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SUMMARY

Medically under-served areas might seek to establish a new medical school in their region to
improve the quantity and quality of their local medical workforce, as well as their population’s
health outcomes and educational opportunities. Establishing a new medical school is a
significant venture involving many complex political, social, economic, educational, and
organisational considerations. Most founders go about the process intuitively, drawing from
their prior knowledge and experiences; guided by accreditation standards; and utilising
project management strategies. There is substantial value in this experience-based, intuitive
approach, but a stronger evidence-base could increase the efficiency and efficacy of
academics, clinicians, administrators, politicians, universities, health facilities, health

systems, and communities seeking to establish a new medical school.

The published literature on the process of establishing a new medical school is, however,
empirically and theoretically under-developed. There are several clear gaps including no
prior published reviews; no explicit reference to applicable theory; minimal research on the
establishment process; poor reporting of strategies to obtain initial approval from governing
authorities; and minimal discussion regarding the personal costs and burnout commonly
experienced by founders of new medical schools. My thesis addresses each of these gaps
through Critical Realist Multiple Case Study research with a social accountability ethos. |
conducted a scoping review of the published literature; | developed a strong theoretical basis
by adapting concepts from Institutional Entrepreneurship theory; and | provided a suite of
strategies for use by various stakeholders at all stages of the process, particularly in

medically under-served regions.

The research question | sought to answer was, “How are new medical schools
successfully established in medically under-served areas?’ To answer this question,
my Multiple Case Study research spanned three continents, in medically under-served
contexts of Australia, Canada, and Botswana. Multi-source data was collected for each case
study including site visits, observational data, semi-structured interviews, documents, and
audio-visual materials. Using Institutional Entrepreneurship theory and my empirical
findings, | derived a novel conceptual framework — the Eight C’s Framework (8CF) —that
unpacked the various aspects of successful new medical school establishment: Context,

Catalysts, Conducing, Convincing, Collecting, Connecting, Challenges, and Consequences.

Vi



My research aimed to understand the critical success factors for the process of establishing
a new medical school in medically under-served regions. These success factors are

encapsulated in 8CF and can be used to answer my research question:

New medical schools are successfully established in medically under-served areas
when Catalysts act within their Contexts to undertake various tasks of Conducing,
Convincing, Collecting, and Connecting in order to produce desired Consequences

and overcome Challenges.

Catalysts are the human agents of change and innovation. They are creative, visionary
leaders who use mechanisms of agency and power to collectively and individually effect
change. They identify the field conditions of their environmental Context that are either
beneficial or detrimental to their venture and utilise them to their advantage. They use
entrepreneurial skills and processes when Conducing (making more favourable) the Context
for their venture. They use socio-political devices such as power, persuasion, trust,
symbiosis, sharing, and bricolage when Convincing all the stakeholders with various
arguments and rationales, Connecting with various partners and collaborators, and
Collecting all the required resources. Catalysts harness the utility of both field structure and
human agency to produce the desired macro-level, meso-level, and micro-level
Consequences or outcomes and to overcome foreseen and unforeseen Challenges or
problems and obstacles. Underlying mechanisms that contribute to successful
establishment include elements of human agency, contextual structure, power dynamics,
and political diplomacy. Furthermore, my research identified that socially accountable
motivations and methods can unite these factors into an even stronger force for successful

establishment of a new medical school, particularly in medically under-served areas.

My research makes several original theoretical, methodological, empirical, and practical
contributions. Ciritically, it provides stakeholders such as academics, clinicians,
administrators, politicians, universities, health facilities, health systems, and communities
with an evidence-informed framework for establishing a new medical school. Even though
building a new medical school and teaching hospital is not a panacea to addressing doctor
shortages, the empirically and theoretically supported 8CF guides medical school founders
to consider the elements of human agency, contextual structure, power dynamics, political
diplomacy, and social accountability that underpin successful establishment, especially in
medically under-served areas. Future research could test application of the 8CF in practice,

in establishing other new medical schools.
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Abduction

Algorithmic
thinking

Batswana

Bricolage

Case Study
Research (CSR)

Catalysts

Challenges

Collecting

GLOSSARY OF TERMS

A logic and reasoning strategy that interprets, reconceptualises, or
reclassifies information/phenomena using an alternative conceptual

framework. Also called ‘theoretical redescription’.

Thinking and decision-making using rigid, protocol-driven steps as

opposed to ‘heuristic thinking’.
Citizens of Botswana, plural form. Singular is ‘Motswana’.

An area of business theory relating to the resourcing of business
ventures by ‘making do with what is at hand’ by re-purposing and
combining existing and possibly cheaper or easier to access

resources in innovative, new ways.

A preferred methodology for answering ‘how’ or ‘why’ research
questions, that call for extensive exploration and explanation of a
multifaceted phenomenon, in situations that have a distinctive need
to understand a complex social phenomenon and retain a holistic

and real-world perspective.

An element of the Eight C’'s Framework that correlates with
‘institutional entrepreneurs’, the creative, visionary leaders who

precipitate, lead, and participate in a new venture.

An element of the Eight C’'s Framework that relates to the foreseen
and unforeseen problems, obstacles, and set-backs faced by a new

venture.

An element of the Eight C’'s Framework that relates to collecting the
required human, economic, physical, material, intellectual,
educational, ideological, and technological resources for a new

venture, utilising principles of sharing and ‘bricolage’.
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Conducing

Connecting

Consequences

Context

Convincing

Critical Realism
(CR)

Expatriate
Field conditions

Generative
mechanisms

Heuristic
thinking

Institutional
Entrepreneurship
(IE)

An element of the Eight C’s Framework referring to making the
‘Context’ more favourable for a new venture, incorporating aspects of
‘opportunity recognition/creation’ and overcoming the ‘paradox of

embedded agency’.

An element of the Eight C’s Framework that relates to connecting the
key stakeholders of a new venture in collaborative relationships,

partnerships, and alliances, utilising principles of symbiosis and trust.

An element of the Eight C’s Framework that relates to the intended

and unintended outcomes of a new venture.

An element of the Eight C’'s Framework that correlates with ‘field

conditions’ or the environmental milieu of a new venture.

An element of the Eight C’'s Framework that relates to convincing the
various stakeholders of a new venture with compelling rationales,
arguments, and narratives, utilising principles of persuasion and

influence.

A philosophical approach that integrates an objective realist ontology

with a subjective constructivist epistemology.
A person who lives outside their native country.
The situational context or environmental milieu of a new venture.

The causal forces underlying a phenomenon that produce the events
and experiences associated with it.
Thinking and decision-making with intuitive mental agility and lateral

thinking as opposed to ‘algorithmic thinking’.

An area of business theory descended from both Institutional theory
and Entrepreneurship theory that relates to the activities of actors
who have an interest in particular institutional arrangements and who
leverage resources to create new institutions or to transform existing

ones.
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Medical school

Medically under-
served area

Multiple Case
Study (MCS)

Opportunity
recognition /
creation

Paradox of
embedded
agency

Retrodiction

Retroduction

Social
accountability

An educational institution providing a complete educational program
leading to a basic medical qualification that permits the holder to

obtain a licence to practise as a medical doctor or physician.

Regions that are characterised by a geo-socio-political situation of
medical workforce shortage, inadequate access to health services,

and poorer health outcomes.

A variant of ‘Case Study Research’ that examines multiple cases of

the phenomenon under study, each within their own contexts.

A vital remit of entrepreneurs to be able to recognise or create
opportunities for their new venture in their unique situations or field

conditions.

A theoretical dilemma between stability and change in human
behaviour and cognition, referring to the notion that actors embedded
in an existing field often do not have the faculties to envision
anything different to the norm, yet may still paradoxically exhibit the

ability to precipitate innovation and transformation.

An analytical strategy that uses currently available information or
ideas to infer or explain historical states or events.

A logic and reasoning strategy or thought operation that uses
techniques such as counterfactual thinking; social and thought
experiments; studying pathological circumstances and/or extreme
cases; and comparing different cases, to reconstruct the basic
conditions (i.e., ‘generative mechanisms’) for anything to be what it

is.

The measures that are made by an organisation to be aware of
concerns to the community surrounding it, reflected in a commitment
to health and safety, civil and human rights, and betterment of the
community. In medical education, more specifically, it is the
obligation of medical schools to direct their education, research, and
service activities towards addressing the priority health needs of the

community, region, and/or nation they have a mandate to serve.
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Theory Identifying the theory of best-fit by making sense of observations,
adjudication sifting through rival explanations, and weeding out alternative

theories.
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LIST OF ABBREVIATIONS

Thirteen Key Considerations of New Medical School Establishment
Eight C's Framework

Australian Advanced Research and Education Network
Australian Indigenous Doctors Association

Australian Medical Council
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1 INTRODUCTION

1.1 Introduction to chapter:

This thesis presents a scholarly and practical understanding of the process of new medical
school establishment, particularly in medically under-served areas. It is based on original
research conducted across three continents on new medical schools established in

medically under-served areas of Australia, Canada, and Botswana.

In this chapter, | present the background to this research related to medical workforce
problems and poorer health indices in medically under-served areas. | explain the evolution
of my research aims, questions, and objectives from personal beginnings. | outline the
design of this research including a Critical Realist philosophy, Social Accountability axiology,
Multiple Case Study methodology, and the use of business theories to devise a novel
conceptual framework for new medical school establishment. Finally, | highlight the
significance of this research and outline several theoretical, methodological, empirical, and

practical original contributions.



1.2 Background:

Doctors are a much-needed health resource in every region, state, and nation of the world.
Nonetheless, the maldistribution of doctors in regional, rural, and remote locations of both
high- and low-resourced countries has been a persistent problem across the globe for many
decades (Buykx et al., 2010; Frenk et al., 2010; Greenhill et al., 2015; Ono et al., 2014;
Rabinowitz et al., 2008; Russell et al., 2017; Strasser & Strasser, 2020; World Health
Organization, 2006, 2010). This maldistribution poses many challenges to the health
workforce of these regions, such as needing to import medical staff from elsewhere at great
expense and with high turnover (Buykx et al., 2010; Russell et al., 2017; Zhao et al., 2019).
Medically under-served areas also frequently report poorer health outcomes for their
populations (Buykx et al., 2010; Greenhill et al., 2015; Russell et al., 2017; World Health
Organization, 2006, 2010). Additionally, the current global situation of the Covid-19
pandemic has highlighted even more fervidly the need for a local supply of trained workforce
(Quilter, 2020; Strasser & Strasser, 2020; Worley, 2020). Markedly restricted travel
opportunities both within and between regions, have exposed weaknesses in imported
workforce supply models and inequities in healthcare, leading to more regions recognising
their dire need to ‘grow their own’ (Quilter, 2020; Strasser & Strasser, 2020; Worley, 2020;
Worley et al., 2019).

Establishing new medical schools in medically under-served regions is suggested as one
possible solution to these problems of workforce maldistribution and healthcare inequities
(Boelen, 2018; Boulet et al., 2007; Frenk et al., 2010; Greenhill et al., 2015; Rourke, 2010;
World Health Organization, 2010). Although the number of doctors practicing in a region
depends on a multitude of complex socio-political factors (Beckett & Morrison, 2010; Boulet
et al., 2007; Frenk et al., 2010; McKendry, 1999), the presence of a medical school
increases the likelihood of improved physician density (Boulet et al., 2007; PWC Consulting,
2002). Tesson et al. note, “cities with medical schools [do] not seem to suffer the same
physician shortages as those without them” (2009, p. 50). Duvivier et al. note, “doctors who
are trained in regions of need are more likely to stay and practise in those areas after
graduation” (2014, p. 867). Research indicates that extended rural and remote training
experiences contribute to doctors accepting later employment in similar locations (Curran &
Rourke, 2004; Jones et al., 2009; Ono et al., 2014; Rabinowitz et al., 2008; Roberts et al.,
2012; Strasser, 2001). Furthermore, health professionals educated within their own region
and in the kind of research environment afforded by a medical school, are better placed to

propose innovative solutions to the problems faced by their health systems (Cookson, 2013).



Even though “increasing the number of medical schools in [physician] low-density areas”
(Boulet et al., 2007, p. 24) sounds like a plausible solution, establishing a new medical
school is a significant undertaking involving substantial social, political, economic,
educational, and organisational considerations (Arango, 1966; Australian Medical Council,
2012; Bin Abdulrahman & Saleh, 2015; Castelo-Branco et al., 2016; Hays, McKinley, et al.,
2019; Hays, Strasser, et al., 2019; Liaison Committee on Medical Education, 2006, 2008;
Mullan, 2003; Whitcomb, 2009, 2018; World Federation for Medical Education, 2015, 2020).
Bin Abdulrahman and Saleh write, “establishing a new medical college ... is a lengthy
‘surgical operation’ that requires careful and timely planning in order to anticipate and
prevent any damage, and to ensure optimal outcomes” (2015, p. 1). Castelo-Branco et al.
note that the venture “is not for the faint hearted” (2016, p. 1204). Arango instructs that new
medical schools need to meaningfully address cultural, socioeconomic, and political issues

and not just award medical degrees to large numbers of people each year (1966).

Despite the complexity, almost 100 new medical schools are being established around the
world every year (Boulet et al., 2007; Duvivier et al., 2014; Karle, 2006). In 2007, data from
the World Directory of Medical Schools reported 1935 operating medical schools globally,
with 169 countries having at least one and 66 having none (Boulet et al., 2007). In 2014, an
updated report identified 2597 medical schools globally, with 183 countries having at least
one medical school and only 24 with none (Duvivier et al., 2014). Thus, within that seven-
year span, there was a reported increase of 662 medical schools worldwide. Improved data
collection only partially explains these increases with the active establishment of new

medical schools also contributing to the figures.



Even with the burgeoning number of medical schools worldwide, the evidence-base
underpinning the complex logistics of creating new ones remains relatively under-developed,
both empirically and theoretically (detailed in chapter 2 ‘Literature Review’). Founding
leaders seem to go about the process intuitively using their pre-existing knowledge of
medical schools and project management. Thistlethwaite and Hammick concur that “much
health professional education is developed and delivered on the basis of tradition and
expediency” (2010, p. 880). My literature review identified three significant gaps in the
published literature and my research uncovered a further two gaps: 1) no prior published
literature reviews on the process of establishing a new medical school; 2) no underpinning
theories applied to the process of establishing a new medical school; 3) only a few research-
based publications on establishing new medical schools; 4) minimal consideration of how to
go about getting official permissions to establish a new medical school; and 5) poor reporting

of personal adverse effects experienced by founders of new medical schools.

Currently, published information guiding founding leaders and teams are primarily from two
sources: 1) standards documents or accreditation guidelines and 2) journal commentary
articles or opinion pieces by experienced experts. The standards documents and
accreditation guidelines (Australian Medical Council, 2012; Liaison Committee on Medical
Education, 2006, 2008, 2020; World Federation for Medical Education, 2015, 2020)
articulate “predetermined standards of structure, process and achievement” (Frenk et al.,
2010, p. 1938) for new medical schools, but do not explicate the evidence-base behind
these. Journal articles are primarily descriptive or advisory detailing the personal reflections
and experiences of founding deans and other leaders (Bin Abdulrahman & Saleh, 2015;
Castelo-Branco et al., 2016; Cookson, 2013; Eichbaum, Bowa, et al., 2014; Eichbaum,
Nyarango, et al., 2014; Fogarty et al., 2012; Hamdy & Anderson, 2006; Hays, 2018; Hays et
al., 2003; Howe et al., 2004; Hurt & Harris, 2005; Lanphear & Strasser, 2008; Mokone et al.,
2014; Smego et al., 2010; Smith, 2009; Snadden et al., 2011; Strasser & Lanphear, 2008;
Strasser et al., 2009; Tesson et al., 2009). Accreditation guidelines prescribe ‘what’
standards need to be met without necessarily describing ‘how’ to meet those standards.
Advisory journal articles, on the other hand, offer practical suggestions and tips on ‘how’ to
go about establishing a new medical school without necessarily covering all the aspects of

‘what’ is required.



Thus, currently available published evidence for best practices when establishing a new
medical school is largely ‘experience-based’. Whilst there is substantial relevance and utility
in experience-based evidence, particularly for complex medical education initiatives, (Eva,
2009; Harden et al., 1999), given the high political and financial stakes of creating a new
medical school, the lack of research-based evidence is a concern. Are founding leaders and
teams at risk of perpetuating ineffective or inefficient strategies and approaches based solely
on practical or experiential wisdom? How could a stronger evidence-base increase the
efficiency and efficacy of academics, clinicians, administrators, politicians, universities,
health facilities, health systems, and communities seeking to establish a new medical
school? Could some of the financial, institutional, and personal costs of establishing a new
medical school in a medically under-served area be mitigated through more scholarship on
the process? | suggest there is an affirmative answer to each of these questions that
prompted my research. In the next section, | explain how my research grew out of early

personal influences.

1.3 Evolution of my research from personal beginnings:

The idea of establishing a new medical school in an area of medical need fascinated me
from my earliest days as a medical student at Flinders University in South Australia in the
early 2000’s. The story of Dr. Ida Sophia Scudder (1870 — 1960) who founded a medical
school in Vellore, South India (my birthplace), in the early 1900’s was deeply impacting. Dr.
Scudder (see Figure 1-1) — a single, female American missionary in her early thirties —
responded to a dire cultural need for female doctors in India by founding the Christian
Medical College and Hospital (CMCH), initially for female students only (George, 2014;
Jeffrey, 2014; U.S. National Library of Medicine, 2015; Wilson, 1959, 1987). Over the
century, CMCH has grown monumentally (see Figure 1-2) and continues to provide high
quality health care and health professional education to tens of thousands of people each
day (Christian Medical College & Hospital, 2016). Dr. Scudder’s inspiration of my personal,

professional, and research journey is significant.



Figure 1-1: Dr. Ida Sophia Scudder, Founder of CMCH, Vellore, India

I L L
(Used with permissions from the US National Library of Medicine

and the Scudder Association Foundation)

Figure 1-2: One of seven current campuses of CMCH, Vellore, India

.

I _'\. " e ¥ ____.__;#'_ = A% i
(Used with permission from CMCH)

In 2007, several years before commencing my doctoral research journey, | travelled from
Australia to the neighbouring nation of Vanuatu as a volunteer doctor. | was shocked to
discover that this small South Pacific country did not have its own medical school. | had
assumed that in the 21st century, every country would have at least one medical school. “If
this low-resourced country wanted to build its first medical school, what would it need to do?”

was a question that burned a hole in my soul for the next several years.

From these personal beginnings, my interest in the topic grew through critical thought,
collegial discussion, and wide reading, finally into a formal research journey to answer my

burning question.



1.4 Research aims, questions, and objectives:

The aim of this research was to develop a deep understanding of the phenomenon of new
medical school establishment in medically under-served areas. | wanted to understand the
many factors at play in the process and how challenges could be approached. A key
intention was to identify elements that were important for successful establishment of a new

medical school.

Based on these aims, the research question posed for this study was:

How are new medical schools successfully established in medically

under-served areas?
Additional guiding questions were:

o Why was this medical school established in this location?

o What factors and processes required consideration?

o What challenges were faced by the founding team and how were these challenges
approached?

o What factors particularly contributed to successful establishment?

My research objectives were to develop a scholarly understanding and derive a way to
structure information — both for myself and for future founders of new medical schools. In
the next section, | summarise the research design employed to pursue these objectives
(detailed in chapter 3 ‘Research Design’), but first | explain my use of the phrase ‘medically

under-served’.



1.4.1 Reflexivity: Defining and hyphenating ‘medically under-served’

There is no clear definition for the phrase ‘medically under-served’, but rather its meaning is
implicit, and can be relative and variable by locality (Grobler et al., 2015; Strasser &
Strasser, 2020). Thus, the phrase is commonly accepted as used and defined by the
authors using and defining them (Grobler et al., 2015). Strasser and Strasser note, “Even
though rural and underserved urban settings are distinctive, they have many commonalities”
such as “limited access to health care with insufficient health workforce to address the health
needs of the local population” (2020, p. 20). In my research, | have used the phrase
‘medically under-served areas’ to refer to regions that are characterised by a geo-socio-
political situation of medical workforce shortage, inadequate access to health services, and
poorer health outcomes (as described in section 1.2 'Background' above). Furthermore, |
have accepted the self-report of my case study medical schools as being in medically under-

served locations (see ‘Research Design’ section 3.4.1.2).

In published literature, the term ‘medically underserved’ does not usually include a hyphen in
the word ‘underserved’ (e.g., in Larkins, 2015; Sabde et al., 2020; Strasser & Strasser, 2020;
Training for Health Equity Network, 2011; University of California Riverside, 2008).

However, | noted that ‘underserved’ was commonly misread as ‘undeserved’ and my
research topic frequently required clarification. Thus, to make my meaning clear from the

outset, | chose to hyphenate the word ‘under-served’ throughout this thesis.

Researcher reflexivity throughout the research process is essential in all research, and
particularly so for Critical Realism. In this thesis, | employ short reflexivity sections such as
this one, to better explain some aspect of my thinking and practice. | further explain Critical

Realism in the next section.



1.5 Research design:

1.5.1 Critical Realist philosophy:

Medical education derives from two distinct parent fields — clinical medicine and higher
education — and, thus, often needs to pragmatically straddle both parent areas in its
philosophical approaches (Bligh & Anderson, 2000; Gordon, 2016; Prideaux, 2002;
Thistlethwaite & Hammick, 2010; Varpio et al., 2020; Yardley & Dornan, 2012). As a
clinician and educator, both medical science and social science influence my thinking and
practice. | found I could comfortably espouse multiple epistemological views in harmonious
parallel — depending on the practical need at hand. Critical Realism (CR) is a philosophical

stance that aligns with this pragmatic pluralism.

Critical Realism (detailed in ‘Research Design’ section 3.3.1) is a philosophical approach
that integrates an objective realist ontology with a subjective constructivist epistemology
(Alexander, 2013; Archer et al., 1998; Bhaskar, 2011, 2018; Maxwell, 2012; Maxwell &
Mittapalli, 2010). It contends that our understanding of the real world can be more or less
accurate, but no position or theory can claim to be full and complete — that is, our knowledge
can always be subject to revision (Archer et al., 1998; Bhaskar, 2011, 2018; Danermark et
al., 2019; Maxwell, 2012; Pawson et al., 2004). We understand our world through both
mental and physical constructs — both of which are equally real, even when not directly
observable nor measurable (Maxwell, 2012). CR describes reality in terms of three nested
layers of the ‘Empirical’ (where phenomena are experienced and interpreted); the ‘Actual’
(where factual events occur regardless of experience and interpretation); and the ‘Real’
(where generative mechanisms or causal forces produce the events and experiences of the
Actual and the Empirical) (Alexander, 2013; Archer et al., 1998; Bhaskar, 2011, 2018;
Danermark et al., 2019; Fletcher, 2017; Scambler, 2018). An important aim of CR research
is to explain phenomena with reference to their underlying causal or generative mechanisms
— both mental and physical (Archer et al., 1998; Bhaskar, 2011, 2018; Fletcher, 2017,
Maxwell, 2012). CR takes a pragmatic, inclusive attitude towards different research
approaches, without discounting any that have shown some ability to increase our
understanding of the world and its causal mechanisms (Maxwell, 2012). The term ‘critical’ in
Critical Realism encourages different thrusts of critique about the real world including
philosophical critique of positivist and constructivist understandings; social critique of human
relationships and power dynamics; and scientific critique of rationality, myths, and ignorance
(Alexander, 2013; Archer et al., 1998; Bhaskar, 2011, 2018; Danermark et al., 2019).



As a Critical Realist, | employed both positivist and constructivist ways of thinking and
researching, while acknowledging their limitations and constraints. | drew from both abstract
and tangible data to understand my research phenomenon of new medical school
establishment. | examined the physical processes and sociological mechanisms
underpinning successful establishment — particularly elements of environmental structure,
human agency, power dynamics, political strategy, and social accountability. | used existing
theory to inform interpretations of empirical data and vice-versa to devise a novel conceptual
framework for new medical school establishment — the ‘Eight C’s Framework’ (8CF). Before
describing how | used business theories and the Multiple Case Study methodology to devise
this original framework (in below sections 1.5.4 and 1.5.3 respectively), | first reflect on how
Critical Realism shaped my academic writing style in this thesis, and on the implications of a

socially accountable axiology.

1.5.1.1 Reflexivity: My use of mixed ‘voice’ in scientific writing

As a Critical Realist, | embrace the utility and validity of both objective and subjective
interpretations of reality — in myself and others. This is reflected in my approach to scientific
writing where | fluidly move between the use of first-person, ‘subjective’ voice to third-
person, ‘objective’ voice and back again. Zhou and Hall, encourage this in academic writing
to highlight the “complementarity” of different scientific approaches and voices: “scholars can
use the third-person and the first-person in tandem. ... as one mode’s strengths can
complement the other’s shortcomings. ... The significance of these divergent writing voices

corresponds to the multiple positions one may hold” (2016, p. 2).

Furthermore, as a medical doctor who values concepts of ‘whole-person health care’ in real
life (Hutchinson et al., 2009; Kaslow et al., 2007), | wanted to recognise myself as a ‘whole-
person academic’ in this critically real piece of research. Critical Realism acknowledges the
full reality of feelings, emotions, and intentions that influence and impact what we see and
experience in the real world (Maxwell, 2012). Zhou and Hall note that the writing voice can
reveal “the author’s personality within the manuscript” (Brenner, 2014, as cited in Zhou &
Hall, 2016, p. 3). My frequent use of first-person voice and revelations of personal
motivations underpinning this research serve to portray my passion as a ‘whole-person

academic’ as | undertook this Multiple Case Study.
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1.5.2 Social Accountability axiology:

Social accountability is defined as “the measures that are made by an organisation to be
aware of concerns to the community surrounding it. It is reflected in a commitment to health
and safety, civil and human rights and betterment of the community” (Law Dictionary, n.d.).
Personal values related to social justice and pro-social action align me with scholarly
considerations of social accountability. Furthermore, social accountability aligns with the
emancipatory connotations of Critical Realism (Alexander, 2013; Archer et al., 1998;
Bhaskar, 2011, 2018; Danermark et al., 2019). In ‘Research Design’ section 3.3.2, | further
explain the implications of this axiology for my Multiple Case Study research, including the

emphasis on ‘medically under-served areas’.

1.5.3 Multiple Case Study methodology:

Case Study Research (CSR) is ideally suited to situations that have “a distinctive need to
understand a complex social phenomenon ... and retain a holistic and real-world
perspective” (Yin, 2014, p. 4). It is a preferred methodology for ‘how’ or ‘why’ research
questions that call for extensive exploration and explanation of a multifaceted phenomenon
(Thomas, 2011; Yin, 2014), such as the question posed for this research (see section 1.4

above).

Multiple Case Study (MCS) research is a variant of CSR that examines multiple cases of the
phenomenon each within their own contexts (Stake, 2006; Thomas, 2011; Yin, 2014). Thus,
it was an ideal choice for my investigation of new medical schools established in medically

under-served areas around the world. | utilised targeted, purposive selection to identify and

include three international case study medical schools in my research:

1. The Northern Territory Medical Program (NTMP) in Darwin, Australia
2. The Northern Ontario School of Medicine (NOSM) in rural Canada

3. The University of Botswana Faculty of Medicine (UBFoM) in Botswana

For each case study medical school, data was collected through site visits; observational
data; confidential semi-structured interviews with key founding personnel; and the

confidential gathering of documents and audio-visual materials relevant to establishment.
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In Critical Realism, all data is treated as “evidence” from which inferences about the real
world can be made (Maxwell, 2012, p. 103). Furthermore, both CSR and CR encourage
engaging with existing theories to help explain what is going on in reality (Fletcher, 2017;
Yin, 2014). Using theory to better understand the complex mechanics of medical education
phenomena, is particularly important due to the potential educational and health impacts on
individuals and societies (Samuel et al., 2020). In the next section, | explain how existing
theories from the business domain assisted my understanding of successful new medical
school establishment and together with the findings of my MCS, led to the derivation of a

novel conceptual framework, the 8CF.

1.5.4 Utilising theory and research to devise a novel framework:

As will be explored in chapter 2 ‘Literature Review’, one significant gap in the medical
education literature is that an overarching theory has never before been applied to the
process of establishing a new medical school. To address this gap, | explored various
theories of organisational and educational change and identified ‘Institutional
Entrepreneurship’ (IE) from the business literature as the theory of best-fit (Pawson et al.,
2004) (see ‘Research Design’ section 3.4.2.1). |E is defined as “the activities of actors who
have an interest in particular institutional arrangements and who leverage resources to
create new institutions or to transform existing ones” (Maguire et al., 2004, p. 657). It uses
concepts from Institutional Theory and Entrepreneurship Theory to offer a deep
understanding of how to successfully launch a new venture and initiate complex institutional
change (Garud et al., 2007).

A major contribution of this thesis is my original ‘Eight C’'s Framework’ (8CF) for successful
new medical school establishment (detailed in ‘Research Design’ section 3.4.2.3), that |
derived by combining the theoretical concepts of IE and the empirical findings of my case
study research. 8CF outlines eight important considerations when establishing new medical
schools: Context, Catalysts, Conducing, Connecting, Convincing, Collecting, Challenges,

and Consequences (see Figure 1-3).
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Figure 1-3: Concept Map of the Eight C’s Framework (8CF)
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8CF was useful as an analytical framework, to develop a deep and multifaceted
understanding of how each case study medical school was successfully established in their
medically under-served regions. An answer to my research question, “How are new
medical schools successfully established in medically under-served areas?’, can be

broadly summarised using the elements of 8CF:

New medical schools are successfully established in medically under-served areas
when Catalysts act within their Contexts to undertake various tasks of Conducing,
Convincing, Collecting, and Connecting in order to produce desired Consequences
and overcome Challenges.

Paring back the layers of this broad summary facilitated an in-depth discussion of the
underpinning mechanisms of structure, agency, power, and politics, and how social
accountability can draw these together for new medical schools in medically under-served

regions (see chapter 8 ‘Discussion’).
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By providing a theory-based and empirically-supported understanding of the system-wide
considerations when establishing a new medical school in an area of need, 8CF could also
be useful as a strategic framework for policy makers, government officials, institutional
administrators, university academics, health service clinicians, and medically under-served
communities. Furthermore, 8CF could potentially be generalised for other ventures of
establishment and entrepreneurship in other domains and disciplines. In the next section, |

outline several other original contributions of my research.

1.6 Significance of this research:

Several original contributions are identifiable from my research. They are arranged as

theoretical, methodological, empirical, and practical contributions below.

1.6.1 Theoretical original contributions:

¢ | have reviewed the literature on a topic that has never been reviewed before.

¢ | have identified and applied a theoretical framework for the process of establishing a
new medical school, by borrowing theory from the business domain.

¢ | have adapted and extended Institutional Entrepreneurship theory — that has never
before been applied to new medical schools — into a novel conceptual framework for
their creation.

¢ My novel framework and empirical findings might have application in other cross-
domain, trans-disciplinary ventures of establishment, innovation, and

entrepreneurship.
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1.6.2 Methodological original contributions:

There is a dearth of research conducted on the process of new medical school
establishment, particularly in medically under-served regions. Only a single large Multiple
Case Study was identified in the literature, with an unknown philosophical stance and
covering two countries (USA and Canada) within a single continent (detailed in ‘Literature

Review’ section 2.3.2).

¢ | have conducted Multiple Case Study research in medically under-served contexts
spanning three countries and continents.

e | have conducted my research with a Critical Realist philosophy.

1.6.3 Empirical original contributions:

e My empirical findings can contribute to the body of knowledge on establishing new
medical schools, particularly in medically under-served areas.

e My empirical findings will address a significant gap in the medical education literature
by illuminating how to go about obtaining the initial approval to proceed with
establishing a new medical school from governing authorities.

e My empirical findings will identify a further gap in the medical education literature
regarding the personal costs and burnout frequently experienced by founders of new
medical schools.

e Several other aspects not previously discussed in the literature that my research will
elucidate include:

o the socio-political, economic, and organisational complexities caused by
geographical isolation

o the reciprocal opportunity for a new medical school to improve the processes
and standards of accreditation bodies

o the ‘mission critical’ nature of technology for distributed sites and the
educational inequities that could result when the technology failed for some

students but not others
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o My empirical findings will uncover other unique challenges for consideration when
establishing new medical schools such as:

o environmental disruptions of technology (e.g., “the ants ate the wiring”)

o social disruptions of the medical school (e.g., “the parents of the students
wanted to close the new medical school so that their children would be sent
abroad to train instead”)

o implementing a social vision can work against untested stakeholders (e.g.,
“Indigenous students were admitted without sufficient benchmarking and
preparation resulting in unforeseen difficulties for students and staff”)

o inappropriate infrastructure can work against the social ethos and educational
aims of the new medical school (e.g., “building a new, high-end teaching
hospital can become a proxy for good medical education and could entice

people away from a focus on rural, community-based practice”)

1.6.4 Practical original contributions:

¢ | have devised a theory-based, empirically-supported conceptual framework with a
system-wide view of new medical school establishment that could be used by all
levels of stakeholders including policy makers, government officials, institutional
administrators, university academics, health service clinicians, and communities to
structure their own strategic approaches.

