Trainees The Individual Doctor

5. Academic Staff/Faculty Staffing CPD Providers

6. Educational Resources Training Settings and Educational Educational Context and 
Resources Resources

7. Programme Evaluation Evaluation of Training Process Evaluation of Methods 
and Competencies

8. Governance and Administration Governance and Administration Organisation

9. Continuous Renewal Continuous Renewal Continuous Renewal

STRUCTURE OF EUROPEAN
SPECIFICATIONS FOR WFME GLOBAL
STANDARDS:

• For every sub-area in each of the three sections
representing standards for Basic Medical
Education (BME), Postgraduate Medical
Education (PME) and Continuing Professional
Development (CPD), respectively, the wording
of the WFME Basic and Quality Development
Standards and the Annotations is initially out-
lined as in the WFME Trilogy.

• For relevant sub-areas, this is followed by a sec-
tion with European specifications. For each
specification,  reference is given to the section to
which the specification belongs:
BS: Basic standard; 
QD: Quality development standard; 
A: Annotation. 



1.1 STATEMENTS OF MISSION 
AND OBJECTIVES

Basic standard: 
The medical school must define its mission and objec-
tives and make them known to its constituency. The
mission statements and objectives must describe the
educational process resulting in a medical doctor
competent at a basic level, with an appropriate foun-
dation for further training in any branch of medicine
and in keeping with the roles of doctors in the health
care system.

Quality development:
The mission and objectives should encompass social
responsibility, research attainment, community
involvement, and address readiness for postgraduate
medical training.

Annotations:
• Statements of mission and objectives would include general and

specific issues relevant to institutional, national and regional
policy.

• Any branch of medicine refers to all types of medical practice
and medical research.

• Postgraduate medical training would include preregistration
training, vocational training, specialist training and continu-
ing medical education/professional development.

1.2 PARTICIPATION IN FORMULA-
TION OF MISSION AND OBJEC-
TIVES

Basic standard:
The mission statement and objectives of a medical
school must be defined by its principal stakeholders.

Quality development:
Formulation of mission statements and objectives
should be based on input from a wider range of
stakeholders.

Annotations:
• Principal stakeholders would include the dean, members of

the faculty board/council, the university, governmental
authorities and the profession.

• A wider range of stakeholders would include representatives of
academic staff, students, the community, education and
health care authorities, professional organisations and post-
graduate educators.

1.3 ACADEMIC AUTONOMY

Basic standard:
There must be a policy for which the administration
and faculty/academic staff of the medical school are
responsible, within which they have freedom to
design the curriculum and allocate the resources ne-
cessary for its implementation.

Quality development:
The contributions of all academic staff should
address the actual curriculum and the educational
resources should be distributed in relation to the edu-
cational needs.

1.4 EDUCATIONAL OUTCOME

Basic standard:
The medical school must define the competencies
that students should exhibit on graduation in relation
to their subsequent training and future roles in the
health system.

Quality development:
The linkage of competencies to be acquired by grad-
uation with that to be acquired in postgraduate train-

BS The quality development standard is consid-
ered a basic standard.

A Principal stakeholders would include regulato-
ry authorities.

BS The quality development standard is consid-
ered a basic standard.

BS Statements of mission and objectives must
take into consideration the European per-
spective in the Higher Education and
Research Areas.

BS The medical school must be part of a univer-
sity or be an institution of equivalent level.

14

STANDARDS IN BASIC MEDICAL EDUCATION 
WITH EUROPEAN SPECIFICATIONS

1. MISSION AND OBJECTIVES



ing should be specified. Measures of, and informa-
tion about, competencies of the graduates should be
used as feedback to programme development.

Annotations:
• Educational outcome would be defined in terms of the com-

petencies the students must acquire before graduation.
• Competencies within medicine and medical practice would

include knowledge and understanding of the basic, clinical,
behavioural and social sciences, including public health and
population medicine, and medical ethics relevant to the
practice of medicine; attitudes and clinical skills (with
respect to establishment of diagnoses, practical procedures,
communication skills, treatment and prevention of disease,
health promotion, rehabilitation, clinical reasoning and
problem solving); and the ability to undertake lifelong learn-
ing and professional development.

BS In defining competencies, the medical school
must take into account current European
developments in defining European core
learning outcomes.

A Definition of competencies would consider the
European Framework of Qualifications and
the results of the Tuning medical education
project of MEDINE and other related initia-
tives.
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2.1 CURRICULUM MODELS AND
INSTRUCTIONAL METHODS

Basic standard:
The medical school must define the curriculum mo-
dels and instructional methods employed.

Quality development:
The curriculum and instructional methods should
ensure that students have responsibility for their
learning process and should prepare them for life-
long, self-directed learning.

Annotations:
• Curriculum models would include models based on disci-

pline, system, problem and community, etc.
• Instructional methods encompass teaching and learning

methods.
• The curriculum and instructional methods should be based on

sound learning principles and should foster the ability to
participate in the scientific development of medicine as pro-
fessionals and future colleagues.

2.2 SCIENTIFIC METHOD

Basic standard:
The medical school must teach the principles of sci-
entific method and evidence-based medicine, includ-
ing analytical and critical thinking, throughout the
curriculum.

Quality development:
The curriculum should include elements for training
students in scientific thinking and research methods.

Annotation:
• Training in scientific thinking and research methods may 

include the use of elective research projects to be con-
ducted by medical students.

2.3 BASIC BIOMEDICAL SCIENCES

Basic standard:
The medical school must identify and incorporate in
the curriculum the contributions of the basic biomed-
ical sciences to create understanding of the scientific
knowledge, concepts and methods fundamental to
acquiring and applying clinical science.

Quality development:
The contributions in the curriculum of the biomed-
ical sciences should be adapted to the scientific, tech-
nological and clinical developments as well as to the
health needs of society.

Annotation:
• The basic biomedical sciences would - depending on local

needs, interests and traditions - typically include anatomy,
biochemistry, physiology, biophysics, molecular biology, cell
biology, genetics, microbiology, immunology, pharmacology,
pathology, etc.

2.4 BEHAVIOURAL AND SOCIAL
SCIENCES AND MEDICAL
ETHICS

Basic standard:
The medical school must identify and incorporate in
the curriculum the contributions of the behavioural
sciences, social sciences, medical ethics and medical
jurisprudence that enable effective communication,
clinical decision making and ethical practices.

Quality development:
The contributions of the behavioural and social sci-
ences and medical ethics should be adapted to scien-
tific developments in medicine, to changing demo-

BS The quality development standard is consid-
ered a basic standard.

QD Proper integration between basic medical sci-
ences and clinical sciences and skills should
be assured. 

BS The quality development standard is consid-
ered a basic standard.

BS In EU member states the curriculum must
comply with the EU Directive 2005/36/EU of
7 September 2005 on the recognition of pro-
fessional qualifications.

BS It must be clearly stated if a one or two cycle
system (according to the Bologna Declaration)
is used in structuring the curriculum.

QD The instructional methods should be based
on modern adult learning theory.
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graphic and cultural contexts and to health needs of
society.

Annotations:
• Behavioural and social sciences would - depending on local

needs, interests and traditions - typically include medical
psychology, medical sociology, biostatistics, epidemiology,
hygiene and public health and community medicine etc.

• The behavioural and social sciences and medical ethics should
provide the knowledge, concepts, methods, skills and atti-
tudes necessary for understanding socio-economic, demo-
graphic and cultural determinants of causes, distribution
and consequences of health problems.

2.5 CLINICAL SCIENCES AND SKILLS

Basic standard:
The medical school must ensure that students have
patient contact and acquire sufficient clinical knowl-
edge and skills to assume appropriate clinical respon-
sibility upon graduation.

Quality development:
Every student should have early patient contact lead-
ing to participation in patient care. The different com-
ponents of clinical skills training should be struc-
tured according to the stage of the study programme.

Annotations:
• The clinical sciences would - depending on local needs, inter-

ests and traditions - typically include internal medicine
(with subspecialties), surgery (with subspecialties), anaes-
thesiology, dermatology & venereology, diagnostic radiolo-
gy, emergency medicine, general practice/family medicine,
geriatrics, gynecology & obstetrics, laboratory medicine,
neurology, neurosurgery, oncology & radiotherapy, oph-
thalmology, orthopaedic surgery, oto-rhino-laryngology,
paediatrics, pathological anatomy, physiotherapy & rehabil-
itation medicine and psychiatry, etc.

• Clinical skills include history taking, physical examination,
procedures and investigations, emergency practices and
communication and team leadership skills.

• Appropriate clinical responsibility would include health pro-
motion, disease prevention and patient care.

• Participation in patient care would include relevant communi-
ty experience and teamwork with other health professions.

2.6 CURRICULUM STRUCTURE,
COMPOSITION AND DURATION

Basic standard:
The medical school must describe the content, extent
and sequencing of courses and other curricular ele-
ments, including the balance between the core and
optional content, and the role of health promotion,
preventive medicine and rehabilitation in the curricu-
lum, as well as the interface with unorthodox, tradi-
tional or alternative practices.

Quality development:
Basic sciences and clinical sciences should be inte-
grated in the curriculum.

Annotations:
• Core and optional content refers to a curriculum model with 

a combination of compulsory elements and electives or 
special options. The ratio between the two components can
vary.

• Integration of disciplines would include both horizontal (con-
current) and vertical (sequential) integration of curricular
components.

2.7 PROGRAMME MANAGEMENT

Basic standard:
A curriculum committee must be given the responsi-
bility and authority for planning and implementing
the curriculum to secure the objectives of the medical
school.

Quality development:
The curriculum committee should be provided with
resources for planning and implementing methods of
teaching and learning, student assessment, course
evaluation, and for innovations in the curriculum.
There should be representation on the curriculum
committee of staff, students and other stakeholders. 

QD Organisation of the curriculum should be
based on estimated student workload as
expressed in the European Credit Transfer
System (ECTS).

QD At least one third of the study period should
be spent in contact with patients in relevant
clinical settings. The medical school should
specify the amount of time spent in training
in medicine, surgery, paediatrics, obstetrics
and gynaecology, psychiatry and general
practice/family medicine.

BS The quality development standard is consid-
ered a basic standard.

QD Behavioural and social sciences should be
integrated with other knowledge and skills,
and medical ethics with biomedical and clini-
cal sciences.
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Annotations:
• The authority of the curriculum committee would include

supremacy over specific departmental and subject interests,
and the control of the curriculum within existing rules and
regulations as defined by the governance structure of the
institution and governmental authorities.

• Other stakeholders would include other participants in the
educational process, representatives of other health profes-
sions or other faculties in the University.

2.8 LINKAGE WITH MEDICAL
PRACTICE AND THE HEALTH
CARE SYSTEM

Basic standard:
Operational linkage must be assured between the
educational programme and the subsequent stage of
training or practice that the student will enter after
graduation.

Quality development:
The curriculum committee should seek input from
the environment in which graduates will be expected
to work and should undertake programme modifica-
tion in response to feedback from the community and
society.

Annotations:
• Subsequent stages of training would include pre-registration

training, and specialist training.
• Operational linkage would imply clear definition and descrip-

tion of the elements and their interrelations in the various
stages of training and practice, and should pay attention to
the local, national, regional and global context.

BS The quality development standard is consid-
ered a basic standard.

BS The representation on the curriculum com-
mittee of staff and students is considered a
basic standard.
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3.1 ASSESSMENT METHODS

Basic standard:
The medical school must define and state the meth-
ods used for assessment of its students, including the
criteria for passing examinations.

Quality development:
The reliability and validity of assessment methods
should be documented and evaluated and new
assessment methods developed.

Annotations:
• The definition of methods used for assessment may include con-

sideration of the balance between formative and summative
assessment, the number of examinations and other tests, the
balance between written and oral examinations, the use of
normative and criterion referenced judgements, and the use
of special types of examinations, e.g. objective structured
clinical examinations (OSCE).

• Evaluation of assessment methods may include an evaluation
of how they promote learning.

• New assessment methods may include the use of external
examiners.

3.2 RELATION BETWEEN ASSESS-
MENT AND LEARNING

Basic standard:
Assessment principles, methods and practices must
be clearly compatible with educational objectives and
must promote learning.

Quality development:
The number and nature of examinations should be
adjusted by integrating assessments of various cur-
ricular elements to encourage integrated learning.
The need to learn excessive amounts of information
should be reduced and curriculum overload prevent-
ed.

Annotation:
• Adjustment of number and nature of examinations would

include consideration of avoiding negative effects on 
learning.

BS Assessment must test student achievement
of learning objectives and competences.

QD Assessment practices should include all
domains: knowledge, skills and attitudes.

BS European best practice implies that docu-
mentation of reliability and validity of
assessment methodologies is considered a
basic standard.

QD Assessments and methodologies used
should be open to scrutiny by external
authorities.
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4.1 ADMISSION POLICY AND 
SELECTION

Basic standard:
The medical school must have an admission policy
including a clear statement on the process of selection
of students.

Quality development:
The admission policy should be reviewed periodical-
ly, based on relevant societal and professional data, to
comply with the social responsibilities of the institu-
tion and the health needs of community and society.
The relationship between selection, the educational
programme and desired qualities of graduates
should be stated.

Annotations:
• The statement on process of selection of students would include

both rationale and methods of selection and may include
description of a mechanism for appeal.

• The review of admission policies and the recruitment of stu-
dents would include improvement of selection criteria, to
reflect the capability of students to become doctors and to
cover the variations in required competencies related to
diversity of medicine.

4.2 STUDENT INTAKE

Basic standard:
The size of student intake must be defined and relat-
ed to the capacity of the medical school at all stages of
education and training.

Quality development:
The size and nature of student intake should be
reviewed in consultation with relevant stakeholders
and regulated periodically to meet the needs of com-
munity and society.

Annotations:
• The needs of community and society may include consideration

of balanced intake according to gender, ethnicity and other
social requirements, including the potential need of a special
admission policy for underprivileged students.

• Stakeholders would include those responsible for planning
and development of human resources in the national health
sector.

4.3 STUDENT SUPPORT AND 
COUNSELLING

Basic standard:
A programme of student support, including coun-
selling, must be offered by the medical school.

Quality development:
Counselling should be provided based on monitor-
ing of student progress and should address social
and personal needs of students.

Annotation:
• Social and personal needs would include academic support,

career guidance, health problems and financial matters.

4.4 STUDENT REPRESENTATION

Basic standard:
The medical school must have a policy on student
representation and appropriate participation in the
design, management and evaluation of the curricu-
lum, and in other matters relevant to students.

Quality development:
Student activities and student organisations should
be encouraged and facilitated.

Annotation:
• Student activities and organisations would include student self-

government and representation on educational committees
and other relevant bodies as well as social activities.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.
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5.1 RECRUITMENT POLICY

Basic standard:
The medical school must have a staff recruitment 
policy which outlines the type, responsibilities and
balance of academic staff required to deliver the 
curriculum adequately, including the balance
between medical and non-medical academic staff,
and between full-time and part-time staff, the 
responsibilities of which must be explicitly specified
and monitored.

Quality development:
Apolicy should be developed for staff selection crite-
ria, including scientific, educational and clinical
merit, relationship to the mission of the institution,
economic considerations and issues of local signifi-
cance.

Annotations:
• Balance of academic staff/faculty would include  staff with joint

responsibilities in the basic and clinical sciences, in the uni-
versity and health care facilities, and teachers with dual
appointments.

• Issues of local significance may include gender, ethnicity, reli-
gion, language and others of relevance to the school.

• Merit can be measured by formal qualifications, profession-
al experience, research output, teaching experience, peer
recognition, etc.

5.2 STAFF POLICY AND 
DEVELOPMENT

Basic standard:
The medical school must have a staff policy which
addresses a balance of capacity for teaching, research
and service functions, and ensures recognition of
meritorious academic activities, with appropriate
emphasis on both research attainment and teaching
qualifications.

Quality development:
The staff policy should include teacher training and
development and teacher appraisal. Teacher-student
ratios relevant to the various curricular components

and teacher representation on relevant bodies should
be taken into account.

Annotations:
• Service functions would include clinical duties in the health

care system, administrative and leadership functions etc.
• Recognition of meritorious academic activities would be by

rewards, promotion and/or remuneration.

BS The quality development standard is consid-
ered a basic standard.

QD Faculty development programmes should
involve all teachers, not only new teachers.