¢ | have collated a suite of practical strategies pertaining to new medical school

establishment in medically under-served areas.

1.7 Summary of chapter and thesis structure:

In this chapter introducing my thesis, | have set the scene for my research including its
academic and personal backgrounds, its overall design, and its original contributions. |

conclude this chapter with a summary of each chapter of my thesis below.
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In chapter 2, | present a scoping review of the medical education literature on the topic of
new medical school establishment and identify several gaps in the literature including no
previous literature reviews; no identification of theories applicable to the process; paucity of
research on the process; limited coverage of the ways to gain initial approval to proceed
from governing authorities; and poor reporting of the adverse effects and personal costs
experienced by founders of new medical schools. | present the results of my thematic
analysis of the literature, collated, and synthesised into thirteen key considerations, which
served as an initial framework of understanding for the process of new medical school

establishment.

In chapter 3, | detail my research design including the Critical Realist philosophy, Social
Accountability axiology, and the Multiple Case Study methodology. | explain how | derived a
novel 8 C’s framework to examine my research phenomenon based on business theories
and empirical findings from my case study data. | describe how | used Critical Realist
analytical approaches to understand the causal or generative mechanisms underpinning the
successful establishment of new medical schools in medically under-served areas. | also

discuss Critical Realist approaches to validity in my research.

Chapters 4, 5, and 6 will present each of my case studies — NTMP in Australia (chapter 4),
NOSM in Canada (chapter 5), and UBFoM in Botswana (chapter 6). Each chapter will begin
with an overview of the medical school and then a detailed description of the case,
structured around the Eight C’'s Framework. For each medical school the Context and
Catalysts will be outlined. The activities and processes involved with Conducing,
Convincing, Collecting, and Connecting will be explained. In these and subsequent
chapters, the sections on Connecting, Convincing, and Collecting will deliberately not follow
a consistent order from chapter to chapter to underscore their interleaved and interwoven
nature, and to highlight that they are usually undertaken in a non-linear fashion. Then, the
Challenges and positive Consequences experienced by the medical school will be
discussed. Each case chapter will conclude with a discussion of the strengths and

limitations of the case study.
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In chapter 7, | present the findings of my cross-case analysis, comparing and contrasting my
case studies against each other as well as against the medical education literature on new
medical school establishment. Again, | use 8CF as an organising device for this chapter.
Performing cross-case analysis supports the validity of the findings in each case and helps

determine how causal relationships and generative mechanisms emerged from the data.

In chapter 8, | synthesise the findings of my Multiple Case Study to discuss the answer to my
research question, “How are new medical schools successfully established in
medically under-served areas?’ | summarise with a broad answer using the concepts of
8CF: “New medical schools are successfully established in medically under-served areas
when Catalysts act within their Contexts to undertake various tasks of Conducing,
Convincing, Collecting, and Connecting in order to overcome Challenges and produce
desired Consequences”. | then pose several questions to help unpack the deeper

considerations and mechanisms of my research phenomenon:

¢ Who can be a Catalyst and how do they become one?

o What makes the Context fertile or hostile for a new medical school?

e Why is Conducing so imperative?

o What socio-political devices are helpful in Convincing, Connecting, and Collecting?
¢ What mechanisms help to produce desirable Consequences and overcome

Challenges?

| draw from Critical Realist philosophy, Institutional Entrepreneurship theory, and Social
Accountability axiology to discuss key insights regarding the roles of environmental
structure, human agency, power dynamics, and political strategy in successful
establishment. | illustrate how the 8CF can be systematically and strategically used to assist
founding teams of new medical schools and note the potential for cross-domain, trans-
disciplinary applications of my research. Finally, | critique my research including my use of

theory, the validity of my research, and its strengths and limitations.

In the concluding chapter 9, | summarise my thesis argument, the findings of my research,
my original contributions to research, and areas for future research. | conclude with

personal reflections, closing the loop from the personal beginnings of my research journey.
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2 LITERATURE REVIEW

2.1 Introduction to chapter:

Understanding what is already known and where the knowledge and publication gaps are, is
an essential starting point for any research. What does the medical education literature say
about how new medical schools are established? What literature is helpful for founding
teams seeking to establish a new medical school? What are the key factors that need to be
considered when establishing a new medical school? This chapter addresses these
questions with a scoping review of the medical education literature on the topic of new
medical school establishment. To date, there are no prior literature reviews on the process
of establishing a new medical school, thereby demonstrating the evidence-base for this
medical education activity has not been robustly critiqued. This is a major knowledge and

research gap.

In this chapter, | explain my choice to undertake a scoping review of the literature and
describe its methodology and findings. Throughout the chapter, | note the implications for
medically under-served areas. | identify that 1) literature proliferation reflects socio-political
forces regarding physician supply and numbers over time; 2) the literature is empirically and
theoretically under-developed; 3) thirteen key considerations are useful when establishing a
new medical school. | critique the strengths and limitations of this scoping review and then
close with a summary of the identified gaps in the literature and how this thesis seeks to

address each one.

19



2.2 Scoping review methodology:

An initial background search to get a feel for the literature (Pawson et al., 2004, 2005) was
conducted in May 2015. This search identified that there were no prior literature reviews on
the process of establishing a new medical school. Furthermore, authors rarely reported a
research methodology to their writings on the topic nor applied any theoretical frameworks to
the process of establishing a new medical school. Thus, an exploratory scoping review of
the medical education literature, to assess the extent of the available evidence, to organise it
into categories, to synthesise the findings, and highlight gaps, was appropriate for my
research, more so than a systematic review to determine the strength of published evidence
or a narrative review to critique current knowledge. In this section, | outline scoping review
methodology, following the prescribed five steps (Arksey & O'Malley, 2005; Levac et al.,
2010; Peters et al., 2020):

Identifying the review research question
Identifying relevant studies/articles
Selecting the studies/articles

Charting the data

Collating, summarising, and reporting results

o M 0w DN =

The sixth optional step of ‘Consultation’ (Levac et al., 2010; Peters et al., 2020) was beyond

the scope of this doctoral research but could be an area for future extension.
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2.2.1 Review questions:

Scoping reviews have great utility in mapping the size, variety, and nature of the existing
literature, particularly when a topic has not been reviewed before or when the information is
likely to be broad, complex, and heterogenous (Arksey & O'Malley, 2005; Munn et al., 2018;
Peters et al., 2015; Peters et al., 2020; Tricco et al., 2018). Furthermore, scoping reviews
are useful for identifying and synthesising the key characteristics or factors related to a
broad concept (Arksey & O'Malley, 2005; Munn et al., 2018; Peters et al., 2015; Peters et al.,
2020; Tricco et al., 2018). Thus, this type of literature review was ideal to answer the

questions posed at the beginning of this chapter:

1. What does the medical education literature say about how new medical schools are
established?

2. What literature is helpful for founding teams seeking to establish a new medical
school?

3. What are the key factors that need to be considered when establishing a new

medical school?

The qualifying phrase, “in medically under-served areas”, was deliberately left out for this
stage of my research, with intention to understand the whole before focusing on the subset.
However, throughout the chapter, | have highlighted the implications of my review findings

for medically under-served areas.

2.2.2 Search strategy:

Databases such as Ovid MEDLINE(R) In-Process & Other Non-Indexed Citations, Ovid
MEDLINE(R) 1946 to Present, Scopus, Web of Science, ProQuest, and the Cochrane
Library of Systematic Reviews were searched at two time points — first in May 2015 and
again in January 2021. The same search string was used for each database, applying the
appropriate syntax for the adjacency operators (see Table 2-1). The searches were limited
to English-language articles only, but no limits were set on publication types and grey
literature was included. No limits were set on publication dates when the searches were run

in 2015, but in 2021, publication dates were limited to ‘2015 to current’.
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Table 2-1: Database search strings

Database Search string
Medline (medic*) adj2 (school* OR college* OR program* OR course*)
adj2 (new OR inaugural* OR first OR initial*)
AND

(establish* OR set* up OR found* OR creat* OR plan* OR
commenc* OR build* OR design* OR start*)

Scopus (medic*) W/2 (school* OR college* OR program* OR course*)
W/2 (new OR inaugural* OR first OR initial*)
AND
(establish* OR “set* up” OR found* OR creat* OR plan* OR
commenc* OR build* OR design* OR start*)

Web of Science (medic*) NEAR/2 (school* OR college* OR program* OR
& course*) NEAR/2 (new OR inaugural* OR first OR initial*)
Cochrane Library of AND

Systematic Reviews (establish* OR set* up OR found* OR creat* OR plan* OR
& commenc* OR build* OR design* OR start*)

ProQuest

The ProQuest search in both 2015 and 2021 retrieved a prohibitively large number of results
(156,966 and 6841 respectively) so some additional limitations were imposed for this

database only (see Table 2-2).
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Table 2-2: Additional limitations set for ProQuest searches

Source type Books, Conference Papers & Proceedings, Dissertations &
Theses, Scholarly Journals

Document type Annual Report, Article, Book, Book Chapter, Business Plan,
Case Study, Conference Paper, Conference Proceeding,
Dissertation/Thesis, Government & Official Document,
Literature Review, Market Report, Market Research, Report,
Review

Search Limited to abstract only

Further articles were identified through manual processes such as bibliographic searches,
online searches (such as Google and Google Scholar searches), journal content alerts,
medical school websites, and personal contacts. Articles about the case study medical
schools found during the data collection stages of this research were also considered for

inclusion.

2.2.3 Article selection:

Inclusion and exclusion of articles for this topic and literature set, depended on judgements
of their suitability in answering the review questions rather than on clear-cut methodological
criteria or critical appraisal checklists (Eva, 2009; Harden et al., 1999; Pawson et al., 2005;
Yardley & Dornan, 2012). This is a common approach for reviews of complex educational
interventions that are not easily amenable to methodological nor contextual standardisation
(Education Group for Guidelines on Evaluation, 1999; Eva, 2009; Harden et al., 1999;
Pawson et al., 2005; Yardley & Dornan, 2012). This approach is also consistent with
scoping review methodology where inclusion and exclusion criteria can be devised both a
priori as well as post hoc, taking advantage of increasing familiarity with the literature to
determine relevance (Arksey & O'Malley, 2005; Levac et al., 2010; Sucharew & Macaluso,
2019) and “best fit” for the review questions (Arksey & O'Malley, 2005, p. 26).
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Thus, articles were chosen for this scoping review if they pertained to the overarching
considerations of establishing a new medical school and were excluded if they were not
about a new medical school or not about the factors and processes involved with
establishment of one. Articles were also excluded if the full-text could not be retrieved
through all the available search methods and library services (such as Findit@Flinders,
Google, Google Scholar, EndNote Find Full Text, Flinders Medical Library physical journal
collections, and Flinders University Document Delivery Services). Some articles that
focused on a single aspect of a new medical school’s functioning (e.g., curricular elements
or resourcing aspects) were included if they contributed vital information for the thematic
analysis (for example, Nausheen et al., 2018, on staff retention) or excluded if they did not.
Figure 2-1 and Figure 2-2 summarise the numbers of articles retrieved in 2015 (no date
limits) and 2021 (publication dates limited from 2015 to current) respectively, through

PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow

charts:
Figure 2-1: May 2015 PRISMA Flow Chart
Ovid Medline Cochrane Scopus ProQuest ‘Web of Science Other sources
799 Citation(s) 31 Citation(s) 512 Citation(s) 589 Citation(s) 925 Citation(s) 48 Citation(s)

— N/

1937 non-duplicate citations screened

- Not about a medical school

. . . 1721 articles excluded
- Not about the considerations of establishment :

after title/abstract screen

- Unable to retrieve full-text through all available avenues

216 articles retrieved

- Not about a medical school

. . . 74 articles excluded 51 articles excluded
- Not about the considerations of establishment

after full-text screen during data extraction

- Insufficient information relevant to the research questions

91 articles included

(© Author)
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Figure 2-2: January 2021 PRISMA Flow Chart

Ovid Medline Cochrane Scopus ProQuest Web of Science Other sources

194 Citation(s) 24 Citation(s) 468 Citation(s) 206 Citation(s) 409 Citation(s) 4 Citation(s)

T~

738 non-duplicate citations screened

- Not about a medical school
- Not about the considerations of establishment

679 articles excluded
after titlefabstract screen

- Unable to retrieve full-text through all available avenues

59 articles retrieved

- Not about a medical school

32 articles excluded

after full-text screen during data extraction

. . g 0 articles excluded
- Not about the considerations of establishment

- Insufficient information relevant to the research questions

27 articles included

(© Author)

A total of 118 (91 + 27) articles were retrieved from the two literature searches combined.
This included forty (40) articles published in the 20" century and seventy-eight (78) articles
published in the 215t century. For this scoping review, the 40 articles published last century
were included despite their age. However, for the thematic analysis conducted under the
‘collating, summarising, and reporting’ step, in order to gain the most relevant and

contemporary perspectives, only the 78 articles published this century were analysed (see
sections 2.2.5 and 2.3.3 below).
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2.2.4 Charting the data:
Charting the data involved examining the retrieved articles for the following extraction fields:

e Authors

e Year of publication

e Aim/purpose of article

o Type of article (e.g., advice/opinion, report, accreditation standards, research, etc.)
¢ Research methodology used

e Theoretical framework identified

Software such as Microsoft Excel and EndNote X7 and X9 were used to create a

spreadsheet with this information (see Appendix 11.1).

2.2.5 Collating, summarising, and reporting the results:

Collating and summarising the data were split into two parts to answer the second and third
review questions respectively (What literature is helpful for founding teams seeking to
establish a new medical school? and What are the key factors that need to be considered
when establishing a new medical school?). The first part sought to understand the nature
and variety of the literature by using Microsoft Excel to structurally analyse all the articles
(n=118) identified via the two literature searches (see Appendix 11.1). The structural

analysis involved sorting, counting, and chart-drawing.
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The second part comprised a thematic analysis of the literature to produce a ‘narrative’
review of the topic (Arksey & O'Malley, 2005; Eva, 2008). To gain the most relevant and
contemporary perspectives of new medical school establishment, the articles included for
this part were limited to those published in the new millennium only — that is, between 2000
and 2021 (78 articles). Combined deductive and inductive approaches were used for the
analysis with the assistance of software such as EndNote X7 and X9, Microsoft Word,
Microsoft Excel, and XMind Pro 7. Initial broad deductive categories such as ‘costs’, ‘staff,
‘curriculum’, ‘students’, ‘buildings’, and ‘accreditation’ were identified through simple brain-
storming of the economic, human, material, and educational factors to be considered when
establishing a new medical school. Iterating through combined deductive and inductive
initial coding (first-cycle, open-ended, tentative, provisional coding) followed by second-cycle
coding (rearranging and reclassifying codes) (Saldafa, 2009), helped thematically identify
thirteen key considerations when establishing new medical schools. The literature published
prior to the year 2000 (40 articles), was compared against this analysis and inferences
drawn. The results of this scoping review and the themes that emerged are outlined in the

next section.

2.3 Scoping review results:

The key findings of this scoping review were that:

1. literature proliferation reflected the socio-political forces regarding doctor supply and
physician numbers over time
the literature was empirically and theoretically under-developed

thirteen key considerations when establishing a new medical school were identified

Each finding is detailed below.

2.3.1 Literature proliferation reflected socio-political forces:

Graphing the literature by publication date (see Figure 2-3) revealed there was some interest
in medical school establishment in the 1960s; a major lull in the ‘80s and ‘90s; but a

resurgence of interest in the new millennium.
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Figure 2-3: Articles by Decade Published

1920S  1930S 19405 19505 19605  1970S  1980S  1990S 20005 20105  2020S
(© Author)

This ‘M-shaped’ publication trend could be explained by the socio-political forces and the
perception of doctor numbers during these time periods. Mid-20t" century literature was rife
with cries of doctor shortages and workforce maldistribution (Asano et al., 2001; Case
histories of ten new medical schools, 1972; Davidson, 1965; "Expansion of medical
education: The Karmel committee's report on medical schools," 1973; Farrer-Brown et al.,
1958; Harrell, 1962; Leake, 1962; McKendry, 1999; "Pattern for a new medical school,"
1962; "Prospectus for a new medical school," 1962; Putnam, 2006; Willard, 1960). As a
result, there was a global spate of new medical schools in the 1960s and ‘70s and many
existing medical schools expanded their capacities (Asano et al., 2001; Association of
American Medical Colleges, 2012; Case histories of ten new medical schools, 1972;
Davidson, 1965; Farrer-Brown et al., 1958; Harrell, 1962; Leake, 1962; Norris et al., 2006;
"Pattern for a new medical school," 1962; "Prospectus for a new medical school," 1962;
Romano, 2001; Smith, 2009; Smythe, 1972; Whitcomb, 2009, 2013, 2020; Willard, 1960).
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In the ‘80s and ‘90s, however, several reports from individual countries, of gross physician
over-supply led to a “plateau phase” (Smith, 2009, p. 230) with very few new medical
schools opening globally (Asano et al., 2001; Dupper et al., 2016; Furukawa et al., 2017;
Ginsburg, 1998; Kwizera et al., 2005; McKendry, 1999; Olds & Barton, 2015; Putnam, 2006;
Romano, 2001; Smith, 2009; Tesson et al., 2009; Whitcomb, 2009, 2010, 2020; Worley &
Murray, 2011). Countries like the United States (US or USA) even closed some existing
medical schools (Association of American Medical Colleges, 2012; Romano, 2001; Smith,
2009; Whitcomb, 2009).

At the close of the 20™ century, however, the predicted doctor surpluses did not eventuate.
Expanding populations, improved healthcare technologies, increased healthcare demand,
and changing workforce patterns outpaced workforce supply in many countries (Karle, 2010;
Rizwan et al., 2018; Romano, 2001; Smith, 2009). Impending workforce deficits and/or
maldistributions were once again recognised as problems and the 215t century has seen yet
another global spate of new medical schools (Bin Abdulrahman & Saleh, 2015; Castelo-
Branco et al., 2016; Colquhoun et al., 2009; Drobac & Morse, 2016; Dupper et al., 2016;
Evans & Watt, 2005; Hays et al., 2003; Howe et al., 2004; Hurt & Harris, 2005; Lanphear &
Strasser, 2008; Lee, 2005; McKendry, 1999; Mokone et al., 2014; Norris et al., 2006; Olds &
Barton, 2015; Reis et al., 2009; Rizwan et al., 2018; Romano, 2001; Smego et al., 2010;
Smith, 2009; Snadden et al., 2011; Tesson et al., 2009; Whitcomb, 2009, 2010, 2013, 2018).

Data from the World Health Organization (WHO) (Karle, 2010) and the Foundation for the
Advancement of International Medical Education (FAIMER) (Boulet et al., 2007; Duvivier et
al., 2014) showed that the new millennium averages approximately 95 new medical schools
per year while last century averaged approximately 23 new medical schools per year (see
Table 2-3). More current figures could not be obtained despite contacting FAIMER and the
World Directory of Medical Schools (WDOMS) directly. Data from the USA suggested that
their new-millennial spate of 29 new medical schools (Whitcomb, 2020) had slowed down

with very few likely to be established in upcoming years (Whitcomb, 2018).
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Table 2-3: Numbers of Medical Schools in the World

1953* 2000* 20074 2014~
Globally 566 1642 1935 2597
Countries with at least one medical 169 183
school
Countries with none 66 24
Number of new medical schools in this 1076 662
interval
Average new per annum in this interval ~23 ~95

(*WHO data “*FAIMER data)

Increased establishments of new medical schools in the new millennium were reflected in
the uptick of articles published in the 2010s (see Figure 2-3 above). Despite this increased
interest, there was a dearth of scholarship and research in the literature, as | describe in the

next section.

2.3.2 Empirically and theoretically under-developed literature:

The literature on establishing new medical schools was empirically and theoretically under-
developed with articles being primarily descriptive pieces by founding deans or other leaders
of new medical schools, outlining personal and institutional experiences without report of
research methodologies nor underpinning theoretical frameworks. Table 2-4 categorises the

different types of articles retrieved for this scoping review.
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Table 2-4: Types of Publications on New Medical School Establishment

Type 1900s 2000s Total
Advice/opinions from experienced experts 17 7 24
Reports from specific new medical schools 16 37 53
Reports from an authoritative organisation 1 4 5
Discussion of national/regional situation 1 6
Discussion of global situation 0 3
Accreditation standards & guidelines 0 6
Research articles 1 10 11
Other (letter-to-editor, news article, prospectus, 4 5 9
proposal, historical account, commentary, etc.)

Total 40 78 118

Advice/opinion articles outlined the perspectives of leaders who had been involved with
establishing one or more new medical schools. Reports from specific new medical schools
described one or several aspects of establishment such as staffing, curriculum design, or
admissions procedures. Reports from authoritative organisations came from organisations
such as the World Federation for Medical Education (reporting their efforts to define
international standards); the Association of American Medical Colleges (summarising the
experiences of sixteen new medical schools); the Josiah Macy, Jr. Foundation (who
commissioned a large multiple case study); and the Australian Medical Council (who collated
the key accreditation challenges facing new medical schools). Discussions of the
national/regional situation summarised issues such as workforce shortages and
maldistribution; medical education trends; medical school or graduate numbers; and
prospects for new medical schools. Similar issues were discussed in the papers on the
global situation. Accreditation guidelines listed standards that were categorised into various
domains such as mission and values; educational program; student assessment; admissions

processes; staffing; evaluation; and governance and administration.
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Several of the eleven research articles related primarily to a single aspect of a new medical
school such as start-up expenditures (Smythe, 1972), staff retention factors (Nausheen et
al., 2018), student experiences (Delgado et al., 2017), or a specific curriculum element
(Colquhoun et al., 2009; Lockyer & Patterson, 2005). A large multiple case study
commissioned by the Josiah Macy, Jr. Foundation on twenty-nine new medical schools
established in the United States in the new millennium produced several articles and reports
(Whitcomb, 2009, 2010, 2013, 2018). The Josiah Macy. Jr. Foundation also published a
collation of ten case histories (Case histories of ten new medical schools, 1972) written by
ten founding deans without a standard format for each, thus, this source was categorised as
‘reports from specific programs’ rather than multiple case study research. Two sources were
reported as retrospective single case studies (Cristobal & Worley, 2012; Tesson et al.,
2009). It could also be argued that all the reports from specific new medical schools were a
type of single case study even if not explicitly noted as such nor specifically using case study

research methods.

None of the new medical schools reported a research methodology associated with the
overarching process of establishment. Furthermore, none of the articles proposed a
theoretical framework that could underpin the process. Even the accreditation standards
(Australian Medical Council, 2012; Liaison Committee on Medical Education, 2006, 2008,
2020; World Federation for Medical Education, 2015, 2020) did not explicate the evidence-
base behind their “predetermined standards of structure, process and achievement” (Frenk
et al., 2010, p. 1938).

Despite the lack of empirical and theoretical foundations to the literature, there can still be
substantial relevance and utility in experience-based evidence for medical education
initiatives (Eva, 2009; Harden et al., 1999). The accreditation guidelines prescribed ‘what’
standards needed to be met without necessarily describing ‘how’ to meet those standards.
The advisory articles and reports, on the other hand, offered practical suggestions and
strategic tips on ‘how’ to go about establishing a new medical school without necessarily
covering all the aspects of ‘what’ was required. Acknowledging the practical relevance and

utility of this experience-based literature enabled the thematic analysis presented next.
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2.3.3 Key considerations when establishing a new medical school:

Thematic analysis of the literature published since the year 2000 revealed thirteen factors
that need to be considered when establishing a new medical school (see Table 2-5). Figure
2-4 depicts these considerations as a spoke diagram to indicate there was no specific order
nor hierarchy to this initial framework of understanding. Each consideration is explored in
detail below.

Figure 2-4: Thirteen Key Considerations of New Medical School Establishment (13KCs)

Reasons for

establishment
Location

Accreditation :
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Information &
technology
resources
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Buidlings & Costs &
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New Medical
School

Partnerships
&
relationships

Clinical
training sites

Curriculum
design &

implementation

Student Student
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(© Author)
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Table 2-5: Thirteen Key Considerations of New Medical School Establishment (13KCs)

1. Reasons for establishment 8. Student recruitment

2. Location choices 9. Curriculum design & implementation
3. Leadership & governance 10. Clinical training sites

4. Costs & funding 11. Buildings & facilities

5. Partnerships 12. Information & technology resources
6. Staffing 13. Accreditation

7. Student numbers

2.3.3.1 Reasons for establishment:

New medical schools cited multiple reasons for their establishment. Almost ubiquitously,
workforce shortages and the maldistribution of doctors were discussed as their raisons d'étre
(Association of American Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Castelo-
Branco et al., 2016; Cathcart-Rake et al., 2017; Condon et al., 2017; Drobac & Morse, 2016;
Fogarty et al., 2012; Furukawa et al., 2017; Hays & Sen Gupta, 2003; Hays et al., 2003;
Howe et al., 2004; Hurt & Harris, 2005; Lanphear & Strasser, 2008; Lawrenson et al., 2017;
Lawson et al., 2004; Lockyer & Patterson, 2005; Mokone et al., 2014; Olds & Barton, 2015;
Penner, 2018; Pinder et al., 2008; Reis et al., 2009; Rizwan et al., 2018; Salter et al., 2016;
Smego et al., 2010; Smith, 2009; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson
et al., 2009; University of California Riverside, 2008; Whitcomb, 2009; Worley et al., 2019).
The fact that most medical schools are over-subscribed by capable applicants, suggests
there are large untapped student populations that could help meet these workforce needs
(Gifford, 2007; Hartl et al., 2017; Hurt & Harris, 2005; Mullan, 2003; Romano, 2001).
Moreover, a new medical school could serve to attract local diaspora back to the region

(Pericleous, 2011) as well as other well-qualified personnel (Whitcomb, 2013).
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Two other related and frequently cited reasons were to improve health services and respond
to the health care needs of a specific community or region — particularly if they were
medically under-served (Association of American Medical Colleges, 2012; Cristobal &
Worley, 2012; Fogarty et al., 2012; Hamdy & Anderson, 2006; Hartl et al., 2017; Hays, 2001,
2018; Hays et al., 2003; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Karle, 2010;
Lanphear & Strasser, 2008; Lawrenson et al., 2017; Lockyer & Patterson, 2005; Romano,
2001; Simoyan et al., 2011; Smego et al., 2010; Strasser & Lanphear, 2008; Strasser et al.,
2009; Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2010,
2013, 2018; Worley et al., 2019). For regions that are heavily dependent on either importing
their physicians from assorted countries or sending their locals across the world for training,
establishing a local medical school can improve the local health system, not only by
providing sheer numbers of locally trained personnel but also by providing “uniformity for

practising physicians” (Pericleous, 2011, p. 523).

Community development benefits were also frequently noted as reasons for establishment
(Hamdy & Anderson, 2006; Reis et al., 2009; Whitcomb, 2009, 2018), particularly economic
benefits (Karle, 2010; Smego et al., 2010; Snadden et al., 2011; Tesson et al., 2009;
Whitcomb, 2009, 2010, 2013, 2018). Improving intellectual capital and educational
opportunities were also important (Association of American Medical Colleges, 2012; Hamdy
& Anderson, 2006; Hartl et al., 2017; Hays, Strasser, et al., 2019; Karle, 2010; Muula, 2006;
Smego et al., 2010; Snadden et al., 2011; Worley et al., 2019). Cultural welfare and civic
pride were noted in a few cases (Hamdy & Anderson, 2006; Karle, 2010; Lawson et al.,
2004; Muula, 2006; Snadden et al., 2011). Moreover, strong social missions citing inclusion,
diversity, social accountability, minority disadvantage, and ethnic disparities were driving
forces for establishing many new medical schools (Association of American Medical
Colleges, 2012; Drobac & Morse, 2016; Fogarty et al., 2012; Hays, 2018; Hays, Strasser, et
al., 2019; Hurt & Harris, 2005; Lanphear & Strasser, 2008; Lawrenson et al., 2017; Mullan,
2003; Nausheen et al., 2018; Olds & Barton, 2015; Schuster et al., 2020; Simoyan et al.,
2011; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Worley et al., 2019).
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Having strong research mandates were raisons d'étre for several new medical schools
(Association of American Medical Colleges, 2012; Hays, 2001, 2018; Hays et al., 2003;
Hays, Strasser, et al., 2019; Lawson et al., 2004; Nausheen et al., 2018; Pericleous, 2011;
Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2010, 2018; Williams et al., 2008). Furthermore,
opportunities for medical education innovation and reform were also frequently cited as
motivations for establishment (Association of American Medical Colleges, 2012; Bin
Abdulrahman & Saleh, 2015; Drobac & Morse, 2016; Eichbaum, Nyarango, et al., 2014;
Frenk et al., 2010; Hamdy & Anderson, 2006; Hays, 2018; Hays et al., 2003; Hays, Strasser,
et al., 2019; Howe et al., 2004; Hurt & Harris, 2005; Lawson et al., 2004; Nausheen et al.,
2018; Penner, 2018; Reis et al., 2009; Simoyan et al., 2011; Smith, 2009; Whitcomb, 2018;
Williams et al., 2008).

Universities and health services often spear-headed the establishment of a new medical
school for their own integral improvement and reputation (Cookson, 2013; Hays, 2018; Hays
et al., 2003; Salter et al., 2016; Smego et al., 2010; Snadden et al., 2011; Whitcomb, 2009,
2010, 2013, 2018; Worley et al., 2019), because they were “likely to gain financial rewards,
societal regard, and political credit” (Salter et al., 2016, p. 23). For some universities and
health services, this prestige was the primary motivator even though other societal, medical,
and economic benefits may have been prominent in their socio-political arguments for
support and favour (Mangan, 2002; Whitcomb, 2009, 2010, 2013, 2018).

In some regions of the world, such as the Indian sub-continent and the Caribbean, private
medical schools were more prolific than public institutions (Frenk et al., 2010; Karle, 2010).
Although many private medical schools might be established for profit-making reasons
(Frenk et al., 2010; Karle, 2010; Sabde et al., 2020; Smith, 2009; Whitcomb, 2009, 2018,
2020; World Federation for Medical Education, 2015), many others reported the same social
motivations discussed above (Association of American Medical Colleges, 2012; Lawson et
al., 2004; Simoyan et al., 2011; Smego et al., 2010; Whitcomb, 2009, 2010, 2013, 2018).
Some were established by non-profit organisations for philanthropic or religious reasons
(Association of American Medical Colleges, 2012; Drobac & Morse, 2016; Frenk et al., 2010;
Karle, 2010; Mullan, 2003; Muula, 2006; Nausheen et al., 2018; Smego et al., 2010;
Whitcomb, 2009, 2010, 2013, 2018). Additionally, some were the result of private-public
partnerships (Association of American Medical Colleges, 2012; Frenk et al., 2010; Karle,
2010; Simoyan et al., 2011; Whitcomb, 2009, 2010, 2013).
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Despite the many good reasons for establishing a new medical school, the literature did not
clearly describe how the founding leaders went about obtaining the initial authoritative
approval to proceed with establishment. This is a key issue uncovered by my research (see
section 2.5 'Gaps in the literature' below). Furthermore, none of the articles retrieved for my
scoping review explicitly referred to establishing their new medical school in a “medically
under-served region”. By my own definition (see ‘Introduction’ section 1.4.1), a medically
under-served region is characterised by medical workforce shortages, inadequate access to
health services, and poorer health outcomes. My analysis identified that these were the

cited reasons for establishing every new medical school discussed in the literature.

The reviewed literature discussed a few reasons to NOT establish a new medical school. A
common argument against a new medical school was that it is cheaper and easier to just
expand the capacity of an existing medical school (Condon et al., 2017; Lawrenson et al.,
2017; McFee & Aust, 2005; Norris et al., 2006; Romano, 2001; Salter et al., 2016; Texas
Higher Education Coordinating Board, 2008; Whitcomb, 2009, 2013, 2018). Similarly, it was
thought that sending people out of the region to study medicine might be more expedient
(Mokone et al., 2014; Pericleous, 2011). Some places were thought to have too small a
population to warrant a new medical school, though it was acknowledged that even smaller
populations sometimes had one or more medical schools already (Frenk et al., 2010; Karle,
2010; Muula, 2006; Pericleous, 2011). Similarly, some places were thought to be too poor
and resource-constrained to establish a new medical school, though it was acknowledged
that even poorer regions already had their own medical school (Frenk et al., 2010; Muula,
2006). Concerns that a new medical school would drain scarce resources and weaken the
existing infrastructure of the university and/or health-service were also raised (Furukawa et
al., 2017; Whitcomb, 2009). Whitcomb’s American multiple case study noted that groups
who consider establishing a new medical school but then withdrew, often did so because
they were unable to procure sufficient funds, clinical affiliations, and/or preliminary
accreditation (Whitcomb, 2010, 2013). Finally, despite all the concerns of workforce
shortages, some contradictions were observed in the literature with some writers reporting
fears that a new medical school might cause a future glut of doctors (Furukawa et al., 2017;

Pericleous, 2011), despite the lessons from history (as discussed in section 2.3.1 above).
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2.3.3.2 Location choices:

The location of the new medical school was quite a significant consideration, influenced by
the reasons for establishment (as discussed in section 2.3.3.1 above) as well as the
availability of resources like clinical training sites (see section 2.3.3.10 below) and staff (see
section 2.3.3.6 below). Following the motivating reason of workforce shortages, new
medical schools were commonly located in areas of workforce shortage — that is, in
medically under-served areas (Bin Abdulrahman & Saleh, 2015; Cathcart-Rake et al., 2017;
Chavez et al., 2012; Condon et al., 2017; Cristobal & Worley, 2012; Drobac & Morse, 2016;
Field, 2011; Fogarty et al., 2012; Frenk et al., 2010; Furukawa et al., 2017; Hartl et al., 2017;
Hays, 2001; Hays & Sen Gupta, 2003; Hays et al., 2003; Hays, McKinley, et al., 2019; Howe
et al., 2004; Hurt & Harris, 2005; Lanphear & Strasser, 2008; Lawrenson et al., 2017;
Lockyer & Patterson, 2005; Mokone et al., 2014; Olds & Barton, 2015; Penner, 2018; Reis et
al., 2009; Smego et al., 2010; Smith, 2009; Strasser & Lanphear, 2008; Strasser et al., 2009;
Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013, 2020;
Worley et al., 2019).

Correspondingly, new medical schools were also commonly located within the community
they were intended to serve (Association of American Medical Colleges, 2012; Cathcart-
Rake et al., 2017; Chavez et al., 2012; Cristobal & Worley, 2012; Delgado et al., 2017;
Drobac & Morse, 2016; Field, 2011; Fogarty et al., 2012; Frenk et al., 2010; Furukawa et al.,
2017; Hays & Sen Gupta, 2003; Lanphear & Strasser, 2008; Mokone et al., 2014; Olds &
Barton, 2015; Schuster et al., 2020; Simoyan et al., 2011; Smego et al., 2010; Snadden et
al., 2011; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2013, 2018, 2020; Worley et al., 2019).
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Ever since Flexner’s influential 1910 report, which recommended that medical education be
delivered through universities and academic hospitals, medical schools have been almost
ubiquitously co-located with their parent university (Frenk et al., 2010; Karle, 2010;
Whitcomb, 2020). Many new medical schools have continued this tradition (Association of
American Medical Colleges, 2012; Lanphear & Strasser, 2008; Mokone et al., 2014; Olds &
Barton, 2015; Salter et al., 2016; Whitcomb, 2009, 2013, 2018, 2020; Williams et al., 2008).
However, nowadays universities are commonly distributed across multiple
campuses/cities/regions (Whitcomb, 2020). Furthermore, medical schools commonly utilise
various distributed health service facilities for their clinical training (Association of American
Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Colquhoun et al., 2009; Condon et
al., 2017; Cookson, 2013; Drobac & Morse, 2016; Fogarty et al., 2012; Frenk et al., 2010;
Hamdy & Anderson, 2006; Hartl et al., 2017; Hays et al., 2003; Hays, McKinley, et al., 2019;
Howe et al., 2004; Hurt & Harris, 2005; Karle, 2010; Kebaetse et al., 2014; Lanphear &
Strasser, 2008; Lawrenson et al., 2017; Lawson et al., 2004; Lockyer & Patterson, 2005;
Mangan, 2009; McFee & Aust, 2005; Mokone et al., 2014; Norris et al., 2006; Olds & Barton,
2015; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2013, 2018). Whitcomb noted that several new
medical schools that developed as a partnership between a university and a health care
facility, were preferentially located on the campus of the health facility rather than the
university even when this was in a different town or city (2020). In 1970, the Carnegie
Commission on Higher Education recommended that every community with a population of
at least 350,000 should be the site of a university-affiliated hospital, because of the impact
this could have on the local and regional community healthcare needs (as cited in Bin
Abdulrahman & Saleh, 2015, p. 11). Thus, many new medical schools were deliberately
designed to be distributed across several locations and communities (Lanphear & Strasser,
2008; Mokone et al., 2014; Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear,
2008; Strasser et al., 2009; Tesson et al., 2009; Whitcomb, 2009, 2013, 2018; Worley et al.,
2019). These distributions spanned university locations as well as key health service and/or
research locations (Association of American Medical Colleges, 2012; Colquhoun et al., 2009;
Condon et al., 2017; Hartl et al., 2017; Hays, McKinley, et al., 2019; Hurt & Harris, 2005;
McFee & Aust, 2005; Mokone et al., 2014; Nonaillada, 2020; Whitcomb, 2009, 2010, 2013,
2018, 2020; Williams et al., 2008; Worley et al., 2019).
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In some cases, the location of the new medical school was chosen for other pragmatic
reasons such as a central location for a multi-regional collaboration (Hamdy & Anderson,
2006) or a leased space from a different educational or business entity (Fogarty et al., 2012;
Smego et al., 2010; Whitcomb, 2009, 2010, 2013; Worley et al., 2019). Some new medical
schools also took advantage of a “greenfield of opportunity” (Association of American
Medical Colleges, 2012, p. 56) to be located in an area being freshly developed as a multi-
organisational biomedical complex (Whitcomb, 2009, 2013, 2018, 2020). Some new satellite
medical schools were even established in overseas locations on disparate continents from
the parent university (Field, 2011; Frenk et al., 2010; Gifford, 2007; Karle, 2010; Williams et
al., 2008). This reflects a view that globalisation of professional education could lead to a
trend where “physical location is less important than the quality of the education from a
leading institution” (Frenk et al., 2010, p. 1949).

2.3.3.3 Leadership and governance:

Crucial early steps were to hire the Founding Dean (or equivalent); appoint the leadership
team; and set up steering committees and sub-committees (Association of American Medical
Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Cookson, 2013; Hamdy & Anderson, 2006;
Hartl et al., 2017; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Khalil & Kibble, 2014;
Lanphear & Strasser, 2008; Liaison Committee on Medical Education, 2006, 2008, 2020;
Olds & Barton, 2015; Penner, 2018; Schuster et al., 2020; Strasser & Lanphear, 2008;
Strasser et al., 2009; Tesson et al., 2009; University of California Riverside, 2008;
Whitcomb, 2009, 2013, 2018; World Federation for Medical Education, 2015, 2020; Worley
et al., 2019). Key appointments included senior leaders to oversee activities such as
administration; finances; fund raising; curriculum; academic processes; faculty matters;
clinical affiliations; student admissions; student support; research; graduate education;
continuing education; educational resources; information technology; and business planning
(Bin Abdulrahman & Saleh, 2015; Liaison Committee on Medical Education, 2006, 2008;
Mokone et al., 2014).
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The Founding Dean served as a focal point and was responsible for leading the whole team,
coordinating all processes and addressing all the considerations (Bin Abdulrahman & Saleh,
2015; Cookson, 2013; Hamdy & Anderson, 2006; Liaison Committee on Medical Education,
2006; University of California Riverside, 2008; Whitcomb, 2009, 2018). The University of
California at Riverside went as far as to say the Founding Dean was the “single most
important force in the success of the campaign” (2008, p. 72). To ensure the success of the
new medical school, it was recommended that the Founding Dean be given full authority,
autonomy, and support from university leadership, including financially (Association of
American Medical Colleges, 2012; Cookson, 2013; Liaison Committee on Medical
Education, 2008, 2020; Penner, 2018; University of California Riverside, 2008; Worley et al.,
2019).

Gathering the right team to help establish the new medical school was paramount (Cookson,
2013; Reis et al., 2009). Capable individuals were drawn from amongst the local clinicians;
health service representatives; community and business leaders; university staff at the main
and regional campuses; other leading regional, national, and international academics; local
government nominees; and representatives from key medical societies (Cristobal & Worley,
2012; Fogarty et al., 2012; Hartl et al., 2017; Hurt & Harris, 2005; Khalil & Kibble, 2014;
Lanphear & Strasser, 2008; Penner, 2018; Smego et al., 2010; Strasser & Lanphear, 2008;
University of California Riverside, 2008; Whitcomb, 2009, 2013, 2018; World Federation for
Medical Education, 2015, 2020). Although theories of leadership were not discussed in the
literature, Hamdy and Anderson recognised that “institutional leadership is both a collective
attribute and an expression of the leadership qualities of the individual members of the
institution” (2006, p. 1089).
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Members of the founding team needed diverse skills in leadership; communication;
teamwork; governance and administration; resource management; stakeholder engagement;
faculty support and development; research; and medical education (Association of American
Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Hays, Strasser, et al., 2019; Khalil
& Kibble, 2014; Lawson et al., 2004; Liaison Committee on Medical Education, 2008; Reis et
al., 2009). They needed to “believe in the importance of the mission, ... share the vision, be
strategically flexible, be innovative, be prepared to work with all partners to push the agenda
along the planned path, and be willing to adapt development in response to inevitable
challenges” (Snadden et al., 2011, pp. 526, 523). They needed tenacity, courage,
enthusiasm, and energy to work tirelessly on a project of this magnitude that is likely to
dominate their lives (Association of American Medical Colleges, 2012; Castelo-Branco et al.,
2016; Reis et al., 2009; Snadden et al., 2011). Although founding leaders’ personal qualities
were emphasised, the personal costs and burnout experienced by founding leaders were not
mentioned in the literature — a key issue uncovered by my research (see section 2.5 'Gaps in

the literature' below).

Previous medical education experience was considered essential for the founding leaders
(Association of American Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015;
Cookson, 2013; Hartl et al., 2017; Hays, Strasser, et al., 2019; Liaison Committee on
Medical Education, 2008, 2020; University of California Riverside, 2008), while previous
experience of establishing a new medical school or branch campus was highly desirable
(Association of American Medical Colleges, 2012). Hays, Strasser, and Sen Gupta
suggested the founding team needed collective medical education expertise in six domains
of “student selection, student support, curriculum management, assessment, clinical
placements, and evaluation/quality improvement” (2019, p. 400). Supporting and training
the founding team in leadership; team process; curricular design; program evaluation;
student assessment methods; instructional methodology; discipline content; research; and
equity, inclusion and diversity, were recognised as important (Khalil & Kibble, 2014; Liaison
Committee on Medical Education, 2008, 2020; Nonaillada, 2020; Schuster et al., 2020).
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Governance of the new medical school — that is, the institutional structure, processes,
policies, and their implementations (World Federation for Medical Education, 2015, 2020) —
needed to be structured well and defined clearly (Australian Medical Council, 2012;
Lanphear & Strasser, 2008; Liaison Committee on Medical Education, 2006, 2008, 2020;
Snadden et al., 2011; World Federation for Medical Education, 2000, 2015, 2020). While
governance models varied depending on the local situation, “the more successful models
have a clear, shared vision and mission, clear lines of communication and accountability,
greater reliance on local decision-making to solve local implementation challenges, and clear

guidance for resolving differences” (Snadden et al., 2011, p. 521).

2.3.3.4 Costs and funding:

Medical education is a very expensive business (Drobac & Morse, 2016; Frenk et al., 2010;
Hays, 2001; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Mokone et al., 2014; Mullan,
2003; Muula, 2006; Norris et al., 2006; Pericleous, 2011; Romano, 2001; Strasser et al.,
2009; Texas Higher Education Coordinating Board, 2008; Whitcomb, 2009, 2010). For a
new medical school, two aspects of funding needed to be accounted for: 1) start-up or
establishment costs; and 2) running or maintenance costs (Bin Abdulrahman & Saleh, 2015;
Frenk et al., 2010; Hays, 2001; Hurt & Harris, 2005; Norris et al., 2006; Pericleous, 2011;
Tesson et al., 2009; Texas Higher Education Coordinating Board, 2008; University of
California Riverside, 2008; Whitcomb, 2009, 2013).

The 2010 Lancet Commission recounted a world average estimated expenditure of
US$122,000 per medical graduate which ranged from US$14,000 (in China) to US$497,000
(in North America) (Frenk et al., pp. 1936, 1937). Unit costs to establish a new medical
school were also significant with establishment costs ranging between US$75 million and
US$150 million (Bin Abdulrahman & Saleh, 2015; Hurt & Harris, 2005; Norris et al., 2006;
Pericleous, 2011; Tesson et al., 2009; Texas Higher Education Coordinating Board, 2008;
University of California Riverside, 2008; Whitcomb, 2009, 2013). Annual running costs
ranged between US$12 million and US$168 million (Hurt & Harris, 2005; Norris et al., 2006;
Pericleous, 2011; Tesson et al., 2009; Texas Higher Education Coordinating Board, 2008;
University of California Riverside, 2008).
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Given how expensive it is to establish and run medical schools, finding adequate funds was
a significant challenge for many founding teams (Eichbaum, Bowa, et al., 2014; Frenk et al.,
2010; Karle, 2010; Whitcomb, 2009, 2010, 2013, 2018, 2020). Multiple sources — both
public and private — were usually required (Association of American Medical Colleges, 2012;
Frenk et al., 2010; Hays, Strasser, et al., 2019; Karle, 2010; Liaison Committee on Medical
Education, 2008, 2020; University of California Riverside, 2008; Whitcomb, 2009, 2013).
Funding sources included federal and state government support; university funding;
infrastructure development grants; research funding; philanthropic donations; endowments
and bequests; international aid; student tuition fees; clinical revenue subsidies; and
community fund-raising (Association of American Medical Colleges, 2012; Cristobal &
Worley, 2012; Eichbaum, Bowa, et al., 2014; Eichbaum et al., 2015; Fogarty et al., 2012;
Frenk et al., 2010; Hamdy & Anderson, 2006; Hays et al., 2003; Hays, Strasser, et al., 2019;
Hurt & Harris, 2005; Lanphear & Strasser, 2008; Liaison Committee on Medical Education,
2008, 2020; Mokone et al., 2014; Norris et al., 2006; Pericleous, 2011; Simoyan et al., 2011;
Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Strasser et al., 2009;
Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013, 2018;
Williams et al., 2008; Worley et al., 2019).

Partnerships between major stakeholders could help procure sufficient funds and other
resources when one entity could not do so alone — for example, between the university and
the health system or between two disparate universities (Association of American Medical
Colleges, 2012; Howe et al., 2004; Tesson et al., 2009; Whitcomb, 2009, 2013, 2018).
Sharing in-kind resources was another strategy to mitigate financial outlays — for example,
sharing clinical, academic, and research personnel, or sharing physical spaces (Cathcart-
Rake et al., 2017; Hamdy & Anderson, 2006; Hays, McKinley, et al., 2019; Hays, Strasser, et
al., 2019; Lawson et al., 2004; Liaison Committee on Medical Education, 2020; Tesson et
al., 2009; Whitcomb, 2020).
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The large expense and rising costs of modern medical education was a major challenge for
the world (Drobac & Morse, 2016; Frenk et al., 2010; Karle, 2010). Flexner’s reforms to
improve the quality of medical education and graduands a hundred years ago have also led
to on-going high standards that are expert-centric and expensive to meet and maintain
(Karle, 2010; Simoyan et al., 2011). This, in turn, has contributed to global inequities and
inequalities of medical education and graduate quality (Drobac & Morse, 2016; Frenk et al.,
2010; Karle, 2010; Rizwan et al., 2018). There is a great global need for lower cost solutions
to this problem (Chavez et al., 2012; Drobac & Morse, 2016). Effective medical education
need not always be so expensive (Cookson, 2013; Hays, Strasser, et al., 2019), however,
cheaper designs may not be able to utilise some best-practice pedagogies (Karle, 2010).
Nonetheless, some medical schools were able to operate effectually on lean budgets by
sharing resources with other entities, or by appealing to the social-minded altruism of
volunteer clinical staff (Cathcart-Rake et al., 2017; Cristobal & Worley, 2012).

2.3.3.5 Partnerships and relationships:

Establishing a new medical school required the cooperation and collaboration of many
invested stakeholders. A variety of internal and external stakeholders were identified
including university councils, clinical training sites, health service entities, governmental
authorities, regulatory bodies, funding sources, specialty training bodies, professional
associations, other health professions, students, staff, Indigenous peoples, other minority
groups, health consumers, and members of the public (Association of American Medical
Colleges, 2012; Australian Medical Council, 2012; Frenk et al., 2010; Hays, 2001; Hays,
Strasser, et al., 2019; Lanphear & Strasser, 2008; Smego et al., 2010; Strasser & Lanphear,
2008; Strasser et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013,
2018; World Federation for Medical Education, 2015, 2020).
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Effectively engaging the varied stakeholders was quite challenging (Association of American
Medical Colleges, 2012; Frenk et al., 2010; Hays, Strasser, et al., 2019; Penner, 2018;
Snadden et al., 2011; Whitcomb, 2013). Snadden et al. advised that it required “finding
common ground, creating a win—win relationship, building common vision, mission and
goals, promoting ownership [and] acting on a set of agreed guiding principles” (listed as dot
points in original) (2011, p. 520). Personal visitations and face-to-face meetings were
important for relationship building (Lanphear & Strasser, 2008; Snadden et al., 2011) and
“should be considered best practice” (Penner, 2018, p. 528). Good communication was
paramount and regular reporting to stakeholders was an important engagement strategy
(Association of American Medical Colleges, 2012; Cookson, 2013; Kebaetse et al., 2014;
Snadden et al., 2011). The early adoption of “a communications and stakeholder
engagement plan” was advised by the University of South Carolina School of Medicine
Greenville (Association of American Medical Colleges, 2012, p. 125). Moreover, the
stakeholder relationships needed continuous nurturing to ensure sustainability and longevity
(Kebaetse et al., 2014; Snadden et al., 2011).

Clearly articulated, formal agreements with key stakeholders were usually required for
accreditation (Australian Medical Council, 2012; Field, 2011; Liaison Committee on Medical
Education, 2006, 2008, 2020; World Federation for Medical Education, 2000, 2015, 2020).
Snadden et al. cautioned that while written and signed agreements that include conflict
resolution mechanisms “may seem unnecessary during the initial enthusiasm that goes with
new developments they will prove essential in time” (2011, p. 521). Tensions could
particularly arise between main and branch campuses (Snadden et al., 2011) and between
private-public partnerships that had inherently different governance policies and procedures
(Whitcomb, 2013).

Four specific relationships and partnerships were especially important for the new medical
school — with the parent university, health services, the local community, and with other

institutions. Each is explicated below.
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2.3.3.5.1 Relationship to the parent university:

The literature was consistent in its call that the medical school must have a close but
autonomous relationship with its parent university (Association of American Medical
Colleges, 2012; Australian Medical Council, 2012; Cookson, 2013; Hamdy & Anderson,
2006; Liaison Committee on Medical Education, 2006; Salter et al., 2016; World Federation
for Medical Education, 2015, 2020). The autonomy is required because “medical schools
are qualitatively and quantitatively different to most other university departments”, since they
have a number of unique concerns such as patient care and clinical staffing (Cookson, 2013,
p. 715). When this distinctive nature is not well-understood by university leadership and/or
other divisional leaders, it can lead to conflicts and frustrations for the new medical school
(Association of American Medical Colleges, 2012; Cookson, 2013; Penner, 2018; Snadden
etal., 2011).

2.3.3.5.2 Partnering with health services:

Synergy between the health sector and the new medical school was quintessential
(Association of American Medical Colleges, 2012; Australian Medical Council, 2012;
Cookson, 2013; Hurt & Harris, 2005; Karle, 2010; Lanphear & Strasser, 2008; Smego et al.,
2010; Snadden et al., 2011; University of California Riverside, 2008; Whitcomb, 2009, 2010,
2013, 2018, 2020; World Federation for Medical Education, 2000, 2015, 2020; Worley et al.,
2019). The health sector provided vital real-world clinical learning environments for students
while the medical school ensured its graduates were competent and work-ready in the
service of society and the health sector (Association of American Medical Colleges, 2012;
Australian Medical Council, 2012; Cookson, 2013). Symbiosis between the two, informed
and improved medical education, while also “meeting community needs and advancing

health equity agendas” (Lawrenson et al., 2017, p. 64).

Karle encouraged the “involvement of the full spectrum of the health care system in the
educational process” (2010, p. 167) — that is, utilising all available health facilities regardless
of size and scope to provide students with wide clinical exposure in varied settings (Fogarty
et al., 2012; Hays et al., 2003; Lanphear & Strasser, 2008; Lawson et al., 2004; Norris et al.,
2006; Olds & Barton, 2015; Whitcomb, 2009). For example, Hays, McKinley, and Sen Gupta
encouraged affiliations with private health services and health-related community services

such as funeral homes and domestic violence services (2019).
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2.3.3.5.3 Engaging the local community:

The importance of community engagement was recognised in the literature (Association of
American Medical Colleges, 2012; Castelo-Branco et al., 2016; Condon et al., 2017; Fogarty
et al., 2012; Hays et al., 2003; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Lanphear &
Strasser, 2008; Lawrenson et al., 2017; Lawson et al., 2004; Norris et al., 2006; Olds &
Barton, 2015; Simoyan et al., 2011; Snadden et al., 2011; Strasser & Lanphear, 2008;
Strasser et al., 2009; Tesson et al., 2009; University of California Riverside, 2008;
Whitcomb, 2009; World Federation for Medical Education, 2015, 2020). Medical schools
sought to serve the communities they are socially related to (i.e., related to geographically,
ethnically, philosophically, etc.) in order to improve health through their ethos, curriculum
design, and research priorities (Association of American Medical Colleges, 2012; Fogarty et
al., 2012; Hays et al., 2003; Hays, Strasser, et al., 2019; Lanphear & Strasser, 2008;
Lawrenson et al., 2017; Lawson et al., 2004; Olds & Barton, 2015; Simoyan et al., 2011;
Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009; World Federation for Medical Education, 2015,
2020).

Community-engaged medical schools not only produced more physicians for their
communities, but also “a different kind of physician ... [one who connects] with their
community” (Simoyan et al., 2011, p. s222). Community support and participation was
pivotal to successful establishment and was garnered not only for things like fund-raising,
political momentum, and clinical experiences, but also for governance, administration,
curriculum design, educational innovation, research agendas, program evaluation, student
recruitment, student support, graduate retention, and staff appointments (Association of
American Medical Colleges, 2012; Castelo-Branco et al., 2016; Condon et al., 2017; Fogarty
et al., 2012; Hays et al., 2003; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Lanphear &
Strasser, 2008; Lawrenson et al., 2017; Norris et al., 2006; Simoyan et al., 2011; Snadden et
al., 2011; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008).
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2.3.3.5.4 Collaborating with other institutions:

New medical schools sought opportunities for collaboration with a wide variety of other
institutions such as other medical schools, universities, education providers, health facilities,
research units, health advisory groups, community organisations, medical associations, local
businesses, industry links, media entities, funding bodies, and governmental organisations
(Association of American Medical Colleges, 2012; Australian Medical Council, 2012;
Castelo-Branco et al., 2016; Eichbaum, Bowa, et al., 2014; Eichbaum et al., 2015; Field,
2011; Frenk et al., 2010; Hamdy & Anderson, 2006; Kebaetse et al., 2014; Lanphear &
Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical Education, 2008;
Mokone et al., 2014; Norris et al., 2006; Simoyan et al., 2011; Smego et al., 2010; Snadden
et al., 2011; University of California Riverside, 2008; Whitcomb, 2009, 2013, 2018; World
Federation for Medical Education, 2000, 2015, 2020; Worley et al., 2019). Frenk, et al.
noted, “the solidarity developed from sharing mission, resources, knowledge, and
experiences can strengthen and motivate all participating institutions” (2010, p. 1941).
Different organisational arrangements such as “networks, consortia, alliances and
partnerships” (Frenk et al., 2010, p. 1940) were optimally leveraged for each of these
relationships (Frenk et al., 2010; Smego et al., 2010; Whitcomb, 2009, 2013, 2018).

In under-served or resource-constrained settings, local and regional collaborations
significantly strengthened member institutions, improved health-care systems, improved
research activity, pooled resources, and built regional capacity (Condon et al., 2017;
Eichbaum, Bowa, et al., 2014; Eichbaum et al., 2015; Hamdy & Anderson, 2006; Mokone et
al., 2014; Pericleous, 2011; Whitcomb, 2013). Similarly, non-local, cross-cultural
partnerships and twinning arrangements helped build capacity, improve quality, and provide
resources (including financial aid) for under-served or resource-constrained medical schools
(Chavez et al., 2012; Delgado et al., 2017; Drobac & Morse, 2016; Eichbaum, Bowa, et al.,
2014; Eichbaum et al., 2015; Frenk et al., 2010; Gifford, 2007; Hamdy & Anderson, 2006;
Karle, 2006; Mokone et al., 2014; Williams et al., 2008).
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2.3.3.6 Staffing:

The staff of a medical school were their “ultimate resource”, as “teachers, stewards, agents
of knowledge transmission, and most importantly role models for students — reproducing the
profession by training the next generation of professionals” (Frenk et al., 2010, p. 1941).
New medical schools needed academic, clinical, research, and administrative personnel — all
in sufficient numbers to meet the desired educational and missional objectives (Association
of American Medical Colleges, 2012; Australian Medical Council, 2012; Cookson, 2013;
Drobac & Morse, 2016; Karle, 2010; Liaison Committee on Medical Education, 2006, 2008,
2020; Texas Higher Education Coordinating Board, 2008; University of California Riverside,
2008; Whitcomb, 2009; World Federation for Medical Education, 2015, 2020). The
Australian Medical Council encouraged best practice in medical education with “an academic
environment that allows scientific and clinical staff to interact in teaching, research, and
health care delivery, in order to disseminate existing knowledge and to generate new
medical knowledge” (2012, p. iv). Different pedagogical models required different
staff/student ratios, with student-centred approaches such as small-group learning usually
requiring more staff (Bin Abdulrahman & Saleh, 2015; Castelo-Branco et al., 2016; Karle,
2010; Smith, 2009; World Federation for Medical Education, 2015, 2020). Given the
pioneering nature of new medical schools, recruiting resilient, adaptable, and dedicated
faculty was paramount (Association of American Medical Colleges, 2012; Cookson, 2013;
Hamdy & Anderson, 2006).
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Recruiting strategies included advertising in newspapers, medical journals, and academic
websites (Association of American Medical Colleges, 2012). Most new medical schools
advertised locally, regionally, nationally, and internationally (Association of American Medical
Colleges, 2012; Cookson, 2013; Fogarty et al., 2012; McDonald et al., 2014; Mokone et al.,
2014; Simoyan et al., 2011; Snadden et al., 2011; Williams et al., 2008). Local networking
was another common method of recruitment (Association of American Medical Colleges,
2012; Smego et al., 2010; Snadden et al., 2011). Part-time or joint appointments, to allow
clinicians to continue in clinical practice, were common (Association of American Medical
Colleges, 2012; Fogarty et al., 2012; Hays, Strasser, et al., 2019; Liaison Committee on
Medical Education, 2008; Snadden et al., 2011; Whitcomb, 2009). Sharing staff amongst
partner medical schools was another possible strategy (Eichbaum et al., 2015; Eichbaum,
Nyarango, et al., 2014) as long as it didn’t weaken one or the other institution (Field, 2011;
Sabde et al., 2020). Volunteer adjunct or affiliate faculty were also commonly utilised
(Association of American Medical Colleges, 2012; Cristobal & Worley, 2012; Liaison
Committee on Medical Education, 2008; McFee & Aust, 2005; Mokone et al., 2014; Norris et
al., 2006; Olds & Barton, 2015; Simoyan et al., 2011; Smego et al., 2010). By relying on a
large cohort of part-time and/or volunteer clinical faculty, some new medical schools were
able to achieve a student-preceptor ratio of 1:1 (Association of American Medical Colleges,
2012). Other medical schools also achieved this ratio by keeping their class sizes small
(Cathcart-Rake et al., 2017).
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Recruiting sufficient staff was a significant challenge for many new medical schools
(Association of American Medical Colleges, 2012; Bonner et al., 2018; Eichbaum, Bowa, et
al., 2014; Field, 2011; Frenk et al., 2010; Howe et al., 2004; Hurt & Harris, 2005; Karle,
2010; McDonald et al., 2014; Mokone et al., 2014; Nausheen et al., 2018; Norris et al., 2006;
Reis et al., 2009; Smego et al., 2010; Smith, 2009; Snadden et al., 2011; Tesson et al.,
2009; Whitcomb, 2009). Finding staff of the right ‘fit’ to the ethos, vision, and curricular
approach was not always easy (Association of American Medical Colleges, 2012; Cookson,
2013; Hurt & Harris, 2005). Accomplishing the desired representation of diversity in staff
appointments was noted to be challenging for several new medical schools (Association of
American Medical Colleges, 2012; Drobac & Morse, 2016; University of California Riverside,
2008). The uncertainty and risk involved with being part of a new medical school was one
reason proposed for the difficulty attracting staff (Association of American Medical Colleges,
2012; Nausheen et al., 2018; Snadden et al., 2011). Some medical staff were simply not
interested in academic roles (Colquhoun et al., 2009), while others were overburdened with
clinical roles in medically under-served areas with workforce shortages (Snadden et al.,
2011). Nonetheless, several other new medical schools reported having no difficulties
recruiting staff and being oversubscribed by applicants for positions — particularly when they
were partnering with a large hospital whose clinical staff were all potential applicants for

academic positions (Association of American Medical Colleges, 2012; Williams et al., 2008).

Some new medical schools reported significant problems retaining their appointed staff
(Mokone et al., 2014; Nausheen et al., 2018), while others reported high rates of retention
(Association of American Medical Colleges, 2012; Fogarty et al., 2012). Worley et al.
warned that high turnover of faculty should be expected and “single person vulnerabilities”
should be avoided (2019, p. 1). Differing expectations of university versus medical school
staff regarding teaching and research outputs, criteria for promotions, levels of remuneration,
and so on, were another source of challenge for some new medical schools (Association of
American Medical Colleges, 2012; Cookson, 2013; Mokone et al., 2014).
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Ensuring sufficient support for clinical faculty to grow and improve as educators, teachers,
and supervisors — that is, ‘faculty development’ — was seen as an essential element
(Association of American Medical Colleges, 2012; Castelo-Branco et al., 2016; Frenk et al.,
2010; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Khalil & Kibble, 2014; Lanphear &
Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical Education, 2006, 2008,
2020; Mokone et al., 2014; Nonaillada, 2020; Norris et al., 2006; Smego et al., 2010;
Snadden et al., 2011; University of California Riverside, 2008; World Federation for Medical
Education, 2000, 2015, 2020). This ranged from group training activities, formal courses of
study, and conference opportunities to individual support, feedback, and remediation support
(Association of American Medical Colleges, 2012; Chavez et al., 2012; Fogarty et al., 2012;
Hamdy & Anderson, 2006; Nonaillada, 2020; Strasser et al., 2009; University of California
Riverside, 2008). Some medical schools had mandatory faculty development requirements
(Association of American Medical Colleges, 2012; Fogarty et al., 2012; Hurt & Harris, 2005;
Smego et al., 2010), and provided annual professional development funding for each staff
member (Association of American Medical Colleges, 2012). Castelo-Branco et al. warned

not to “underestimate the amount of faculty development that is necessary” (2016, p. 1207).

2.3.3.7 Student numbers:

Class size decisions depended on several factors in the local context such as population
size; health system status; workforce needs; the pool of eligible applicants; numbers of local
students going elsewhere to study medicine; cost-effectiveness; and the adequacy of
available resources including funding, facilities, and staff (Australian Medical Council, 2012;
Bin Abdulrahman & Saleh, 2015; Cathcart-Rake et al., 2017; Hays, McKinley, et al., 2019;
Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Karle, 2010; Liaison Committee on Medical
Education, 2008; Olds & Barton, 2015; Pericleous, 2011; Reis et al., 2009; Snadden et al.,
2011; Whitcomb, 2009; World Federation for Medical Education, 2015, 2020). Karle noted,
“it can be difficult to define the optimal size of a medical school measured by the number of
students or graduates, but a fair estimate would be 200-300 graduates per year within an
acceptable range of 50-500” (2010, p. 166), while Hays, Strasser, and Sen Gupta
recommended, “new programs are likely to require an initial cohort of between 60 and 100 to
become viable” (2019, p. 399). Accreditors emphasised the adequacy of resources at all
stages of the program in relation to the size of the student intake (Australian Medical
Council, 2012; Liaison Committee on Medical Education, 2006; World Federation for Medical
Education, 2000, 2015, 2020).
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Individual institutions reported between 25 and 152 students in their charter classes
(Association of American Medical Colleges, 2012; Cathcart-Rake et al., 2017; Cristobal &
Worley, 2012; Delgado et al., 2017; Fogarty et al., 2012; Hamdy & Anderson, 2006; Hays,
2001; Howe et al., 2004; Hurt & Harris, 2005; Mangan, 2002, 2009; Mokone et al., 2014;
Nausheen et al., 2018; Pericleous, 2011; Schuster et al., 2020; Simoyan et al., 2011; Smego
et al., 2010; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University
of California Riverside, 2008; Whitcomb, 2009, 2010, 2013, 2018). New branch campuses
of existing medical schools reported between 8 and 32 students in their initial cohorts
(Cathcart-Rake et al., 2017; Pinder et al., 2008; Williams et al., 2008; Worley et al., 2019).
Many new medical schools proposed to quickly scale their class sizes up in subsequent
years (Association of American Medical Colleges, 2012; Fogarty et al., 2012; Hays, 2001;
Howe et al., 2004; Hurt & Harris, 2005; Mangan, 2002; Mokone et al., 2014; Nausheen et al.,
2018; Smego et al., 2010; University of California Riverside, 2008; Whitcomb, 2009), and a
few increased by a magnitude of fifty percent in some consecutive years (Association of
American Medical Colleges, 2012; Hurt & Harris, 2005; Nausheen et al., 2018; Texas Higher
Education Coordinating Board, 2008; Whitcomb, 2009, 2013; Williams et al., 2008).