BS The staff policy must ensure that there are
sufficient high level academic experts to
deliver the curriculum and sufficient high
quality researchers in relevant disciplines.
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6.1 PHYSICAL FACILITIES

Basic standard:
The medical school must have sufficient physical
facilities for the staff and the student population to
ensure that the curriculum can be delivered ade-
quately.

Quality development:
The learning environment for the students should be
improved by regular updating and extension of the
facilities to match developments in educational prac-
tices.

Annotation:
• Physical facilities would include lecture halls, tutorial rooms,

laboratories, libraries, information technology facilities,
recreational facilities, etc.

6.2 CLINICAL TRAINING
RESOURCES

Basic standard:
The medical school must ensure adequate clinical
experience and the necessary resources, including
sufficient patients and clinical training facilities.

Quality development:
The facilities for clinical training should be devel-
oped to ensure clinical training which is adequate to
the needs of the population in the geographically rel-
evant area.

Annotations:
• Clinical training facilities would include hospitals (adequate

mix of primary, secondary and tertiary), ambulatory services,
clinics, primary health care settings, health care centres and
other community health care settings as well as skills labo-
ratories.

• Facilities for clinical training should be evaluated regularly for
their appropriateness and quality regarding medical train-
ing programmes.

6.3 INFORMATION TECHNOLOGY

Basic standard:
The medical school must have a policy which
addresses the evaluation and effective use of infor-
mation and communication technology in the educa-
tional programme.

Quality development:
Teachers and students should be enabled to use infor-
mation and communication technology for selflearn-
ing, accessing information, managing patients and
working in health care systems.

Annotations:
• A policy regarding the use of computers, internal and exter-
nal networks and other means of information and communication
technology would include coordination with the library services
of the institution.
• The use of information and communication technology may be
part of education for evidence-based medicine and in preparing
the students for continuing medical education and professional
development.

6.4 RESEARCH

Basic standard:
The medical school must have a policy that fosters
the relationship between research and education and
must describe the research facilities and areas of
research priorities at the institution.

Quality development:
The interaction between research and education
activities should be reflected in the curriculum and
influence current teaching and should encourage and
prepare students to engagement in medical research
and development.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

QD Clinical training should be organised using a
mix of clinical settings and rotations
throughout all main disciplines.

BS The medical school must have appropriate
rules to ensure the learning environment is
safe for staff, students and patients.

A A safe learning environment would include
protection from harmful substances, speci-
mens and organisms, and provision of vacci-
nations, laboratory safety regulations, etc.
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6.5 EDUCATIONAL EXPERTISE

Basic standard:
The medical school must have a policy on the use of
educational expertise in planning medical education
and in development of teaching methods.

Quality development:
There should be access to educational experts and
evidence demonstrated of the use of such expertise
for staff development and for research in the disci-
pline of medical education.

Annotations:
• Educational expertise would deal with problems, processes

and practice of medical education and would include med-
ical doctors with research experience in medical education,
educational psychologists and sociologists, etc. It can be pro-
vided by an education unit at the institution or be acquired
from another national or international institution.

• Medical education research investigates the effectiveness of
teaching and learning methods, and the wider institutional
context.

6.6 EDUCATIONAL EXCHANGES

Basic standard:
The medical school must have a policy for collabora-
tion with other educational institutions and for the
transfer of educational credits.

Quality development:
Regional and international exchange of academic
staff and students should be facilitated by the provi-
sion of appropriate resources.

Annotations:
• Transfer of educational credits can be facilitated through

active programme coordination between medical schools.
• Other educational institutions would include other  medical

schools or public health schools, other faculties, and institu-
tions for education of other health and health-related 
professions.

QD Exchange of students should be facilitated
by implementing the European Credit
Transfer System (ECTS).

QD The requirements regarding courses should
be interpreted flexibly for exchange of stu-
dents.

QD Administrative staff should be included in
exchange programmes.
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7.1 MECHANISMS FOR PRO-
GRAMME EVALUATION

Basic standard:
The medical school must establish a mechanism for
programme evaluation that monitors the curriculum
and student progress, and ensures that concerns are
identified and addressed.

Quality development:
Programme evaluation should address the context of
the educational process, the specific components of
the curriculum and the general outcome.

Annotations:
• Mechanisms for programme evaluation would imply the use of

valid and reliable methods and require that basic data about
the medical curriculum are available. Involvement of
experts in medical education would further broaden the
base of evidence for quality of medical education at the insti-
tution.

• Identified concerns would include problems presented to the
curriculum committee.

• The context of the educational process would  include the organ-
isation and resources as well as the learning environment
and culture of the medical school.

• Specific components of programme evaluation would include
course description and student performance.

• General outcomes would be measured e.g. by career choice
and postgraduate performance.

7.2 TEACHER AND STUDENT 
FEEDBACK

Basic standard:
Both teacher and student feedback must be systemat-
ically sought, analysed and responded to.

Quality development:
Teachers and students should be actively involved in
planning programme evaluation and in using its
results for programme development.

7.3 STUDENT PERFORMANCE

Basic standard:
Student performance must be analysed in relation to
the curriculum and the mission and objectives of the
medical school. 

Quality development:
Student performance should be analysed in relation
to student background, conditions and entrance qual-
ifications, and should be used to provide feedback to
the committees responsible for student selection, cur-
riculum planning and student counselling.

Annotation:
• Measures of student performance would include information

about average study duration, scores, pass and failure rates
at examinations, success and dropout rates, student reports
about conditions in their courses, as well as time spent by
the students on areas of special interest.

7.4 INVOLVEMENT OF 
STAKEHOLDERS

Basic standard:
Programme evaluation must involve the governance
and administration of the medical school, the aca-
demic staff and the students.

Quality development:
A wider range of stakeholders should have access to
results of course and programme evaluation, and
their views on the relevance and development of the
curriculum should be considered.

BS The quality development standard is consid-
ered a basic standard.

QD National evaluation agencies and regulatory
authorities should be involved in pro-
gramme evaluation.

QD A programme should be evaluated by com-
prehensively considering process and out-
come of education.

QD When used, national license examination
should be taken into account.

QD Information about medical careers of gradu-
ates should, if possible, be used in evalua-
tion of the study programme.
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Annotation:
• A wider range of stakeholders would include educational and

health care authorities, representatives of the community,
professional organisations and those responsible for post-
graduate education.

BS External evaluation must be carried out reg-
ularly and may be linked to formal accredita-
tion.
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8.1 GOVERNANCE

Basic standard:
Governance structures and functions of the medical
school must be defined, including their relationships
within the University.

Quality development:
The governance structures should set out the com-
mittee structure, and reflect representation from aca-
demic staff, students and other stakeholders.

Annotations:
• The committee structure would include a curriculum commit-

tee with the authority to design and manage the medical
curriculum.

• Relationships within the University and its governance struc-
tures should be specified, if the medical school is part of or
affiliated to a University.

• Other stakeholders would include ministries of higher educa-
tion and health, other representatives of the health care sec-
tor and the public.

8.2 ACADEMIC LEADERSHIP

Basic standard:
The responsibilities of the academic leadership of the
medical school for the medical educational pro-
gramme must be clearly stated.

Quality development:
The academic leadership should be evaluated at
defined intervals with respect to achievement of the
mission and objectives of the school.

8.3 EDUCATIONAL BUDGET AND
RESOURCE ALLOCATION

Basic standard:
The medical school must have a clear line of respon-
sibility and authority for the curriculum and its
resourcing, including a dedicated educational bud-
get.

Quality development:
There should be sufficient autonomy to direct
resources, including remuneration of teaching staff,
in an appropriate manner in order to achieve the
overall objectives of the school.

Annotation:
• The educational budget would depend on the  budgetary prac-

tice in each institution and country.

8.4 ADMINISTRATIVE STAFF AND
MANAGEMENT

Basic standard:
The administrative staff of the medical school must
be appropriate to support the implementation of the
school’s educational programme and other activities
and to ensure good management and deployment of
its resources.

Quality development:
The management should include a programme of
quality assurance and the management should sub-
mit itself to regular review.

8.5 INTERACTION WITH HEALTH
SECTOR

Basic standard:
The medical school must have a constructive interac-
tion with the health and health-related sectors of soci-
ety and government.

QD The management of the programme should
always consider the need for quality
improvement.

BS The quality development standard is consid-
ered a basic standard.

QD The medical school should have a budgetary
strategic plan, and the financial sources and
all conditions attached to the financing
should be stated transparently.

BS The quality development standard is consid-
ered a basic standard.

QD Lines of accountability of committees should
be clearly defined.
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Quality development:
The collaboration with partners of the health sector
should be formalised.

Annotations:
• The health sector would include the health care delivery sys-

tem, whether public or private, medical research institu-
tions, etc.

• The health-related sector would, depending on issues and local
organisation, include institutions and regulating bodies
with implications for health promotion and disease preven-
tion (e.g. with environmental, nutritional and social respon-
sibilities).
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Basic standard:
The medical school must as a dynamic institution 
initiate procedures for regular reviewing and 
updating of its structure and functions and must
rectify documented deficiencies.

Quality development:
The process of renewal should be based on prospec-
tive studies and analyses and should lead to the revi-
sions of the policies and practices of the medical
school in accordance with past experience, present
activities and future perspectives. In so doing, it
should address the following issues:

• Adaptation of the mission and objectives of the medical
school to the scientific, socio-economic and cultural
development of the society.

• Modification of the required competencies of the gradu-
ating students in accordance with documented needs of
the environment graduates will enter. The modification
shall include the clinical skills and public health train-
ing and involvement in patient care appropriate to
responsibilities encountered upon graduation.

• Adaptation of the curricular model and instructional
methods to ensure that these are appropriate and rele-
vant.

• Adjustment of curricular elements and their relation-
ships in keeping with developments in the biomedical
sciences, the behavioural sciences, the social sciences,
the clinical sciences, changes in the demographic profile
and health/disease pattern of the population, and socioe-
conomic and cultural conditions. The adjustment shall
assure that new relevant knowledge, concepts and 
methods are included and outdated ones discarded. 

• Development of assessment principles, and the methods
and the number of examinations according to changes
in educational objectives and learning goals and 
methods.

• Adaptation of student recruitment policy and selection
methods to changing expectations and circumstances,
human resource needs, changes in the premedical edu-
cation system and the requirements of the educational
programme.

• Adaptation of recruitment and staffing policy regarding
the academic staff according to changing needs of the
medical school.

• Updating of educational resources according to chang-
ing needs of the medical school, i.e. the student intake,
size and profile of academic staff, the educational pro-
gramme and contemporary educational principles.

• Refinement of the process of programme monitoring and
evaluation.

• Development of the organisational structure and man-
agement principles in order to cope with changing cir-
cumstances and needs of the medical school and, over
time, accommodating to the interests of the different
groups of stakeholders.

QD Adaptation of instructional methods should
take into account new developments in edu-
cational theories, adult learning methodolo-
gy, active learning principles, etc.
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1.1 STATEMENTS OF MISSION AND
OUTCOMES

Basic standard: 
The competent authorities must define, in consulta-
tion with the professional organisations, the mission
and outcome objectives for the various types of post-
graduate medical training and make them known.
The statements of mission and outcomes must
describe the practice - based training process result-
ing in a medical doctor competent to undertake com-
prehensive up-to-date medical practice in the defined
field of medicine in a professional manner, unsuper-
vised and independently or within a team, in keeping
with the needs of the health care system.

Quality development:
The mission and outcome objectives should encour-
age appropriate innovation in the training process
and allow for development of broader competencies
than minimally required and constantly strive to
improve patient care that is appropriate, effective and
compassionate in dealing with health problems and
promotion of health. The training should encourage
doctors to become scholars within their chosen field
of medicine and should prepare them for lifelong,
self-directed learning and readiness for continuing
medical education and professional development.

Annotations:
• Statements of mission and outcomes would include general and

specific issues relevant to national and regional policy.
• Competent authorities would include local and national bodies

involved in regulation of postgraduate medical training, and
could be a national governmental agency, a national board, a
university, a competent professional organisation or a com-
bination.

• Types of postgraduate medical training would include pre-regis-
tration training, systematic vocational training, specialist
training and other formalised training for expertise in speci-
fied areas of medicine.

• Scholar refers to deeper and/or broader engagement in the
development of the discipline, including responsibility for
education, development, research, management, etc.

• Chosen field of medicine would include recognised specialties,
including general practice, subspecialties and expert func-
tions.

1.2 PARTICIPATION IN THE 
FORMULATION OF MISSION
AND OUTCOMES

Basic standard: 
The statement of mission and outcomes of postgrad-
uate training must be defined by its principal stake-
holders.

Quality development:
Formulation of mission and outcomes statements
should be based on input from a wider range of
stakeholders.

Annotations:
• Principal stakeholders would include trainees, programme

directors, scientific societies, hospital administrations, gov-
ernmental authorities and professional associations or
organisations.

• A wider range of stakeholders would include representation of
supervisors, trainers, teachers, other health professions,
patients, the community, organisations and health care
authorities.

1.3 PROFESSIONALISM AND 
AUTONOMY

Basic standard:
The training process must, based on approved basic
medical education, further strengthen professional-
ism of the doctor.

A Trainee, wherever it is used in this document,
is meant as a medical doctor in training.

BS Development of broader competences as
well as enhancement of the commitment to
lifelong, self-directed learning and readiness
for continuing medical education and profes-
sional development is considered a basic
standard.

A Where reference is made to national and
regional issues in this document it will also
refer to European issues.
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Quality development:
The training should foster professional autonomy to
enable the doctor to act in the best interests of the
patient and the public.

Annotation:
• Professionalism describes the knowledge, skills, attitudes and

behaviours expected by patients and society from individu-
als during the practice of their profession and includes con-
cepts such as skills of lifelong learning and maintenance of
competence, information literacy, ethical behaviour, integri-
ty, honesty, altruism, service to others, adherence to profes-
sional codes, justice and respect for others.

1.4 TRAINING OUTCOMES

Basic standard:
The relevant competent authorities must, in consulta-
tion with the professional organisations, define the
competencies, which must be achieved by trainees as
a result of the training programmes.

Quality development:
Both broad and specific competencies to be acquired
by trainees should be specified and linked with the
competencies acquired as a result of basic medical
education. Measures of competencies achieved by
trainees should be used as feedback for programme
development.

Annotation:
• Competencies can be defined in broad professional terms or as

specific knowledge, skills, attitudes and behaviours.
Competencies relevant for postgraduate training (see refer-
ences 9-12) would, at a level dependant on the chosen field
in medicine, include the following areas:
• Patient care that is appropriate, effective and compassion-

ate for dealing with health problems and health promotion
• Medical knowledge in the basic biomedical, clinical,

behavioural and clinical sciences, medical ethics and med-
ical jurisprudence and application of such knowledge in
patient care

• Interpersonal and communication skills that ensure effec-
tive information exchange with individual patients and
their families and teamwork with other health professions,
the scientific community and the public

• Appraisal and utilisation of new scientific knowledge to
continuously update and improve clinical practice

• Function as supervisor, trainer and teacher in relation to
colleagues, medical students and other health professions

• Capability to be a scholar contributing to development and
research in the chosen field of medicine

• Professionalism
• Interest and ability to act as an advocate for the patient

• Knowledge of public health and health policy issues and
awareness and responsiveness to the larger context of the
health care system, including e.g. the organisation of
health care, partnership with health care providers and
managers, practice of cost-effective health care, health eco-
nomics, and resource allocations

• Ability to understand health care, and identify and carry
out system-based improvement of care.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.
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2.1 LEARNING APPROACHES

Basic standard:
Postgraduate medical training must follow a system-
atic training programme, which describes generic
and discipline-specific components of training. The
training must be practice - based involving the per-
sonal participation of the trainee in the services and
responsibilities of patient care activities in the train-
ing institutions. The training programme must
encompass integrated practical and theoretical
instruction. 

Quality development:
Postgraduate medical training should interface with
basic medical education and continuing medical edu-
cation/professional development. The training
should be directed and the trainee guided through
supervision and regular appraisal and feedback. The
training process should ensure an increasing degree
of independent responsibility as skills, knowledge
and experience grow. Every trainee should have
access to educational counselling.

Annotations:
• The training process would, when appropriate, proceed via a

common trunk from general to more specialised content.
• Educational counselling would include access to designated

tutors or mentors.