Arguments were made between the quantity of graduates required to address workforce and
health system needs, and the quality of education provided and graduates produced (Karle,
2010). Smaller classes often provided a better learning experience with smaller ratios of
students to staff and patients, resulting in more hands-on experiences, interactivity, and
improved mentoring (Condon et al., 2017; Karle, 2010; Lawson et al., 2004; Whitcomb,
2018). This had the potential to produce a better graduate (Condon et al., 2017). However,
Karle warned that “small schools can also create problems due to the ineffective use of
limited resources, from low governmental support and/or low income from tuition fees;
difficulties in the recruitment of qualified teachers; weak or non-existing research attainment;
program deficiencies as a result of missing medical disciplines; or sub-standard educational

facilities and equipment” (2010, p. 164).
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2.3.3.8 Student recruitment:

The Liaison Committee on Medical Education explicated that “medical schools must select
students who possess the intelligence, integrity, and personal and emotional characteristics
necessary for them to become competent physicians” (2020, p. 16). Furthermore,
admissions policies and procedures needed to reflect institutional mission and purpose
(Association of American Medical Colleges, 2012; Frenk et al.; Hurt & Harris, 2005; Karle,
2010; Liaison Committee on Medical Education, 2020; Schuster et al., 2020; Snadden et al.,
2011; Strasser et al., 2009; Tesson et al., 2009; World Federation for Medical Education,
2000, 2015, 2020).

Transparent admissions policies outlining appropriate entry requirements and defining clear
processes to screen and choose between applicants were required (Australian Medical
Council, 2012; Bin Abdulrahman & Saleh, 2015; Eichbaum, Nyarango, et al., 2014; Frenk et
al., 2010; Karle, 2010; Liaison Committee on Medical Education, 2006, 2008, 2020;
Snadden et al., 2011; World Federation for Medical Education, 2000, 2015, 2020). Snadden
et al. advised that new medical schools should finalise these two years before the first
students commenced (2011). In some regions such as North America, new medical schools
were not allowed to advertise for, nor recruit any applicants until they had been granted
preliminary accreditation (Whitcomb, 2009, 2010, 2013).

Admissions criteria usually included a varied combination of aptitude scores; national
entrance examination scores; academic achievement scores such as high school or
university Grade Point Averages (GPAs); performance in preparatory courses; interview
performance; and personal statements (Bin Abdulrahman & Saleh, 2015; Cathcart-Rake et
al., 2017; Cristobal & Worley, 2012; Howe et al., 2004; Lawson et al., 2004; Sabde et al.,
2020; Schuster et al., 2020; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al.,
2009; University of California Riverside, 2008; World Federation for Medical Education,
2015, 2020). Multiple mini-interviews were a popular interview methodology for several new
medical schools (Association of American Medical Colleges, 2012; Olds & Barton, 2015;
Reis et al., 2009; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009).
Some medical schools required official criminal history checks and also independent

occupational health assessments of fitness to practice (Howe et al., 2004).
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Inherent inequalities and bias in certain admissions methodologies that privileged urban and
affluent applicants — such as academic merit, standardised testing, and privatisation —
needed to be acknowledged and accounted for (Cathcart-Rake et al., 2017; Condon et al.,
2017; Eichbaum et al., 2015; Eichbaum, Nyarango, et al., 2014; Frenk et al., 2010; Karle,
2010; Olds & Barton, 2015; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al.,
2009; World Federation for Medical Education, 2015, 2020). Many medical schools and
accreditation standards emphasised the need to make explicit entry provisions for equity,
diversity, rurality, minorities, under-served populations, and local applicants (Association of
American Medical Colleges, 2012; Australian Medical Council, 2012; Cristobal & Worley,
2012; Drobac & Morse, 2016; Eichbaum et al., 2015; Eichbaum, Nyarango, et al., 2014;
Fogarty et al., 2012; Frenk et al., 2010; Hays et al., 2003; Howe et al., 2004; Hurt & Harris,
2005; Karle, 2010; Lanphear & Strasser, 2008; Lawson et al., 2004; Liaison Committee on
Medical Education, 2006, 2008, 2020; Nausheen et al., 2018; Olds & Barton, 2015; Salter et
al., 2016; Schuster et al., 2020; Simoyan et al., 2011; Snadden et al., 2011; Strasser &
Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of California Riverside,
2008; World Federation for Medical Education, 2000, 2015, 2020). Several medical schools
developed high school engagement initiatives, pipeline pathways, outreach programs, and
preparatory courses to increase their applicant pool and support disadvantaged applicants
(Association of American Medical Colleges, 2012; Hurt & Harris, 2005; Lawson et al., 2004;
Olds & Barton, 2015; Schuster et al., 2020; Simoyan et al., 2011; Strasser & Lanphear,
2008; Tesson et al., 2009; University of California Riverside, 2008; Worley et al., 2019).
Except for the purposes of “explicit affirmative action” (Australian Medical Council, 2012, p.
12), discrimination and bias were to be guarded against when admitting students (Australian
Medical Council, 2012; Liaison Committee on Medical Education, 2008, 2020; World
Federation for Medical Education, 2015, 2020).

New medical schools had the opportunity to implement innovative approaches to selecting
fit for purpose’ medical students even in the face of limited evidence (Eichbaum, Nyarango,
et al., 2014; Hays, 2018; Howe et al., 2004; Hurt & Harris, 2005; Olds & Barton, 2015;
Tesson et al., 2009; Whitcomb, 2013). For example, Hays suggested a 2- to 4-week
immersive probation that may help to identify personal qualities beyond academic
achievement (2018). The Northern Ontario School of Medicine, on the other hand, were
particular to base their admissions innovations on strong evidence and offered their

processes as exemplars for existing medical schools to consider (Tesson et al., 2009).
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Involving the local community, in determining innovative approaches to student recruitment
that would complement the curriculum in producing the desired outcomes, was advised
(Castelo-Branco et al., 2016; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al.,
2009; World Federation for Medical Education, 2000, 2015, 2020). This served an additional
purpose of developing ambassadors for the new medical school amongst engaged
community members (Association of American Medical Colleges, 2012; Tesson et al., 2009).
Frenk et al. suggested that rural communities could select their own candidates, pay for their
education (potentially with government support), and employ them afterwards (2010, p.
1942). Cristobal and Worley recorded very successful local retention of medical school
graduates, in an under-serviced area of the Philippines, using a similar community-involved

approach financed by international philanthropic subsidies (2012).

There were very few accounts of challenges with student recruitment. One medical school
reported challenges with early student recruitment due to their initially failed accreditation
and the associated bad press (Hurt & Harris, 2005; Mangan, 2002). The same medical
school was also noted to not have achieved its stated desire to recruit a racially diverse
student body for their charter class with only 2 out of their 30 initial students being “black”
(Mangan, 2002, p. 2). Another new medical school noted that a 1996 amendment to their
state legislation prohibited affirmative action by disallowing “race-conscious admissions”
(Olds & Barton, 2015, p. 202). This medical school instead implemented its own measurable
and actionable criteria for diversity, based on characteristics such as English as a second
language; first in family to go to college; and geographic connections to medically under-
served areas (Olds & Barton, 2015). This same medical school also reported difficulty
recruiting local students as per their social mission, due to their region having the lowest
college attendance and standardised test scores. They approached this problem by
developing their applicant pool through expanded pipeline strategies stretching as far down
as kindergarten (Olds & Barton, 2015).
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2.3.3.9 Curriculum design and implementation:

The Australian Medical Council defined ‘curriculum’ as the “statement of the intended aims
and objectives, content, assessment, experiences, outcomes and processes of a program,
including a description of the structure and expected methods of learning, teaching,
feedback and supervision” (2012, p. ii). Curriculum decisions needed to align with the
vision/mission/objective of the new medical school (Cookson, 2013; Cristobal & Worley,
2012; Hamdy & Anderson, 2006; Hays, 2001; Hays & Sen Gupta, 2003; Hays et al., 2003;
Hays, Strasser, et al., 2019; Howe et al., 2004; Hurt & Harris, 2005; Kebaetse et al., 2014;
Liaison Committee on Medical Education, 2006, 2008; Strasser & Lanphear, 2008; Tesson
et al., 2009; World Federation for Medical Education, 2000, 2015, 2020). Alignment with the
available educational resources and clinical services was also important (Colquhoun et al.,
2009; Hays, Strasser, et al., 2019; Liaison Committee on Medical Education, 2008, 2020;
Snadden et al., 2011; World Federation for Medical Education, 2000, 2015, 2020).

Discussions regarding curriculum often began with reflections about the kind of doctor to be
produced, using the concept of ‘competencies’ (Bin Abdulrahman & Saleh, 2015; Castelo-
Branco et al., 2016; Cristobal & Worley, 2012; Eichbaum et al., 2015; Eichbaum, Nyarango,
et al., 2014; Frenk et al., 2010; Hamdy & Anderson, 2006; Hartl et al., 2017; Khalil & Kibble,
2014; Lockyer & Patterson, 2005; Smith, 2009). Competencies were defined as the “the
habitual and judicious use of communication, knowledge, technical skills, clinical reasoning,
emotions, values, and reflection in daily practice for the benefit of the individual and the
community being served” (Epstein & Hundert, 2002, as cited in Frenk et al., 2010, p. 1943).
Frenk et al. explained further that competencies go beyond knowledge of facts to include
things like patient-centred care, evidence-based practice, quality improvement,
interdisciplinary teamwork, public health promotion, research skills, critical inquiry, life-long
learning, management and leadership capabilities, and socially responsible professionalism
(2010, p. 1933). Curricula can, thus, be defined through “a competency outcome approach,

rather than ... a traditional input-oriented model” (Cristobal & Worley, 2012, p. 3).
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Modern medical education has moved in emphasis from ‘traditional’ models of curriculum to
‘integrated’ models (Bin Abdulrahman & Saleh, 2015; Castelo-Branco et al., 2016; Eichbaum
et al., 2015; Frenk et al., 2010; Hamdy & Anderson, 2006; Howe et al., 2004; Khalil & Kibble,
2014; Lawrenson et al., 2017). Traditional models usually consisted of a series of discipline-
based topics such as ‘anatomy’, ‘physiology’, ‘pathology’, and so on, in the basic sciences or
pre-clinical years followed by a further series of siloed topics such as ‘medicine’, ‘surgery’,
‘paediatrics’, and so on, in the clinical years (Australian Medical Council, 2012; Bin
Abdulrahman & Saleh, 2015; Frenk et al., 2010; Karle, 2010; Khalil & Kibble, 2014; Tesson
et al., 2009). They were characterised by minimal clinical exposure in the pre-clinical stages

followed by clinical immersion in the later stages.

Integrated models, on the other hand, consisted of a ‘spiral curriculum’ with both horizontal
integration of topics and skills (by year) and vertical integration (across years) (Association
of American Medical Colleges, 2012; Australian Medical Council, 2012; Bin Abdulrahman &
Saleh, 2015; Cookson, 2013; Frenk et al., 2010; Hamdy & Anderson, 2006; Hartl et al.,
2017; Hays, 2001; Hays & Sen Gupta, 2003; Hays et al., 2003; Howe et al., 2004; Hurt &
Harris, 2005; Khalil & Kibble, 2014; Lawson et al., 2004; Mokone et al., 2014; Nausheen et
al., 2018; Reis et al., 2009; Tesson et al., 2009; World Federation for Medical Education,
2015, 2020). They were frequently ‘learner-centred’ as well as ‘patient-centred’ by being
case-based or problem-based and/or body-system-based and emphasising early parallel
clinical exposure (Association of American Medical Colleges, 2012; Australian Medical
Council, 2012; Bin Abdulrahman & Saleh, 2015; Castelo-Branco et al., 2016; Cookson,
2013; Cristobal & Worley, 2012; Frenk et al., 2010; Hamdy & Anderson, 2006; Hartl et al.,
2017; Hays, 2001; Hays & Sen Gupta, 2003; Hays et al., 2003; Howe et al., 2004; Hurt &
Harris, 2005; Khalil & Kibble, 2014; Lanphear & Strasser, 2008; Lawson et al., 2004; Lockyer
& Patterson, 2005; Mokone et al., 2014; Nausheen et al., 2018; Reis et al., 2009; Simoyan et
al., 2011; Smego et al., 2010; Smith, 2009; Strasser et al., 2009; Tesson et al., 2009).
Integrated models also tended to have improved coverage of public health and socio-cultural
aspects of medicine as well as the personal and professional aspects of being a doctor, such
as communication, ethics, and professionalism (Association of American Medical Colleges,
2012; Australian Medical Council, 2012; Bin Abdulrahman & Saleh, 2015; Castelo-Branco et
al., 2016; Cookson, 2013; Cristobal & Worley, 2012; Hamdy & Anderson, 2006; Hartl et al.,
2017; Hays, 2001; Hays et al., 2003; Lawson et al., 2004; Liaison Committee on Medical
Education, 2008, 2020; Mokone et al., 2014; Olds & Barton, 2015; Schuster et al., 2020;
Smego et al., 2010; Strasser et al., 2009; Tesson et al., 2009; University of California
Riverside, 2008; World Federation for Medical Education, 2000, 2015, 2020). Small-group,
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self-directed learning, and interprofessional education were also encouraged (Association of
American Medical Colleges, 2012; Castelo-Branco et al., 2016; Cristobal & Worley, 2012;
Frenk et al., 2010; Hamdy & Anderson, 2006; Hays, 2001; Hays et al., 2003; Hays, Strasser,
et al., 2019; Howe et al., 2004; Hurt & Harris, 2005; Liaison Committee on Medical
Education, 2008, 2020; Mangan, 2009; Strasser et al., 2009; Tesson et al., 2009; World
Federation for Medical Education, 2000, 2015, 2020).

Even in integrated curricula, there was often a structural division between earlier pre-
clinical/pre-clerkship and later clinical/clerkship stages (Association of American Medical
Colleges, 2012; Hamdy & Anderson, 2006; Khalil & Kibble, 2014; University of California
Riverside, 2008). Pre-clerkship years were commonly divided into ‘blocks’ or ‘modules’,
while clinical clerkship years were commonly divided into clinical ‘placements’, ‘rotations’, or
‘clerkships’ (Association of American Medical Colleges, 2012; Hartl et al., 2017; Khalil &
Kibble, 2014; University of California Riverside, 2008). An increasing trend towards
community-based ‘longitudinal integrated clerkships’, particularly in curricula emphasising
primary care, was noted (Association of American Medical Colleges, 2012; Condon et al.,
2017; Cristobal & Worley, 2012; Hays, 2001; Hays et al., 2003; Hays, McKinley, et al., 2019;
Hurt & Harris, 2005; Lawson et al., 2004; Smego et al., 2010; Strasser & Lanphear, 2008;
Strasser et al., 2009; Tesson et al., 2009; University of California Riverside, 2008). Some
medical schools also described a content ‘thread’ such as clinical skills, pharmacology, or
behavioural science spanning several blocks and years (Association of American Medical
Colleges, 2012). Khalil and Kibble asserted that more important than an integrated

curriculum was the development of integrative thinking in the students (2014).

60



The traditional split into clear pre-clinical and clinical divisions originated from Abraham
Flexner’s famous 1910 report and recommendations (Frenk et al., 2010; Karle, 2010; Khalil
& Kibble, 2014), and facilitated research productivity within the siloed disciplines and
departments (Tesson et al., 2009). The organ-system approach was pioneered in the 1950s
by the Case Western Reserve University (Tesson et al., 2009; Whitcomb, 2009). Bin

Abdulrahman and Saleh summed it up with:

Medical education has evolved over the years from the so called “traditional”
curriculum to “modern” curriculum. The former has been criticized for being teacher-
centered, knowledge-giving, discipline-led, hospital-oriented, opportunistic
(apprenticeship) and consisting of a standard program, while the latter has been
advocated for being student-centered, problem-based, integrated, community-

oriented, systematic, and consisting of a core program and electives. (2015, p. 10)

While many new medical schools used the opportunity to innovatively construct their
curriculum themselves (Association of American Medical Colleges, 2012; Smith, 2009;
Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; Whitcomb, 2009),
other new medical schools accessed pre-existing medical curricula and modified it for their
contexts (Castelo-Branco et al., 2016; Lawson et al., 2004; Mokone et al., 2014; Pericleous,
2011; Snadden et al., 2011). Most satellite new programs used the same curriculum as their
parent program (Cathcart-Rake et al., 2017; Penner, 2018; Snadden et al., 2011; University
of California Riverside, 2008; Whitcomb, 2009, 2013; Worley et al., 2019), but a few offered
a differing curriculum as a separate track (Whitcomb, 2009, 2013). Some medical schools
described significant community involvement in their socially accountable curriculum design
(Hays et al., 2003; Lanphear & Strasser, 2008; Strasser & Lanphear, 2008; Strasser et al.,
2009; Tesson et al., 2009). Adherence to out-dated and overloaded curricula were the
primary challenges for new medical schools (Frenk et al., 2010; Karle, 2010; World
Federation for Medical Education, 2000, 2015, 2020).

61



Embedded within the curriculum, assessment methods needed to be “fit for purpose’,
aligning with course objectives and learning outcomes while also being objective, fair,
transparent, valid, and reliable (Australian Medical Council, 2012; Cookson, 2013; Hamdy &
Anderson, 2006; Hartl et al., 2017; Hays, 2018; Hays & Sen Gupta, 2003; Hays et al., 2003;
Hays, Strasser, et al., 2019; Howe et al., 2004; Liaison Committee on Medical Education,
2008, 2020; Tesson et al., 2009; World Federation for Medical Education, 2015, 2020).
Common assessment methods included written examinations; laboratory practicals; written
essays on topics such as evidence-based medicine; service learning projects; research
projects; patient and procedural logs; case presentations; professionalism ratings; portfolios;
Objective Structured Clinical Examinations (OSCE); and written and verbal formative and
summative feedback (Association of American Medical Colleges, 2012; Australian Medical
Council, 2012; Bin Abdulrahman & Saleh, 2015; Bonner et al., 2018; Condon et al., 2017;
Cookson, 2013; Hamdy & Anderson, 2006; Hartl et al., 2017; Hays, 2018; Hays et al., 2003;
Howe et al., 2004; Khalil & Kibble, 2014; Lawson et al., 2004; Liaison Committee on Medical
Education, 2008, 2020; Mokone et al., 2014; Pericleous, 2011; Snadden et al., 2011;
University of California Riverside, 2008; World Federation for Medical Education, 2000,
2015, 2020). Some of these were progressive and others were end-of-year cumulative
(Association of American Medical Colleges, 2012; Australian Medical Council, 2012; Howe
et al., 2004). Written examinations included multiple choice questions; and clinical context-
rich questions such as short-answer questions, extended matching questions and modified
essay questions (Association of American Medical Colleges, 2012; Condon et al., 2017,
Cookson, 2013; Hamdy & Anderson, 2006; Hartl et al., 2017; Howe et al., 2004; Khalil &
Kibble, 2014). Critical self-reflection, peer feedback, and interprofessional team
assessments were also a feature of some medical schools (Association of American Medical
Colleges, 2012; Howe et al., 2004; Schuster et al., 2020). Pass/fail grading systems rather
than letter grading systems were also reported (Association of American Medical Colleges,
2012; Cookson, 2013). A few medical schools reported joining collaborative consortia to

share banks of assessment items (Lawson et al., 2004).
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2.3.3.10 Clinical training sites:

Good clinical encounters with direct patient care and hands-on learning were noted as
essential (Association of American Medical Colleges, 2012; Australian Medical Council,
2012; Field, 2011; Liaison Committee on Medical Education, 2006, 2008; Strasser &
Lanphear, 2008; World Federation for Medical Education, 2000, 2015, 2020; Worley et al.,
2019). Students’ clinical responsibilities were to be commensurate with their level of
training, but also to increase over time as they prepare to graduate into registered clinical
practice (Australian Medical Council, 2012; Cathcart-Rake et al., 2017; Cristobal & Worley,
2012; Liaison Committee on Medical Education, 2020; World Federation for Medical

Education, 2000, 2015, 2020).

This required exposure to adequate numbers of ambulatory and hospitalised patients, with a
broad case mix of health and illness presentations, in a range of outpatient and inpatient
health service settings including primary care clinics, tertiary care hospitals, and community
support services (Association of American Medical Colleges, 2012; Australian Medical
Council, 2012; Colquhoun et al., 2009; Drobac & Morse, 2016; Field, 2011; Frenk et al.,
2010; Hays, McKinley, et al., 2019; Hays, Strasser, et al., 2019; Howe et al., 2004; Karle,
2010; Lanphear & Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical
Education, 2008, 2020; Mangan, 2009; Mokone et al., 2014; Norris et al., 2006; Salter et al.,
2016; Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Strasser et al.,
2009; Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013,
2018; World Federation for Medical Education, 2000, 2015, 2020). Furthermore, the case
mix of patient encounters needed to appropriately reflect regional health needs; under-
represented populations; and all the clinical disciplines and specialties (Association of
American Medical Colleges, 2012; Australian Medical Council, 2012; Colquhoun et al., 2009;
Drobac & Morse, 2016; Eichbaum et al., 2015; Eichbaum, Nyarango, et al., 2014; Fogarty et
al., 2012; Frenk et al., 2010; Hamdy & Anderson, 2006; Hays, 2001; Hays et al., 2003; Hays,
McKinley, et al., 2019; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Lanphear &
Strasser, 2008; Lawrenson et al., 2017; Lawson et al., 2004; Norris et al., 2006; Schuster et
al., 2020; Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Strasser et
al., 2009; Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009,
2013; World Federation for Medical Education, 2000, 2015, 2020).
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To achieve this, formal affiliations with a wide range of public and private health service
facilities had to be developed (Association of American Medical Colleges, 2012; Australian
Medical Council, 2012; Cathcart-Rake et al., 2017; Colguhoun et al., 2009; Condon et al.,
2017; Cookson, 2013; Cristobal & Worley, 2012; Fogarty et al., 2012; Frenk et al., 2010;
Hartl et al., 2017; Hays, McKinley, et al., 2019; Hays, Strasser, et al., 2019; Hurt & Harris,
2005; Karle, 2010; Lanphear & Strasser, 2008; Lawson et al., 2004; Liaison Committee on
Medical Education, 2006, 2008, 2020; Norris et al., 2006; Olds & Barton, 2015; Smego et al.,
2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2010, 2013, 2018, 2020; Williams et al., 2008;
World Federation for Medical Education, 2015, 2020). Historically, tertiary teaching hospitals
were the primary — and often only — sites for clinical placements, however, medical schools
were increasingly utilising more community-based health facilities (Association of American
Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Colquhoun et al., 2009; Condon et
al., 2017; Cookson, 2013; Drobac & Morse, 2016; Fogarty et al., 2012; Frenk et al., 2010;
Hamdy & Anderson, 2006; Hartl et al., 2017; Hays et al., 2003; Hays, McKinley, et al., 2019;
Howe et al., 2004; Hurt & Harris, 2005; Karle, 2010; Kebaetse et al., 2014; Lanphear &
Strasser, 2008; Lawrenson et al., 2017; Lawson et al., 2004; Lockyer & Patterson, 2005;
Mangan, 2009; McFee & Aust, 2005; Mokone et al., 2014; Norris et al., 2006; Olds & Barton,
2015; Strasser & Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2013, 2018).

Clinical training sites had to be evaluated for the quality of their educational potential and
accredited as appropriate teaching locations for new medical schools (Australian Medical
Council, 2012; Liaison Committee on Medical Education, 2008; University of California
Riverside, 2008; Whitcomb, 2013, 2018; World Federation for Medical Education, 2000,
2015, 2020). Condon et al. showed that smaller student groups at a site were better than
larger groups, and that smaller rural sites can provide effective clinical training (2017). They
also reported poorer student performance when a clinical site was shared by two different
medical schools possibly due to “an environment of competition for patient interactions, and

clinician/faculty attention” (Condon et al., 2017, p. 266).
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As mentioned earlier (in section 2.3.3.6 'Staffing' above), health service staff involved with
teaching and supervising students needed to be supported with training, mentoring,
troubleshooting, professional development, and performance appraisals for their roles
(Association of American Medical Colleges, 2012; Castelo-Branco et al., 2016; Frenk et al.,
2010; Hays, Strasser, et al., 2019; Hurt & Harris, 2005; Khalil & Kibble, 2014; Lanphear &
Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical Education, 2006, 2008,
2020; Mokone et al., 2014; Nonaillada, 2020; Norris et al., 2006; Smego et al., 2010;
Snadden et al., 2011; University of California Riverside, 2008; World Federation for Medical
Education, 2000, 2015, 2020). Furthermore, clinical training also needed support by clinical
skills laboratories, simulated patients, and mannequin simulations (Association of American
Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Cathcart-Rake et al., 2017; Frenk
et al., 2010; Hurt & Harris, 2005; Lawson et al., 2004; Liaison Committee on Medical
Education, 2008; Smego et al., 2010; Snadden et al., 2011; Strasser et al., 2009; Tesson et
al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013; World Federation
for Medical Education, 2000, 2015, 2020).

Ensuring adequate breadth, depth, quantity, and quality of clinical encounters, clinical
teachers, and clinical facilities were significant challenges for many new medical schools
(Association of American Medical Colleges, 2012; Colquhoun et al., 2009; Eichbaum, Bowa,
et al., 2014; Field, 2011; Karle, 2010; Lanphear & Strasser, 2008; Nausheen et al., 2018;
Norris et al., 2006; Whitcomb, 2013, 2018; Williams et al., 2008). For example, at least one
new medical school reported being unable to implement their desired model of longitudinal
integrated community-based clerkships due to the diversity of clinical sites involved
(Association of American Medical Colleges, 2012, p. 34). Whitcomb noted that a number of
institutions that considered establishing a new medical school yet decided not to proceed,

often did so due to the difficulty in securing the required clinical affiliations (2013, p. 13).
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2.3.3.11 Buildings and facilities:

Providing adequate physical facilities to support the educational program and achieve its
desired outcomes was a basic requirement for a new medical school (Association of
American Medical Colleges, 2012; Australian Medical Council, 2012; Bin Abdulrahman &
Saleh, 2015; Cookson, 2013; Field, 2011; Hurt & Harris, 2005; Liaison Committee on
Medical Education, 2006, 2008, 2020; Tesson et al., 2009; Whitcomb, 2009, 2013, 2018;
Williams et al., 2008; World Federation for Medical Education, 2000, 2015, 2020; Worley et
al., 2019). This included administrative, instructive, research, and social spaces, furnishings,
and supplies; as well as educational, clinical, technological, and research equipment and
materials (Association of American Medical Colleges, 2012; Australian Medical Council,
2012; Bin Abdulrahman & Saleh, 2015; Cookson, 2013; Field, 2011; Fogarty et al., 2012;
Hurt & Harris, 2005; Kebaetse et al., 2014; Liaison Committee on Medical Education, 2006,
2008, 2020; Norris et al., 2006; Smego et al., 2010; Snadden et al., 2011; Strasser et al.,
2009; Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2009, 2013,
2018; Williams et al., 2008; World Federation for Medical Education, 2000, 2015, 2020;
Worley et al., 2019). Accreditors expected that safety, maintenance, and upgrade aspects
were also accounted for (Australian Medical Council, 2012; Liaison Committee on Medical
Education, 2008, 2020; Tesson et al., 2009; World Federation for Medical Education, 2015,
2020).
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Facilities ranged from quite rudimentary to highly sophisticated provisions (Frenk et al.,
2010). Instructional spaces included small group tutorial rooms; large group lecture
theatres; independent study spaces; clinical skills laboratories including simulation facilities
and mock consultation rooms; multi-purpose laboratories for anatomy, physiology,
biochemistry, histology, and pathology teaching/learning including specimen museums and
cadaver storage; libraries; and computer rooms (Association of American Medical Colleges,
2012; Bin Abdulrahman & Saleh, 2015; Cookson, 2013; Fogarty et al., 2012; Hurt & Harris,
2005; Kebaetse et al., 2014; Liaison Committee on Medical Education, 2006, 2008; Norris et
al., 2006; Smego et al., 2010; Snadden et al., 2011; Strasser et al., 2009; Tesson et al.,
2009; University of California Riverside, 2008; Whitcomb, 2009, 2013; World Federation for
Medical Education, 2000). Additional supportive infrastructure included elements such as
food outlets; relaxation areas; transport options; car parking; shower facilities; student
lockers; security systems with 24-hour access; on-call sleep areas; heating/cooling;
cleaning; signage; snow removal; accessibility for students with different abilities; prayer
halls; and the humane care of research animals (Association of American Medical Colleges,
2012; Australian Medical Council, 2012; Bin Abdulrahman & Saleh, 2015; Cookson, 2013;
Field, 2011; Fogarty et al., 2012; Hurt & Harris, 2005; Kebaetse et al., 2014; Liaison
Committee on Medical Education, 2006, 2008, 2020; Norris et al., 2006; Schuster et al.,
2020; Smego et al., 2010; Snadden et al., 2011; Strasser et al., 2009; Tesson et al., 2009;
University of California Riverside, 2008; Whitcomb, 2009, 2013, 2018; Williams et al., 2008;
World Federation for Medical Education, 2000, 2015, 2020; Worley et al., 2019).
Furthermore, affiliated health service facilities also needed to be fitted out to appropriately
support the presence of students and learners (Association of American Medical Colleges,
2012; Frenk et al., 2010; Kebaetse et al., 2014; Liaison Committee on Medical Education,
2006, 2008, 2020; Tesson et al., 2009; World Federation for Medical Education, 2000, 2015,
2020).
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Buildings and space were commonly obtained in a phased manner using several different
approaches, such as leasing or renting properties (Fogarty et al., 2012; Whitcomb, 2009,
2013); re-purposing and renovating existing buildings (Association of American Medical
Colleges, 2012; Hurt & Harris, 2005; Snadden et al., 2011; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2010, 2013, 2018); and purpose-building new
constructions (Association of American Medical Colleges, 2012; Hurt & Harris, 2005;
Mokone et al., 2014; Romano, 2001; Smego et al., 2010; Tesson et al., 2009; University of
California Riverside, 2008; Whitcomb, 2009, 2010, 2013, 2018; Worley et al., 2019).
Significant outlays of funding were usually required and had to be obtained from multiple
public, private, philanthropic, and community sources (Association of American Medical
Colleges, 2012; Field, 2011; Karle, 2010; Kebaetse et al., 2014; Whitcomb, 2009, 2010,
2013, 2018). Collaborations with other institutions were also usually required (Field, 2011;
Karle, 2010; Kebaetse et al., 2014; Whitcomb, 2009, 2010, 2013, 2018; Worley et al., 2019).
For example, some medical schools co-located their new buildings with existing hospital and
health facilities (Association of American Medical Colleges, 2012; Hartl et al., 2017;
Whitcomb, 2009, 2013), while other universities provided land to build new teaching
hospitals (Association of American Medical Colleges, 2012; Frenk et al., 2010; Mokone et
al., 2014; Whitcomb, 2013).

Procuring adequate physical space was a significant challenge for many new medical
schools (Association of American Medical Colleges, 2012; Field, 2011; Karle, 2010;
Whitcomb, 2010, 2013). Rural-based medical schools and distributed community locations
were particularly challenged by smaller teaching facilities (Bonner et al., 2018; Lanphear &
Strasser, 2008; Nausheen et al., 2018). New medical schools were also challenged by a
lack of access to research facilities and capabilities (Cathcart-Rake et al., 2017; Eichbaum et
al., 2015; Field, 2011; Karle, 2010; Nausheen et al., 2018). Several medical schools
reported over-running their original building timeframes, necessitating the initial use of
temporary accommodations instead (Hurt & Harris, 2005; Smego et al., 2010; Snadden et
al., 2011; Whitcomb, 2009, 2010; Williams et al., 2008). In some situations, desired
enrolment numbers were constrained by the limited temporary spaces while awaiting the
final buildings (Whitcomb, 2009, 2010). Nonetheless, a few medical schools reported
completing their buildings on time and within budget (Association of American Medical
Colleges, 2012; Frenk et al., 2010; Strasser et al., 2009; Tesson et al., 2009). One new
medical school reported that through collaborative relationships with existing universities in
the area already, they were able to successfully expand into regional locations without the

construction of any new campuses, buildings, nor centres (Norris et al., 2006).
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Modern medical education pedagogies that facilitate active and engaged learning such as
small-group discussions, standardised patient consultations, and simulated scenarios
usually required more instructional space (Frenk et al., 2010; Whitcomb, 2013). Space
constraints had the potential to negatively impact educational objectives by driving less-
active pedagogies that did not require as much space like large-group didactic lectures
(Frenk et al., 2010). Creative ways to provide space needed to be considered (Kebaetse et
al., 2014). Ideally, spaces were to be designed to encourage group learning, collaboration,
mutual support, and a sense of community (Association of American Medical Colleges,
2012; Hurt & Harris, 2005; Lockyer & Patterson, 2005; Schuster et al., 2020), even when the
medical school was distributed across several locations (Lockyer & Patterson, 2005).
Furthermore, not building for immediate needs only, but accounting for potential future
growth and expansion was also important (Association of American Medical Colleges, 2012;
Whitcomb, 2009).

2.3.3.12 Information and technology resources:

In our current era of sophisticated digital capabilities and information explosion, Frenk et al.
cautioned, “educational institutions must now be re-engineered to adapt to this
transformation, otherwise they risk becoming obsolete” (2010, p. 1944). Accordingly,
incorporating information and communications technology (ICT) for education and
administration was commonplace in new medical schools (Association of American Medical
Colleges, 2012; Australian Medical Council, 2012; Bin Abdulrahman & Saleh, 2015; Bonner
et al., 2018; Chavez et al., 2012; Cookson, 2013; Drobac & Morse, 2016; Fogarty et al.,
2012; Frenk et al., 2010; Hays, 2018; Hays et al., 2003; Hays, Strasser, et al., 2019; Howe
et al., 2004; Hurt & Harris, 2005; Kebaetse et al., 2014; Khalil & Kibble, 2014; Lanphear &
Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical Education, 2006, 2008,
2020; Lockyer & Patterson, 2005; Mokone et al., 2014; Penner, 2018; Reis et al., 2009;
Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Strasser et al., 2009;
Tesson et al., 2009; University of California Riverside, 2008; Whitcomb, 2018 ; Williams et
al., 2008; World Federation for Medical Education, 2000, 2015, 2020; Worley et al., 2019).
Technology was a solution for shortages of other kinds of resources including staff (Hays,
2018; Kebaetse et al., 2014; Snadden et al., 2011). ICT facilities included a varied
combination of computers, internet access, smart phones, tablets, personal digital
assistants, audio-visual equipment, videoconferencing facilities, smart boards, educational

intranets or virtual learning environments, and clinical simulators including virtual reality
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(Association of American Medical Colleges, 2012; Bin Abdulrahman & Saleh, 2015; Chavez
et al., 2012; Cookson, 2013; Fogarty et al., 2012; Hays, 2018; Hays et al., 2003; Hays,
Strasser, et al., 2019; Howe et al., 2004; Hurt & Harris, 2005; Kebaetse et al., 2014;
Lanphear & Strasser, 2008; Lawson et al., 2004; Liaison Committee on Medical Education,
2008; Lockyer & Patterson, 2005; Smego et al., 2010; Snadden et al., 2011; Strasser &
Lanphear, 2008; Strasser et al., 2009; Tesson et al., 2009; University of California Riverside,
2008; World Federation for Medical Education, 2000, 2015, 2020; Worley et al., 2019).

E-learning principles, practices, and resources were included in most modern curricula and
needed to be consistent with strong educational principles (Association of American Medical
Colleges, 2012; Australian Medical Council, 2012; Bonner et al., 2018; Cookson, 2013;
Fogarty et al., 2012; Frenk et al., 2010; Hays, 2018; Hays et al., 2003; Hays, Strasser, et al.,
2019; Howe et al., 2004; Hurt & Harris, 2005; Kebaetse et al., 2014; Khalil & Kibble, 2014;
Liaison Committee on Medical Education, 2006, 2008, 2020; Lockyer & Patterson, 2005;
Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; World Federation for
Medical Education, 2000, 2015, 2020). It was imperative to train medical workforce to be
able to access and critically analyse information from a variety of electronic and printed
sources rather than relying on any single source (Association of American Medical Colleges,
2012; Australian Medical Council, 2012; Frenk et al., 2010; Liaison Committee on Medical
Education, 2008; Lockyer & Patterson, 2005; Reis et al., 2009; University of California
Riverside, 2008; World Federation for Medical Education, 2015, 2020). They also needed to
be well-versed in using technological systems to record and store health data in the course
of patient-care, research, and quality improvement (Association of American Medical
Colleges, 2012; Australian Medical Council, 2012; Frenk et al., 2010; Hurt & Harris, 2005;
Lawrenson et al., 2017; Lawson et al., 2004; Reis et al., 2009; Simoyan et al., 2011; Tesson
et al., 2009; University of California Riverside, 2008; World Federation for Medical
Education, 2015, 2020). Additionally, they needed to be adaptable and future-ready to
embrace rapidly changing technologies, including ones that have not yet been developed
(Frenk et al., 2010; Hays, 2018; Lawrenson et al., 2017; Mullan, 2003; Smith, 2009;
University of California Riverside, 2008; Whitcomb, 2018). Given this greater reliance on
information from electronic and internet sources, the roles of libraries and librarians have
also transformed (Association of American Medical Colleges, 2012; Australian Medical
Council, 2012; Fogarty et al., 2012; Frenk et al., 2010; Hurt & Harris, 2005; Kebaetse et al.,
2014; Liaison Committee on Medical Education, 2008, 2020; Smego et al., 2010; University
of California Riverside, 2008; Whitcomb, 2013; World Federation for Medical Education,
2015, 2020).
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Good quality ICT and e-learning resources were particularly imperative for geographically
distributed models of education (Association of American Medical Colleges, 2012; Bonner et
al., 2018; Cookson, 2013; Drobac & Morse, 2016; Fogarty et al., 2012; Hurt & Harris, 2005;
Kebaetse et al., 2014; Lanphear & Strasser, 2008; Mokone et al., 2014; Penner, 2018; Reis
et al., 2009; Smego et al., 2010; Snadden et al., 2011; Strasser & Lanphear, 2008; Strasser
et al., 2009; Tesson et al., 2009; Williams et al., 2008; Worley et al., 2019) and distant
collaborations with other organisations (Eichbaum, Bowa, et al., 2014; Eichbaum et al.,
2015; Frenk et al., 2010; Kebaetse et al., 2014). With the benefit of ICT, students could
“have the same access to curriculum materials, educational resources, specialist teachers
and other information they would have if they were in a large city teaching hospital” (Strasser
& Lanphear, 2008, p. 4) and “any space [could be] seen as a teaching/learning space”
(Strasser & Lanphear, 2008, p. 5).

Even though access to digital information did not necessarily require sophisticated
technology (Drobac & Morse, 2016), implementing ICT in a new medical school could
become quite expensive and logistically-complex (Frenk et al., 2010; Hays, Strasser, et al.,
2019; Kebaetse et al., 2014; Snadden et al., 2011). This could exacerbate inequities in
medical education both locally and globally (Drobac & Morse, 2016; Frenk et al., 2010;
Kebaetse et al., 2014). Nonetheless, the benefits of new technologies sometimes resulted in
their uptake being “faster and more widespread in poor than in rich countries” (Frenk et al.,
2010, p. 1945). Technological failure or inadequacy was a common challenge facing new
medical schools (Frenk et al., 2010; Kebaetse et al., 2014; Lanphear & Strasser, 2008;
Penner, 2018; Worley et al., 2019). Students complaining of inadequate library resources

were also reported (Castelo-Branco et al., 2016; Delgado et al., 2017).
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2.3.3.13 Accreditation:

Accreditation is the formal sanctioning of a medical school to confer medical degrees which
will allow their graduates to seek official licensing as doctors (Australian Medical Council,
2012; Field, 2011; Frenk et al., 2010; Liaison Committee on Medical Education, 2006).
Accreditation standards were used to assess whether the medical school and its program of
study were sufficient to provide graduates with the knowledge, skills, and professional
attributes necessary to practise as doctors, and meet the health needs of patients and
populations (Australian Medical Council, 2012; Frenk et al., 2010; Liaison Committee on
Medical Education, 2006, 2008, 2020; Whitcomb, 2013; World Federation for Medical
Education, 2000). Accreditation standards covered aspects such as governance, curriculum
content, program delivery, clinical exposure, assessments, student selection, student
support, and physical space (Australian Medical Council, 2012; Field, 2011; Hays, 2018;
Liaison Committee on Medical Education, 2006, 2008, 2020; World Federation for Medical
Education, 2000, 2015, 2020).

However, not all countries had systems for accreditation, and even when they existed, there
were great disparities of quality (Frenk et al., 2010; Karle, 2010; World Federation for
Medical Education, 2000, 2015, 2020). As a result, many calls for global reform, along with
national and international standardisation, were made (Frenk et al., 2010; Howe et al., 2004;
Karle, 2010; Rizwan et al., 2018; World Federation for Medical Education, 2000). The World
Federation for Medical Education (WFME), devised international standards that were broadly
accepted and were useful as a template and/or benchmark for national and regional
standards (Bin Abdulrahman & Saleh, 2015; Karle, 2010; Mokone et al., 2014; Rizwan et al.,
2018; World Federation for Medical Education, 2000, 2015, 2020).
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Some authors asserted that accreditation should be based on both national and international
standards (Bin Abdulrahman & Saleh, 2015; Frenk et al., 2010; Hays, 2018; Karle, 2008).
Other authors cautioned against the wholesale use of homogenised medical accreditation
standards from other regions — particularly ‘Western’ or high-income regions — because they
were often not appropriate nor feasible for the local setting (Eichbaum et al., 2015;
Eichbaum, Nyarango, et al., 2014). Rather, these authors advised the regional development
of similar but context-appropriate standards, which could benefit the quality of local medical
education (Eichbaum et al., 2015; Eichbaum, Nyarango, et al., 2014; Frenk et al., 2010;
Hamdy & Anderson, 2006; World Federation for Medical Education, 2000, 2015, 2020).
Frenk et al. highlighted that the “harmonisation of global standards with local adaptability to
diverse contexts ... is ever more relevant ... in our mobile and interdependent world” (2010,
p. 1937). Global standards could bring “consistency, transparency, and open accountability”
(Frenk et al., 2010, p. 1937), but uniformity might also contribute to undesirable workforce
migration and brain-drain across national borders (Frenk et al., 2010; World Federation for
Medical Education, 2000). Accreditation bodies ensured that medical schools were aligned
to their societal purpose and were, thus, well-placed to incentivise social accountability by
requiring better implementation of social missions in medical schools (Frenk et al., 2010;
Karle, 2010; World Federation for Medical Education, 2000).

Obtaining accreditation was a major hurdle for new medical schools to overcome
(Association of American Medical Colleges, 2012; Field, 2011; Hurt & Harris, 2005; Smego
et al., 2010; Whitcomb, 2009, 2013, 2018). Preparing for accreditation needed to
commence from the very beginning of the establishment effort (Bin Abdulrahman & Saleh,
2015; Hays, Strasser, et al., 2019; Snadden et al., 2011). Accreditation was usually a costly
and stressful process requiring lengthy, resource-intensive preparation by the new medical
school, which may only have a small cohort of staff who were also managing other
establishment priorities (Association of American Medical Colleges, 2012; Field, 2011; Hurt
& Harris, 2005; Karle, 2010; Smego et al., 2010; Snadden et al., 2011; Whitcomb, 2009,
2013; World Federation for Medical Education, 2000). Holding a mock accreditation visit
could help better prepare the staff of the new medical school (Association of American
Medical Colleges, 2012). Moreover, the peer-review process of accreditation was
recognised as an opportunity for the institution to learn and improve, if also used for self-
evaluation and consultation (Castelo-Branco et al., 2016; Hays, Strasser, et al., 2019;
Liaison Committee on Medical Education, 2006, 2008, 2020; World Federation for Medical
Education, 2000).
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While accreditation standards were not overly prescriptive and left scope for different
methods of attainment (Hays, 2018; Whitcomb, 2013), the intense pressure for acceptance
caused many new medical schools to make conventional, “safe” choices leading to very
similar-looking programs to the detriment of innovation (Hays, 2018, p. 1). The intensive
timetable for submission of accreditation documents “ultimately favors expediency over
creativity” (Association of American Medical Colleges, 2012, p. 22). Furthermore, new
medical schools might find that accrediting bodies were cautious to approve educational
models and innovations they had never encountered before (Castelo-Branco et al., 2016;
Hurt & Harris, 2005; Smith, 2009). Providing sufficient evidence that the intent of the
standard can still be met along with robust evidence from international research and
examples were essential in such situations (Castelo-Branco et al., 2016; Hays, Strasser, et
al., 2019; Penner, 2018). Emphasising to the accrediting agency that their own international
reputation could be well-served by approving cutting-edge medical education could be a

helpful strategy (Castelo-Branco et al., 2016).

Common reasons for new medical schools to struggle or fail accreditation included limited
availability of appropriate academic staff; inadequate access to clinical environments;
unsatisfactory research provisions; insufficient financial and physical resources; poor post-
graduate employment and training opportunities; lack of realistic forward planning; non-
traditional models; short preparation times; and unsatisfactory documentation (Field, 2011;
Hurt & Harris, 2005; Whitcomb, 2009, 2013, 2018).

To summarise, a thematic analysis of the 215t century literature identified thirteen key
considerations when establishing a new medical school, that served as an initial framework
of understanding for my research phenomenon. In the next section, | consider the strengths
and limitations of my scoping review and conclude the chapter by listing the gaps identified

in the literature.
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2.4 Strengths and limitations of this literature review:

As explained in section 2.2.1 'Review questions' above, a scoping review is ideal for
analysing this broad, complex and heterogenous topic of new medical school establishment,
especially given the dearth of prior research and the complete absence of published
literature reviews and applied theories. A scoping review enabled a systematic, yet broadly
inclusive methodology required for a medical education topic of this nature, while also

accommodating the “limits of systematicity” (Eva, 2008, p. 852).

The unlimited date ranges and publication types used for this review are both strengths and
limitations. They facilitated broad coverage spanning several decades of a poorly studied
topic. However, too large a scope can limit the analysis to a superficial treatment and/or a
lengthy treatise. In this review, | erred on the side of the latter to lessen the former. In this
situation, limiting the articles to English-language only can be seen as a strength as it

provided some level of bounding.

Scoping review methodology, which involves the iterative refinement of inclusion and
exclusion criteria based on ‘best fit', lends itself to interpretive subjectivity. Collaborating
with others, submitting to peer-review, and considering alternative interpretations are ways
to minimise overt bias in this process (Eva, 2008). However, due to the academic
requirements for independent research within doctoral projects, the first two of these were

only possible in restricted forms involving my supervisors.

Splitting the retrieved articles into two sets by century of publication also carries some
strengths and limitations. Including all 118 articles enabled insights on historic trends that
strengthened the perspectives of my subsequent original research. Utilising only the 78
articles published in the 215t century for the thematic analysis enabled more contemporary
interpretations. Comparing the thematic findings against the 20™ century literature and
discovering significant resemblance strengthened these interpretations (see Appendix 11.2
‘Comparing 20" century and 215t century literature’), but also suggests that retrieving 20t

century literature may have been an unnecessary component of the review.
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2.5 Gaps in the literature:

This scoping review helped to identify three initial gaps in the literature on the topic of new

medical school establishment:

1. No literature reviews have been published on the topic, suggesting the evidence-
base on the process of new medical school establishment has not been robustly
critiqued.

2. No theoretical frameworks for the process of new medical school establishment have
been identified nor applied.

3. Minimal research has been conducted on the process of new medical school

establishment.

As my research progressed, my empirical case study findings helped identify two further

significant gaps in the literature:

4. There is minimal coverage in the literature of how founding leaders and teams should
go about obtaining the initial green-light for establishment from governing authorities.
5. There is minimal discussion in the literature about the personal costs and burnout

commonly experienced by founders of new medical schools.

Furthermore, as listed in section 1.6.3 ‘Empirical original contributions’ there were several
other less significant gaps uncovered by my data, that were not initially identified during the

scoping review of the literature. My thesis will address each of these gaps.

2.6 Summary of chapter:

This chapter presented a scoping review on the topic of new medical school establishment.
It addressed the gap that no literature reviews on this topic have ever been published. The
review was undertaken to answer the questions, What does the medical education literature
say about how new medical schools are established?, What literature is helpful for founding
teams seeking to establish a new medical school? and What are the key factors that need to
be considered when establishing a new medical school?; and to provide an initial framework

of understanding of the research topic.
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The database search retrieved a total of 118 articles, 40 of which were published in the 20t

century between 1927 and 1998, and 78 published in the 215t century up till January 2021.

From these 118 articles, data was charted, and results were collated, summarised, and

reported.

The key findings of this scoping review were that:

Literature proliferation reflects the socio-political forces of each era regarding medical
workforce numbers with peaks of publications in the 1960s and in the new millennium
following calls for more new medical schools to supply more medical workforce.

The literature is empirically and theoretically under-developed with articles being
primarily descriptive pieces by founding deans or other leaders of new medical
schools outlining personal and institutional experiences without report of research
methodologies nor underpinning theoretical frameworks.

Thirteen key considerations when establishing a new medical school were detailed
including reasons for establishment; location choices; leadership and governance;
costs and funding; partnerships; staffing; student numbers; student recruitment;
curriculum design and implementation; clinical training sites; buildings and facilities;

information and technology resources; and accreditation.

The strengths and limitations of this scoping review were noted and the gaps in the literature

were highlighted. My doctoral research seeks to address each of these gaps. In the next

chapter, | explain my research design to accomplish this.
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3 RESEARCH DESIGN

3.1 Introduction to chapter:

In this chapter, | explain Critical Realism as my philosophical stance of choice. Both Multiple
Case Study methodology and Social Accountability axiology sit comfortably within this
paradigm and are particularly illuminating for my research question. Furthermore, | have
adopted a theoretical framework from the business literature — Institutional Entrepreneurship
— to devise a novel conceptual framework to examine my research phenomenon. Ciritical
Realist approaches help to develop a deep understanding of how to successfully establish
new medical schools in medically under-served areas by appraising the underpinning causal
or generative mechanisms. Finally, | critically assess the validity of my research and note

ethical considerations.

3.2 Research aims, questions, and objectives:

In chapter 1 ‘Introduction’, | described the personal influences that precipitated my interest in
establishing new medical schools in areas of need, and the years of critical thought, collegial
discussion, and wide reading that culminated in this doctoral research undertaking. The aim
of my research was to develop a deep understanding of the phenomenon of new medical
school establishment in medically under-served areas. | wanted to understand the many
factors at play in the process and how challenges can be approached. A key intention was
to identify elements that were important for successful establishment of a new medical

school. The research question posed was:

How are new medical schools successfully established in medically

under-served areas?

Secondary questions to guide my research process were:

o Why was this medical school established in this location?

o |What factors and processes required consideration?

o What challenges were faced by the founding team and how were these challenges
approached?

o What factors particularly contributed to successful establishment?
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My research objectives were to develop a scholarly understanding of the process of
establishment and derive a way to structure information — both for myself and for future
founders of new medical schools. A key objective of this study was to conduct research that
could practically benefit future founding teams of medical schools in medically under-served
areas. Having identified the various gaps in the literature (see ‘Literature Review’ section
2.5), another objective was to contribute to health professional education research and
evidence-based literature on this topic. A Critical Realist philosophy and Social

Accountability axiology underpinned my pursuit of these aims and objectives.

3.3 Philosophical orientation:

Medical education derives from two distinct parent fields — clinical medicine and higher
education. Epistemological approaches in these parent fields range widely from scientific
positivism to social constructionism, and critical theory to postmodernism, with variations in
between. Medical education usually straddles these parent areas, pragmatically espousing
various eclectic and pluralistic approaches (Bligh & Anderson, 2000; Gordon, 2016;
Prideaux, 2002; Thistlethwaite & Hammick, 2010; Varpio et al., 2020; Yardley & Dornan,
2012). As a clinician and educator, both medical science and social science influence my
thinking and practice. | found | could comfortably espouse multiple epistemological views in
harmonious parallel — depending on the practical need at hand. Critical Realism is a

philosophical stance that aligns with this pragmatic pluralism.

3.3.1 Critical Realism:

Critical Realism (CR) is a philosophy of science that recognises both objective and
interpretive perceptions of reality (Alexander, 2013; Archer et al., 1998; Bhaskar, 2011,

2018) and is explained as:

an integration of a realist ontology (there is a real world that exists independently of
our perceptions, theories, and constructions) with a constructivist epistemology (our
understanding of this world is inevitably a construction from our own perspectives and
standpoint, and there is no possibility of attaining a “God'’s eye point of view” that is
independent of any particular viewpoint). [emphasis in original as italics] (Maxwell &
Mittapalli, 2010, p. 146)
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Critical Realism contends that there is a real world with which we interact and our concepts
and theories refer to this real world (Maxwell, 2012). Our understanding of this real world
can be more or less accurate, but no position or theory can claim to be a full and accurate
representation of any phenomenon — that is, our knowledge is never complete and infallible,
but rather, is partial and subject to revision (Archer et al., 1998; Bhaskar, 2011, 2018;
Danermark et al., 2019; Gorski, 2013; Maxwell, 2012; Pawson et al., 2004). Researchers
are, thus, encouraged to view every theory from both the ‘believing’ and ‘doubting’
perspectives — that is, using theory for what insights can be gained, but also examining
where blind spots and distortions might be (Maxwell, 2012). CR takes a pragmatic, inclusive
approach towards different research methods, without discounting any that have shown
some ability to increase our understanding of the world (Danermark et al., 2019; Maxwell,
2012). ltis, thus, well suited to the eclectic nature of medical education research (Bligh &
Anderson, 2000; Gordon, 2016; Prideaux, 2002; Varpio et al., 2020; Yardley & Dornan,
2012).

Emerging out of the positivist/constructivist ‘paradigm wars’ of the 1980s ... CR uses
components of both approaches to provide a detailed account of ontology and
epistemology, making CR a comprehensive philosophy of science. ... [It] functions as
a general methodological framework for research but is not associated with any
particular set of methods. (Fletcher, 2017, p. 181)

We understand the world through both mental and physical constructs — both of which are as
real as the other (Archer et al., 1998; Bhaskar, 2011, 2018; Fletcher, 2017; Maxwell, 2012).
In other words, the ideas and meanings held by individuals (i.e., their concepts, beliefs,
feelings, intentions, etc.) are as real as physical objects and processes even though they
may not be directly observable (Danermark et al., 2019; Maxwell, 2012). The real mental
and physical constructs are not independent and separate in social life, but rather they

interact and influence each other (Maxwell, 2012).
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Critical Realism describes three nested domains or layers of reality (Alexander, 2013;
Danermark et al., 2019; Fletcher, 2017; Scambler, 2018):

1. the Empirical domain, where phenomena are experienced directly or indirectly by
observers/participants
o At this level, events, objects, and experiences can be measured empirically
and can be explained through the filter of human interpretation.
2. the Actual domain of factual phenomena, whether experienced by anyone or not
o At this level, events occur whether or not we experience or interpret them and
can be different from what is understood at the empirical level.
3. the Real domain, which hosts the generative or causal mechanisms that create
‘Reality’
¢ At this level, the inherent properties of an object, event, or situation act as
causal forces to produce the factual phenomena of the Actual domain and the

experiences of the Empirical domain.

The nested nature of these domains is visually represented in Figure 3-1 below (Zachariadis
et al., 2013). They have also been likened to an iceberg with the empirical domain being the
visible portion (Fletcher, 2017).

Figure 3-1: The Stratified Ontology of Critical Realism

Domain Level Entity Level
I 1
Phenomena: events that are Empirical
observed andexperienced 0 A T T T T T T 0

The Empirical T

Events that are generated by

: the structures and mechanisms

The Actuel ) .l |

! ! ! Structures, and mechanisms

with enduring properties
The Real

(Adapted with permissions from Zachariadis et al., 2013 and Fletcher, 2017)
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Since meaning and mental phenomena are considered as real and not just as theoretical
abstractions or social constructions, there are implications for research methodology
including data collection, analysis, and interpretation (Maxwell, 2012). This is particularly so
for notions of causality: “Mental phenomena are inextricably involved in the causal process
that produce behaviour and social phenomena ... Reasons can plausibly be seen as real
phenomena in a causal nexus leading to [an] action” (Maxwell, 2012, p. 16). Fletcher
asserts that, “It is the primary goal of CR to explain social events through reference to these
causal mechanisms and the effects they can have throughout the three-layered ‘iceberg’ of
reality” (Fletcher, 2017, p. 183). Furthermore, Critical Realism emphasises the importance
of context for causal explanation, so causal claims must be grounded in valid site-specific
explanations (Maxwell, 2012; Pawson et al., 2004; Williams, 2018).

The term ‘critical’ in Critical Realism can have multiple connotations (Alexander, 2013;
Archer et al., 1998; Bhaskar, 2011, 2018; Danermark et al., 2019; Gorski, 2013) including:

o critiquing both positivist and constructionist perspectives of the world

e laying bare generative mechanisms at a social level, with the subsequent potential
for social and emancipatory critique of human relationships and power dynamics

e using scientific practice for critical reflection on the common admixture of rational

reasoning with myths and ignorance

All three connotations are important for my research. | have utilised both positivist and
constructivist ways of thinking and researching, while acknowledging their limitations and
constraints. | have considered sociological mechanisms and meanings, specifically issues
of environmental structure, human agency, power dynamics, political strategy, and social
accountability. | have undertaken research using scientific methodologies to examine my

study phenomenon deeply and critically.
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Seven guiding principles for critical realist research include (Alexander, 2013; Danermark et
al., 2019):

1. The research should not be designated as either quantitative or qualitative but

rather as critical.

2. The research could involve a range of methodological tools.

3. The research should be guided by theory.

4. The research should reveal the causal mechanisms that explain phenomena.

5. These causal mechanisms should be uncovered by applying various logic
and reasoning strategies including induction, deduction, abduction,
retroduction, and retrodiction (explained in section 3.4.4.1.1 below).

6. The research may not fully predict but could support informed discussions
about the potential consequences of the causal mechanisms.

7. The research should produce generalisable claims.

These principles steered my research approach to collect and analyse the data, answer my
questions, and develop a novel conceptual framework for establishing new medical schools
in medically under-served areas. Social accountability also underpinned my approach, as

outlined in the following section.

3.3.2 Social accountability:

Social accountability is defined as “the measures that are made by an organisation to be
aware of concerns to the community surrounding it. It is reflected in a commitment to health
and safety, civil and human rights and betterment of the community” (Law Dictionary, n.d.).

It is further described as the:

measure of an organization's state of being mindful of the emerging social concerns
and priorities of internal and external stakeholders (community, employees,
governmental and nongovernmental organizations, management, and owners). It is
reflected in the organization's verifiable commitment to certain factors (which may or
may not be tied directly to its processes) such as (1) willing compliance with
employment, health and hygiene, safety, and environment laws, (2) respect for basic
civil and human rights, and (3) betterment of community and surrounding. (BSI Group
India, n.d., p. 2)
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In medical education, more specifically, social accountability is defined as:

the obligation of medical schools to direct their education, research and service
activities towards addressing the priority health needs of the community, region,
and/or nation they have a mandate to serve. The priority health needs are to be
identified jointly by governments, healthcare organisations, health professionals and
the public. (Boelen & Heck, 1995, p. 3)

The Training for Health Equity Network (THEnet) add the phrase, “with a particular focus on
the medically underserved”, in their definition (Training for Health Equity Network, 2011, p.
5).

Social accountability began to gain traction in medical education towards the end of last
century, with the understanding that even if medical schools were founded with the intention
to improve the well-being of their region, they could drift away from this mission over time,
and therefore needed to periodically re-examine themselves to find the right balance
between academic freedom and commitment to society (Boelen, 1995; Boelen et al., 2016;
Gibbs & McLean, 2011; Global consensus for social accountability of medical schools,
2010). Social accountability can be “achieved through a structured and purposeful
partnership in action between the educational institution and the wider health structures
existing in the community, area, or region [it] serves” (Boelen et al., 2016, p. 1). Itinvolves a
move away from implicit hope to the explicit pursuit (Association for Medical Education in
Europe, 2015; Boelen, 2016; Boelen & Woollard, 2011; Woollard, 2006) of societal values
important for good health care delivery, such as quality, equity, relevance, and effectiveness
(Boelen, 2016; Boelen & Woollard, 2011; Woollard, 2006). As such, it is designated as the
best-end of a measurable spectrum of social obligation that ranges from social responsibility,
through social responsiveness, to social accountability (Boelen, 2016, 2018; Boelen et al.,
2016; Boelen & Woollard, 2011).
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Principles of social accountability to guide medical schools (Training for Health Equity

Network, 2011; World Health Organization, 2010) have been explicated as:

o Education, research, and services should be guided by the health and social needs
of targeted communities.

e Schools should partner with the health system to produce locally relevant
competencies.

e Students should be recruited from the communities with the greatest needs.

¢ Community-based practitioners should be recruited and trained as teachers and
mentors; and staff should exemplify and promote commitment to public service.

o Programs should be located in or near the communities they serve; and most of the
learning should take place in the community rather than at the university and/or
hospital.

e The curriculum should integrate basic and clinical sciences with population health
and social sciences; introduce early clinical contact which can increase the relevance
and value of theoretical learning; and include pedagogical methodologies such as
student-centred, problem- and service-based learning, all supported by information

technology.

Furthermore, criteria for excellence in social accountability for medical schools have been
defined around the documented plans, actions, and impacts of a medical school regarding
its organisation and function; education; research; and contribution to health services
(Association for Medical Education in Europe, 2015, 2018).

Personal values relating to social justice and pro-social action aligned me with these
scholarly considerations of social accountability. Additionally, the emancipatory
connotations of Critical Realism include a broad consistency with Critical Theory, which
promotes betterment for under-privileged individuals or groups in society (Alexander, 2013;
Archer et al., 1998; Bhaskar, 2011, 2018; Danermark et al., 2019). Both social
accountability and Critical Realism are interested in “replacing undesired social structures
with desired ones” (Danermark et al., 2019, p. 210). Thus, social accountability is an
underpinning, motivating stance of my research with its emphasis on ‘medically under-
served areas’. Social accountability influenced my choice of cases (see section 3.4.1.3

'Choosing the cases' below) and provided an additional lens with which to interpret my data.
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3.4 Research methodology:

To answer my research question, | chose to undertake Case Study Research (CSR) and
specifically, the Multiple Case Study (MCS) methodology. CSR is ideally suited to situations
that have “a distinctive need to understand a complex social phenomenon ... and retain a
holistic and real-world perspective” (Yin, 2014, p. 4). The focus is on a sample ‘case’ for in-
depth inquiry of the phenomenon within its real-world context (Yin, 2014, pp. 6, 16). CSR
recognises that complex social phenomena are usually more than the sum of their parts, and
have to be understood as a whole (Thomas, 2011). Thus, it is a preferred methodology for
‘how’ or ‘why’ research questions that call for extensive exploration and explanation of a
multifaceted phenomenon (Thomas, 2011; Yin, 2014). MCS research is a variant of CSR
that examines multiple cases of the phenomenon, each within their own contexts (Stake,
2006; Thomas, 2011; Yin, 2014). Evidence from MCS is often considered more compelling
and robust than from single CSR, as cross-case conclusions can be drawn (Thomas, 2011;
Yin, 2014).

Yin describes three features of a case study (2014):

1. there are many more variables of interest than data points

2. it relies on multiple sources and types of evidence and utilises triangulation (i.e.,
convergence) of data

3. the prior development of theoretical propositions (i.e., hypotheses) guide data

collection and analysis

CSR is primarily a qualitative methodology, however it comfortably embraces different
epistemological orientations (Thomas, 2011; Yin, 2014), making it compatible with Critical
Realism. Yin notes three different applications of CSR that highlight its aptness for both my

philosophical orientation and my research question (2014):

1. to explain presumed causal links in real-world interventions that are too complex
for survey or experimental methods
to describe an intervention and the real-world context in which it occurred

3. to enlighten those situations in which the intervention has no clear, single set of

outcomes
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A key goal of my Critical Realist research was to understand possible causal mechanisms
for success when establishing new medical schools in medically under-served locations. In

the next section, | explain how | defined these concepts to choose my cases.

3.4.1 Case Study methods:

3.4.1.1 Defining ‘the case’:

A key initial step in CSR is to define the “unit of analysis” or “the case” (Yin, 2014, p. 31).

For my research, | defined the case as ‘a new medical school'.