2.2 SCIENTIFIC METHODS

Basic standard:
The trainee must achieve knowledge of the scientific
basis and methods of the chosen field of medicine,
and through exposure to a broad range of relevant
clinical/practical experience in different settings in
the chosen field of medicine become familiar with
evidence-based medicine and critical clinical deci-
sion-making. 

Quality development:
In the training process the trainee should have formal
teaching about critical appraisal of literature, scien-
tific data and evidence-based medicine, and be
exposed to research.

Annotation:
• Training in scientific basis and methods may include the use 

of elective research projects to be conducted by trainees (cf.
6.5).

2.3 TRAINING CONTENT

Basic standard:
The training process must include the practical clini-
cal work and relevant theory of the basic biomedical,
clinical, behavioural and social sciences; clinical deci-
sion-making; communication skills, medical ethics,
public health policy, medical jurisprudence and man-
agerial disciplines required to demonstrate profes-
sional practice in the chosen field of medicine.

Quality development:
The training process should ensure development of
knowledge, skills, attitudes and personal attributes in
the roles as medical expert, health advocate, commu-
nicator, collaborator and team-worker, scholar,
administrator and manager.

Annotations:
• The basic biomedical sciences would - depending on local

needs, interests and traditions typically include anatomy,
biochemistry, physiology, biophysics, molecular biology, cell
biology, genetics, microbiology, immunology, pharmacology,
pathology, etc.

• Clinical sciences would include the chosen clinical or labora-
tory disciplines and in addition other relevant clinical/labo-
ratory disciplines.

• Behavioural and social sciences would, depending on local
needs, interests and traditions, typically include medical
psychology, medical sociology, biostatistics, epidemiology,
hygiene and public health and community medicine, etc.

• The behavioural and social sciences and medical ethics should
provide the knowledge, concepts, methods, skills and atti-
tudes necessary for understanding socio-economic, demo-
graphic and cultural determinants of causes, distribution
and consequences of health problems.

BS The quality development standard is consid-
ered a basic standard.

QD Exposure to research should especially
include understanding of research method-
ology.

BS The quality development standard is consid-
ered a basic standard.
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2.4 TRAINING STRUCTURE, COMPO-
SITION AND DURATION 

Basic standard:
The overall composition, structure and duration of
training and professional development must be
described with clear definition of goals and expected
task-based outcomes and explanation of their rela-
tionship to basic medical education and health care
delivery. Components which are compulsory and
optional must be clearly stated.

Quality development:
Integration of practice and theory should be ensured
in the training process.

Annotations:
• Structure of training refers to the overall sequence of attach-

ment to the training settings and responsibility of the doctor
and not the details of the training experiences.

• Integration of practice and theory would include didactic learn-
ing sessions and supervised patient care experiences.

2.5 THE RELATIONSHIP BETWEEN
TRAINING AND SERVICE

Basic standard:
The apprenticeship nature of professional develop-
ment must be described and respected and the inte-
gration between training and service (on-the-job
training) must be assured.

Quality development:
The capacity of the health care system should be
effectively utilised for service based training purpo-
ses. The training provided should be complementary
and not subordinated to service demands.

Annotations:
• Integration between training and service implies on one hand

delivery of proper health care service by the trainees and on
the other hand that learning opportunities are embedded in
service functions.

• Effective utilisation refers to optimising the use of different
clinical settings, patients and clinical problems for training
purposes, and at the same time respecting service functions.

2.6 MANAGEMENT OF TRAINING

Basic standard: 
The responsibility and authority for organising, coor-
dinating, managing and assessing the individual
training setting and the training process must be
clearly identified.

Quality development:
Coordinated multi-site training within the chosen
field of medicine should be ensured to gain exposure
to different areas and management of the discipline.
The authority responsible for the training programme
should be provided with resources for planning and
implementing methods for training, assessment of
trainees and innovations of the training programme.
There should be representation of staff, trainees and
other relevant stakeholders in the planning of the
training programme.

Annotation:
• Other relevant stakeholders would include other participants in

the training process, representatives of other health profes-
sions and health authorities.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

BS In EU member states the curriculum must
comply with the EU Directive 2005/36/EU
of 7 September 2005 on the recognition of
professional qualifications.
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3.1 ASSESSMENT METHODS

Basic standard:
Postgraduate medical training must include a process
of assessment, and the competent authorities must
define and state the methods used for assessment of
trainees, including the criteria for passing examina-
tions or other types of assessment. Assessment must
emphasise formative in-training methods and con-
structive feedback. 

Quality development:
The reliability and validity of assessment methods
should be documented and evaluated and the use of
external examiners should be encouraged. A comple-
mentary set of assessment methods should be
applied. The different stages of training should be
recorded in a training log-book. An appeal mecha-
nism concerning assessment results should be estab-
lished and, when necessary, second opinion, change
of trainer/supervisor or supplementary training
should be arranged. 

Annotations:
• The definition of methods used for assessment may include con-

sideration of the balance between formative and summative
assessment, the number of examinations and other tests, the
balance between different types of examinations, the use of
normative and criterion - referenced judgements, and the use
of portfolio and special types of examinations, e.g. objective
structured clinical examinations (OSCE).

• Evaluation of assessment methods may include an evaluation of
how they promote training and learning.

• External examiners or auditors may increasingly represent
global perspectives.

3.2 RELATION BETWEEN ASSESS-
MENT AND TRAINING

Basic standard:
Assessment principles, methods and practices must
be clearly compatible with training objectives and
must promote learning. Assessment must document
adequacy of training.

Quality development:
The assessment methods and practices should
encourage integrated learning and should assess pre-
defined practice requirements as well as knowledge,
skills and attitudes. The methods used should
encourage a constructive interaction between clinical
practice and assessment.

3.3 FEEDBACK TO TRAINEES

Basic standard:
Constructive feedback on the performance of the
trainee must be given on an ongoing basis.

Quality development:
Acceptable standards of performance should be
explicitly specified and conveyed to both trainees and
supervisors.

Annotation:
• Feedback would include assessment results and planned dia-

logues about clinical performance between trainees and train-
ers/supervisors with the purpose of ensuring instructions
and remedies necessary to enhance competence development.

BS The quality development standard is consid-
ered a basic standard.

QD Feedback from the supervisor to the trainee
should be based on information and reports
from all members of the clinical team.

QD Potential unsuitability of the trainee for the cho-
sen speciality should be voiced as early as pos-
sible and alternative career options discussed.

BS The quality development standard is consid-
ered a basic standard.

A Adequacy of training would include assess-
ment of relevant skills and competencies.

BS Statements about reliability and validity of
assessment methods in the quality develop-
ment standards is considered a basic stan-
dard.

A By a complementary set of assessment methods is
meant a variety of methods to ensure assess-
ment of learning competencies.

A Criterion-referenced judgements should be
used whenever possible.
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4.1 ADMISSION POLICY AND 
SELECTION

Basic standard: 
The competent authorities and the medical profes-
sional organisations must agree upon a policy on the
criteria and process for selection of trainees and must
publish and implement it.

Quality development:
The selection policy should define criteria, which
considers specific capabilities of potential trainees in
order to enhance the result of the training process in
the chosen field of medicine. The selection procedure
should be transparent and admission open to all
qualified graduates from basic medical education.
The selection procedure should include a mechanism
for monitoring and appeal.

Annotations:
• The statement on process of selection of trainees would include

both rationale and methods of selection and may include
description of a mechanism for appeal.

• Monitoring of admission policies would include improvement
of selection criteria, to reflect the capability of trainees to be
competent and to cover the variations in required competen-
cies related to diversity of the chosen field of medicine.

• Criteria for selection may include consideration of balanced
intake according to gender, ethnicity and other social
requirements, including the potential need of a special
admission policy for underprivileged groups of doctors.

4.2 NUMBER OF TRAINEES

Basic standard:
The number of trainees must be proportionate to the
clinical/practical training opportunities, supervisory
capacity and other resources available in order to
ensure training and teaching of adequate quality.

Quality development:
The number of trainees should be reviewed through
consultation with relevant stakeholders. Recognising
the inherent unpredictability of physician manpower
needs in the various fields of medicine, the number of
training positions should currently be changed with
careful attention to existing needs of the community
and society and the market forces.

Annotations:
• Stakeholders would include those responsible for planning

and development of human resources in the local and
national health sector.

• Forecasting of the needs of the community and society for
trained physicians includes estimation of various market
and demographic forces as well as the scientific develop-
ment, migration patterns of physicians, etc.

4.3 SUPPORT AND COUNSELLING 
OF TRAINEES

Basic standard:
The competent authorities must, in collaboration
with the profession, ensure that a system for support,
counselling and career guidance of trainees is avail-
able.

Quality development:
Counselling should be provided based on monitor-
ing the progress in training and incidents reported
and should address social and personal needs of
trainees.

Annotation:
• Social and personal needs would include professional support,

health problems, housing problems and financial matters.

4.4 WORKING CONDITIONS

Basic standard:
Postgraduate training must be carried out in appro-
priately remunerated posts/stipendiary positions in
the chosen field of medicine and must involve parti-
cipation in all medical activities - including on-call
duties - relevant for the training, thereby devoting

BS The quality development standard is consid-
ered a basic standard.

QD Counselling should be available for doctors
in training who, for whatever reason, have to
change their chosen specialty.

BS Mechanisms to ensure that the number of
training positions in different specialities is
kept under constant review by all stakehold-
ers and regulated to societal needs is consid-
ered a basic standard. 

BS The quality development standard is consid-
ered a basic standard.
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professional activities to practical training and theo-
retical learning throughout standard working time.
The service conditions and responsibilities of trainees
must be defined and made known to all parties.

Quality development:
The service components of trainee positions should
not be excessive and the structuring of duty hours
and on-call schedules should consider the needs of
the patients, continuity of care and the educational
needs of the trainee. Part-time training should be
allowed under special circumstances, determined by
the competent authorities and structured according
to an individually tailored programme and the serv-
ice background. The total duration and quality of
part-time training should not be less than those of
full-time trainees. Interruption of training for reasons
such as pregnancy (including maternity/paternity
leave), sickness, military service or secondment
should be replaced by additional training.

Annotations:
• Contractual service positions would include internship, resi-

dency, registrar, senior registrar, etc.
• The service components of trainee positions must be subject to

definitions and protections embodied in the contract.

4.5 TRAINEE REPRESENTATION

Basic standard:
There must be a policy on trainee representation and
appropriate participation in the design and evalua-
tion of the training programme, the working condi-
tions and in other matters relevant to the trainees.

Quality development:
Organisations of trainees should be encouraged to be
involved in decisions about training processes, condi-
tions and regulations.

Annotation:
• Trainee representation would include participation in groups

or committees responsible for programme planning at the
local or national level.

A Policy on trainee representation would include
a transparent and democratic process for
selection of representatives and involvement
of representatives in decisions about the
training programme at all levels.

BS The quality development standard is consid-
ered a basic standard.

BS Service conditions must specify that there is
protected educational time for the trainees.

BS Training and service functions of medical
doctors in training must respect the
European Working Time Directive.
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5.1 APPOINTMENT POLICY

Basic standard:
The policy on appointment of trainers, supervisors
and teachers must specify the expertise required and
their responsibilities and duties. The policy must
specify the duties of the training staff and specifically
the balance between educational and service func-
tions and other duties.

Quality development:
All physicians should as part of their professional
obligations recognise their responsibility to partici-
pate in the practice-based postgraduate training of
medical doctors. Participation in postgraduate train-
ing should be awarded. The staff policy should
ensure that trainers generally are current in the rele-
vant field to its full extent and sub-specialised train-
ers only approved for relevant specific periods dur-
ing the training.

Annotations:
• Expertise would include recognition as a specialist in the rel-

evant field of medicine
• Training staff would include medical doctors and other health

personnel
• Other duties would include administrative functions as well

as other educational or research responsibilities.

5.2 OBLIGATIONS AND DEVELOP-
MENT OF TRAINERS

Basic standard:
Instructional activities must be included as responsi-
bilities in the work-schedules of trainers and their
relationship to work-schedules of trainees must be
described.

Quality development:
Staff policy should include support of trainers
including training and further development, if appro-
priate, and should appraise and recognise meritori-

ous academic activities, including functions as train-
ers, supervisors and teachers. The ratio between the
number of recognised trainers and the number of
trainees should ensure close personal interaction and
monitoring of the trainee. 

Annotation:
• Recognition of meritorious academic activities would be by

rewards, promotion and/or remuneration.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

A Awarded should be read as rewarded or
recognised.

A Physicians in this context should also be
understood as medical doctors.
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6.1 CLINICAL SETTINGS AND
PATIENTS

Basic standard:
The training locations must be selected and recog-
nised by the competent authorities and must have
sufficient clinical/practical facilities to support the
delivery of training. Training locations must have a
sufficient number of patients and an appropriate
case-mix to meet training objectives. The training
must expose the trainee to a broad range of experi-
ence in the chosen field of medicine and, when rele-
vant, include both inpatient and outpatient (ambula-
tory) care and on-duty activity.

Quality development:
The number of patients and the case-mix should
allow for clinical experience in all aspects of the cho-
sen specialty, including training in promotion of
health and prevention of disease. Training should be
carried out in academic teaching hospitals and, when
appropriate, part of the training should take place in
other relevant hospitals/institutions and community-
based settings/facilities. The quality of training set-
tings should be regularly monitored. 

Annotations:
• Community-based settings would include specialist practices,

specialty clinics, nursing homes, primary health care stations
and other facilities where health care is provided.

• The quality of training settings can e.g. be evaluated through
site visits.

6.2 PHYSICAL FACILITIES AND
EQUIPMENT

Basic standard:
The trainee must have space and opportunities for
practical and theoretical study and have access to
adequate professional literature as well as equipment
for training of practical techniques.

Quality development:
The physical facilities and equipment for training
should be evaluated regularly for their appropriate-
ness and quality regarding postgraduate training.

Annotation
• Physical facilities of the training location would include e.g.

lecture halls, tutorial rooms, laboratories, libraries, informa-
tion technology equipment, and recreational facilities where
these are appropriate.

6.3 CLINICAL TEAMS

Basic standard:
The clinical training must include experience in
working as a team with colleagues and other health
professionals.

Quality development:
The training process should allow learning in a
multi-disciplinary team resulting in the ability to
work effectively with colleagues and other health
professions as a member or leader of the health care
team and should develop competencies in guiding
and teaching other health professions.

6.4 INFORMATION TECHNOLOGY

Basic standard:
There must be a policy which addresses the effective
use of information and communication technology in
the training programme with the aim of ensuring rel-
evant patient management.

Quality development:
Trainers and trainees should be competent to use
information and communication technology for self-
learning and in accessing data information and work-
ing in health care systems.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

A Broad range of experience would – in relevant
disciplines – include dealing with emergency
patients who present acutely.
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Annotations:
• A policy regarding the use of computers, internal and exter-

nal networks and other means of information and communica-
tion technology would include coordination with the library
services of the institution.

• The use of information and communication technology may be
part of education for evidence-based medicine and in
preparing the trainees for continuing medical education and
professional development.

6.5 RESEARCH

Basic standard:
There must be a policy that fosters the integration of
practice and research in training settings. Description
of the training setting must include research facilities
and research activities and priorities.

Quality development:
Opportunities for combining clinical training and
research should be made available. Trainees should
be encouraged to engage in health quality develop-
ment and research.

6.6 EDUCATIONAL EXPERTISE

Basic standard:
There must be a policy on the use of educational
expertise relevant to the planning, implementation
and evaluation of training.

Quality development: 
Access to educational experts should be available
and evidence demonstrated of the use of such exper-
tise for staff development and for research in the dis-
cipline of postgraduate medical education.

Annotations:
• Educational expertise would deal with problems, processes

and practice of postgraduate medical training and assess-
ment, and would include medical doctors with experience in
medical education, educational psychologists and sociolo-
gists, etc. It can be provided by an education unit at the insti-
tution or be acquired from another national or international
institution.

• Medical education research investigates the effectiveness of
training and learning methods, and the wider institutional
context.

6.7 TRAINING IN OTHER SETTINGS
AND ABROAD

Basic standard:
There must be a policy on accessibility of individu-
alised training opportunities at other sites within or
outside the country fulfilling the requirements for the
completion of training and for the transfer of training
credits.