In my research, the term ‘medical school’ encompasses the terms ‘medical course’, ‘medical
college’, ‘medical university’, ‘school of medicine’, ‘faculty of medicine’, and ‘medical

program’. These are variously defined as:

e “an educational institution, or a department of one, that teaches medicine”
(HarperCollins, 2021a)

e “auniversity or part of a university where people study to become doctors” (Macmillan
Education, 2021)

e “aschool with a curriculum leading to a medical degree” (MedicineNet, 2021)

e “an educational institution providing a complete or full programme leading to a basic
medical qualification, that is, a qualification that permits the holder to obtain a licence

to practise as a medical doctor or physician” (Karle, 2010, p. 166)

To set boundaries around the concept of ‘new’, | chose to limit this research to medical
schools that had been established within the 15 years prior to data collection as an objective

cut-off. Further criteria used to set boundaries around my cases are explained next.
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3.4.1.2 Bounding the cases:

To further clarify the boundaries around the defined cases, inclusion and exclusion criteria
were applied (Thomas, 2011; Yin, 2014): the new medical schools had to be ‘successfully
established in medically under-served areas’. To indicate that they were ‘successfully
established’, the new medical schools had to be provisionally, if not fully accredited; to have
graduated at least two cohorts of doctors; and to still be operational at the time of data
collection. These would show they had achieved a certain level of successful functionality.
‘Medically under-served areas’ is a statement describing a geo-socio-political situation of
medical workforce shortage, inadequate access to health services, and poorer health
outcomes (see ‘Introduction’ section 1.4.1). Bounding the cases within this context was
essential to the social accountability ethos of my research. Satisfying this inclusion criteria

was through self-reports from the medical schools about their regions.

Exclusion criteria encompassed the inability to conduct a site visit due to travel safety
concerns; inability to access key founding members such as the Founding Dean; inability to
conduct most of the research in English; and an existing medical school just going through
rebranding or curriculum redesign rather than being new per se. In the next section, |

describe how and why | chose my cases.

3.4.1.3 Choosing the cases:

In CSR, cases can be chosen for a variety of reasons such as being a good example of the
phenomenon and/or context under study (a key or exemplary case); being different from the
norm (an outlier case); or being something in the researcher’s personal experience about
which they want to find out more (a local knowledge case) (Thomas, 2011). In MCS, cases
are chosen using replication logic rather than sampling logic (i.e., using statistical strategy to
choose cases to represent the whole population) (Schwandt, 2007; Yin, 2014). Literal
replication chooses cases predicting similar results while theoretical replication chooses

cases predicting contrasting results for an anticipatable reason (Yin, 2014).
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Guided by the above definitions and boundaries, | used targeted, purposive selection to
choose three exemplary cases of new medical schools successfully established in medically

under-served areas:

1. The Northern Territory Medical Program (NTMP) in Darwin, Australia
2. The Northern Ontario School of Medicine (NOSM) in rural Canada

3. The University of Botswana Faculty of Medicine (UBFoM) in Botswana

These three medical schools represented various combinations of literal and theoretical
replications. For example, NTMP and NOSM were literal replications because of the similar
economies and cultures of their parent countries and UBFoM was the theoretical replication
with a contrasting economy and culture. Similarly, NOSM and UBFoM were literal
replications because they were completely de novo medical schools, while NTMP was the

theoretical replication as it was a new satellite program of an existing medical school.

The medical schools were recruited by contacting the Dean or head of each with an
invitation to participate in my research (see Appendix 11.3 ‘Sample invitation to head of case
study medical schools’). The Dean of the NTMP case in Australia was also one of my thesis
supervisors and the implications of this for my research is noted in section 3.4.3.1.1 'Critical
Realist approaches to the data collected' below. The Dean of NOSM in Canada was a
collaborator of Flinders’ medical school with many points of personal and collegiate
connection. UBFoM in Botswana was identified as a suitable case study based on published
articles accessed during the literature review. The authors were contacted by e-mail with
information about my research and they facilitated contact with the Acting Dean of their

medical school.

Three other medical schools were also recruited (in the Philippines, Indonesia, and Nepal),
however, these were not pursued due to the large volume of rich data, with saturation, from
the original three cases. One of these cases also had to be excluded due to persisting
socio-political unrest in the region causing safety concerns impacting the ability to conduct a
site visit. The Covid-19 global pandemic impeding international travel further cemented the
decision to withdraw these three extra case studies. In section 3.4.3 below, | describe the
multi-source, multi-modal data collected from each case study medical school, but first, |

reflect on my choice of CSR methodology over other possible approaches.
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3.4.1.4 Reflexivity: Choosing a CSR methodology over other possible approaches

As noted earlier, Critical Realism takes a pragmatic, inclusive approach towards different
research methods, without specific association to any particular set (Danermark et al., 2019;
Ellaway et al., 2020; Fletcher, 2017; Maxwell, 2012). One methodology congruent with CR
is Realist Inquiry, which asks the compound question, “What works for whom, under what
circumstances, how, and why?” (Ellaway et al., 2020, p. 985). It uses a ‘CMQO’ configuration
to understand the real world where “Context + Mechanisms = Outcomes” (Ellaway et al.,
2020; Pawson et al., 2005; Pawson & Tilley, 2004; Williams, 2018). Furthermore, it
prescribes a structured approach to literature review (Realist Synthesis) and the evaluation
of complex educational interventions (Realist Evaluation) (Ellaway et al., 2020; Pawson et
al., 2005; Pawson & Tilley, 2004; Williams, 2018). As such, Realist Inquiry was a plausible

consideration for my research approach.

Nonetheless, as discussed in section 3.4 above, | chose a Multiple Case Study approach

because:

e it comfortably embraces different epistemological orientations (Thomas, 2011; Yin,
2014), including Critical Realism

e itis a preferred methodology for ‘how’ research questions (Thomas, 2011; Yin, 2014)

e it encourages a holistic perspective when understanding complex social phenomena
(Yin, 2014)

¢ it enlightens situations in which the intervention has no clear, single set of outcomes
(Yin, 2014)

e itis congruent with CR in its approach to the use of theory (Ellaway et al., 2020;
Fletcher, 2017; Yin, 2014)

In the next section, | exlain how | have extensively used theory in my MCS research.
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3.4.2 Utilising theory:

Both CSR and CR encourage engaging with existing theories to help explain what is going
on in reality (Fletcher, 2017; Yin, 2014). Fletcher explains that “CR aims to find the best
explanation of reality through engagement with existing (fallible) theories about that reality”
(2017, p. 186) — that is, a hypothesis about why the specific acts, events, structure, and
thoughts occur in the research phenomenon (Samuel et al., 2020; Yin, 2014). An initial
theory can be confirmed, explained, or refuted during research, to help construct a fresh or
more accurate understanding of reality (Fletcher, 2017; Samuel et al., 2020; Yin, 2014).
Using existing theory has advantages and limitations since it can help structure thoughts and

findings but could also miss or lose information that doesn’t conform:

A useful high-level theory gives you a framework for making sense of what you see.
Particular pieces of data, which otherwise might seem unconnected or irrelevant to
one another or to your research questions can be related by fitting them into the
theory. ... However no theory will hang all data equally well; a theory that neatly
organizes some data will leave other data dishevelled and lying on the floor, with no
place to put them. (Maxwell, 2013, p. 49)

Thus, when utilising a theory for its benefits, care must also be taken to acknowledge and
critique its limitations (Fletcher, 2017; Maxwell, 2013; Samuel et al., 2020; Varpio et al.,
2020; Yin, 2014). Additionally, in CSR, identifying and addressing possible “rival
explanations” for the findings is an important part of the research process (Yin, 2014, p.
104). Using theory to better understand the complex mechanics of medical education
phenomena, is particularly important due to the potential educational and health impacts on
individuals and societies (Samuel et al., 2020; Varpio et al., 2020).
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As identified in ‘Literature Review’ section 2.5, one significant gap in the medical education
literature was that an overarching theory had never before been applied to the process of
new medical school establishment. To address this gap, | explored various theories of
organisational and educational change including complexity theory, actor network theory,
implementation theory, and Fullan’s educational change theory — none of which adequately
addressed my research question. Using the realist approach of theory adjudication (i.e.,
making sense of observations, sifting through rival explanations, and weeding out alternative
theories) to identify the theory of best-fit (Pawson et al., 2004), | chose ‘Institutional
Entrepreneurship’ (IE), from the business literature, because it offered a deep understanding
of how to successfully launch a new venture and initiate complex institutional change.
Furthermore, it opened a vista of academic scholarship from the business domain useful for
my research including theories of entrepreneurship, institutions, resources, leadership,

management, structure, agency, power, and politics (explored in chapter 8 ‘Discussion’).

Comparing the tenets of IE to the findings of my literature review and preliminary case
analysis confirmed applicability to my research on new medical school establishment. In the
sections below, | explain this congruence and also how this initial theoretical framework
needed modification and extension to fully examine my research phenomenon. In the next

section, | define IE and outline its key concepts.

3.4.2.1 |Institutional Entrepreneurship:

IE is defined as “the activities of actors who have an interest in particular institutional
arrangements and who leverage resources to create new institutions or to transform existing
ones” (Maguire et al., 2004, p. 657). DiMaggio, who originally coined the phrased, described
that “new institutions arise when organized actors with sufficient resources (institutional
entrepreneurs) see in them an opportunity to realize interests that they value highly”
(DiMaggio, 1988, p. 14). IE is descended from two parent fields — Institutional Theory and
Entrepreneurship Theory and uses concepts from both (Garud et al., 2007). The original
meaning of the French term ‘entrepreneur’ is “one who undertakes” (Young & Grinsfelder,
2011, p. 544) and ‘entrepreneurship’ in this context refers more to institutional innovation

than strictly to profit-making business enterprises.
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IE literature illuminates several requisites for an organisation to be successfully created or
changed: ‘field conditions’, ‘institutional entrepreneurs’, ‘resources’, ‘rationales’, and
‘relationships’ (Hardy & Maguire, 2017). |E also discusses the need to account for the
‘paradox of embedded agency’ (Garud et al., 2007; Hardy & Maguire, 2017; Leca &
Naccache, 2006), while broader entrepreneurship literature discusses the importance of
‘opportunity recognition or creation’ (George et al., 2016; Phillips & Tracey, 2007). | outline

these concepts here, but also examine them more extensively in chapter 8 ‘Discussion’.

‘Field conditions’ refer to the situational context or environmental milieu which can either be
conducive or detrimental to the new venture (Bleakley et al., 2011; Hardy & Maguire, 2017;
Kao, 1989) . Situations of uncertainty, deficit, problems, tensions, change, or crises often
precipitate the institutional establishment or change (Hardy & Maguire, 2017), but could also

equally obstruct or prevent it (Bleakley et al., 2011; Kao, 1989).

‘Institutional entrepreneurs’ are the individuals, teams, organisations, communities, or
groups that respond to the uncertainty or problems in their field by proposing and pursuing
the new venture (Battilana et al., 2009; Hardy & Maguire, 2017). Institutional entrepreneurs
need to be capable of changing their fields by dislodging existing practices, introducing new
ones, and ensuring they become widely adopted by others in the field (Hardy & Maguire,
2017). Critics of change management literature challenge the notion of ‘heroic’ individuals
who successfully lead change and suggest that other actors can equally function as
entrepreneurs under the right field conditions (Battilana et al., 2009; Hardy & Maguire, 2017).
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The ‘paradox of embedded agency’ refers to a theoretical dilemma between stability and
change in human behaviour and cognition. Actors embedded in an existing field often do
not have the faculties to envision anything different to the norm (Garud et al., 2007; Hardy &
Maguire, 2017; Leca & Naccache, 2006). Dominant actors in a field often have the power to
accomplish change but lack the impetus, because maintaining the status quo facilitates their
current position of power and dominance (Garud et al., 2007; Hardy & Maguire, 2017;
Maguire et al., 2004). Less dominant players who are less invested in the norm, may have
more incentive and more ties to other fields allowing them envision and desire change, yet
may not have sufficient influence to accomplish this change (Garud et al., 2007; Hardy &
Maguire, 2017; Maguire et al., 2004). Institutional entrepreneurs must account for this
paradox — whether implicitly or explicitly — when trying to initiate change and innovation.
Furthermore, ‘opportunity recognition or creation’ is a vital remit of an entrepreneur (George
et al., 2016; Phillips & Tracey, 2007). Being able to gauge the social, political, economic,
and environmental milieu or field conditions to harness favourable circumstances or to
skilfully create such circumstances is fundamental to their activities of change and

innovation.

More specifically, institutional entrepreneurs can change field conditions by using three
intervention strategies or three R’s — ‘Resources’, ‘Rationales’, and ‘Relationships’ (Hardy &
Maguire, 2017). Institutional entrepreneurs need to procure sufficient resources for the new
venture. This is usually quite challenging for most endeavours (Clough et al., 2018;
Rawhouser et al., 2017; Zane & DeCarolis, 2016), but solutions and approaches have been
suggested. For example, ‘entrepreneurial bricolage’ or “making do with what is at hand”
(Baker & Nelson, 2005, p. 329) has been studied and used particularly in resource-
constrained situations, but cautions and problems with its use have also been identified
(Bacq et al., 2015; Baker & Nelson, 2005; Clough et al., 2018; Phillips & Tracey, 2007;
Senyard et al., 2009). Institutional entrepreneurs also need to build relationships and make
alliances that will support and further their activities (Alvarez & Busenitz, 2001; Clough et al.,
2018; Katre & Salipante, 2012; Rawhouser et al., 2017; Smith & Lohrke, 2008; Zane &
DeCarolis, 2016). To do this they will need to construct compelling rationales to ‘sell’ their
idea and garner support (Hardy & Maguire, 2017). People will pledge their commitment to a
dynamic and passionate vision even in the face of significant resource-constraints
(Rawhouser et al., 2017). These three intervention strategies or ‘R’s’ are not independent of
each other but intertwine in complex and non-linear ways to successfully accomplish the
new venture (Hardy & Maguire, 2017; Rawhouser et al., 2017). In the next section, | explain

how | related these IE concepts to new medical school establishment.
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3.4.2.2 Applying IE to new medical school establishment:

Institutional Entrepreneurship has only ever been applied to medical education in one prior
publication where Varpio et al., argued that leaders of health professions education units
functioned as institutional entrepreneurs — as evidenced by how they constructed arguments
to resolve institutional problems; how they strategically cultivated relationships; and how they
worked to increase the publicity and visibility of their unit (2017). Varpio et al. did not extend
their parallel of IE with health professional education units to other aspects of medical

education organisations.

Establishing a new medical school can be considered an example of social
entrepreneurship. Social entrepreneurship is variously defined as “a process involving the
innovative use and combination of resources to pursue opportunities to catalyze social
change and/or address social needs” (Mair & Marti, 2006, as cited in Spinelli, 2016, p. 144),
or “innovative, social value-creating activity that can occur within or across the nonprofit,
business, or government sectors” (Austin, Stevenson & Wei-Skillern, 2006, as cited in
Spinelli, 2016, p. 144). Thus, social entrepreneurship is a sub-set of entrepreneurship where
‘value-creation’ results in social benefit rather than economic gain (Spinelli & Adams, 2016).
The process of establishing a new medical school, particularly in medically under-served
areas, is congruent with these definitions of social entrepreneurship. Thus, concepts of
entrepreneurship, social entrepreneurship, and institutional entrepreneurship can be applied

to the activity.

During my process of theory adjudication, IE’s conceptual congruency to my research
phenomenon became evident. My review of the medical education literature inductively
yielded thirteen key considerations for new medical school establishment (see ‘Literature
Review’ section 2.3.3) and each consideration could be deductively mapped to one or more
of the IE requisites (see Table 3-1 later). Moreover, preliminary analysis of my case study
data further confirmed the applicability of IE as a theoretical framework for my research.
However, some areas where the initial framework required modification and extension also
began to emerge. The next section describes how | devised a novel conceptual framework
for the phenomenon of new medical school establishment using IE as a starting point and

expanding on it based on my empirical findings.
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3.4.2.3 Devising a novel conceptual framework — the Eight C’s Framework (8CF):

My novel conceptual framework was developed through iterative research processes of
literature review, data analysis, critical reflection, and collegial discussion. Initially, using a
process of abduction — also known as theoretical redescription (described further in section

3.4.4.1.1 below) — | re-conceptualised five IE elements using five alliterative descriptors:

¢ ‘Field conditions’ =~ ‘Context’

¢ ‘Institutional entrepreneurs’ =~ ‘Catalysts’
o ‘Resources’ = ‘Collecting’

¢ ‘Rationales’ = ‘Convincing’

¢ ‘Relationships’ == ‘Connecting’

The three ‘R’ intervention strategies described by IE were deliberately phrased as verbs in
my framework, to highlight the practical, action-oriented objective of my research (see
section 3.2 ‘Research aims, questions, and objectives’ above). In this way, my framework

began as ‘5CF’.

As my research progressed, my preliminary empirical findings helped identify another gap in
the medical education literature regarding what is required to get the all-important initial
authoritative approval to proceed with establishment (see ‘Literature Review’ section 2.5
above and Table 3-1 below). Critical reflection, further data analysis, and collegial
discussion of this gap inductively led to the addition of another ‘C’ word, ‘Conducing’. The
dictionary definition of this uncommon verb is “help[ing] to bring about (a particular situation
or outcome)” (Lexico.com, 2021). Congruence with this definition and several IE concepts

was also recognised:
e ‘Opportunity recognition/creation’ & ‘Paradox of embedded agency’ =~ ‘Conducing’

These essential considerations for the institutional entrepreneur or ‘Catalyst’ had not
originally emerged as separately germane to the conceptual framework and, thus, had not
been initially included. However, as my research progressed, the imperative nature of this
additional action-oriented ‘C’ verb became evident (detailed in ‘Discussion’ section 8.2.3).
Thus, the theory-based ‘5CF’ grew into a ‘6CF’, supported by further theory and important

empirical findings.
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Through further analyses of my case data and with one of my research sub-questions
emphasising the ‘Challenges’ faced when establishing new medical schools (see section 3.2
‘Research aims, questions, and objectives’ above), a seventh ‘C’ word emerged as important

for my conceptual framework. Thus, ‘6CF’ expanded pragmatically into ‘7CF’.

Continued empirical analyses and public presentations of my research at academic
conferences revealed that the sequelae or outcomes of establishing medical schools in
medically under-served contexts needed expression in my framework. Critical Realism also
highlighted the importance of ‘outcomes’ in its use of the CMO configuration to understand
the real world where “Context + Mechanisms = Outcomes” (Pawson et al., 2005; Pawson &
Tilley, 2004; Williams, 2018). This led to the addition of the eighth ‘C’ in my conceptual

framework:
e ‘Outcomes’ =~ ‘Consequences’

Thus, through an iterative research process, an original theoretical ‘5CF’ was empirically and

pragmatically expanded into the final ‘8CF’.

To summarise, my novel conceptual framework of new medical school establishment utilises
eight alliterative descriptors to highlight important aspects of the process: ‘Context’,
‘Catalysts’, ‘Conducing’, ‘Collecting’, ‘Convincing’, ‘Connecting’, ‘Challenges’, and
‘Consequences’, each of which is further explained below. Figure 3-2 visually depicts the
Eight C’'s Framework (8CF) and illuminates the multi-dimensioned interactions between the

various elements.
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Figure 3-2: Concept Map of the Eight C’s Framework (8CF) (Figure 1-3 reproduced)

» 1. Context * \
ﬂ 7. Challenges E

impacts

o)
2. Catalysts

conee 4. Collecting E
s00000 0 5. Convincing %)
mmm 8. Consequences -:/
6. Connecting '("“ /

(© Author)

3.4.2.3.1 Context:

The ‘Context’ of a phenomenon is recognised as crucial in Critical Realism, Case Study
Research, and Institutional Entrepreneurship (Hardy & Maguire, 2017; Kao, 1989; Maxwell,
2012; Pawson et al., 2004, 2005; Pawson & Tilley, 2004; Williams, 2018). Founding
leaders/teams need to be aware of and account for the unique social, political, economic,
geographic, educational, and cultural environment, milieu, or ‘field conditions’. They need to
identify both conducive and detrimental field conditions and will need to act accordingly (see
‘Conducing’ later). For new medical schools, the contextual considerations will include
workforce needs, existing health services, educational options, access to human resources,

geographic locations, and governmental support.
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3.4.2.3.2 Catalysts:

The ‘institutional entrepreneurs’ or ‘Catalysts’ of new medical schools are the founding
leaders, comprising academic, clinical, political, and community stakeholders. They will
“establish new trajectories as they develop a vision, mobilize people, and motivate others to
achieve and sustain the vision” (Henfridsson & Yoo, 2014, p. 932). For new medical schools
there could be different groups of Catalysts who are active in different aspects of
establishment — for example, community leaders and politicians may precipitate the founding
of the new medical school but the Founding Dean, Planning Committee, and other academic

and clinical staff may steer the successful implementation of the vision.

My case studies revealed that some Catalysts will be more central to the activities of
establishment while other human agents are more peripheral to the effort, yet no less
essential. In my research, | categorised the central players as ‘Champions’ and the more
peripheral players as ‘Colleagues’. My distinctions of these did not strictly adhere to same
definitions of ‘central’ versus ‘peripheral’ actors in the |IE discussions of ‘the paradox of
embedded agency’ (Garud et al., 2007). Instead, | distinguished between Champions and
Colleagues more functionally, relating to the roles they played in establishing a new medical
school. In chapter 8, where | critique my derived conceptual framework and my use of
theory, | explain why these further two ‘C’ words did not extend 8CF into 10CF (see section
8.4.1 ‘Critiquing my use of theory’).

Catalysts need to conduce change in their contexts with the adept use of both opportunistic
and strategic action. They might do this using an interwoven combination of collecting
resources, convincing rationales, and connecting relationships. However, for new medical
schools, a critical initial step is to obtain the authoritative ‘green-light’ to proceed with
establishment. | discuss this aspect of the establishment process under its own action-

oriented verb, ‘Conducing’, next.
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3.4.2.3.3 Conducing:

Founding leaders/teams need to be able to harness conducive circumstances and negate
detrimental ones in their contexts (Bleakley et al., 2011; Hardy & Maguire, 2017; Kao, 1989).
Business literature refers to this as ‘opportunity recognition or creation’ — a vital part of
successful entrepreneurship (George et al., 2016; Phillips & Tracey, 2007). Opportunities
can be both “discovered” and/or “created” by savvy entrepreneurs who might use factors
such as “prior knowledge, social capital, cognition/personality traits, environmental
conditions, alertness, and systematic search”, to do so effectively (George et al., 2016, p.
309).

Additionally, accounting for the ‘paradox of embedded agency’ — that is, overcoming the
tendency to maintain the status quo — can be understood as part of ‘Conducing’. Maximising
their individual and collective leadership and management capabilities by understanding
change processes and entrepreneurship principles will facilitate a successful endeavour
(Phillips & Tracey, 2007).

As explained in section 3.4.2.3 above, this ‘C’ was empirically added to my conceptual
framework in recognition of the gap in the literature regarding how to get the initial green-
light for the new medical school from the governing authorities. For my analysis, | classified
the governing authorities to include university, healthcare, community, and/or government
leaders since these were the common avenues of approval for most countries and contexts.
In some countries and contexts such as North America, accrediting bodies were also
involved in providing the initial green-light (Whitcomb, 2009, 2013, 2018), whereas in other
places like Australia and Botswana, the accreditors were involved only later in the process.
Thus, in my research, | did not include accreditation considerations under ‘Conducing’ but

rather under ‘Convincing’ (see section 3.4.2.3.5 below).
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3.4.2.3.3.1 Reflexivity: Active versus passive, agency versus structure
During analysis, it became clear that each case study had ‘conducing factors’ (passive) and

‘conducing activities’ (active) that helped make their contexts more favourable. When used
in this way, ‘conducing’ became an adjective rather than a verb. In my research, | have
considered both the adjective and the verb understandings of ‘Conducing’ consistent with
the passive and active aspects of opportunity recognition/creation noted in the business

literature.

Similarly, the words ‘convincing’ and ‘connecting’ can also be used as active verbs (e.g.,

“convincing the stakeholders”, “connecting two organisations”) or passive adjectives (e.g.,
“convincing rationales”, “connecting link”). In my research, | have taken advantage of both
active and passive connotations of these concepts. Doing so has illuminated the
fundamental roles of passive environmental structure as well as active human agency
underpinning successful new medical school establishment (discussed in-depth in chapter 8

‘Discussion’).

3.4.2.3.4 Collecting:

Founding leaders/teams need to collect all the required resources including human,
economic, physical, material, intellectual, educational, ideological, and technological. These
are not original to medical education and most entrepreneurial ventures will require similar
resources (Clough et al., 2018; Rawhouser et al., 2017; Zane & DeCarolis, 2016). For new
medical schools, specific resources that need to be collected include finances; human
resources including staff and students; curriculum designs; educational materials; laboratory
equipment; physical buildings and learning spaces; and supportive technology (see
‘Literature Review’ section 2.3.3 above and Table 3-1 below). For consistency across my
case studies, | standardised the required resources into six categories of ‘Funds’; ‘Staff’;
‘Curriculum’; ‘Clinical training sites’; ‘Facilities’ (incorporating physical spaces, educational
equipment, research laboratories, library facilities, and technological resources); and
‘Students’. | separated clinical training sites into their own category (even though they could
have been subsumed into ‘Facilities’), to indicate their importance as a resource that needs
collecting for new medical schools. Similarly, staff and students deserved individual
consideration rather than as a single category of ‘human resources’. Intellectual and

ideological resources are considered under section 3.4.2.3.5 below.
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Given the interwoven nature of Conducing, Collecting, Convincing, and Connecting
(discussed further in section 3.4.2.4 below), Catalysts might use any of the other intervention
strategies to assist them in gathering the required resources. Conversely, they might also
use their varied resources — human, material, and conceptual — to facilitate their other

activities.

3.4.2.3.5 Convincing:

Founding leaders/teams will need to construct compelling rationales, arguments, and
narratives to convince the various stakeholders. “[T]he emergence of novelty is not an easy
or predictable process as it is ripe with politics and ongoing negotiation. What may appear
to be new and valuable to one social group may seem threatening to another”, caution
Garud et al. (2007, p. 960). Catalysts should expect to encounter socio-political resistance
and opposition and will need to be ready with persuasive techniques of ‘Convincing’

(explored further in chapter 8 ‘Discussion’).

For new medical schools, there will be macro-level (i.e., environmental), meso-level (i.e.,
institutional), and micro-level (i.e., individual) (Preston et al., 2016; Tracey et al., 2011)
rationales that need persuasive expression. Macro-level rationales, such as the problems in
the current field conditions, the reasons for establishment, and the potential positive
outcomes, might be especially important in convincing some high-level stakeholders such as
government officials, policy makers, communities, and university leaders. Meso-level
rationales regarding curriculum design, access to resources, and quality of training will be
particularly important in convincing stakeholders such as accreditation bodies, teaching
clinicians, and potential students (see ‘Literature Review’ section 2.3.3 above and Table 3-1
below). Micro-level rationales regarding the competence and quality of the individual
graduate may also be important to accreditation bodies, teaching clinicians, and potential
students. Ultimately, a combination of several different arguments and rationales will be
convincing to different stakeholders (Hardy & Maguire, 2017; Maguire et al., 2004;
Whitcomb, 2009).
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3.4.2.3.6 Connecting:

The importance of collaborative partnerships for new medical schools through symbiotic and
strategic alliances is already well-recognised in the medical education literature (see section
2.3.3.5 ‘Partnerships and relationships’). Gathering support and forging alliances can be
particularly difficult for new ventures because of their “liability of newness” (Katre &
Salipante, 2012, p. 971; Smith & Lohrke, 2008, p. 315). IE literature illuminates the
importance of “affective and cognitive trust” as the entrepreneurs and their collaborators
“develop exchange relationships” (Smith & Lohrke, 2008, p. 315) (explored further in chapter

8 ‘Discussion’).

3.4.2.3.7 Challenges:

All new initiatives will encounter problems, obstacles, and set-backs as they start up. Some
of these ‘Challenges’ can be predicted, while others will be unforeseen (Whitcomb, 2009).
The medical education literature revealed several common challenges for new medical
schools such as obtaining sufficient funds, recruiting staff, timely completion of buildings,
and obtaining accreditation (see ‘Literature Review’ section 2.3.3). Since being forewarned
is being forearmed, Catalysts could pre-prepare for the predictable challenges while also
being ready to deal with the unforeseen ones. Challenges could be encountered at every

stage and with every facet of the establishment process.

3.4.2.3.8 Consequences:

Founding teams will need to consider the ‘Consequences’ of the new medical school in their
medically under-served area. As they proceed with establishment, there might be several
macro-level (i.e., environmental), meso-level (i.e., institutional), and micro-level (i.e.,
individual) (Preston et al., 2016; Tracey et al., 2011) outcomes — including both intended and
unintended ones. Catalysts might be able to pro-actively ensure positive Consequences
while mitigating negative ones by using the appropriate Conducing, Collecting, Convincing,
and Connecting strategies. In my research and my use of the 8CF, | have considered
‘negative’ outcomes under Challenges and have used the eighth ‘C’ of Consequences to
focus on the positive and desirable outcomes of establishing a new medical school in a

medically under-served location.
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3.4.2.4 Interactions of the Eight C’s:

As Figure 3-2 depicts, all eight C’s interrelate with each other in complex, multi-dimensional,
non-linear interactions. Catalysts conduce favourable contextual conditions and effect
change or innovation by collecting the required resources by convincing stakeholders with
compelling rationales, and by connecting stakeholders in collaborative relationships. Each
of the verb C’s (conducing, collecting, convincing, and connecting) can support and improve
each other. They also impact and are impacted by the context — either to improve or
impede. Challenges can be experienced with every ‘C’ and will need to be overcome.
Different consequences may eventuate depending on different Cs and their interactions.
Effective catalysts will need to skilfully navigate all these interactions to ensure a successful
endeavour. Table 3-1 in the next section further illustrates the interleaving conceptual

connections of each C.

3.4.2.5 Congruence of 8CF with IE and the medical education literature:

Table 3-1 depicts the linkages between Institutional Entrepreneurship concepts, the thirteen
key considerations (13KCs) from my literature review (see section 2.3.3) and the
corresponding elements of my Eight C’s Framework. It shows that every ‘C’ concept can be
linked back to one or more IE concept, as well as to specific elements of new medical school

establishment discussed in the medical education literature.

Table 3-1 also highlights a significant fourth gap in the medical education literature —
discussions of how founders of new medical schools recognised or created the opportunity
to establish a new medical school; how they overcame the paradox of embedded agency
within their existing environments; and how they obtained the required permissions and
‘green-light’ to proceed. These important considerations, well-known in the entrepreneurial
domain, may not be well understood by medical educators and founding teams of medical
schools. My research seeks to address this by including ‘Conducing’ as an important
element of the 8CF.
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Table 3-1: Linking IE, 8CF and literature review

IE Concepts

Field conditions

Institutional

entrepreneur

Opportunity

recognition / creation
Paradox of embedded

agency

Resources

Rationales

Relationships

Having devised 8CF as a conceptual framework based on theory, the medical education

13KCs

Reasons for establishment
Location choices

Clinical training sites
Leadership & governance
Staffing

Costs & funding

Staffing

Students

Curriculum

Clinical training sites

Buildings & facilities

Information & technology resources
Reasons for establishment
Accreditation

Curriculum design & implementation
Partnerships

Staffing

Students

Clinical training sites

Accreditation

8CF
Context
Challenges
Consequences
Catalysts
Challenges
Consequences
Conducing
Challenges
Consequences
Context
Conducing
Challenges
Consequences
Collecting
Challenges

Consequences

Convincing
Challenges
Consequences
Connecting
Challenges

Consequences

literature, and my preliminary empirical findings, it was further useful as an analytical

framework for data analysis, which | explain in section 3.4.4 below. In the next section, |

describe the multi-source, multi-modal data collected for my Case Study Reseach.
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3.4.3 Data collection:

Collecting multi-source, multi-modal data is vital for CSR: “The case study’s unique strength
is its ability to deal with a full variety of evidence — documents, artefacts, interviews, and
observations” (Yin, 2014, p. 12). Through this multiplicity of evidence, the assumption of
CSR is that “with a great deal of intricate study, looking at our subject from many and varied

angles, we can get closer to the ‘why’ and the ‘how’ (Thomas, 2011, p. 4).

In my research, for each case study medical school, data was collected through:

e sijte visits

e observational data of the general structure, function, and context of the medical
school

¢ confidential semi-structured interviews with key staff, community members, and
government officials involved with establishing the medical school

o confidential gathering of documents and audio-visual materials relevant to

establishment

Since English was the primary language of communication for staff and students at all three
case-study medical schools (as per criteria mentioned in section 0 above), all gathered
materials were in English and did not require translation. Appendix 11.8 tabulates a

summary of the data collected for each case study.