Quality development:
Regional and international exchange of academic
staff and trainees should be facilitated by the provi-
sion of appropriate resources. The competent author-
ities should establish relations with corresponding
national or international bodies with the purpose of
facilitating exchange and mutual recognition of train-
ing elements.

Annotation:
• Transfer of training credits can be facilitated through active

programme coordination between training institutions.

BS Facilitating mobility is considered a basic
standard.

BS The quality development standard is consid-
ered a basic standard.

A Competence in information and communication
technology would build on the requirements
expressed in basic medical education.
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7.1 MECHANISM FOR PROGRAMME
EVALUATION

Basic standard:
The relevant authorities and the profession must
establish a mechanism for evaluation of the training
programme that monitors the training process, facili-
ties and progress of the trainee, and ensures that con-
cerns are identified and addressed.

Quality development:
Programme evaluation should address the context of
the training process, the structure and specific com-
ponents of the programme and the general outcomes.

Annotations:
• Mechanisms for programme evaluation would imply the use of

valid and reliable methods and require that basic data about
the training programme are available. Involvement of
experts in medical education and assessment would further
broaden the base of evidence for quality of postgraduate
training.

• Identified concerns would include problems presented to pro-
gramme committees, trainers and tutors, etc.

• The context of the educational process would include the organ-
isation and resources as well as the learning environment

• Specific components for programme evaluation would include
training programme description and performance of trainees 

• General outcomes would be measured e.g. by career choice
and performance.

7.2 FEEDBACK FROM TRAINERS
AND TRAINEES

Basic standard:
Feedback about programme quality from both train-
ers and trainees must be systematically sought,
analysed and acted upon.

Quality development:
Trainers and trainees should be actively involved in
planning programme evaluation and in using its
results for programme development.

Annotation:
• Feedback about programme would include trainee reports

about conditions in their courses.

7.3 USING TRAINEE PERFORMANCE

Basic standard:
The performance of trainees must be evaluated in
relationship to the training programme and the mis-
sion of postgraduate medical education.

Quality development:
The performance of trainees should be analysed in
relation to background and entrance qualifications,
and should be used to provide feedback to the com-
mittees responsible for selection of trainees and for
programme planning and counselling.

Annotation:
• Measures of trainee performance would include information

about average duration of training, scores, pass and failure
rates at examinations, success and dropout rates, as well as
time spent by the trainees on areas of special interest.

7.4 AUTHORISATION AND MONI-
TORING OF TRAINING SETTINGS

Basic standard:
All training programmes must be authorised by a
competent authority based on well-defined criteria
and programme evaluation and with the authority
able to grant or, if appropriate, withdraw recognition
of training settings or theoretical courses.

Quality development:
The competent authorities should establish a system
to monitor training settings and other educational
facilities via site visits or other relevant means.

Annotation:
• Criteria for authorisation of training settings would include

minimal values for number and mix of patients, equipment,
library and IT facilities, training staff and training pro-
gramme.

7.5 INVOLVEMENT OF 
STAKEHOLDERS

Basic standard:
The processes and outcome of evaluation must
involve the managers and administration of training

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.

A Evaluation of training facilities would include
site visits by external evaluators.
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settings, the trainers and trainees and be transparent
to all stakeholders.

Quality development:
The processes and outcome of evaluation should be
credible to the principal stakeholders

Annotations:
• Stakeholders would include the medical professional organi-

sations, other health professions, health authorities and
authorities involved in training of doctors and allied health
personal, hospital owners and providers of primary care,
patients and patient organisations.

• Principal stakeholders include trainers, trainees and health
authorities.
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8.1 GOVERNANCE

Basic standard:
Training must be conducted in accordance with regu-
lations concerning structure, content, process and
outcome issued by competent authorities. Comple-
tion of training must be documented by degrees,
diplomas, certificates or other evidence of formal
qualifications conferred as the basis for formal recog-
nition as a competent medical doctor in the chosen
field of medicine by the designated authorities. The
competent authority must continually assess training
programmes, training institutions and trainers. The
competent authority must be responsible for setting
up a programme for quality training.

Quality development:
Procedures should be developed that can verify the
documented completion of training for use by both
national and international authorities.

Annotation:
• Recognition as a competent medical doctor would, depending on

the level of training, include doctors with the right to inde-
pendent practice, specialists, sub-specialists, experts, etc.

8.2 PROFESSIONAL LEADERSHIP

Basic standard:
The responsibilities of the professional leadership for
the postgraduate medical training programme must
be clearly stated.

Quality development:
The professional leadership should be evaluated at
defined intervals with respect to achievement of the
mission and outcomes of postgraduate medical train-
ing.

8.3 FUNDING AND RESOURCE 
ALLOCATION

Basic standard:
There must be a clear line of responsibility and
authority for budgeting of training resources.

Quality development:
The budget should be managed in a way that sup-
ports the mission and outcome objectives of the train-
ing programmes and of the service.

Annotation:
• Budgeting of training resources would depend on the budget-

ary practice in each institution and country.

8.4 ADMINISTRATION

Basic standard:
The administrative staff of the postgraduate medical
training programmes and training institutions must
be appropriate to support the implementation of the
programme and to ensure good management and
deployment of its resources.

Quality development:
The management should include a programme of
quality assurance and the management should sub-
mit itself to regular review to achieve quality
improvement.

8.5 REQUIREMENTS AND 
REGULATIONS

Basic standard:
A national body must be responsible for defining the
number and types of recognised medical specialties
and other medical expert functions for which
approved training programmes are developed.

Quality development:
Definition of approved postgraduate medical train-
ing programmes should be made in collaboration
with all relevant stakeholders.

BS Funds intended for postgraduate training
must not be diverted to support provision of
clinical service or other activities.

BS The quality development standard is consid-
ered a basic standard.

BS The quality development standard is consid-
ered a basic standard.
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Annotations:
• A national body established according to national laws and

regulations would act in the interests of society as a whole.
• Relevant stakeholders would include national and local health

authorities, universities, medical professional organisations,
the public, etc.

BS The quality development standard is consid-
ered a basic standard.

QD Names and content of accepted specialities
should reflect the European consensus, to
facilitate recognition of diplomas and profes-
sional mobility.
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Basic standard:
In realising the dynamics of postgraduate medical
training the relevant authorities must initiate proce-
dures for regular review and updating of the struc-
ture, function and quality of the training programmes
and must rectify identified deficiencies.

Quality development:
The process of renewal should be based on prospec-
tive studies and analyses and should lead to the revi-
sions of the policies and practices of the postgraduate
medical training programmes in accordance with
past experience, present activities and future perspec-
tives. In so doing it should address the following
issues:

• Adaptation of the mission and outcome objectives of
postgraduate training to the scientific, socio-economic
and cultural development of the society. 

• Modification of the competencies required on completion
of postgraduate training in the chosen field of medicine
in accordance with the needs of the environment the
newly trained doctor will enter. 

• Adaptation of the learning approaches and training
methods to ensure that these are appropriate and rele-
vant. 

• Adjustment of the structure, content and duration of
training programmes in keeping with the developments
in the basic biomedical sciences, the clinical sciences, the
behavioural and social sciences, and changes in the
demographic profile and health/disease pattern of the
population, and in socio-economic and cultural condi-
tions. 

• Development of assessment principles and methods
according to changes in training objectives and meth-
ods. 

• Adaptation of recruitment policy and methods of selec-
tion of trainees to changing expectations and circum-
stances, human resource needs, changes in basic medical
education and the requirements of the training pro-
gramme. 

• Adaptation of recruitment and policy of appointment of
trainers, supervisors and teachers according to chang-
ing needs in postgraduate training. 

• Updating of training settings and other educational
resources to changing needs in postgraduate training,
i.e. the number of trainees, number and profile of train-
ers, the training programme and contemporary training
principles. 

• Refinement of the process of programme monitoring and
evaluation. 

• Development of the organisational structure and man-
agement principles in order to cope with changing cir-
cumstances and needs in postgraduate training and,
over time, accommodating to the interests of the differ-
ent groups of stakeholders.    
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1.1 STATEMENTS OF MISSION AND
OUTCOMES

Basic standard: 
The medical profession, in consultation with relevant
authorities and employers, must define the mission
and intended outcomes of CPD and make them pub-
licly known.

Quality development:
The mission should encourage and support doctors
to improve their practice performance and should
address the obligation of the medical profession to
improve the conditions for effective CPD.

Annotations:
• Statements of mission and intended outcomes would include

general and specific issues relevant to national and regional
policy and would describe what is expected from doctors
about their maintenance and development of competencies.

• With due regard to national traditions, the medical profession
would in general act through their professional organisa-
tions such as the medical associations, scientific societies,
medical colleges, medical academies, etc.

• Relevant authorities would include local and national bodies
involved in regulation of the medical profession.

1.2 PARTICIPATION IN THE FORMU-
LATION OF MISSION AND OUT-
COMES

Basic standard: 
The statement of mission and intended outcomes of
CPD must be defined by its principal stakeholders.

Quality development:
Formulation of mission and outcome statements
should be based on input from a wider range of
stakeholders.

Annotations:
• Principal stakeholders would include individual doctors, pro-

fessional associations or organisations, medical scientific
societies, medical schools/universities, postgraduate insti-
tutes, employers, relevant CPD providers and governmental
authorities.

• A wider range of stakeholders would include representation of
supervisors, trainers, teachers, other health professionals,
patients, the local community, voluntary health organisa-
tions, and health care authorities.

1.3 PROFESSIONALISM AND 
AUTONOMY

Basic standard:
CPD must serve the purpose of enhancing the pro-
fessional and personal development of doctors.

Quality development:
The process of CPD should serve to strengthen pro-
fessionalism of doctors and enable them to act
autonomously in the best interests of their patients
and society. 

Annotations:
• Professionalism encompasses the knowledge, skills, attitudes,

values and behaviours expected of individuals during the
practice of their profession, and includes concepts such as
maintenance of competence, information literacy, ethical
behaviour, integrity, honesty, altruism, service to others,
adherence to professional codes, justice, and respect for others.

• Autonomy in the patient-doctor relationship shall ensure that
doctors at all times make informed decisions in the best
interest of their patients, based on best available evidence,
whereas autonomy related to doctors’ learning implies that
they have the final say in deciding what to learn and how to
plan and carry out learning activities. Also, it implies access
to the knowledge and skills training doctors need to keep
abreast and meet the needs of their patients, and that the
sources of knowledge are independent and unbiased.

• Personal development in this context is limited to what is rele-
vant to practice and the profession.

1.4 OUTCOMES OF CPD

Basic standard:
Doctors must ensure that CPD activities undertaken
are adequate to maintain and develop competencies
necessary to meet the needs of their patients and soci-
ety.

A Principle stakeholders would include regulato-
ry authorities.

BS The quality development standard is consid-
ered a basic standard.
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Quality development:
Doctors, in consultation with peers and professional
organisations, should define the competencies or
benefits to be achieved as a result of CPD. Learning
from CPD-activities should be shared with peers. 

Annotations:
• Competencies can be defined in broad professional terms or

as specific knowledge, skills, attitudes and behaviours.
Competencies relevant for CPD would, at a level dependant
on the chosen field in medicine, include the following areas:
• Patient care that is appropriate, effective and compassion-

ate for dealing with health problems and health promo-
tion

• Medical knowledge in the basic biomedical, clinical,
behavioural and social sciences and medical ethics and
medical jurisprudence and application of such knowledge
in patient care

• Interpersonal and communication skills that ensure effec-
tive information exchange with individual patients and
their families and teamwork with other health profes-
sions, the scientific community and the public

• Appraisal and utilisation of new scientific knowledge to
continuously update and improve clinical practice

• Function as supervisor, trainer and teacher in relation to
colleagues, medical students and other health professions

• Scholarly capacity to contribute to development and
research in the chosen field of medicine

• Professionalism
• Interest and ability to act as an advocate for the patient
• Knowledge of public health and health policy issues and

awareness and responsiveness to the larger context of the
health care system, including e.g. the organisation of
health care, partnership with health care providers and
managers, practice of cost-effective health care, health
economics, and resource allocations

• Ability to understand health care, and identify and carry
out system-based improvement of care.

• Development of competencies would include broadening and
deepening of existing knowledge and skills besides activi-
ties undertaken to meet broader learning needs or purposes.

A Consultation with peers and professional organi-
sations would be preceded by self-assessment
and associated with appraisal.

45



2.1 APPROACHES TO CPD

Basic standard:
CPD must be tailored to the needs of the individual
doctor and carried out on a continuous basis. The
learning must encompass integrated practical and
theoretical components in order to enhance medical
practice. 

Quality development:
CPD should take advantage of a variety of learning
modalities. Doctors should engage with colleagues in
learning networks to share experiences and benefit
from collaborative learning.

Annotations:
• Integration of practice and theory can take place in didac-

tic learning sessions and supervised patient care
experiences as well as through self-directed and
active learning.

• Learning modalities would include courses, lectures,
seminars, participation in conferences and individ-
ual reading, self-assessment of knowledge base
and practice performance, research projects as well
as study visits and clinical experiences.

• Networks would include meetings with colleagues
and net-based information exchange, discussions
and counselling. They could also include other
health care professionals and relevant other per-
sons/groups.

2.2 SCIENTIFIC METHODS

Basic standard:
CPD content must, whenever possible, be based firm-
ly on science and practice evidence. 

Quality development:
Through CPD doctors should be able to improve their
practice, drawing on data from emerging scientific
evidence. Doctors should be able to access and receive
updated evidence based on clinical knowledge, skills
and attitudes. In the learning process doctors should
acquire the knowledge of appropriate scientific

methods to improve their critical appraisal skills.

2.3 CONTENT OF CPD

Basic standard:
CPD must be diverse and flexible in content to enable
doctors to develop their practice.

Quality development:
Doctors should select CPD content based upon self-
directed plans for learning that are consistent with
their various professional roles.

Annotations:
• Diverse CPD refers to broader or narrower needs of doctors,

depending on the nature of their practice, and also allows
for personal interests and development.

• Flexible implies meeting emergent needs as soon and as far
as possible.

• Content would include: 
• The basic biomedical sciences - depending on local needs,

interests and traditions - typically include anatomy, 
biochemistry, physiology, biophysics, molecular biology,
cell biology, genetics, microbiology, immunology, phar-
macology, pathology, etc.

• Clinical sciences include the chosen clinical or laboratory
disciplines and other relevant clinical/laboratory disci-
plines.

• Behavioural and social sciences - depending on local needs,
interests and traditions - typically include medical psy-
chology, medical sociology, biostatistics, epidemiology,
hygiene and public health and community medicine, etc.

• The behavioural and social sciences and medical ethics provide
the knowledge, concepts, methods, skills and attitudes 
necessary for understanding socio-economic, demo-
graphic and cultural determinants of causes, distribution
and consequences of health problems as well as the organ-
isation of health care delivery systems.

• Various roles of doctors would include functions as medical
expert, health advocate, communicator, collaborator and
team-worker, scholar, administrator and manager.

2.4 THE PROCESS OF CPD

Basic standard:
The medical profession must describe, on a national
basis and in consultation with other stakeholders, the
expectations for CPD as a process of life-long learn-
ing, with informal self-directed learning being the
cornerstone of CPD.

Quality development:
The medical profession should establish formal col-
laboration with other stakeholders in order to achieve
a broad spectrum of learning possibilities.

BS The quality development standard is consid-
ered a basic standard.

A Learning modalities include audit of the doc-
tor´s own practice.
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2.5 RELATION BETWEEN CPD AND
SERVICE

Basic standard:
CPD must be recognised as an integral part of med-
ical practice reflected in budgets, resource allocations
and time planning, and not be subordinate to service
demands.

Quality development:
CPD should be tailored to fill gaps in knowledge,
skills, attitudes and management, identified in
appraisal of service or individual reflection on prac-
tice and personal interests. CPD should be used to
implement scientific developments and improve-
ments in the organisation and practise of the health
care sector.

Annotations:
• Recognition as an integral part of medical practice refers to opti-

mising the use of different clinical settings, patients and clin-
ical problems for training purposes, seamlessly integrated in
the service functions.

• To ensure that gaps in knowledge, skills, attitudes and manage-
ment are identified and adequate action taken, needs assess-
ment by peers and/or self-assessment is recommended.

2.6 MANAGEMENT OF CPD

Basic standard: 
Doctors must have the ultimate responsibility for
planning and implementing CPD for their individual
needs.

Quality development:
The medical profession, in collaboration with rele-
vant stakeholders, should organise CPD activities
and establish systems to fund and sustain CPD in
response to needs identified by their members.

Annotation:
• Relevant stakeholders would include other participants in the

training process, representatives of other health professions
and health authorities.

BS In defining their CPD needs doctors must
achieve regular appraisal from peers. 

A Appraisal is defined in this document as:
evaluation of strengths and weaknesses in
discussion with colleagues linked to a
process of systematic self evaluation based
on reflection.
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3.1 DOCUMENTATION OF NEEDS
FOR PLANNING CPD

Basic standard:
The main basis for the planning of CPD activities
must be to address clinical practice and public health
needs. The medical profession must determine the
perceived needs of doctors and make these known for
planning of CPD. 

Quality development:
Systems should be developed that provide docu-
mented data for alerting medical doctors and stake-
holders about practice quality, tracking outcome and
comparison with peer groups.

3.2 DOCUMENTATION OF CPD
ACTIVITIES

Basic standard:
Systems must be established to document recognised
CPD activities in a systematic and transparent way.
Documentation of CPD must be used as a formative
learning tool as well as providing feedback on rele-
vance and quality for planning of CPD. 

Quality development:
The objective of any system of documentation of CPD
should be to acknowledge actual learning and, where
appropriate, enhanced competence, not mere partici-
pation in CPD activities. Doctors should create per-
sonal learning portfolios that can be shared with
peers.

BS The quality development standard is consid-
ered a basic standard. 

A Public health needs would include knowledge
about new diseases, and innovations in diag-
nosis, treatment and prevention, as well as in
the healthcare system.
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4.1 MOTIVATION

Basic standard: 
Delivery of high quality care must be the driving
force for doctors participating in CPD activities.
Doctors choosing among CPD activities must judge
their educational value and select activities of high
quality and appropriate for their learning needs.

Quality development:
CPD activities should enhance motivation to learn
and improve and be recognised as a meritorious pro-
fessional activity. 

Annotations:
• High quality care means health care delivery according to

generally accepted principles, stated by e.g. medical scien-
tific societies or national and international health boards.

• Motivation and skills for life-long learning are developed
during basic medical education and enhanced as part of
postgraduate medical training.

• Recognition of meritorious professional activity would be by
improved personal satisfaction, rewards, promotion and/or
remuneration.

4.2 LEARNING STRATEGIES

Basic standard:
Doctors, assisted by their professional organisations,
must develop their ability systematically to plan, exe-
cute and document practice-based learning in
response to defined learning needs. Tools for self-
assessment must be developed to help doctors iden-
tify their learning needs.

Quality development:
CPD activities of doctors should be based on learning
strategies, which lead to enhancement of the quality
of care and include interdisciplinary team learning
when appropriate.

Annotation:
• Practice-based learning implies a systematic use of data from

one’s own practice to stimulate learning and improvement,
e.g. analyse practice experience and perform practice-based
improvement activities using systematic methods, and
locate, appraise, and assimilate evidence from scientific
studies related to the patient population. 

4.3 WORKING CONDITIONS

Basic standard:
Working conditions in the practice of medicine and
employment of doctors must provide the time and
other resources for CPD.

Quality development:
Systems of remuneration for doctors should allow for
their participation in a broad range of CPD activities
relevant to their needs. 

4.4 INFLUENCE OF DOCTORS ON 
CPD 

Basic standard:
Doctors must be given the opportunity to discuss
their learning needs with CPD providers.

Quality development:
Systems should be developed to involve doctors in
planning and implementation of their CPD activities.

Annotations:
• CPD providers would include primarily the professional

associations and organisations, national and international
medical scientific societies, medical schools/universities,
postgraduate institutes, employers in the health care system
and other providers such as health authorities, the pharma-
ceutical and medical device industry, companies in informa-
tion technology, consumer associations, etc.

• Involvement with process of planning and implementation
would include participation in groups or committees
responsible for programme planning at the local or national
level.

BS The quality development standard is consid-
ered a basic standard.

A Ability to plan, execute and document practice-
based learning begins in basic medical educa-
tion, is enhanced during postgraduate train-
ing and further enhanced in CPD.
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5.1 RECOGNITION POLICY

Basic standard:
There must be a system for recognition of CPD
providers and/or the individual CPD activities.

Quality development:
All CPD providers should be able to describe the
educational basis of their activities including access to
educational expertise. Any conflicting interests of
CPD providers should be declared.

Annotation:
• Conflicting interests could include inappropriate promotional

activities.

5.2 OBLIGATIONS OF PROVIDERS

Basic standard:
The providers of CPD activities must meet agreed
educational quality requirements.

Quality development:
The providers, in planning and conducting their
activities, should demonstrate use of appropriate
educational methods and technology. 

5.3 FEEDBACK TO PROVIDERS

Basic standard:
Constructive feedback to CPD providers on the per-
formance and learning needs of doctors must be
given on an ongoing basis.

Quality development:
Acceptable norms for the provision of CPD should be
established and adhered to by all providers. Systems
for systematic feedback to organisers of and responsi-
ble bodies for CPD should be developed.

Annotations:
• Feedback would include planned communication between

trainees and trainers/supervisors with the purpose of
ensuring remedies necessary to enhance competence devel-
opment.

• Systems for systematic feedback could be data on planning,
execution and outcome of CPD for a certain cohort of doc-
tors.

5.4 ROLE OF MEDICAL SCHOOLS

Basic standard:
Medical schools must provide leadership in improv-
ing the quality of CPD. Medical schools must through
the curriculum in basic medical education initiate
motivation and ability to engage in CPD by preparing
the students for life-long learning.

Quality development:
Medical schools should, when appropriate, provide
CPD activities. Medical schools, in cooperation with
other stakeholders, should undertake research on
CPD activities.

A The provision of leadership in improving the
quality of CPD would include the involve-
ment of medical school staff in the work of
other competent bodies providing CPD.

A Systems for systematic feedback would also
include information about the quality of
activities and the willingness of organisers to
respond to that feedback.

A Trainees would mean medical doctors parti-
cipating in CPD activities.

BS The quality development standard is consid-
ered a basic standard.
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6.1 STRUCTURE OF TRAINING

Basic standard:
CPD activities must be provided in settings and cir-
cumstances that are conducive to effective learning.

Quality development:
CPD should include periodic external review of the
practice’s learning environment based on internal
self-evaluation.

Annotation:
• Structure of training refers to the overall sequence of attach-

ment to the training settings and charge of the doctor and
not the details of the training experiences.

6.2 PHYSICAL FACILITIES AND
EQUIPMENT

Basic standard:
In order to carry out CPD doctors must have protect-
ed time and opportunities for reflection on practice
and for in-depth studies with access to adequate pro-
fessional literature and opportunities for skills train-
ing.

Quality development:
Physical facilities, skills training equipment and work
schedule should be evaluated and updated regularly
for their appropriateness in providing adequate con-
text and conditions for CPD.

6.3 INTERACTION WITH 
COLLEAGUES

Basic standard:
CPD must include experience in collaborating with
colleagues and other health professionals.

Quality development:
To enhance CPD doctors should join educational net-
works. Doctors should engage in development of the
competence of their colleagues, including doctors in
training, students, allied health personnel, etc.

Annotation:
• Networks would include meetings with colleagues and net-

based information exchange, discussions and counselling.

6.4 INFORMATION TECHNOLOGY

Basic standard:
Relevant use of information and communication
technology must function as an integrated part of the
CPD process.

Quality development:
Doctors should have access and be competent to use
information and communication technology for self-
directed learning, for communication with col-
leagues, information searching, and patient and prac-
tice management.

6.5 FORMALISED CPD ACTIVITIES

Basic standard:
The medical profession, in collaboration with other
stakeholders, must develop systems that encourage
and recognise participation in local, national, and
international CPD courses, scientific meetings and
other formalised activities. Doctors must have oppor-
tunities to attend such CPD activities.

Quality development:
Doctors should have opportunities to plan and exe-
cute CPD activities as in-depth studies when needed
to reach a higher level of competence in an effective
way.

QD Formalised CPD activities should not be the
only registered activity used in any system of
performance review or recertification or as
basis for maintenance of licensure.

A Collaborating with colleagues and other health
professionals would include learning with and
from them.

A Circumstances would include the environ-
ment of the practice, to allow doctors activi-
ties in reading and networking, etc. 
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6.6 EDUCATIONAL EXPERTISE

Basic standard:
The medical profession must formulate a policy on
the use of educational expertise relevant to the plan-
ning, implementation and evaluation of CPD.

Quality development: 
Access to educational expertise should be available
and be used in CPD activities.

Annotations:
• Formulation of policy would include consultation with rele-

vant stakeholders.
• Educational expertise would deal with problems, processes

and practice of medical training and would include medical
doctors with experience in medical education, educational
psychologists and sociologists, etc.

6.7 EXPERIENCES IN OTHER 
SETTINGS AND ABROAD

Basic standard:
The medical profession must formulate a policy that
ensures freedom of movement in order to promote
the ability of doctors to obtain experience by visiting
other settings within or outside the country.

Quality development:
The medical profession, in collaboration with other
stakeholders, should facilitate national and interna-
tional study visits for doctors. The relevant authori-
ties should establish relations with corresponding
national or international bodies with the purpose of
facilitating provision and mutual recognition of CPD
activities.

Annotation:
• Formulation of policy would include consultation with rele-

vant stakeholders.
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7.1 MECHANISMS FOR EVALUATION

Basic standard:
The medical profession must establish mechanisms
for evaluation of CPD activities and appropriate
assessment of the ensuing learning.

Quality development:
CPD evaluation should involve experts in medical
education and address the context of the learning
process, the structure and specific components of
CPD and the learning outcomes.

Annotations:
• Mechanisms for evaluation would imply the use of valid and

reliable methods and require that basic data are available.
The evaluation would ensure that relevant concerns are
identified and addressed by monitoring the resources avail-
able, the learning processes, outcomes and benefits.

• Assessment may include consideration of various tools for
self-assessment, the use of normative and criterion refer-
enced judgements, and the use of portfolio and special types
of assessments, e.g. site visits by peers on an agreed proto-
col.

• Involvement of experts in medical education would further
broaden the base of evidence for quality. This must ensure
monitoring the resources available, the learning outcome
and the benefits derived by the individual doctor.

• The context of the learning process would include the organisa-
tion and resources as well as the learning environment.

• Specific components of CPD would include programme
description and intended outcomes.

7.2 FEEDBACK FROM CPD 
ACTIVITIES

Basic standard:
Feedback from participants in CPD activities must be
systematically sought, analysed and acted upon, and
the information made available to stakeholders.

Quality development:
CPD participants should be involved actively in CPD
evaluation and in using the results for planning.

7.3 ACTIVITIES BASED ON DOC-
TORS PERFORMANCE

Basic standard:
Providers of CPD activities must seek information
from the targeted doctor audience as the basis for
planning. 

Quality development:
The benefit from participation in CPD activities
should be analysed in relation to doctors´ needs and
used to provide feedback to the professional organi-
sations and CPD-providers. 

7.4 MONITORING AND RECOGNI-
TION OF CPD 

Basic standard:
The formal structure of CPD activities must be autho-
rised by the medical profession in consultation with
relevant authorities based on agreed criteria.

Quality development:
Documentation of relevant CPD activities, as defined
by the participant, should play a significant role in
systems for competence assessment, irrespective of
the system in use for recognition of the doctor in prac-
tice.

Annotations:
• Agreed criteria for authorisation of CPD activities deal with

the educational value and would include consideration of
number of participants, clinical data, equipment, library and
IT facilities, training staff and programme.

• Recognition of the doctor in practice would - dependent on
national rules and regulations – include maintenance of
licensure.

QD Benefits from participation in CPD should
also be analysed in terms of influence on
patient care and outcomes and on profes-
sional practice.
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8.1 FRAMEWORKS

Basic standard:
CPD must be conducted in accordance with the poli-
cies of representative professional organisations,
including the recognition of activities and their eval-
uation. 

Quality development:
Collaboration and mutual recognition should be
encouraged through appropriate frameworks both
nationally and internationally.

8.2 PROFESSIONAL LEADERSHIP

Basic standard:
The medical professional organisations must take
responsibility in terms of leadership and organisation
for CPD activities.

Quality development:
The professional leadership should be evaluated 
regularly with respect to achievement of the mission
and outcomes of CPD activities.

8.3 FUNDING AND RESOURCE 
ALLOCATION

Basic standard:
Funding of CPD activities must be part of the expen-
ses of the health care system. Doctors working condi-
tions must enable them to choose and participate in
CPD activities. 

Quality development:
Funding systems for CPD should ensure independ-
ence of doctors in their choices of CPD activities.

8.4 MANAGEMENT

Basic standard:
CPD activities must be appropriately managed and
resourced.

Quality development:
The administrative structures for CPD should
include quality assurance and improvement.

BS Administrative structures must be simple
and clear.

BS There must be a clear statement about which
medical professional organisation(s) has
responsibility for leadership and organisa-
tion of CPD activities.

A A European example of international recogni-
tion would be the system used by the
European Accreditation Council for
Continuing Medical Education (EACCME)
developed by UEMS.
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Basic standard:
The medical profession must initiate procedures for
regular review and updating of the structure, func-
tion and quality of the CPD activities and rectify defi-
ciencies.

Quality development:
The process of renewal should be based on research.
In so doing it should address the following issues:

• Adaptation of the mission and outcomes of CPD to the
scientific, socio-economic and cultural development of
the society. 

• Re-examining and defining the competencies required to
incorporate medical scientific progress and the changing
needs of the people. 

• Reviewing learning approaches and training methods to
ensure that these are appropriate and relevant. 

• Development of methods of (self)assessment and prac-
tice-based learning to facilitate doctors’ life-long learn-
ing. 

• Development of the organisational and managerial
structures to help doctors to meet their patients emerg-
ing needs and to deliver high quality care.

• Reflection and continual improvement of CPD contents
and methodology. 
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The Executive Council
The World Federation for Medical Education

Global Standards in Medical Education

The improved health of all peoples is the main goal of medical education. This is also the overall mission of
the World Federation for Medical Education (WFME). In keeping with its constitution, as the international
body representing all medical teachers and medical teaching institutions, WFME undertakes to promote the
highest scientific and ethical standards in medical education, initiating new learning methods, new instruc-
tional tools, and innovative management of medical education.

In accordance with this mandate, WFME in its 1998 position paper launched the programme on International
Standards in Medical Education. The purpose was to provide a mechanism for quality improvement in med-
ical education, in a global context, to be applied by institutions responsible for medical education, and in pro-
grammes throughout the continuum of medical education. 

In the early stages of developing the initial document, Standards in Basic Medical Education, it became clear
that specifying global standards in any restricted sense would exert insufficient impact on the medical schools
and their curricula, and indeed would have the potential to lower the quality of medical education. The criti-
cism has become commonplace that medical education has adjusted inadequately both to changing conditions
in the health care delivery system, and to the needs and expectations of societies. Thus, a lever for change and
reform had essentially to be incorporated into the standards. This led to the concept of the WFME standards
to be framed to specify attainment at two different levels: (a) basic standards or minimum requirements; and
(b) standards for quality development. 

That the WFME Standards would have the status as an accreditation instrument was considered from the out-
set. After deliberation WFME has taken the position that only nationally appointed agencies can be directly
responsible for accreditation procedures. However, WFME could have a role in assisting in an accreditation
process were one to be introduced. Globally adopted standards can function as a template for the agencies des-
ignated to implement recognition/accreditation. It would also be appropriate for WFME to develop guidelines
and procedures for the use of its standards for accreditation purposes.

In the quality improvement of medical education, indispensable components are institutional self-evaluation,
external review, and consultation. Both the structure and the function of WFME are conducive to the
Federation partaking in setting up consultation teams in the entire world Regions.

The medical workforce is in principle globally mobile and WFME Standards have a role in the safeguarding
of an adequate educational grounding of migrating doctors. However, incentives for retaining locally trained
doctors in post in their own Regions are equally essential. The WFME Standards should not be viewed as
encouraging increasing medical mobility and spurring brain drain of doctors from the developing world. The
world is characterised by increasing internationalisation, from which the medical workforce is not immune,
and the Standards should serve as necessary quality-assuring credentials of medical doctors wherever they are
based. 