Site visits involved traveling to the locations of the case study medical schools for a period of
2 — 3 weeks to make observations, conduct interviews, and gather other data. Primary sites
of the medical schools as well as a few distributed satellite locations were visited for each
medical school. Observational data were gathered through field notes, reflective writings,
photographs, and videos. Site visits were conducted in November 2016 (NTMP), June 2017
(NOSM), and September 2018 (UBFoM).
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Interview participants were identified using targeted, purposive recruitment. Lists of potential
participants were compiled with assistance from a key staff member from each medical
school. Potential participants included key staff leaders from the university and health
services, and community members or government officials involved with the medical
school’s establishment. Further participants were recruited through snowball recruitment
(Allen, 2017) — that is, each participant was asked for suggestions of others who should be
considered for interview. Potential participants were contacted by e-mail to request their
voluntary participation (see Appendix sections 11.4, 11.5, and 11.6 for sample recruitment
documents). Numbers of participants interviewed for each case study were 16 (NTMP), 17
(NOSM), and 20 (UBFoM).

Interviews of 1 — 2 hours duration were conducted — either in-person while on-site or virtually
through videoconferencing facilities such as Skype or Zoom (see Appendix 11.7 ‘Guiding
questions for semi-structured interviews’). The interviews were digitally audio-recorded and
were confidentially transcribed by a professional transcription service. Participants were
given the opportunity to check their transcript before it was de-identified prior to analysis. All
transcripts were de-identified by removing any names, job descriptions, and any other
personally identifying statements and assigning codes instead. Although participants were
not identifiable as individuals, the names of the medical schools with which they were
affiliated were still known — interviewees were informed of this prior to gaining their written

consent to participate (see Appendix documents 11.5 and 11.6).

Other data such as relevant working documents and audio-visual materials about
establishment were confidentially collected. Some of these were publicly available from
journal articles, websites, and other publications, while others were provided by staff from
the case study medical schools. Appendix 11.8 summarises the data collected for each
case study. All the collected data were approached with a Critical Realist perspective, as

explained next.
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3.4.3.1.1 Critical Realist approaches to the data collected:

Realist approaches acknowledge that informants are not “all-knowing, nor that they will
necessarily agree on how, for whom and in what circumstances a programme will work”
(Pawson & Tilley, 2004, p. 12). However, all data could be treated as “evidence” from which

inferences about the real world can be made:

The main implication of realism ... is that data are usefully seen, not simply as “texts”
to be interpreted, or as “constructions” of participants (although they are this), but as
evidence for real phenomena and processes (including mental phenomena and
processes) that are not available for direct observation. These data are used to make
inferences about these phenomena, which can then be tested against additional data.

[emphasis in original as italics] (Maxwell, 2012, p. 103)

Since the NTMP was a satellite program of my own university, some further considerations
were pertinent. For instance, extra care with anonymity was required to protect my
participants from being identifiable (more details in section 3.4.6 below). Additionally, some
of my supervisors were potential participants and their position ‘inside’ my phenomenon of
research was regularly acknowledged. I, too, had an ‘emic’ perspective (i.e., as an insider)
of the NTMP and Flinders University (Maxwell, 2012). This was utilised for its benefits as
well as recognised for its limitations and potential conflicts (see NTMP section 4.6 ‘Strengths
and limitations of this case study’). In the next section, | further describe Critical Realist

approaches to data analysis.

3.4.4 Analysis:

3.4.4.1 Analytical approaches:

Analysis in CR research is less data-driven (as in Grounded Theory or other primarily

inductive approaches) and more theory-driven and researcher-driven (Fletcher, 2017). In
this section, | outline my analytical processes including the five iterative stages used in my
CR research; five methods of logic and inference; connecting and categorising strategies;

and the physical and software tools used.

Danermark et al. describe five stages in explanatory research based on Critical Realism
(2019, p. 130):
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1. Description: concrete description of the complex, composite research phenomena

2. Analytical resolution: separating the complex composite into various components for
further scrutiny

3. Abduction/theoretical redescription: interpreting and redescribing the different
components using hypothetical and/or different conceptual frameworks and theories
(further explained in section 3.4.4.1.1 below)

4. Retroduction: identifying contextual conditions for the causal mechanisms
underpinning the various components (further explained in section 3.4.4.1.1 below)

5. Retrodiction and contextualisation: investigating, explaining, and evaluating the
relationships between various components and causal mechanisms, both
theoretically and empirically (‘retrodiction’ is further explained in section 3.4.4.1.1

below)

Raduescu and Vessey suggest that when utilising a “domain specific theory” that is only
moderately “Related” to the area of research (as opposed to “Strongly” or “Weakly” related),
an iterative use of these stages is more appropriate than either a rigid linear approach or an
unstructured approach (2009, pp. 1 — 9). Since Institutional Entrepreneurship could be
considered only a moderately ‘Related’ theory to the domain of new medical school
establishment, the iterative use of the five stages was appropriate for my analysis.
Furthermore, | used a combination of inductive, deductive, abductive, retroductive, and
retrodictive processes for my analysis in flexible, iterative, and complementary ways
(Alexander, 2013; Danermark et al., 2019; Maxwell, 2012, 2013; Meyer & Lunnay, 2013), as

explained next.

3.4.4.1.1 Using induction, deduction, abduction, retroduction, and retrodiction:

The logic and inference strategies of induction, deduction, abduction, retroduction, and
retrodiction are variously useful in critical realist research to identify the causal mechanisms
underpinning the research phenomenon (Alexander, 2013; Danermark et al., 2019). In this

section, | explain each and how | used them in my analytical process.

| used inductive processes by looking for “rough trends” or “demi-regularities” in my data
(Danermark et al., 2019, p. 179; Fletcher, 2017, p. 185). | first used this during my literature
review to thematically identify the ‘Thirteen Key Considerations of New Medical School
Establishment’ (13KCs) (see ‘Literature Review’ section 2.3.3). This partially answered one

of my secondary research questions: What factors and processes require consideration? |
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then used an inductive process within a deductive analysis of my first case, the NTMP in
Australia, first using the 13KCs as deductive codes and then looking for thematic factors
contributing to successful establishment. Yin describes this as Pattern Matching (also called
Congruence Method), which is an analytic strategy of CSR when an empirically based
pattern — that is, one based on the findings from the case study — is compared with a
predicted pattern made before data collection (2014). If the empirical and predicted patterns
appear to be similar, it strengthens the internal validity of the results (Yin, 2014). Later, |
also used inductive processes within the 8CF deductive analysis of each case study, looking

for demi-regularities within the information for each ‘C’ being coded.

| used deductive processes during the first-pass coding of each case study. Initially,
deductive codes from the 13KCs were used, however, once 8CF was developed, deductive
codes were derived from this — one for each ‘C’. Further deductive codes derived from the
13KCs were used as sub-codes of the ‘Convincing’ code (‘Accreditation’) and also the
‘Collecting’ code (‘Funds’, ‘Staff’, ‘Curriculum’, ‘Clinical training sites’, ‘Facilities’, and
‘Students’). Thus, these were used as ‘etic’ categories for the data (i.e., codes using the
researcher’s concepts) and were both organisational and theoretical categories (Maxwell,
2012, p. 13). As mentioned above, after first-pass coding with these deductive codes, my
second- and third-pass coding was more inductive, looking for demi-regularities to identify
themes within each deductive code. This process generated more ‘emic’ categories for the
data (i.e., codes using the participants’ own words) (Maxwell, 2012, p. 12). This flexible,
simultaneous use of both deductive and inductive processes helped mitigate a rigid,

prescriptive interpretation of the data (Fletcher, 2017; Meyer & Lunnay, 2013).

Abduction (also called ‘theoretical redescription’) is when individual phenomena are
interpreted or recontextualised within a conceptual framework (Danermark et al., 2019;
Fletcher, 2017). Abduction is also useful to creatively look at the aberrant data and to
propose reasons and theories for it (Meyer & Lunnay, 2013). Abductive thinking is
frequently used to understand something in a new way by observing or interpreting it in a
different conceptual framework (Danermark et al., 2019). | used abduction when | re-
categorised Institutional Entrepreneurship and Critical Realist concepts using ‘C’ words and
constructed my 8C’s framework. My description of each case study later in this thesis using
the 8CF as an organising structure (see chapters 4, 5, and 6) is also a kind of abduction —

where empirical data is re-described using theoretical concepts (Fletcher, 2017).
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Retroduction is explained as, “a thought operation through which we can move from
knowledge of one thing to knowledge of something else ... involving a reconstruction of the
basic conditions for anything to be what it is” (Danermark et al., 2019, pp. 117, 224). ltis
useful to identify the underlying contextual conditions for a particular causal mechanism to
effect the observed empirical findings (Fletcher, 2017). Using retroduction we pose and
answer the question “What makes X possible?” (Danermark et al., 2019, p. 118). Itis a
reasoning process that moves from concrete to abstract and back to concrete again by
posing and answering the question, “How do these findings ultimately inform existing
theory?” (Danermark et al., 2019; Fletcher, 2017; Raduescu & Vessey, 2009). Several
complementary strategies assist retroduction including counterfactual thinking; social and
thought experiments; studying pathological circumstances and/or extreme cases; and
comparing different cases (Danermark et al., 2019). In counterfactual thinking we “use our
experiences and knowledge of social reality, as well as our ability to abstract and to think
about what is not, but what might be”, to ask questions like “How would this be if not ... ?
Could one imagine X without ... ? Could one imagine X including this, without X then
becoming something fundamentally different?” (Danermark et al., 2019, p. 122) Thought
experiments are a kind of counterfactual thinking, often useful in situations when social
experimentation is not possible (Danermark et al., 2019). Studying pathological or extreme
cases can often uncover the causal mechanisms better than normal situations (Danermark
et al., 2019). Comparing several cases of a phenomenon “provides an empirical basis for
retroduction, a method to sort out contingent differences in order to identify what is common
and more universal” (Danermark et al., 2019, p. 126). The comparative case study strategy
was inherent in my MCS research. Examining the ‘Challenges’ of each case study medical
school used the strategy of studying pathological or extreme circumstances. Counterfactual
thinking was helpful in drawing together all my findings and proposing potential strategies for

future founding teams (see chapter 8 ‘Discussion’).
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Retrodiction is defined as “[utilising] present information or ideas to infer or explain (a past
event or state of affairs)” (Merriam-Webster, 2021). My retrospective MCS research, drew
on this understanding to make inferences about what happened historically when my case
study medical schools were established. In Critical Realism, retrodiction is described as the
process of “investigating how different mechanisms interact (reinforce, moderate, or
counteract one another) and affect social events” (Danermark et al., 2019, p. 224). McAvoy
and Butler further explain that undertaking a cross-case analysis in MCS research helps to
consolidate the findings into a single combined framework of understanding about the

underpinning generative mechanisms involved in the phenomenon:

Through a process of retrodiction, the individual causal frameworks created for each
case study are merged to explain differences and to create a single combined
framework which is used to determine the most viable explanation of the
mechanisms, how they are activated (or not) and what impact the mechanisms have.
(2018, p. 165)

As such, undertaking a cross-case analysis (see chapter 7) assisted my retrodictive process,
and contributed to better identification of the causal success factors involved with
establishing a new medical school — specifically those of structure, agency, power, politics,

and social accountability (elucidated in chapter 8 ‘Discussion’).

While acknowledging that realist approaches to understanding causality are not the single
correct way and that other useful approaches also exist (Maxwell, 2012), these five methods
of logical and theoretical inference together assisted in the identification or generation of
explanatory hypotheses for the causal mechanisms underlying the successful establishment
of new medical schools in medically under-served areas. In the next section, | explain how

connecting and categorising strategies were similarly used in my analytical process.
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3.4.4.1.2 Cateqorising and connecting strategies:

Maxwell notes that causal explanation requires the complementary use of both ‘categorising’
and ‘connecting’ strategies (2012). Categorising strategies, such as coding, split up and
rearrange the data based on “similarity” (Maxwell, 2012, p. 109). Connecting strategies,
such as narrative analysis, preserve “contiguity” in the data to understand the chain of
events and the causal processes involved (Maxwell, 2012, p. 109). Similarity relationships
within the data are virtual relationships, based on resemblances or commonalities that are
usually independent of time and space proximities and therefore lose some contextualisation
(Maxwell, 2012). Contiguity relationships within the data, on the other hand, are based on
real connections and associations and are already inherent to case study analysis due to the

emphasis on the case’s context (Maxwell, 2012).

Both deductive and inductive coding were key categorisation strategies in my analysis. On
the other hand, re-constructing the story of each medical school’s establishment through
chronologies, and narrative descriptions were important connecting strategies. Comparative
matrices and concept maps combined both categorising and connecting techniques
(Maxwell, 2012). Writing drafts of my case study chapters harnessed the principle of “writing
is analysis” (Richardson & St. Pierre, 2005, p. 1423) and utilised both narrative connecting
and structural categorising of my data. | utilised 8CF to structure each case study
description under the headings of ‘Context’, ‘Catalysts’, ‘Conducing’, ‘Collecting’,
‘Convincing’, ‘Connecting’, ‘Challenges’, and ‘Consequences’ (see chapters 4, 5, and 6) and
to assist categoric comparisons during my cross-case analysis (chapter 7). Progressive
narratives of my research moved from primarily descriptive to more analytic, as encouraged
by Maxwell (2012). Together, these strategies encompassed the description,
conceptualisation, comparison, concretisation, and contextualisation encouraged in Critical
Realist research (Danermark et al., 2019). After a brief description of the analytical tools |
used in my research (next section 3.4.4.1.3), | explain how ‘generalisability’ is approached in

critical realist and case study research (in section 3.4.4.2 below).
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3.4.4.1.3 Analytical tools:
Analysis was conducted with the aid of several tools such as qualitative analysis software

(QSR Nvivo 9, 10, 11, and 12); concept-mapping software (Xmind Pro 7, 8, and Zen);
spreadsheet software (Microsoft Excel 2013, 2016, and Office 365); word-processing
software (Microsoft Word 2013, 2016, and Office 365); bibliography software (EndNote X8
and X9); memo-writing software (Microsoft Sticky Notes in Windows 7 and 10); paper

notations; and white-board notations (preserved via photography).

3.4.4.2 Generalisability in CR and CSR:

One of the guiding principles of CR research is that it needs to produce generalisable claims
(see section 3.3.1 'Critical Realism' above). Concerns are sometimes raised about the
generalisability of findings from qualitative research, and also case study research. Both
Critical Realist and Case Study authors counter such concerns, since generalisability

significantly contributes to theory building:

Generalizability of qualitative studies is usually based not on explicit sampling of
some defined population to which the results can be extended, but on the
development of a theory of the processes operating in the case studied, ones that
may well operate in other cases, but that may produce different outcomes in different

circumstances. (Maxwell, 2013, p. 138)

Case studies ... are generalizable to theoretical propositions and not to populations
or universes. ... your goal will be to expand and generalize theories (analytic
generalizations) and not extrapolate probabilities (statistical generalizations). (Yin,
2014, p. 21)

Yin further points out that theory building is not the only goal of case study research but also

applicability to other concrete situations, both similar and different:

Note that the aim of an analytic generalization is still to generalize to ... other
concrete situations and not just to contribute to abstract theory building ...
generalizations, principles, or lessons learned from a case study may potentially
apply to a variety of situations, far beyond any strict definition of the hypothetical

population of “like-cases”. (Yin, 2014, p. 41)
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Factors that lend plausibility to the generalisations made from case studies include (Maxwell,
2013):

o universality of the research phenomenon

o depth of study of the phenomenon

e similarity of the dynamics and constraints of the research phenomenon to that of
other situations

e participants’ assessment of the generalisability of the phenomenon as well as the
generalisations made by the researcher

e corroboration from other studies

Each of these factors are identifiable in my research. As noted earlier, new medical schools
are established around the globe relatively commonly (see ‘Introduction’ and ‘Literature
Review’ sections 1.2 and 2.3.1 respectively). The concept of ‘isomorphism’ in Institutional
Theory identifies that most organisations with a similar purpose end up with similar
institutional structures and practices regardless of context and circumstances (Deephouse,
1996; DiMaggio & Powell, 1983; Seyfried et al., 2019). These points support the
generalisability of my research phenomenon. | strove for depth of study with my research
design and methods. | sought corroboration from the literature on new medical school
establishment, particularly the only other published multiple case study (Whitcomb, 2009,
2010, 2013, 2018). My participants provided their assessments as part of my member-
checking process (see section 3.4.5 'Dissemination of results' below). The similarity of my
research phenomenon to the establishment of entrepreneurial ventures was used as the

foundational basis for my theoretical framework.

All of these factors can assist the plausibility of the generalisations | have drawn from my
research. Thus, | have presented my novel conceptual 8CF, not only as an analytical
framework for my research on establishing new medical schools, but also as a potential
strategic framework for future founding teams, policy makers, government officials,
institutional administrators, university academics, health service clinicians, and medically
under-served communities. Furthermore, | suggest that 8CF could be generalised for other
ventures of establishment, innovation, and entrepreneurship and could, thus, be strategically

used in cross-domain and trans-disciplinary ways.
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3.4.5 Dissemination of results:

Interview participants were offered the opportunity to review a draft version of each case
study chapter during analysis as part of the member-checking process. They will also be

given the opportunity to read the final version of this thesis.

| regularly presented my research at local, national, and international academic meetings
and conferences (see section ‘Key Presentations and Publications During Candidature’ in

the front matter). Several manuscripts are also currently being prepared for publication.

3.4.5.1.1 Reflexivity: How | have dealt with citeable data when presenting my results

As per CSR methodology, multi-source, multi-modal data was collected for each case study
(see section 3.4.3 'Data collection' above). This included citeable information from sources
like journal articles or web sites as well as raw data from sources like interviews or field
observations. In many instances, a piece of information about the case came from multiple
sources both citeable and raw. In these instances, | have treated all sources as raw data for
the case and have not cited published matter individually. Participant quotations have been
used to illustrate a point or showcase the raw data but may not have been the only source of
the same idea. However, when an idea or piece of information came only from citeable
sources and not also from my interviews or observations, appropriate citing and referencing
have been carefully employed. From the points of view of both academic integrity and
Critical Realism, it is important to make transparent this approach to result-writing and

source-acknowledgement.
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3.4.6 Ethical considerations:

This research was conducted in accordance with the National Health and Medical Research
Council (NHMRC) National Statement on Ethical Conduct in Human Research (2007;

updated 2015 and 2018) and received human research ethics approval from:

¢ Flinders University Social and Behavioural Research Ethics Committee (SBREC)
(Project number: 7306) in April 2016, with modifications approved in July 2017 and
February 2018

o Lakehead University, Ontario, Canada (REB Project #: 020 17-18/Romeo file
number: 1465871) in June 2017, with annual renewals till 2021

e Laurentian University, Ontario, Canada (REB file number: 6011069) in June 2017,
with annual renewals till 2021

o University of Botswana Institutional Review Board (Reference number:
UBR/RES/IRB/BIO/097) in August 2018, with annual renewals till 2021

The key ethical principles upheld in this research included merit and integrity; beneficence;
respect; and justice (National Health and Medical Research Council et al., 2018). Merit and
integrity related to the appropriateness and thoroughness of research design and conduct;
and the transparency and clarity of reporting. Beneficence related to the potential benefit to
health care and medical education in medically under-served areas including for the
researchers, participants, collaborators, and wider society. Respect related to the
considerations paid to the welfare and autonomy of the participants and their communities.
Justice related to fair processes of inclusion, exclusion, and recruitment, without burden nor
exploitation of any particular person or group. This research was deemed as ‘Low or
Negligible Risk Research’ by Flinders University as it did not involve sensitive research

topics, invasive procedures, nor participants in vulnerable populations.
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Principles of anonymity and confidentiality were upheld to the highest standards. Participant
names were kept confidential, and their recorded interviews were confidentially transcribed
by a professional transcription service. Participants were given the opportunity to check their
transcript before it was de-identified prior to analysis. All transcripts were de-identified by
removing any names, job descriptions, and any other personally identifying statements and
assigning codes instead. Although participants were not identifiable as individuals, the
names of the medical schools with which they were affiliated were still known — interviewees
were informed of this prior to gaining their written consent to participate (see Appendix
documents 11.5 and 11.6). Since the NTMP was a satellite program of my own university,
extra care with anonymity was required to protect my participants from being identifiable.
Additionally, if participant quotations presented in this thesis appeared to address sensitive
issues or could potentially identify the participant themselves or another participant, the
transcript codes were withheld in my reporting and replaced with the notation ‘Participant

number withheld for added anonymity’.

All electronic data collected for this study was stored on a password-protected laptop
computer and a Flinders University password-protected server. All physical data (e.g.,
books, paper documents, artefacts, etc.) were securely stored in a locked cupboard at
Flinders University. When travelling during site visits, physical data were stored in locked
suitcases or laptop bags. While the data/information was held securely and in strict
confidence, the raw data was not de-identified. The data will be securely stored for at least
seven years after the finalisation of this thesis. The de-identified material is available for
secondary data analysis if required. Participants were informed of these details prior to

providing their informed consent (see Appendix documents 11.5 and 11.6).
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3.4.7 Research validity:

Case study proponents suggest that research validity can be achieved by following certain

methodological strategies (Yin, 2014):

reliability strategies such as using a case study protocol and developing a case study

database

o construct validity strategies such as using multiple sources of evidence, establishing
a good chain of evidence, and having key informants review draft reports

¢ internal validity strategies such as using pattern matching, explanation building,

addressing rival explanations, and using logic models

e external validity strategies such as using theory and replication logic

However, Critical Realism critiques both positivist and constructivist reductions of research
validity into procedural criteria which become proxies for quality (Maxwell, 2012, 2013).
Instead, the research’s interpretations and conclusions should be assessed for their
relationship to reality and their treatment of plausible alternatives or rival hypotheses
(Maxwell, 2012, 2013). “Validity is not a commaodity that can be purchased with techniques
... Rather, validity is like integrity, character, and quality, to be assessed relative to purposes
and circumstances” (Brinberg & McGrath, 1985, as cited in Maxwell, 2012, p. 129).
Assessing validity, thus, requires evaluating the rigour of research methods used, the
appropriateness of the data generated by these methods, and the credibility of the
conclusions drawn from this data (Maxwell, 2012). Case study author, Thomas, concurred
that a better judgement of quality lies in the assessment of the conception, construction, and

conduct of the study:

The quality of a case study depends less on ideas of sample, validity, and reliability
and more on the conception, construction, and conduct of the study. It depends on
your initial idea, the ways you choose your case, the thoroughness with which you
describe its context, the care you devote to selecting the appropriate methods of
analysis and the nature of the arguments you deploy in drawing your conclusions.
(2011, p. 71)

This is more demanding than ticking off a list of design features, but is more rigorous and
critical (Maxwell, 2012).
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The following questions provide a framework to critically evaluate Critical Realist research
quality (Maxwell, 2012):

Are the methods appropriate to the question being asked?
Is the selection of cases and participants theoretically justified?
Are the variables, events and meanings being studied in their social context?

Do the conclusions follow from the data?

ok~ w0 Dbd =

Is there adequate discussion both for and against the researcher’s arguments?

In the ‘Discussion’ chapter, | critique my research using this framework (see section 8.4.2
‘Critiquing validity’), but | commence my critique in the next section where | discuss the

implications of reconstructed logic versus logic-in-use.

3.4.8 Reflexivity: Reconstructed logic versus logic-in-use

Critical Realist researchers need to distinguish between “reconstructed logic” and “logic-in-
use” (Maxwell, 2012, p. 164). Reconstructed logic is after-the-fact reconstructions of design,
packaged and written neatly, giving the impression of smooth, structured, and linear
adherence to pre-determined research methods. Logic-in-use, however, acknowledges that
the research process is rarely so tidy and usually runs in messy cycles of iterative
development until clearer and fuller understanding develops. Logic-in-use is, thus, more

authentic, or ‘real’ than reconstructed logic.

For this reason, Maxwell encourages the use of a more “interactive approach” to research
design where the fundamental elements of research goals, research questions, conceptual
framework, methods, and validity are treated with a flexible and interconnected modular
structure, allowing each element to influence and change the other elements at any time in
the research process (Maxwell, 2012, 2013). This allows the fluid and iterative reality of

logic-in-use to be acknowledged and harnessed from the outset of the research.
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Logic-in-use accounts for the real experiences of my own research journey. Maxwell’s
interactive approach provides a scholarly framework that fosters the twists and turns that
contribute to a slow-growing and ever-deepening understanding of my research
phenomenon. However, reconstructed logic also has a very important and effective place in
telling others of my research. My audience benefits when my complicated story and
complex concepts are packaged into succinct and eloquent accounts that will aid their
understanding and hold their interest. Thus, | have employed a flexible but open and

transparent use of both logic-in-use and reconstructed logic in my Critical Realist research.

3.5 Summary of chapter:

In this chapter, | presented my research design and methodology to investigate the
successful establishment of new medical schools in medically under-served areas. |
identified as a Critical Realist and detailed the implications of this for the conduct of my

Multiple Case Study research of three international medical schools.

The Critical Realist techniques of combining deduction, induction, abduction, retroduction,
retrodiction, and connecting and categorising strategies, helped me posit the causal or
generative mechanisms underlying my research phenomenon. | identified that Institutional
Entrepreneurship theory was applicable to the phenomenon of new medical school
establishment. From IE concepts, CR principles, the medical education literature, and the
empirical findings of my research, | derived a novel conceptual framework — the 8 C’s
Framework — consisting of ‘Context’, ‘Catalysts’, ‘Conducing’, ‘Collecting’, ‘Convincing’,
‘Connecting’, ‘Challenges’, and ‘Consequences’. This framework was useful as an analytical
tool, a descriptive structure for my case study chapters, an explanatory hypothesis for
successful new medical school establishment, and a strategic tool for systematic use by

future founding teams and other stakeholders.
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| argued for the generalisability of my research findings based on Critical Realist and Case
Study criteria — generalisable not only for future new medical schools but also for other
ventures of establishment, innovation, and entrepreneurship in other domains and
disciplines. | discussed how critiquing the quality of Critical Realist research and assessing
the validity of conclusions and interpretations is not simply a matter of ticking off a checklist
of procedural criteria. A series of critical questions evaluating the appropriateness of the
research methods for the research question and the relationship of the conclusions to reality
can be used instead. Acknowledging the reality of ‘logic-in-use’ but also the usefulness of
‘reconstructed logic’ assisted a transparent presentation of my research design in this
chapter. In the next chapter, | present the first of my three case-study medical schools — the

Northern Territory Medical Program in Darwin, Australia.
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4 CASE STUDY 1: THE NORTHERN TERRITORY —
\othem Terriory

MEDICAL PROGRAM Nedial Prograh
| Rk GERL,

4.1 Introduction to chapter:

It was an idea whose time had come. (NTMP-02)

The idea ... that if we were to ever change the health workforce in the Northern

Territory, it, actually, needed [its] own medical school. (NTMP-13)

In this chapter, | present the first case study — the Northern Territory Medical Program
(NTMP) — a satellite program of Flinders University’s College of Medicine & Public Health
(FCMPH). First, is a broad overview of the NTMP. Then, using the Eight C’s Framework
(8CF), | explain how the NTMP was established outlining its Context; the Catalysts; the
activities of Conducing, Convincing, Collecting, and Connecting; its Challenges; and its
Consequences. | conclude with a summary of the case study, including its strengths and

limitations.

4.2 NTMP overview:

The Northern Territory Medical Program is a medical school in Darwin in the Northern
Territory (NT) of Australia, that opened its doors to first-year students in 2011. It is a satellite
campus of Flinders University (Flinders) in Adelaide, South Australia (SA), and a joint
initiative with Charles Darwin University (CDU) in Darwin (see Figure 4-1). It grew from a
pre-existing unit of Flinders University — the Northern Territory Clinical School (NTCS) — that
had already been training Flinders’ third- and fourth-year medical students since 1998 (more

details in ‘Conducing’ section 4.3.3.1 below).
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Figure 4-1: Map of Australia Highlighting Locations of Flinders University & NTMP
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Flinders University, which commenced in 1966, announced its medical school and the co-
located tertiary teaching hospital, Flinders Medical Centre (FMC) in 1971 for a 1974 student
intake (Flinders University, 2017). Flinders School of Medicine (Flinders Medical School),
originally under the Faculty of Health Sciences, was re-organised into a flattened structure
as the College of Medicine & Public Health in 2017 (Flinders University, 2017). Flinders
Medical School grew from its initial local beginnings with expansion over the decades to its
current distributed state, spanning the North-South corridor of central Australia. It has two
primary hubs in Adelaide and Darwin with several clinical training sites in the regional, rural,

and remote regions of both SA and NT (see Figure 4-2).
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Figure 4-2: Distributed Sites of Flinders Medical School Across SA & NT
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Currently, the Flinders medical course is a four-year graduate-entry program conferring the
Doctor of Medicine (MD) degree. Itis an integrated, body-systems-based course with an
emphasis on team-based learning, longitudinal placements, programmatic assessment for
learning, and early clinical exposure. The course is broadly grouped into two with Years 1
and 2 sharing a similar structure and Years 3 and 4 sharing another similar, more clinical
structure. Years 1 and 2 students spend most of their time in their respective pre-clinical
hub (Adelaide or Darwin), while Years 3 and 4 students spend most of their time in clinical
placements in any of the urban or rural sites. Substantial staff teamwork and technological
resources are required to streamline information and experiences such that students have

an equivalent medical education regardless of location.
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The NTMP in Darwin admits a cohort of 24 domestic students each year — 12 are graduate-
entry students with previously completed Bachelor degrees and the other 12 are third year
Bachelor of Clinical Science (BCS) students from CDU. The 12 graduate-entry students
graduate with the MD degree from Flinders while the 12 BCS students graduate with two
degrees — the BCS degree from CDU and the MD degree from Flinders University. By
comparison the Adelaide hub admits a class of 111 domestic students, 86 of whom are
graduate-entry students and 25 are double degree students studying the Adelaide-based
BCS degree at Flinders University. An additional 30 full-fee-paying international students

(graduate-entry only) are also admitted to the Adelaide hub.

The NTMP has two primary administrative locations in Darwin — a building on the CDU
campus with facilities for the Years 1 and 2 students and a building on the Royal Darwin
Hospital (RDH) campus, two kilometres away, for the Years 3 and 4 students (see Figure
4-3 and Figure 4-4). Other significant clinical training sites for the NTMP (see Figure 4-5)
are located in Katherine, Nhulunbuy, Tennant Creek, Alice Springs and Palmerston (a
satellite city of Darwin) (Flinders University, 2020). Student placements to more rural and

remote communities across the Northern Territory are organised from Darwin.

Figure 4-3: The Charles Darwin University Pharmacy & Medical Science Building

(Used with permission from DKJ)
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Figure 4-4: The Flinders NT Building at Royal Darwin Hospital

(Used with permission from Hames Sharley Architects)

Figure 4-5: NTMP Clinical Sites (in yellow)
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The next section details how the NTMP was established using 8CF to structure the
description of its Context; the Catalysts; the activities of Conducing, Convincing, Collecting,

and Connecting; its Challenges; and its Consequences.

4.3 Establishing the NTMP:

4.3.1 Context:
[The NT] is a different world. (NTMP-16)

I think that is part of being so remote. You’re kind of out sight or out of mind. And so,
it wasn't easy for the big pools of money, which come from established programs and
known grants. It was hard for them to say, "Yes, we'll ship money up to Darwin,

where no one ever goes except to shoot crocodiles”. (NTMP-07)

Context refers to the unique social, political, economic, geographic, educational, and cultural
environment or ‘field conditions’, within which the new medical school needs to be
successfully established (see ‘Utilising theory’ section 3.4.2.3.1). In this section, | outline the

situation prior to the NTMP’s establishment and highlight the contextual barriers.

Australia is a large island country with 6 states and 2 territories spanning the traditional lands
of over 250 First Nations (Australian Government, n.d.; Australian Institute of Aboriginal and
Torres Strait Islander Studies, n.d.). It has a population of ~25.4 million; and a land mass of
~7.6 million square kilometres (Australian Government, n.d.; Worldometer, 2021a). The
Northern Territory is located in the north-central region of Australia, bordered by the states of
Western Australia (to the west); South Australia (to the south); Queensland (to the east) and
the ocean bodies of Timor Sea, Arafura Sea, and Gulf of Carpenteria (to the north and north-
east) (Encyclopaedia Britannica, 2021c) (see Figure 4-1). Its northern region is tropical,

while the southern region is semi-arid desert (Encyclopaedia Britannica, 2021c).
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The NT has a population of ~ 247,000 and land mass of ~ 1.3 million square kilometres
(Northern Territory Government, 2021b; Population Australia, 2021). The capital city of
Darwin on traditional Larrakia land is the most populated (~59%), while Alice Springs on
traditional Arrernte land ranks second (~16%) (Alice Springs Town Council, 2021; Larrakia
Nation, n.d.; Northern Territory Government, 2021a; Population Australia, 2021;
Worldometer, 2021a). The main occupations are public and defence services (~21%);
health and social services (~10%); education and training (~9%); and construction (~8%)
(Encyclopeedia Britannica, 2021c; Population Australia, 2021). The median age of
Territorians is ~33 years of age, which is lower than the Australian average of ~37 years,
and the gender balance is slightly skewed to males (108 men to every 100 women) — both
thought to be due to the strong mining, defence and construction aspects of the economy
(Northern Territory Government, 2021a). The NT also experiences a much higher turnover
(17%) of residents moving in and out (with a net outflow) than any other jurisdiction of
Australia — particularly within the age demographic of 20s to 30s (Northern Territory
Government, 2021a). Approximately 9% of Australia’s Indigenous population live in the NT
(Northern Territory Government, 2021a). Around 30% of Territorians are Aboriginal people
and most (~80%) live in remote or very remote areas of the Territory in over 600 isolated
communities (Australian Institute of Health and Welfare, 2018; Encyclopaedia Britannica,
2021c¢; Northern Territory Government, 2021a; Zhao et al., 2013).