To ensure that competencies of medical doctors are globally applicable and transferable, readily accessible 
and transparent documentation of the levels of quality of educational institutions and their programmes is
essential. The World Directory of Medical Schools, published by the World Health Organization, was never
intended for a purpose other than a listing and qualitative considerations were explicitly excluded. WFME
suggested already in its position paper of 1998 that a World Register of Medical Schools be developed, aiming
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to constitute a roster of quality assurance in medical educational institutions, and indicating specifically that
institutions included have attained globally accepted and approved standards for medical education pro-
grammes.

The WFME Global Standards presented in this trilogy covers all three phases of medical education: basic med-
ical education; postgraduate medical education; and continuing professional development. The three docu-
ments will provide the essential background material of the World Conference in Medical Education: Global
Standards in Medical Education for Better Health Care, Copenhagen, 15 – 19 March 2003.

In developing the Standards, WFME appointed three International Task Forces, each constituted by a Working
Party meeting on a retreat basis, and by a broader Panel of Experts, the latter communicating mainly electron-
ically. Members of the Task Forces were selected on basis of their expertise and with geographical coverage an
important consideration. The drafts of the Standards documents have been discussed on many occasions and
in numerous settings around the world, and the many responsive commentaries received have been collated
and incorporated.

The three sets of Global Standards are in different stages of implementation, but the Executive Council of
WFME has formally adopted all. The document on Standards in Basic Medical Education has been translated
into more than ten languages, validated in pilot studies at a number of medical schools, and are already influ-
encing national and regional systems of recognition and accreditation of medical schools. 

WFME is profoundly indebted to all who have contributed to this very complex process of formulating glob-
al standards. The enthusiasm and readiness to assist encountered in all Regions has been overwhelming, there-
by signalling that the Standards are both desirable and implementable.

On the threshold of the 2003 World Conference, the Federation urges the medical education constituency,
together with all those responsible for providing doctors and health services in the countries of the world, to
contribute to the work in progress for definition and utilisation of the content in this trilogy, thereby further
validating and endorsing the WFME Global Standards in Medical Education.
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HISTORY

WFME, since 1984, has conducted an "International
Collaborative Programme for the Reorientation of
Medical Education". Cornerstones in this process
were the Edinburgh Declaration, 1988 (1), which was
adopted by the World Health Assembly, WHA
Resolution 42.38, 1989 (2), and the Recommendations of
the World Summit on Medical Education, 1993 (3),
reflected in WHA Resolution 48.8, Reorientation of
Medical Education and Medical Practice for Health for 
All, 1995 (4). 

To further promote change and innovation in med-
ical education, WFME decided to extend implemen-
tation of its educational policy to the institutional
level as described in a WFME Position Paper (1998)
(5). The initial focus is on Basic (Undergraduate)
Medical Education in medical schools. The initiative
will subsequently be extended to Postgraduate
Medical Education, and Continuing Professional
Development (CPD) of Medical Doctors.

The WFME project on International Standards in
Medical Education (5), approved by the World Health
Organisation (WHO) and the World Medical
Association (WMA), has three main intentions:

• to stimulate medical schools to formulate their
own plans for change and for quality improve-
ment in accordance with international recommen-
dations;

• to establish a system of national and/or interna-
tional evaluation and accreditation of medical
schools to assure minimum quality standards for
medical school programmes;

• to safeguard practice in medicine and medical
manpower utilisation, and its increasing interna-
tionalisation, by well-defined international stan-
dards of medical education.

This undertaking has regional precedents for devel-
oping curriculum standards, such as the Project 
EMA (Medical Education in the Americas) of
PAFAMS (6) and the ROME (Reorientation of 
Medical Education) Project in South East Asia (7).
WHO has also examined the procedure for develop-
ing standards (8).

THE WFME PROJECT ON STANDARDS IN
BASIC MEDICAL EDUCATION

Extending its project on International Standards in
Medical Education, the Executive Council of WFME 
in December 1998 appointed an International Task
Force consisting of a Working Party and an Inter-
national Panel of Advisors, charged with defining
international standards for educational programmes
in Basic (Undergraduate) Medical Education.

The first meeting of the Working Party took place in
Copenhagen (October 1999). In its Report (9), the
Working Party defines a set of international standards
in basic medical education designed to enable med-
ical schools at various stages of development, and
with different educational, socio-economic and cul-
tural conditions, to use the system of standards at a
level appropriate to them. Emphasis is placed on stan-
dards functioning as a lever for change and reform.

The second meeting of the WFME Working Party in
Barcelona (March 2001) refined the document enti-
tled International Standards in Basic Medical Education
in the light of comments received from the
International Panel of Advisors and from a number 
of conferences around the world at which the draft
document was presented. In addition, the Working
Party developed guidelines for the implementation 
of the standards.

The final document was adopted by the WFME
Executive Council June 2001.

CONCEPT

International standards, which have general applica-
bility for basic medical education, can be defined (5).
These take account of the variations among countries
in medical education due to differences in teaching
tradition, culture, socio-economic conditions, the
health and disease spectrum, and different forms of
health care delivery systems. Such differences can also
occur within individual countries. The scientific basis
of medicine is universal. The task of medical educa-
tion everywhere is the provision of health care.
Notwithstanding variations, there is a high degree of
equivalence of structure, process and product of 
medical schools worldwide.
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A global set of standards for medical education is 
not to be equated with a global core curriculum. The
core of the medical curriculum consists of the funda-
mental theory and practice of medicine, specifically
basic biomedical, behavioural and social sciences,
general clinical skills, clinical decision skills, commu-
nication abilities and medical ethics, and must be
addressedby all medical schools aiming to produce
safe practitioners of quality. These elements have an
important bearing on the concept of international
standards in medical education, but such standards
do not address details regarding content and quantity.

Equally relevant for international standards is the
process of medical education. Desirable practices in
educating the basic doctor, incorporating well-recog-
nised and accepted principles of learning, together
with the institutional conditions for educational activ-
ities, must form the basis for international standards.

International standards, of course, must be modified
or supplemented according to regional, national and
institutional needs and priorities. WFME has clearly
emphasised that there can be no benefit in fostering
uniformity of educational programmes (5). Moreover,
quality assurance of medical school programmes must
emphasise improvement and provide guidance for
achieving it to avoid interpretation of standards  as a
levelling at a lower level of quality among institutions.

Standards are firstly useful for educational institu-
tions as their basis for internal evaluation and quali-
ty improvement. They are a necessary tool when
external evaluation, recognition and accreditation of
medical schools are carried out. Furthermore, stan-
dards might best be used in quality evaluation stud-
ies of medical schools by combining institutional 
self-evaluation and peer review.

PURPOSE

Several recent reports have described the necessity 
for radical changes and innovations in the structure
and process of medical education at all levels (10-14).
Such reconstruction is essential to:

• prepare doctors for the needs and expectations of
society;

• cope with the explosion in medical scientific
knowledge and technology;

• inculcate physicians’ ability for lifelong learning;
• ensure training in the new information tech-

nologies;
• adjust medical education to changing conditions in

the health care delivery system.

WHO has also advocated the need for change in med-
ical education (15-17). It has proposed a series of
activities intended to meet the current and future
requirements of society, especially underlining the
importance of understanding the doctors’ function in
the society, and the need for continuing education 
and for inter-professional collaboration.

Only a minority of the more than 1600 medical
schools worldwide are subject to external evaluation
and accreditation procedures. Such omission causes
major concern when the imperative for reform is
amply documented. The rapid increase in the number
of new medical schools in the last decades, many
established on unacceptable grounds (e.g. some pri-
vate »for profit« schools), adds to the disquiet.

Thus, a central part of the WFME strategy is to give
priority to specification of international standards
and guidelines for medical education, comprising
both institutions and their educational programmes.
Adoption of international standards will constitute a
new framework for medical schools to measure them-
selves. Furthermore, internationally accepted stan-
dards could be used as a basis for national and region-
al recognition and accreditation of medical schools’
educational programmes.

RATIONALE

The WFME Working Party examined the advantages
of, and the reservations about, developing interna-
tional standards in basic medical education. Attention
was also focused on the general application of guide-
lines in quality development of basic medical educa-
tion (9). For international standards to be generally
accepted, the following premises were adopted:

• Only general aspects of medical schools and med-
ical education should be covered.

• Standards should be concerned with broad cate-
gories of the content, process, educational environ-
ment and outcome of medical education.

• Standards should function as a lever for change
and reform.

• Compliance with standards must be a matter for
each community, country or region.

• Standards should be formulated in such a way as
to acknowledge regional and national differences
in the educational programme, and allow for dif-
ferent profiles and developments of the individual
medical schools, respecting reasonable autonomy
of the medical schools.

• Use of a common set of international standards
does not imply or require complete equivalence of
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programme content and products of medical
schools.

• Standards should recognise the dynamic nature of
programme development.

• Standards are formulated as a tool which medical
schools can use as a basis and a model for their
own institutional and programme development.

• Standards should not be used in order to rank
medical schools.

• Standards are intended not only to set mini-
mum requirements but also to encourage quality
development beyond the levels specified. The set
of standards, in addition to basic requirements,
should include directions for quality development.

• Standards should be further developed through
broad international discussion and consensus.

• The value of the standards must be tested in 
evaluation studies in each region. Such projects
should be based on a combination of voluntary
institutional self-evaluation and peer review.

Standards are not an »either/or« matter, but a matter
of specific conduct and intentional planning. Further-
more, some schools might develop so unique a quality
as to go beyond standards achieved by most medical
schools. Such qualities might, in the long run, serve 
as examples for new goal-setting in medical schools.

Standards must be clearly defined, and be meaning-
ful, appropriate, relevant, measurable, achievable 
and accepted by the users. They must have impli-
cations for practice, recognise diversity and foster
adequate development.

Evaluation based on generally accepted standards is
an important incentive for improvement and for rais-
ing the quality of medical education, both when reori-
entation and reform are pursued, and also to promote
continuous improvement and development.

Adoption of internationally accepted standards has
the potential to provide a basis for national evalua-
tion of medical schools as well as broader regional
recognition.

WFME considers that the operation of standards can
promote discussion and stimulate development of
consensus about objectives, and will help schools to
formulate essentials of their educational programmes
and to define the core of medical education.
Standards will broaden opportunities for educational
research and development and foster discussion and
cooperation across departmental and other bound-
aries.

The existence of standards will empower educators in
their effort to bring about change, and will serve to
guide medical students’ choices.

For curriculum planners, acceptance of standards will
save time and resources.

Adoption of standards for quality evaluation will 
provide valuable orientation for fund providers,
politicians and society.

Placing medical education on a basis of shared inter-
national standards will facilitate exchange of medical
students, and ease the acceptance of medical doctors
in countries other than those in which they trained. In
consequence, the burden of judging the competencies
of doctors who have been educated in medical
schools in different countries will be diminished.

Finally, substandard medical schools can be improved
by use of a system of evaluation and accreditation
based on internationally accepted standards. This is
likely to enhance the quality of health care, both
nationally and internationally.

USE OF STANDARDS

Standards for basic (undergraduate) medical educa-
tion have been used for many years in national sys-
tems of evaluation and accreditation of medical edu-
cation (18-20). The methods used differ from country
to country.

It is the opinion of WFME that the set of international
standards presented can be used globally as a tool for
quality assurance and development of basic medical
education. This could be done in different ways, such
as:

• Institutional Self-evaluation
The primary intention of WFME in introducing an
instrument for quality improvement is to provide a
new framework against which medical schools can
measure themselves in voluntary institutional self-
evaluation and self-improvement processes. The
guidelines can thus be considered a Self-study
Manual for medical schools seeking to meet the
WFME Global Standards in Basic Medical
Education.

• Peer Review
The process described can be further developed by
inclusion of evaluation and counselling from exter-
nal peer review committees.
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• Combination of Institutional Self-evaluation and
External Peer Review.
WFME considers such a combination to be the
most valuable method.

• Recognition and Accreditation
Depending on local needs and traditions, the
guidelines can also be used by national or regional
agencies dealing with recognition and accredita-
tion of medical schools.

THE WFME GLOBAL
STANDARDS

DEFINITIONS
The WFME recommends the following set of global
standards in basic medical education. The standards
are structured according to 9 areas with a total of 36
sub-areas. 1

AREAS are defined as broad components in the struc-
ture, process and outcome of medical education and
cover:

1. Mission and Objectives
2. Educational Programme
3. Assessment of Students
4. Students
5. Academic Staff/Faculty
6. Educational Resources
7. Programme Evaluation
8. Governance and Administration
9. Continuous Renewal

SUB-AREAS are defined as specific aspects of an
area, corresponding to performance indicators.

STANDARDS are specified for each sub-area using
two levels of attainment:

• Basic standard. This means that the standard must
be met by every medical school and fulfilment
demonstrated during evaluation of the school.

Basic standards are expressed by a »must«.

• Standard for quality development. This means that
the standard is in accordance with international con-
sensus about best practice for medical schools and
basic medical education. Fulfilment of - or initiatives

to fulfil - some or all of such standards should be doc-
umented by medical schools.
Fulfilment of these standards will vary with the stage
of development of the medical schools, their
resources and educational policy. Even the most
advanced schools might not comply with all stan-
dards.

Standards for quality development are expressed by a
»should«.

ANNOTATIONS are used to clarify, amplify or
exemplify expressions in the standards.
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HISTORY

WFME, since 1984, has conducted an "International
Collaborative Programme for the Reorientation of
Medical Education". Cornerstones in this process
were the Edinburgh Declaration, 1988 (1), which was
adopted by the World Health Assembly, WHA
Resolution 42.38, 1989 (2), and the Recommendations of
the World Summit on Medical Education, 1993 (3),
reflected in WHA Resolution 48.8, Reorientation of
Medical Education and Medical Practice for Health for All,
1995 (4).

To further promote change and innovation in medical
education, WFME decided to extend implementation
of its educational policy to the institutional level as
described in a WFME Position Paper (1998) (5). The
initial focus was on Basic (Undergraduate) Medical
Education in medical schools (6,7).

The WFME project on "International Standards in
Medical Education” (5), approved by the World
Health Organisation (WHO) and the World Medical
Association (WMA), has three main intentions:

• to stimulate authorities, organisations and institu-
tions having responsibility for medical education
to formulate their own plans for change and for
quality improvement in accordance with interna-
tional recommendations;

• to establish a system of national and/or interna-
tional evaluation and recognition of medical edu-
cational institutions and programmes to assure
minimum quality standards for the  programmes; 

• to safeguard practice in medicine and medical
manpower utilisation, under conditions of increa-
sing internationalisation, by specifying welldefined
international standards in medical education.

In the position paper WFME indicated that similar
provisions could be made in postgraduate medical
education.

THE WFME PROJECT ON STANDARDS IN
POSTGRADUATE MEDICAL EDUCATION

To extend its project on International Standards in
Medical Education to postgraduate medical education,
WFME in June 2001 appointed an International Task
Force consisting of a Working Party and an Inter-

national Panel of Advisers, charged with defining
global standards for educational programmes in
Postgraduate Medical Education.

The deliberations of the Working Party, which met in
Copenhagen in September 2001, were based on mate-
rial from a number of sources (8-12). In its Report the
Working Party defined a set of global standards in
postgraduate medical education, designed to enable
postgraduate medical training institutions at various
stages of development, and with different education-
al, socio-economic and cultural conditions, to use the
system of standards at a level appropriate to them.
Emphasis is placed on standards functioning as a
lever for change and reform.  

The draft document was revised in the light of com-
ments received from the International Panel of
Advisers and from international conferences at which
the results were presented.

The final document was adopted by the WFME
Executive Council, September 2002.

FUNDAMENTALS OF POSTGRADUATE 
MEDICAL EDUCATION

Postgraduate medical education is the phase of med-
ical education in which doctors develop competen-
cies after completion of their basic medical qualifica-
tion. This phase of training is usually conducted
according to specified regulations and rules. The
training has developed from a setting similar to
apprenticeship, meaning that the young doctors
work in e.g. clinical settings with more experienced
colleagues who take the responsibility for their
instruction and supervision.

Postgraduate medical education comprises pre-regis-
tration training, vocational/professional training,
specialist and sub-specialist training and other for-
malised training programmes for defined expert
functions.

In addition to the practical clinical aspects, further
theoretical education is required. This can be organ-
ised in various ways, either closely connected with
the clinical training or through regional, national or
international theoretical courses. Such programmes
may be managed by universities, specialist boards,
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medical societies and colleges or institutes for post-
graduate medical education. 

Postgraduate medical education is part of the conti-
nuum of learning in medicine, which also includes
Continuing Medical Education (CME) or Continuing
Professional Development (CPD). CME/CPD are
characterised by self-directed learning rather than
supervised training. Although often used to designate
the period commencing after completion of under-
graduate or postgraduate training, it is evident that
CME/CPD is a much more far-reaching activity
throughout the continuum of medical education.

Internationally, there are considerable variations in
the number of recognised specialties and expert func-
tions in medicine and in the organisation, structure,
content and requirements in postgraduate medical
education. Qualification in expert functions is also
obtained through CME. In some regions of the world,
specialist training takes place through appointments
in hospital departments/health care facilities extend-
ing over several years, whereas in other parts there
are theoretical courses over shorter periods without
specific requirements for practical training. 

However, over the last decades there has been an
increasing convergence in training methods with
emphasis on both practical training and theory.
Modern principles of medical education have exerted
increasing influence in all countries. In postgraduate
medical education highly sophisticated learning pro-
grammes have developed, the components of which
are planned clinical/practical placements, expert
supervision, theoretical teaching, research experi-
ence, systematic assessments and evaluation of the
training programmes.

The convergence of principles of postgraduate 
training worldwide has been promoted by greater
communication between universities/educational
institutions, regulatory bodies, medical societies and
medical associations. These again have been influ-
enced by the greater mobility of medical doctors and
the increasing internationalisation of the medical
workforce, supported by international free trade
agreements in various parts of the world, e.g. EU,
NAFTA and MERCOSUR. The importance of this
development for the medical profession is document-
ed in Europe by the adoption of the Directive for
Medical Doctors (13) and the work of the Advisory
Committee on Medical Training of the European
Commission  (14). Thus the need for common inter-
national quality assurance systems in postgraduate
medical education is strengthened.

CONCEPT, PURPOSE AND RATIONALE

International standards, which have general applica-
bility for medical education, can be defined (5). These
take account of the variations in content and process
of medical education among countries, due to differ-
ences in teaching tradition, culture, socio-economic
conditions, the health and disease spectrum, and dif-
ferent forms of health care delivery systems. Such dif-
ferences can also occur within individual countries.
However, the scientific basis of medicine and the
endeavour to establish evidence for clinical practice is
universal, and the task of medical education through-
out its continuum everywhere is the provision of
health care. Notwithstanding variations, there is an
increasing degree of equivalence of structure, process
and product of postgraduate medical education
worldwide.

International standards, of course, must be modified
or supplemented according to regional, national and
institutional needs and priorities. Each country has
the responsibility to ensure that its postgraduate
medical training programme is supporting national
health care delivery objectives.

WFME has also clearly emphasised that there can be
no benefit in fostering uniformity of educational pro-
grammes (5). Moreover, quality assurance of medical
training programmes must emphasise improvement
and provide guidance for achieving such develop-
ments to avoid interpretation of standards as a level-
ling at a lower level of quality. 

A central part of the WFME strategy is to give priori-
ty to specification of international standards and
guidelines for medical education, comprising both
institutions and their educational programmes.
Adoption of international standards will constitute a
new framework for authorities, organisations and
institutions responsible for postgraduate medical edu-
cation to measure themselves. Furthermore, interna-
tionally accepted standards could be used as a basis
for national and regional recognition and accredita-
tion of postgraduate educational programmes.

Evaluation based on generally accepted standards 
is an important incentive for improvement and for
raising the quality of medical education, both when
reorientation and reform are pursued, and also to
promote continuous improvement and development. 

Adoption of internationally accepted standards has
the potential to provide a basis for national evalua-
tion of postgraduate medical education as well as
broader regional recognition.
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Shared global standards in medical education will
facilitate mobility of trainees, and ease the acceptance
of medical doctors in countries other than those in
which they are trained. Safeguarding competencies of
doctors who have been educated in other countries
will thereby be facilitated.

Finally, substandard training programmes can be
improved by the use of a system of evaluation and
accreditation based on internationally accepted stan-
dards, thus enhancing the quality of health care, both
nationally and internationally.

PREMISES FOR POSTGRADUATE STANDARDS

The WFME Working Party applied the principles
which were developed regarding basic medical edu-
cation (6) to postgraduate medical education.
Attention was focused on the general application of
guidelines in quality development of medical educa-
tion. Therefore, for international standards in post-
graduate medical education to be generally accepted,
the following premises were adopted:

• Only general aspects of postgraduate medical edu-
cation and training should be covered.

• Standards should be concerned with broad cate-
gories of the content, process, educational environ-
ment and outcome of postgraduate medical educa-
tion.

• Standards should function as a lever for change
and reform.

• Standards are intended not only to set minimal
global requirements but also to encourage quality
development beyond the levels specified.

• Standards should be formulated in such a way
that, in addition to respecting global core require-
ments, they will acknowledge necessary regional
and national differences in the educational pro-
gramme, and allow for different local, national and
regional profiles and developments.

• Compliance with standards must be a matter for
each community, country or region.

• Use of a common set of international standards
does not imply or require complete equivalence of
programme content and outcome of postgraduate
medical education, but deviations should be clear-
ly described and motivated.

• Standards should recognise the dynamic nature of
programme development.

• Standards are formulated as a tool which authori-
ties, organisations and institutions responsible for
postgraduate medical education can use as a basis
and a model for their own programme develop-
ment.

• Standards should not be used in order to rank
training programmes.

• Standards should be further developed through
broad international discussion and consensus.

• The value of the standards must be tested in eval-
uation studies in each region.

Standards must be clearly defined, and be meaning-
ful, appropriate, relevant, measurable, achievable
and accepted by the users. They must have impli-
cations for practice, recognise diversity and foster
adequate development.

USE OF STANDARDS

WFME holds that the set of international standards
presented can be used globally as a tool for quality
assurance and development of postgraduate medical
education in the following ways:

• Self-evaluation of Programmes
The primary intention of WFME in introducing an
instrument for quality improvement is to provide a
new framework against which authorities, organi-
sations and institutions with responsibility for
postgraduate medical education can measure
themselves in voluntary self-evaluation and self-
improvement processes. The guidelines can thus
be considered a Self-study Manual.

• Peer Review
The process described can be further enhanced by
inclusion of evaluation and counselling from exter-
nal peer review committees.

• Combination of Self-evaluation and External
Peer Review. 
WFME considers such a combination to be the
most valuable method.

• Recognition and Accreditation
Depending on local needs and traditions, the
guidelines can also be used by national or regional
agencies dealing with recognition and accredita-
tion of postgraduate medical education.
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THE WFME GLOBAL
STANDARDS

DEFINITIONS

Postgraduate Medical Education may be defined as
the phase in which doctors train under supervision
towards independent practice after completion of
their basic medical qualification. It comprises pre-re-
gistration training, vocational/professional training,
specialist and sub-specialist training and other for-
malised training programmes. Upon completion of a
formal postgraduate training programme a degree,
diploma or certificate is usually granted.

Although Postgraduate Medical Education is a time
limited phase of medical education it cannot be clear-
ly separated from Continuing Medical Education
(CME) or Continuing Professional Development
(CPD)1. These are carried out during the entire pro-
fessional life after graduation from the medical school
and are characterized by self-directed learning and
rarely involve supervised training for extended peri-
ods of time.

WFME recommends the following set of global stan-
dards in postgraduate medical education structured
according to 9 areas and 38 sub-areas.2

AREAS defined as broad components in the struc-
ture, process and outcome of postgraduate medical
education and training cover:

1. Mission and Outcomes
2. Training Process
3. Assessment of Trainees
4. Trainees
5. Staffing
6. Training Settings and Educational Resources
7. Evaluation of Training Process
8. Governance and Administration
9. Continuous Renewal

SUB-AREAS are defined as specific aspects of an
area, corresponding to performance indicators.

STANDARDS are specified for each sub-area using
two levels of attainment:

• Basic standard. This means that the standard must
be met and fulfilment demonstrated during evalu-
ation of the training programme. 

Basic standards are expressed by a “must”.

• Standard for quality development. This means
that the standard is in accordance with interna-
tional consensus about best practice for postgradu-
ate medical education. Fulfilment of - or initiatives
to fulfil - some or all of such standards should be
documented. Fulfilment of these standards will
vary with the stage and development of the train-
ing programme, its resources, the educational pol-
icy and other local conditions influencing rele-
vance and priorities. Even the most advanced
programmes might not comply with all standards. 

Standards for quality development are expressed 
by a “should”.

ANNOTATIONS are used to clarify, amplify or
exemplify expressions in the standards.
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1 CPD refers to the continuing development of the multi-faceted competencies inherent in medical practice and drawn from various domains of know-
ledge and skills (e.g. medical, managerial, social, personal) needed for high-quality professional performance. Although often used to designate the
period commencing after completion of postgraduate training, it is evident that CPD is a much more far-reaching activity. The shaping, reshaping and
development of a professional  - responding to changing societal and individual needs within the context of the evolution of medical science and
health care delivery – is a life-long continuing process, starting when the student is admitted to medical school and on-going as long as the doctor is
engaged in professional activities.

2 WFME is aware of the complex interactions and links 
between the various areas and sub-areas.



HISTORY

WFME, since 1984, has conducted an "International
Collaborative Programme for the Reorientation of
Medical Education". Cornerstones in this process
were the Edinburgh Declaration, 1988 (1), which was
adopted by the World Health Assembly, WHA
Resolution 42.38, 1989 (2), and the Recommendations of
the World Summit on Medical Education, 1993 (3),
reflected in WHA Resolution 48.8, Reorientation of
Medical Education and Medical Practice for Health for All,
1995 (4).

To further promote change and innovation in medical
education, WFME decided to extend implementation
of its educational policy to the institutional level as
described in a WFME Position Paper (1998) (5). The
initial focus was on Basic (Undergraduate) Medical
Education in medical schools (6,7), followed by
Postgraduate Medical Education (8).

The WFME project on International Standards in
Medical Education (5), approved by the World Health
Organization (WHO) and the World Medical
Association (WMA), has three main intentions:

• to stimulate authorities, organisations and institu-
tions responsible for medical education to formu-
late their own plans for change and for quality
improvement in keeping with international recom-
mendations;

• to establish a system of national and/or interna-
tional evaluation and recognition of medical edu-
cational institutions and programmes to assure
minimum quality standards for the  programmes; 

• to safeguard practice in medicine and medical
manpower utilisation, under conditions of
increasing internationalisation, by specifying well-
defined international standards in medical educa-
tion.

In the position paper WFME indicated that similar
provisions could be made in the field of continuing
medical education.

THE WFME PROJECT ON CPD STANDARDS

To further extend its project on International Standards
in Medical Education to cover also the field of
Continuing Medical Education (CME)/Continuing

Professional Development (CPD), WFME in
December 2001 decided to appoint an International
Task Force consisting of a small Working Party and an
International Panel of Advisors, charged with defin-
ing global standards for this phase of medical educa-
tion. The term CPD was later chosen by the Task
Force to be used in this document (see page 10:
Definitions).

The Working Party met in Oslo in January 2002. The
deliberations of the Working Party were based on
material from a number of sources (9-14). In the
Report of the Working Party a set of global standards
in CPD were defined, designed to enable medical
doctors, the medical profession and relevant medical
training institutions with different educational, socio-
economic and cultural traditions and conditions to
use the system of standards at a level appropriate to
themselves. Emphasis is placed on standards func-
tioning as a lever for change and reform.

The report from the Working Party was reviewed by
the International Panel of Advisors meeting in
Copenhagen October 2002. The various principles
and definitions of CPD were debated, and extensive
revision resulted in the present document.

The report from the Working Party had been adopted
in principle by the WFME Executive Council at its
meeting September 2002, and the final report was
adopted December 2002.

In comparison with the two WFME documents on
preceding stages of medical education, global stan-
dards in basic medical education and in postgraduate
medical education, formulation of the document on
CPD standards was strongly influenced by two char-
acteristics of this phase of medical education: (a)
When defining global standards in CPD, clear refer-
ence can not generally be made to specific institu-
tions, such as medical schools in the case of basic
medical education, and postgraduate institutes or
other bodies responsible for postgraduate medical
training; (b) The provision and utilization of CPD
involves a number of agents, extending from the indi-
vidual doctor to multinational CPD-providers. Their
responsibilities and interactions are subject to great
variation around the world, and their roles and com-
petences are normally not well defined.
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WFME has therefore identified the medical profes-
sional organisations as the bodies having main
responsibility for the overall planning and coordina-
tion of CPD, including registration and documenta-
tion of CPD activities. The medical profession must
have a strong influence on the organisation and
implementation of CPD, which in no way denies the
clear interests and roles in ensuring the quality of
CPD of other organisations, institutions and agencies,
and of health authorities and society.

FUNDAMENTALS OF CONTINUING PROFES-
SIONAL DEVELOPMENT

Definition
Continuing Professional Development (CPD) desig-
nates the period of education and training of doctors
commencing after completion of basic medical educa-
tion and postgraduate training, thereafter extending
throughout each doctor’s professional working life.
However, CPD is a much more far-reaching activity
throughout the continuum of medical education.

CPD, therefore, stands as a professional imperative of
every doctor, and at the same time is also a prerequi-
site for enhancing the quality of health care. CPD dif-
fers in principle from the preceding two formal phas-
es of medical education: basic medical education and
systematic postgraduate medical training. Whereas
the latter two are conducted according to specified
rules and regulations, CPD mainly implies self-direct-
ed and practice-based learning activities rather than
supervised training. As well as promoting personal
professional development, CPD aims to maintain and
develop competencies (knowledge, skills and atti-
tudes) of the individual doctor, essential for meeting
the changing needs of patients and the health care
delivery system, responding to the new challenges
from the scientific development in medicine, and
meeting the evolving requirements of licensing bod-
ies and society. 

The former term Continuing Medical Education
(CME) has been replaced by Continuing Professional
Development (CPD). The new term reflects both the
wider context in which this phase of medical educa-
tion takes place, and signifies that the responsibility
to conduct CPD rests with the profession and the
individual doctor. Law and jurisdiction rarely regu-
late CPD. Where regulations do exist, these are flexi-
ble, even in countries demanding re-licensure or re-
registration of doctors in practice.

Educational rationale
In order to practise appropriately throughout their
professional life, doctors must remain up-to-date,

which entails engaging in some form of continuing
education. To deliver the highest quality of patient
care, the content of CPD must be directed towards
enhancing roles and competencies (both clinical skills
and theoretical knowledge), and organisation of work
(team building and leadership), communication,
medical ethics, teaching, research and administration. 

Fundamental new knowledge in medicine trans-
forms concepts and methods, and the medical profes-
sion must through adequate CPD incorporate new
knowledge. Similarly, new ethical demands and
socio-economic developments continually confront
the medical profession, and challenge the individual
doctor to assume new roles. The role of CPD in qual-
ity assurance and quality development of the health
care delivery systems is increasingly significant.

Motivation for CPD, from the perspective of the indi-
vidual doctor, derives from three main sources: 
• The professional drive to provide optimal care for

the individual patient; 
• The obligation to honour the demands from

employers and society; 
• The need to preserve job satisfaction and prevent

“burn out”. 

Motivation for life long learning should be a criterion
for selecting students for admission to medical
schools, and should be nurtured through all phases of
medical education.

The best available evidence (15) suggests that effec-
tive CPD is characterised by the presence of three fac-
tors: a clear need or reason appears for the particular
CPD to be undertaken; learning is based on such an
identified need or reason; and follow-up provision is
made for reinforcing the learning accomplished. 

Needs assessment is therefore, in most cases, an inte-
gral component of successful CPD. Methods for iden-
tifying learning needs range from formal assessments
(using tests of knowledge, skills and attitudes, peer
review, systematic review of practice such as audit or
significant event analysis), to the more common and
equally effective ways that are part of everyday clinical
practice: thinking about mistakes, reflecting on prac-
tice, receiving complaints and feedback, interacting
with the team, etc.

Specifically identified needs should be the focus of
CPD whenever possible; however, professional learn-
ing should also equip doctors to deal with unpre-
dictable future clinical demands and thus relate to a
broad base of knowledge and experience on which to
draw, besides making up for deficiencies from past
practice. Some CPD should be based on the general
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professional need to explore, to develop and consider
new areas of competence. 

Whether the need identified is specific or general, the
learning activities must be planned to be appropriate,
and there must be a balance between general and spe-
cific CPD. The method of learning is less important
than its relevance to the need, and could vary in dif-
ferent circumstances from reading, attending a lec-
ture or a course, a peer-group meeting or a visit to an
institution.

Following up on any learning undertaken reinforces
such learning, and offers opportunities for dissemi-
nating and sharing such learning with others; benefi-
cial alterations in methods of  practice follow, and
evaluation can be made of the extent of effectiveness
of the CDP undertaken in relation to the original need
or reason for it.

Although medical practice is sometimes depicted as
routine and predictable, in actual fact doctors are
required all the time to make judgements in complex
and unpredictable situations, where high levels of
uncertainty occur and where paradox is common.
The unstated contract between doctors and the peo-
ple they serve calls for a capacity to know what is
“best” in any particular circumstance rather than
what is “right” in some absolute sense. General over-
sight, improvisations and professional judgements
are central to medical practice.

The various forms of knowledge which enable doc-
tors to exercise their professional judgement
include: formal or factual knowledge; procedural
knowledge; and intuitive knowledge. Practical wis-
dom derives from a complicated amalgam of these
various forms of knowledge. The link between doc-
tors’ knowledge and their practice is far from
straightforward. New knowledge is not always
directly applied to practice.

Generally doctors develop and change their practice
through professional conversational exchanges and
dialogue with colleagues rather than as a result of for-
mal educational processes. Thus, the educational
process necessary for effective clinical practice is one
of continuous development rather than targeted,
intermittent input. Doctors must learn about and
from their practice through reflection and delibera-
tion about their own and others’ practice. It is
through such an ongoing process that they identify
and clarify their educational needs.

Much of this continuous development is informal
and often unconscious. CPD is thus to some extent an

integral part of the practice of doctors worldwide,
even in the remotest location without access to infor-
mation technology or planned CPD activities.

The importance of conversations, informal as well as
in more formal settings (peer review, case confer-
ences, audit meetings) should be reflected in the
working conditions available to doctors, over and
above the accessibility to them of formal CPD activi-
ties such as courses.

Emphasizing the importance of informal CPD in no
way minimizes how essential systematic formalised
elements, such as courses, conferences, etc. are in
effective CPD. A multi-faceted CPD system best ful-
fils all needs of doctors, taking account of differences
in professional roles, needs and learning priorities.  

Organisation and methods
The organisation of CPD varies hugely from country
to country. A basic assumption is that the profession
itself bears a major responsibility for CPD, with me-
dical associations and other professional organisa-
tions functioning as major initiators, providers and
promoters of CPD in many countries.

There are also numerous providers of CPD not direct-
ly accountable to the medical profession, including
for-profit healthcare companies, the pharmaceuti-
cal/medical technological industry, consumer organ-
isations, and for-profit CPD providers.

Formal CPD activities, which traditionally are
teacher-conducted, are generally provided and sup-
ported by institutions such as medical schools/uni-
versities or postgraduate institutes, professional
organisations, national or international scientific
organisations, local or national health authorities or
the pharmaceutical/medico-technical industry. 

In some countries major institutes for CPD exist;
some are privately run on a commercial basis, illus-
trating that education marketed as a purchasable
commodity is growing. Other institutes are govern-
ment run, and often provide systematic specialist
(postgraduate) training in addition to CPD courses.
National medical councils or academies are yet
another model for provision and development of
CPD. In some countries, e.g. France, elements of the
labour market legislation are used to secure access to
CPD for large numbers of doctors.

Opportunities to benefit from CPD on a day-to-day
basis depend to a large extent on the working envi-
ronment. Extreme contrasts are present. Work in a
thriving clinical research environment, affording
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stimulating contacts with colleagues, with ample
resources to participate in international workshops,
conferences etc. differs vastly from working in a rural
area, in solo or in a small practice in the community.
While information-technology can remedy some of
the handicap of isolation,  the stimulus from person-
al relations and communication with colleagues
enhances participation in CPD.

Information technology and distance learning con-
cepts are increasingly influencing the market of CPD. 

The organisational variation in provision of CPD
worldwide is also reflected in enormous differences
in methods of funding CPD; the financial resources
necessary for CPD are always to be perceived as part
of the operational costs of the health care sector.  

Evaluation and recognition
The educational outcomes of CPD are rarely tangible,
let alone measurable. CPD does not always directly
relate to current practice, but also extends the capaci-
ty of doctors to make wiser judgements in the situa-
tions of uncertainty they will certainly encounter in
their professional future. 

Differentiated systems have been developed which
specify the level of acceptable CPD engagement.
Medical professional organisations or licensing bod-
ies have developed mechanisms of control, often
legally applied, specifying numbers of accredited CPD
courses or activities in which doctors are required to
participate, the individual doctor obtaining CPD
points. 

The increasing concern that CPD of medical doctors
should be adequate has led to demands for systema-
tic recertification in some countries, entailing the
development of systems for examination or other
types of reassessment. 

A new development in CPD focuses on monitoring
individual daily learning activities. By use of person-
al portfolio or log-book for registration of CPD activi-
ties, and by comparison with similar results of col-
leagues, a tool is provided for planning an individual
self-directed learning or for managing individual
development. Doctors accountable to society must
thus find means – such as realistic monitoring and
documentation of CPD activities  - to prove that they
are capable of effective practice.

CONCEPT, PURPOSE AND RATIONALE OF 
GLOBAL STANDARDS

International standards for medical education, which
have general applicability, can be defined (5). These
definitions take account of the variations in content and
process of medical education among countries, due to
differences in teaching tradition, culture, socio-eco-
nomic conditions, the health and disease spectrum, and
the different forms of health care delivery systems.
Similar differences can also occur within individual
countries. Nevertheless, the scientific basis of medicine
and the necessity to base clinical practice on evidence is
universal; the task of medical education everywhere,
throughout its continuum, is the provision of high
quality health care. Notwithstanding variations, there
is an increasing degree of equivalence of structure,
process and product of medical education worldwide.

Global standards in CPD, as in other parts of medical
education, of course must be modified or supple-
mented in accordance with regional, national and
institutional needs and priorities. WFME has clearly
emphasized that there can be no benefit in fostering
uniformity of educational programmes and learning
activities (5). Moreover, quality assurance of medical
training programmes must give emphasis to improve-
ment, and provide guidance for advancement, instead
of advocating ‘fulfilment of standards’ as the ultimate
goal.

A central part of the WFME strategy is to give priori-
ty to develop international standards and guidelines
for medical education, that are supportive of the insti-
tutions concerned, their educational programmes, the
medical profession, and the individual student and
doctor. These international standards will constitute a
new framework, serving as a yardstick against which
those responsible for CPD can evaluate their own
activities and organisations. Moreover, international-
ly accepted standards could be used as a basis for
national and regional recognition and accreditation of
educational programmes. At the individual level
recognised global standards could guide and help
medical doctors in planning their own CPD training
programmes.

In drafting standards for CPD, the WFME Working
Party applied the principles used in developing the
international standards for basic medical education
and for postgraduate medical education. Attention
was given to the general application of guidelines in
quality development of medical education. Therefore,
for international standards in CPD to be generally
accepted, the following premises were adopted:
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• Only general aspects of CPD should be included.
• Standards should be concerned with broad cate-

gories of the content, process, educational environ-
ment and outcome of CPD.

• Standards should function as a lever for change
and reform. 

• Compliance with standards must be a matter for
each community, country or region.

• Standards should be formulated in such a way as
to acknowledge regional and national differences
in the educational programme, and allow for dif-
ferent local, national and regional profiles and
developments.

• Use of a common set of international standards
does not imply or require complete equivalence of
programme content and outcome of CPD.

• Standards should recognise the dynamic nature of
programme development.

• Standards are formulated as a tool that the indi-
vidual doctor, the medical profession and authori-
ties, organisations and institutions responsible for
CPD can use as a basis and a model for their own
programme development.

• Standards should not be used in order to rank pro-
grammes.

• Although it is useful to define minimum require-
ments, the set of standards should emphasise the
need for a dynamic approach involving a pro-
gramme for continuous quality development.

• Standards should be further developed through
broad international discussion and consensus.

• The value of the standards must be tested in eva-
luation studies in each Region.

Standards must be clearly defined, and be meaning-
ful, appropriate, relevant, measurable, achievable
and accepted by the users. They must have implica-
tions for practice, recognise diversity and foster ade-
quate development.

Evaluation based on generally accepted standards is
an important incentive for improvement and for rais-
ing the quality of medical education, both when reori-
entation and reform are pursued, and also to promote
continuous improvement and development. 

Shared global standards in medical education that are
adhered to by the institutions and organisations con-
cerned may facilitate mobility of medical doctors, and
ease the acceptance of medical doctors in countries
other than those in which they are trained.

Finally, substandard educational programmes can be
substantially improved by the use of a system of eval-
uation and accreditation based on internationally

accepted standards, thereby enhancing the quality of
health care, nationally as well as internationally.

USE OF STANDARDS

WFME holds that the set of international standards
presented can be used globally as a tool for quality
assurance and development of CPD in the following
ways:

• Participants in CPD
The standards provide a new framework against
which individual doctors and the medical profes-
sion can assess themselves in a voluntary self-eval-
uation and self-improvement process. 

• Providers of CPD
The standards should form the basis for CPD
providers in designing CPD activities.

• Monitors of CPD
Depending on local needs and traditions, the stan-
dards can also be used by national or regional
agencies engaged in monitoring, recognition, and
accreditation of CPD.
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THE WFME GLOBAL
STANDARDS

DEFINITIONS

CPD includes all activities that doctors undertake,
formally and informally, in order to maintain, update,
develop and enhance their knowledge, skills, and
attitudes in response to the needs of their patients.
Doctors are autonomous and independent, i.e. they
act in the best interest of the patient without undue
external influence. Engaging in CPD is a professional
obligation but also a prerequisite for enhancing the
quality of health care. The strongest motivating factor
for continuous professional life-long learning is the
will and desire to maintain professional quality.

CME describes continuing education in the field of
knowledge and skills of medical practice; CPD, a
broader concept, refers to the continuing develop-
ment of the multi-faceted competencies inherent in
medical practice, covering wider domains of profes-
sionalism (e.g. medical, managerial, social and per-
sonal subjects) needed for high quality professional
performance. Although CPD designates the period
commencing after completion of postgraduate train-
ing, CPD has much further ramifications. CPD activ-
ities have a basis in the life-long continuing process,
starting when the student is admitted to medical
school and continuing as long as the doctor is
engaged in professional activities. The shaping,
reshaping and development of a doctor involves
responding to changing societal and individual
needs, in the context of evolving medical science and
health care delivery. Independence also is implicated,
CPD activities being characterized by self-directed
learning, only rarely involving supervised training
for any extended period of time.

In this document the more comprehensive term CPD,
of which the traditional CME is one component, 
has been chosen in the formulation of standards. 

WFME recommends the following set of internation-
al standards in CPD structured according to 9 areas
and 36 sub-areas.1

AREAS defined as broad components in the struc-
ture, process and outcome of CPD cover:

1. Mission and Outcomes
2. Learning Methods
3. Planning and Documentation
4. The Individual Doctor
5. CPD-Providers
6. Educational Context and Resources
7. Evaluation of Methods and Competencies
8. Organisation
9. Continuous Renewal

SUB-AREAS are defined as specific aspects of an
area, corresponding to performance indicators.

STANDARDS are specified for each sub-area using
two levels of attainment:

• Basic standard. This means that the standard must
be met and fulfilment demonstrated during evalu-
ation of CPD. 

Basic standards are expressed by a “must”.

• Standard for quality development.  The implica-
tion is that the standard is in accordance with
international consensus about best practice of
CPD. Fulfilment of - or initiatives to fulfil -  some
or all of such standards should be documented.
Fulfilment of these standards will vary with the
stage and development of CPD activities, their
resources, the educational policy and other local
conditions influencing learning priorities. Even the
most advanced programmes might not comply
with all standards. 

Standards for quality development are expressed by a
“should”.

ANNOTATIONS are used to clarify, amplify or
exemplify expressions in the standards.
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The members of the three WFME Task Forces dealing
with Basic Medical Education, Postgraduate Medical
Education and Continuing Professional Development
of Medical Doctors respectively are presented in a
common list. Some members participated in more
than one of the Task Forces. Furthermore, the com-
plete endeavour of developing the Trilogy of WFME
Standards in Medical Education shall be seen as one
dynamic process building on results from previous
Task Forces.

It should be emphasized that the development of the
Trilogy of documents also benefited from other
important contributions. These consisted of a great
number of verbal and written commentaries as well
as discussions at national and international meetings
and conferences.

Dr. Palitha Abeykoon
Regional Adviser
Human Resources for Health
World Health Organization
Regional Office for South-East Asia
New Delhi, India

Professor A. d’Almeida
Director
Institut Régional de Santé Publique
Université Nationale du Bénin
Cotonou, Benin

Dr. George A.O. Alleyne
Regional Director 
World Health Organization
Pan American Health Organization
Washington, D.C, USA

Professor A. P. R. Aluwihare
University of Peradenyia
Peradenyia, Sri Lanka

Dr. Wolfram Antepohl
Linköping University Hospital
Linköping, Sweden

Judith S. Armbruster
Executive Director
Accreditation Council for Graduate Medical
Education (ACGME)
Chicago, USA

Professor Raja Bandaranayake
Arabian Gulf University
Manama, Bahrain

Ass. Professor Philip G. Bashook
University of Illinois at Chicago
Chicago, USA

Professor Ralph Bloch
Universität Bern
Bern, Switzerland

Professor Cheng Bo-Ji
Peking Medical University
Beijing, P.R. China

Åse Brinchmann-Hansen
The Norwegian Medical Association
Oslo, Norway

Professor J. D. Chiphangwi
College of Medicine 
Blantyre, Malawi

Leif Christensen MSc. Soc.
World Federation for Medical Education
Copenhagen, Denmark

Professor Colin Coles
King Alfred's College
Winchester, United Kingdom

Professor Alejandro Cravioto
President, Panamerican Federation of Associations
of Medical Schools (PAFAMS)
Universidad Nacional Autonoma de Mexico
Mexico, D.F., Mexico

Dr. W. Dale Dauphinee
Executive Director
Medical Council of Canada
Ottawa, Canada
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Professor Florian Eitel
Ludwig-Maximilians-Universität München
Munich, Germany

Professor Charles E. Engel
Centre for Higher Education Studies
University of London
London, United Kingdom

Ms. Mette Fisker
Business Support Manager
Pfizer Danmark
Copenhagen, Denmark

Dr. Tsuguya Fukui
Kyoto University
Kyoto City - Japan

Dr. Milagros Garcia-Barbero
World Health Organization
European Center for Integrated Health Care Services
Barcelona, Spain

Dr. Nancy Gary
Past President, Educational Commission for Foreign
Medical Graduates (ECFMG)
Washington, D.C., USA

Professor Laurie Geffen
President, Association for Medical Education in
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The University of Queensland
Herston, Australia

Dr. Hussein A. Gezairy
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World Health Organization
Regional Office for the Eastern Mediterranean
Cairo, Egypt

Professor Ernst Goldschmidt
Copenhagen, Denmark

Professor Janet Grant
Open University Centre for Education in Medicine 
Milton Keynes, United Kingdom

Professor André Gouazé
Conference Internationale des Doyens des
Faculté de Medicine d’Expression Francaise (CID-
MEF)
Cedex, France

Professor Enrique Guntsche
Universidad Nacional de Cuyo
Mendoza, Argentina

Dr. James A. Hallock
President, Educational Commission for Foreign
Medical Graduates (ECFMG)
Philadelphia, USA

Professor Hossam Hamdy
Arabian Gulf University
Manama, Bahrain

Professor John D. Hamilton
University of Newcastle upon Tyne
Newcastle, United Kingdom
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Association for Medical Education in Europe
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University of Dundee
Dundee, United Kingdom

Professor Ian R. Hart
University of Ottawa
Ottawa, Canada

Dr. Hans Asbjørn Holm
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