The Northern Territory’s health issues reflect their relatively young median age; their
northern tropical or central arid rural and remote lifestyles; and their large proportion of
Aboriginal people (Encyclopeaedia Britannica, 2021c; Health Direct, 2021; Zhao et al., 2013).
The health of Indigenous Australians tends to be worse than that of non-Indigenous people
throughout the country with higher morbidity and mortality rates associated with diabetes;
kidney disease; sexually transmitted diseases; tuberculosis and other infectious diseases;
chronic conditions; and drug and alcohol abuse (Australian Institute of Health and Welfare,
2018; Encyclopaedia Britannica, 2021c; Health Direct, 2021; Zhao et al., 2013). Many rural
and remote communities do not have easy geographic nor cultural access to health care
services (Health Direct, 2021; Zhao et al., 2013).
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Prior to the establishment of the NTMP, the Northern Territory was the only state/territory in
Australia that did not have its own medical school. Territorians who wanted to become
medical doctors had to move interstate. Reports indicated that every year, ~ 20 young
Territorians obtain Undergraduate Medical Admissions Test (UMAT) results competitive for
entry into an undergraduate-entry medical course in Australia, yet only ~6 of them applied
for entry to James Cook University — the closest undergraduate-entry medical school
(Northern Territory Government, 2008). Anecdotal information suggested some did not
pursue the idea of studying medicine because of the need to move away from home

(Northern Territory Government, 2008).

Those who did leave the NT to pursue medical studies frequently did not return after a
prolonged period of living, studying, and working elsewhere. Staffing the NT health system
was difficult, and doctors had to be imported from interstate or overseas. These imported
doctors were not always well equipped — professionally and socially — to deal with the unique
challenges of the Territory. The relative geographic isolation of the Territory and relative
paucity of social, educational, and professional opportunities constrained the doctors and
their families. Consequently, the Territory experienced an on-going high turnover of
transitional staff, with most doctors staying only for a few years, before moving back or

moving on to other locations, similar to the general migratory trend of the NT:

And so, they were still almost fully reliant on recruiting. And when you have to recruit
from elsewhere, you got to pay money, and people come, they go and, there’s that
sort of churn and all of that sort of thing. (NTMP-14)

This was the medical, educational, social, political, and geographical backdrop against which
the NTMP was established. To summarise, the contextual barriers faced by a new medical

school in this milieu included:

e asmaller and more isolated population compared to other Australian states/territories

e many rural and remote communities without easy access to hospitals or doctors

¢ reliance on a non-local medical workforce imported from interstate or overseas with
subsequent high turnover

¢ a high proportion of Aboriginal residents with attendant poorer health and social
indices

o Territorians needing to move interstate to pursue studies and a career in medicine

130



Despite these barriers, there were also several contextual enablers that facilitated
establishment, which will be discussed in section 4.3.3 '‘Conducing’ below. In the next
section, | describe the major players or Catalysts that helped to establish the NTMP in this

Context.

4.3.2 Catalysts:

This is where we needed to find our champions, so certainly a number of doctors in
the NT who have a very high regard for Aboriginal people and they're excellent
doctors, very caring about Indigenous health and they were our champions and they
could see what we were trying to do ... the paediatricians, the nephrologists, and the
GPs; these were key people in the NT and it was fantastic to get their support. And
they were the key opinion leaders, they were able to help carry the idea across. ... In
particular, in the NT, we couldn't rely on doctors alone because there weren't enough,
so we have a lot of other health professionals who were champions as well. (NTMP-
13)

Catalysts are the ‘institutional entrepreneurs’ or the founding leaders, comprising academic,
clinical, political, and community stakeholders who were instrumental in establishing the new
medical school (see ‘Utilising theory’ section 3.4.2.3.2). In my research, | have further
classified key players as ‘Champions’ and ancillary players as ‘Colleagues’. In this section, |
outline the key stakeholders in the NTMP’s establishment, and highlight that strong leaders

are crucial drivers of success.

The Catalysts who helped establish the NTMP include a variety of individuals, groups,
organisations, and communities including academics, clinicians, government officials,
educational bodies, health services, and local businesses. Aboriginal communities and
organisations were also involved. Details of the roles played by the Champions (see Table
4-1) and their Colleagues (see Table 4-2) in the NTMP’s establishment will unfold in the

sections to follow.
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Table 4-1: NTMP’s Champions

T -
Individuals

eDean of Flinders University School of Medicine (Flinders)

eAssociate Dean(s) of the NTMP

eVice Chancellors of Flinders and Charles Darwin University (CDU)

eFlinders in the NT (i.e., NTCS staff and later NTMP staff)

eSome Flinders staff in SA

eSome clinicians in NT-based health services

eMinister for Health (previously the Shadow Minsiter for Health), Nicola Roxon

¢ Officials in the Department of Health (in Canberra with the Federal Government)

Departments, Organisations

eNorthern Territory Rural Clinical School (NTCS) (belonging to Flinders)
eFlinders University particularly the School of Medicine in Adelaide
eCharles Darwin University

eNorthern Territory Government

eAustralian Federal Government, particularly the Department of Health
eCentre for Remote Health in Alice Springs (belonging to Flinders)

*FCD Health

eACIL Tasman

eNorthern Territory General Practice Education (NTGPE)

eAustralian Advanced Research and Education Network (AARENet)

Committees

CDU staff, NT clinical and health service staff

*NTMP planning & implementation committees comprising of Flinders staff in NT and SA,
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Table 4-2: NTMP’s Colleagues

Individuals

eThe consultant hired to conduct the feasibility study in 2008
*Prime Minister Kevin Rudd (2008)

ePrime Minister Julia Gillard (2011)

eTeaching clinicians in NT-based health services

eTeaching clinicians in SA-based health services, particularly Flinders Medical Centre
(FMC)

Organisations
\J

eJames Cook University (JCU)
eTraining for Health Equity Network (THEnet)
eHospitals:
eRoyal Darwin Hospital (RDH)
eAlice Springs Hospital (ASH)
eKatherine District Hospital (KDH)
eGove District Hospital (GDH) in Gove/Nhulunbuy
eFlinders Medical Cenre in Adelaide
*GP Clinics in Darwin and the rest of the NT:
eIncluding the Palmerston Super Clinic
eAboriginal Community Controlled Health Services:
eDanila Dilba clinic in Darwin
eCongress clinic in Alice Springs
eWurli-Wurlinjang clinic in Katherine
eYirkala/Lanapoi clinic in Nhulunbuy/Gove
eAboriginal Organisations:
eAboriginal Medical Services Alliance Northern Territory (AMSANT)
eAustralian Indigenous Doctors Association (AIDA)
eLeaders in Indigenous Medical Education (LIME)
eOther organisations:
eBatchelor Institute
eMenzies School of Research (belonging to CDU)
ePoche Centre for Indigenous Health (belonging to Flinders)
eAustralian Medical Council (AMC)
eTwo Canadian universities with similar interstate, satellite medical programs

eTerritorians & their families
eAboriginal communities and their elders around the NT
e|ntital cohorts of students
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4.3.2.1 Strong leaders are crucial drivers of success:

This case study highlights that passionate, committed, visionary leaders leading the charge

were vital to successful establishment of the new medical school:

| think there was strong leadership in that, and a lot of perseverance from people like
[the Associate Dean of the NTMP]. So, he really led the charge here in Darwin, he
was really committed to having this done. And also [the Dean of Flinders Medical
School in Adelaide], in particular, who had a vision and contributed strongly to that
vision and was willing to take risks and that was good. So, | thought the right people

were involved. (Participant number withheld for added anonymity)

This was the idea of a few very passionate, strong leaders ... | think that they were
just a handful of very passionate people and they saw more and more the need for
this. ... So, you'd have to be somewhere to see the need, to know that it is possible

and to know that you could be part of solving that problem for people. (NTMP-07)

Key characteristics of these strong leaders included the ability to see a need and conceive of
a solution; then to pursue the vision with passion, commitment, and a willingness to take

risks.

Additionally, commitment from the highest levels of university authority enabled the fast-

tracking of policies and procedures that benefitted the establishment of the NTMP:

The whole thing happened very rapidly, surprisingly rapidly, and I think a lot of that
comes down to the fact that the Vice-Chancellor of the university wanted it to happen.
I think if you don’t have that authority right at the top, then you're working much more
slowly. But having someone like that who could basically, imprimatur, make it so, cut
through the red tape. There was a lot of fast tracking of documentation, so | think that
was critical. ... [The Vice Chancellor] really liked the idea of Flinders University

having a footprint across the two states. (NTMP-11)

In this case, the combination of authority or power and commitment was instrumental in

timely establishment.
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Apart from having strong leaders, having the right people on the team with good

interpersonal relationships and shared goals was also critical:

So, it’s interpersonal relationships, it's having the right people on the team, having the
same vision about what we wanted to achieve for the Northern Territory is absolutely
critical, and if people have that willingness, then they’ll work the rules and the
regulations, and procedures to make it happen and | think that was absolutely key.
(NTMP-11)

The NTMP’s Catalysts showcased that persistence and tenacity to “make it happen” were

keys to success, with their attitude of:

Don’t say something can’t happened because we’ll make it happen. (NTMP-05)

In the next section, | describe how some of these tenacious Catalysts recognised and
harnessed opportunities and addressed contextual barriers to obtain the initial green-light for
the NTMP.

4.3.3 Conducing:

Conducing circumstances, events and actions help make the contextual milieu more
favourable for a new venture (see ‘Utilising theory’ section 3.4.2.3.3). In my research, | used
‘Conducing’ to focus on how the initial authoritative ‘go ahead’ can be obtained. Human
agents or Catalysts can be both passively and actively involved in this stage of
establishment and in the NTMP’s story, | identified three major actions undertaken by

various Catalysts — either deliberately or incidentally — that helped:

1. Building on smaller medical education initiatives in the area
2. Harnessing opportunities in the socio-political climate

3. Hiring a political lobbyist
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4.3.3.1 Building on previous medical education initiatives in the area:

It was built on a strong foundation of some 15 years or so of experience. (NTMP-02)

In 1993, to improve the NT’s General Practitioner (GP) workforce, the Royal Australian
College of General Practitioners (RACGP) commenced GP registrar training in the NT, via
the Northern Territory General Practice Education (NTGPE) regional training body (Northern
Territory General Practice Education, 2012). From 1995, to further encourage the NT’s
future doctor workforce, the RACGP/NTGPE also facilitated elective placements in a variety
of urban, rural, and remote locations of NT, for senior medical students from all over
Australia. At its peak, this program placed 120 — 160 medical students per year from various
universities in NT communities. To illustrate, 157 medical students undertook placements in
the NT through this program in 2011 alone (Northern Territory General Practice Education,

2012). Feedback from these students about clinical training in the NT was very positive:

We could see that not only were the students going to have an exciting clinical
experience, but they were actually having an amazing experience from a cultural
perspective. ... And the most solid feedback they gave us was, most commonly, “This
was the most interesting and the most informative learning experience of my whole

medical training and this was a really powerful experience”. (NTMP-08)

The NT was, thus, proving itself as fertile ground for medical training both at a student and

registrar level.
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In 1996, Flinders University in South Australia won a tender (competing against many other
Australian universities) to establish a rural clinical school in Darwin — the Northern Territory
Clinical School (NTCS). Every other state of Australia already had rural clinical schools
associated with various universities and Flinders already had a rural clinical school in the
Riverland of South Australia. The NTCS enabled clinical placements for Flinders’ medical
and allied health students from South Australia, across various health services in the NT.
Initially, these were short placements of 6 — 8 weeks, but from 1998, the NTCS also provided
longitudinal placements for the medical students of two full years. Cohorts of 16 — 24
Flinders’ medical students per year began to undertake their Years 3 and 4 in the NT after
completing their Years 1 and 2 in Adelaide. From 2001, the NTCS collaborated with James
Cook University (JCU), in Townsville, Queensland (QLD), to also host 8 senior JCU medical
students per year, alongside the Flinders students. Both universities had similar programs of
instruction for their final two years and could, thus, follow the same curriculum for their
combined NTCS-based students. This program of hosting 8 senior medical students from
JCU and Flinders in Adelaide each, for their final two years, continued in parallel to the

NTMP for several years after establishment.

Data from the NTCS (McDonnel Smedts & Lowe, 2007, 2008; Northern Territory Clinical
School, 2008) and also from Flinders’ other rural sites showed that students who undertook
longer placements in rural locations were more likely to return to similar areas for their

eventual practice:

We’d had such success with the clinical school, and ... we certainly had data that
supported the fact that students who come for a period are more likely to stay here.
(NTMP-06)

As the NT-trained medical students and GPs rose in seniority within the NT’s health system,

they became champions and proponents for the idea of a full medical school in the NT:

And the words that were coming out quite consistently were that they wanted a full
medical program based in the Territory. They didn’t want to be reliant on having to
recruit doctors from interstate and even with the Northern Territory Clinical School,
even though that showed a dramatic increase in uptake compared to every other
program in Australia, it still was nowhere near 100%, it was nowhere near 50%. ...
there were a number of people who did that program and stayed, and they rose to
have more senior positions in Royal Darwin Hospital, starting to have some influence,
and started staying, “Yeah, we could actually do something different”. (NTMP-14)
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Establishing a partial medical school in the NT through the NTCS, was always viewed as an

essential “first step” by the NT Government:

And my understanding at the time was that the motivation was very strong from the
NT Government to have locally trained practitioners and that [the NTCS] was the first
step. We felt really strongly that we had a good clinical context for teaching students.
(NTMP-08)

Even though Flinders had a sub-quota allowing for 10 of its 16 NTCS two-year places to be
filled by Territorians, it was never fully utilised because it still required them to go to Adelaide

for two full years first:

We instigated a sub-quota of students from the Northern Territory into the program of
up to ten students from the Northern Territory. And | don’t think we ever actually filled
the ten spots, interestingly, because they had to come down to Adelaide for two years
and then go back to the Territory. And | think the aspiration even back then was that
people wanted to have the whole medical program [in the NT] but we couldn’t work
out a way of doing it. (NTMP-14)

Flinders University’s previous presence in the NT was of particular advantage, when they
wanted to expand from the NTCS into the NTMP:

Flinders had been operating here for some time, understood the environment and
had some people ... who understood the Territory and knew how to do business
here. (NTMP-02)

Flinders had a long history of incremental growth and development of education
training and research in the Territory, so we had well-established relationships with all
of these groups. So, collectively between the Flinders staff in Darwin and Alice
Springs and Katherine and Nhulunbuy, we already had good relationships with those
stakeholders. We knew one another, so it was based on pre-existing relationships of
trust and that was important. (NTMP-04)

These “pre-existing relationships of trust” enabled expansion into the new arena of a full

medical school.
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To summarise, even though the idea of having a full medical school in the Northern Territory
had been brewing in some minds from the late-1990s, it required the foundations laid by the
RACGP and NTCS programs to gain any traction. The early Catalysts of the NTMP used
the possibilities, relationships, and workforce evidence created by previous medical
education initiatives to lend weight to their plans. In the next section, further socio-political

opportunities that facilitated Conducing are explored.

4.3.3.2 Harnessing opportunities in the socio-political climate:

Circumstances came together fortuitously in a good political environment to build the
school. (NTMP-02)

In 2007 and 2008, several activities, events, and circumstances at the levels of the Territory,
the nation, and Flinders Medical School served to cement the idea of a full NT medical

school, within the minds of key leaders, including those with authoritative power.

At the Territory level, the NT Government commissioned a review of all its health services
and held a health summit attended by public servants, clinicians, and community leaders
from all over the Territory. One of the 2008 NT Health Summit’'s recommendations included

that the NT should have its own full medical school:

| think the big difference was that the proposal for the full medical program in the
Territory was now being driven from people in the Territory. ... [They] saw it as really
important and doable. (NTMP-14)

At the national level, the opposition Labour party (led by Kevin Rudd), began their 2007
campaign for the up-coming Federal elections which included promises of significant
investments into NT infrastructure. As part of their campaign, the Shadow Minister for
Health (Nicola Roxon) visited Flinders Medical School in Adelaide. Flinders University
leaders presented her with the idea of expanding in the NT, to host all four years of the
medical course, and she indicated political interest in the notion. When the Rudd
government came into national power the following year, there was a coincident Global
Financial Crisis (GFC), which provided impetus for various national economic stimulus

initiatives — such as the National Broadband Network (NBN) and the Health and Hospitals
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Fund (HHF) (more details in ‘Collecting’ and ‘Consequences’ sections 4.3.5.1 and 4.5.1
below respectively). Commensurate with their previous campaign promises, and in support
of developing a full medical school, the NT became the starting point for some of these

stimulus initiatives:

Then the GFC hit, and suddenly this idea that we had seeded in [the Health
Minister’s] mind about a medical program in the Territory became an opportunity for

major infrastructure investment in the Territory. (NTMP-14)

At Flinders University, several events, activities, and circumstances strengthened their

resolve for a full medical school for the NT:

¢ A book detailing the history and successes of the NTCS was published (Northern
Territory Clinical School, 2008). Celebrating what had been accomplished also
served to inspire dreams of what might yet be possible.
o A feasibility study for establishing the NTMP was commissioned. This supplied a
strong foundation for future grant applications and political lobbying.
¢ A senior staff member visited two Canadian medical schools that had successfully
set up interstate satellite medical programs and gained important insight and
encouragement for Flinders to do the same.
¢ Flinders and CDU Vice Chancellors were long-standing colleagues and friends and
were very willing to work together to build this new medical school in the Territory
(see more details in section 4.3.4 'Connecting' below). Previous leaders of the two
universities did not share this bond and may not have approached the project with
the same enthusiasm and commitment.
e Flinders Medical School strengthened its commitment to social accountability and
joined an international consortium — the Training for Health Equity Network (THEnet)
— of several like-minded medical schools (Training for Health Equity Network, 2011):
It was probably when ... the agenda in the school changed to social
accountability, that we then started saying, “Well, this is not just about
placement opportunities for us in terms of the advantages for us, with having

a Northern Territory experience, but it actually is far more about what benefit
is there for the Northern Territory and what do they want”. (NTMP-14)

Each of these elements were important and influential. My research suggests that the final
two — the friendship between the two university Vice Chancellors and the social

accountability ethos of the medical school — were the most vital, at the university level.
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Some participants suggested the beneficial coming together of these disparate socio-political

circumstances and coincidental situations was “serendipity”:
You can’t underestimate serendipity. (NTMP-02)

Well, it's certainly a lot of serendipity and that is really about aligning people or

organisations’, institutions' different agendas. (NTMP-13)

Others, however, explain that human agencies of persistence and opportunism underpin the

harnessing of serendipity or “happenstance”:

It’'s happenstance, in a lot of this. It’s the right people at the right place at the right
time. It may happen with different sets of people and different sets of circumstances
at different times equally well, but an awful lot of what happens is not something you
can necessarily plan. It’'s taking an opportunity, making an opportunity, and then
taking it and that has an unpredictable path. ... It seems to work but | think you can’t
plot it all out to the n'" degree. You’ve got to have broad goals and duck and weave
in order to achieve them. Sometimes you get lucky and sometimes you don’t, and

when you don'’t get lucky, you get persistent. (NTMP-16)

While NTMP participants described this aspect of Conducing as “serendipity” or
“happenstance”, entrepreneurial literature documents it as ‘opportunity creation or

discovery’, which | will explore in ‘Discussion’ section 8.2.3 later.

Even though the disparate socio-political situations discussed in this section had different
magnitudes of impact, they exerted powerful Conducing forces. Individually, they may not
have had sufficient impetus, but together, they created the perfect storm of opportunity for
the new medical school. In the next section, | discuss how hiring a political lobbyist assisted

the NTMP Catalysts to harness political opportunities with greater skill and efficacy.
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4.3.3.3 Hiring a political lobbyist:

In 2009, Flinders Medical School hired a political lobbying organisation, ACIL Tasman, to
campaign the Federal and Territory Governments for their official approval and financial aid.
ACIL Tasman worked with Flinders staff to produce all the required proposals and

documents:

So, this is when ACIL Tasman really got to work and lobbied Territory politics,
Canberra politics, all of that. They produced materials, they took us to meetings, they
did a lot of work like that. We visited Canberra, we visited the Northern Territory, we
spoke to [government] department officials, and the department officials in particular
... were really excited and wanted to do this and wanted to work out a way of getting
this just through. (NTMP-14)

Having government officials invested in the vision was imperative and ACIL Tasman helped
Flinders navigate the protocols and bureaucracy inherent in the process. Professional
lobbyists’ assistance was particularly invaluable for the political connections and acceptance

they facilitated:

So, we paid a lobbyist to lobby on our behalf, and he was great, our lobbyist was.
Say, if you'd walk into a Minister's office and say, "Hi, I'm from Flinders, blah, blah,
blah", they'd just ignore you. Whereas, if we walked in with a lobbyist they’d say,
"Oh! Hi! How are you?" Complete difference in how you were accepted. ... It's quite
amazing, the degree to which we could get ins to people by employing a lobbyist. |

highly recommend it if you’re going to do anything. (NTMP-01)

In October 2009, Flinders Medical School achieved Conducing success with Federal
Government approval to establish the NTMP in the place of the NTCS. With this support,
the Catalysts were able to proceed with all the tasks required to fully implement the vision of
a complete medical school in the NT. In the next three sections, | describe the activities of

Connecting, Collecting, and Convincing that resulted in successful establishment.
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4.3.4 Connecting:

Symbiotic relationships through strategic partnerships with a variety of stakeholders are vital
to successfully establishing a new medical school (see ‘Utilising theory’ section 3.4.2.3.6).
All the people and organisations that Flinders University collaborated with, to successfully
establish the NTMP, were mentioned in section 4.3.2 'Catalysts' above. In this section, |
discuss that the most important was with Charles Darwin University, but also note there was
a paucity of data regarding connections with Aboriginal stakeholders, that may have

contributed to some of the challenges discussed later.

4.3.4.1 Strong and successful alliance with Charles Darwin University:

Neither Flinders nor CDU could proceed with a plan to establish a medical school in the
Northern Territory without the other’s assistance. CDU was the university for the Northern
Territory and could claim regional jurisdiction, but had no experience running a medical
school, and had previously failed in bids to start one. Flinders University not only had
decades of experience running a recognised and reputable medical school in SA, but also
had significant experience with medical education in the NT through the NTCS. Thus, an

alliance was essential:

How would a medical program from Flinders articulate with CDU'’s core business,
given that CDU is the Northern Territory university, [with] substantial funding from
government and a remit to provide education for Territorians? ... So, Flinders playing
in that space of being a visitor university — although Flinders has been here for a very
long time, running programs — stepping up to a full medical program versus just a
clinical program, had the potential to have another university saying, “This isn’t their
plate, this isn’t their space. Why would either the Australian Government or the
Territory Government be funding another university to do that?” But also knowing the
background that CDU had tried in the past to get a medical program — it was playing
in the space of trying to get the clinical school but without a medical program, couldn’t

get a clinical school — so needed Flinders as a partner. (NTMP-05)
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Being collaborators rather than competitors was of great benefit to both institutions. Flinders
University could now legitimately operate in CDU’s geographic space and could use CDU’s
infrastructure (e.g., buildings, libraries, student support systems, etc.) without having to
create them de novo. For CDU, having a medical school lent considerable weight to its

local, national, and international reputation and profile:

CDU was a key partner that we wanted to get on side, and they were very
enthusiastic, ‘cause they could see that ... a full medical program being run here ...
and CDU could then say, “Well, we’ve got a medical school here in the Territory”. We
understood and, | think, that’s still the case that we really couldn’t be running this as a
standalone medical school relying very heavily on the resources, both human and
other resources, in Adelaide. (NTMP-02)

As noted earlier (‘Conducing’ section 4.3.3.2 above), the friendship between the two Vice

Chancellors was particularly facilitative for this vital partnership:

And fortuitously, at the time, we had two Vice Chancellors that actually knew each
other ... and were keen to work together ... and that was incredibly important
because if you’re trying to do something like a partnership between two universities
who traditionally really compete, you need a commitment from the leadership, and we
had a really strong commitment from the leadership. And looking back at the history
of the relationship between the two universities, there are other periods where it
would not have happened because there wasn'’t that level of collegiality in that
leadership group. (NTMP-02)

This top-level commitment and collegiality resulted in several points of connection between

the two institutions:

e The CDU campus is one of two sites for the NTMP buildings in Darwin.

e CDU was involved with changing NT legislation to allow cadavers on their campus for
anatomy teaching at the new medical school (more details in ‘Consequences’ section
4.5.3 below).

o Flinders provided a template of its Bachelor of Clinical Science course for CDU’s
BCS degree, which is a feeder course into the NTMP.

e CDU provides student support services to NTMP students such as library access,
information technology (IT) accounts, student services, campus security, and so on.

e FCD Health is a business entity formed by the two universities to jointly build and run

the Palmerston Super Clinic as a local health service and educational facility.
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The Vice Chancellors’ pre-existing friendship provided the affective and cognitive trust
required for a smooth and symbiotic alliance — concepts that | will explore in ‘Discussion’

section 8.2.4.2 |ater.

In Australia, this kind of partnership between two universities to share a medical school was
unique at that time. Other universities were encouraged to consider it when establishing a
new medical school and specifically, larger established medical schools were encouraged to

support smaller regional universities to do so:

Well, other smaller regional universities who have been trying to get medical schools
established in their own university have not had the collaborative relationship that
Flinders was able to establish with Charles Darwin and | think that has been a huge
factor in them not being successful in getting a medical school into a regional
university. ... | think it's very important that, actually it's the larger universities who
have established medical schools, who need to support the smaller regional

universities to get an accredited medical school and be successful. (NTMP-13)

Subsequent to the NTMP’s establishment, Australia has seen this multi-university partnering
strategy used in other regional areas for initiatives such as the Murray-Darling Medical
Schools Network in New South Wales and Victoria (Australian Government Department of
Health, 2018); and the Regional Medical Pathway in Queensland (ABC Capricornia, 2020;
CQuUniversity Australia, n.d.; University of Queensland, 2020). Collaborations of this sort
can mitigate competition, both between the allying institutions and from external parties — as
happened in one circumstance with the NTMP and JCU (see ‘Challenges’ section 4.4.1
below). In the next section, | discuss the paucity of data regarding another key connection

that may have contributed to other challenges as well.
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4.3.4.2 Paucity of data on connections with Aboriginal stakeholders:

So, there were the Aboriginal Community Controlled Health Services, who we very
much run alongside, as well as AIDA, the Australian Indigenous Doctors Association.
It was important to get them on side because the strong focus was around Aboriginal
health and graduating Aboriginal doctors. (NTMP-02)

A driving vision for the NTMP’s establishment was to add to Australia’s Aboriginal medical
workforce (see section 4.3.6 'Convincing' below). The key Aboriginal organisations and
groups that the NTMP connected with were listed in section 4.3.2 'Catalysts' above. Even
though engaging with Aboriginal stakeholders was fundamental to pursuing this vision, my
research yielded limited data about these relationships. NTMP participants only mentioned
them briefly and matter-of-factly. The lack of an Aboriginal voice in my participant group
may also have contributed to this paucity (discussed further in section 4.6.2 'Limitations'

below).

Historically, during the early days of the NT Clinical School, it was noted that relationships
with individual Aboriginal communities where students were placed, were actively built and
maintained by Flinders University academics and visiting GPs. This personal connection
with the communities enabled good communication and enhanced relationships that
enriched student experiences. However, in the era of the NTMP, such intensive and
personal relationship cultivation was hindered by time, budget, and staffing constraints. As a
result, there may have been some deterioration in the level of engagement with some of

these remote communities:

I guess the story I'm telling you is one of success that relates to [previous]
collaboration with other organisations [like RACGP and NTGPE], in order to address
medical student placements in remote ... but an observation that we've lost our

capacity in those remote sites considerably. (NTMP-08)

Whether this deterioration of connection contributed to difficulties implementing the
Indigenous imperative will be discussed in the ‘Challenges’ section 4.4.3 below. In the next

section, | detail how the NTMP collected several other resources.
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4.3.5 Collecting:

In this field, establishing something new, there really is a whole sweep of things that

you need but only realise as you roll it out. (NTMP-13)

Founding leaders of new medical schools need to collect all the needed economic, human,
physical, material, intellectual, educational, and technological resources (see ‘Utilising
theory’ section 3.4.2.3.4). This section details how the Catalysts of the NTMP collected their
required funds; staff; curriculum; clinical training sites; facilities (which includes physical
spaces, educational equipment, research laboratories, library facilities, and technological
resources); and students. The challenges encountered with each will be briefly noted in this

section but will be discussed more fully in section 4.4 ‘Challenges’ later.

4.3.5.1 Funds:

A large amount of money was already being allocated to medical education in the NT by the

Territory and Federal Governments for the NTCS, even before the NTMP was established:

There [were] huge amounts of money involved in the rural clinical schools. This is
part of why | said it’s not a low income [situation]. ... We must've spent millions of
dollars per student, almost, | suspect. It's an enormous quantity of money. ... We
had hundreds of thousands of dollars’ worth of technology. (NTMP-01)

To establish the NTMP, even more money was required, and multiple sources had to be
accessed. The NTMP staff were very strategic about identifying and applying for various

pots of money:

You need multiple sources of funding and messaging because it's a lot of money and
you're not likely to get it from one source. You need to go through everything you can
possibly get. So, we were approaching the Department of Health; at that time there

was the Office of Aboriginal and Torres Strait Islanders, ATSI, and we were looking at

regional grants. We were looking at anything that we could. (NTMP-13)
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In the Australian tertiary education system, university fees alone are not enough to establish
and sustain a new medical school, and the chief funding sources are governmental. In the
political climate of the time, the Federal Government did not want to fund any more medical
student places in Australia. This, however, changed a few years later and a spate of new
medical schools were subsequently established across the country. For the NTMP, a
solution was found for the Federal Government to provide funds to the Territory
Government, which could then be disbursed to the NTMP. This work-around obviated the
need to increase federally-funded medical student places at Flinders University and gave the
NT Government increased jurisdiction over student selection criteria. The medical student
places of the NTMP essentially became Territory-funded seats which allowed the NT to
sanction the preferential intake of Territorians — a geographic distinction that was not

permitted for federally-funded seats (explained further in section 4.3.5.6 'Students' below).

So, to have got [government funds] approved really meant that there were no big
barriers in the way because getting the funding is a huge barrier. (NTMP-13)

The NTMP also successfully applied for the Health and Hospitals Fund (HHF) — a federal
post-GFC economic stimulus initiative for health-related building projects — to pay for the
new NTMP buildings on the CDU and RDH campuses. Separately, FCD Health also
obtained HHF money for the new Palmerston Super Clinic — a key clinical training site for the
NTMP (see section 4.3.5.4 'Clinical training sites' below). A further side-ways source of
federal funding for the NTMP, was the National Broadband Network (NBN) — a government
initiative to provide reliable, high-speed internet access across Australia — the roll-out of
which began in the Northern Territory (noted in ‘Conducing’ section 4.3.3.2 above). Closely
related to the NBN, was the technological and financial support of the Australian Advanced
Research and Education Network (AARENet), a non-profit consortium of universities and
government to provide complex computer and telecommunication network (“telcos”)

connectivity:

Together, we were brokering complex funding arrangements between the Northern
Territory Government, Flinders, Charles Darwin, AARENet, state governments, and
trying to cut deals with the telcos and NBNs on top of all of that. (NTMP-16)
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Overall, the NTMP obtained funding and grants to the tune of AU$40 million during its
establishment phase. Participants acknowledged that the NTCS and NTMP were not low-

budget enterprises and were not expected to be:

The amount of money we've drawn into the Territory from the Commonwealth is
unbelievable. Everything from building remote communities in Gove, Katherine, and
Alice, and here. It's probably fifty to a hundred million. .... The amount of money in
this is truly stupendous ... if you are talking about low cost, something like the rural
clinical school is not the way to do it, bearing in mind that the aim of this wasn't low
cost. The aim of this, under the Hospital and Health Fund [sic], was to splurge a
whole lot of money. (NTMP-01)

Other participants, however, felt there was not enough funding:

| think that perhaps with more funding, we may have been able to do it a little bit
better ... yes, there’s a reasonable amount of funding involved, I'm not sure that it's
still quite enough to do it really well. (NTMP-06)

Several areas that could have benefitted from more funding are discussed in the

‘Challenges’ section 4.4.8 below.

4.3.5.2 Staff:

Finding appropriately qualified staff already living in the NT was not always possible.
Appointments were sometimes by nomination rather than standard processes of advertising
and interviewing, because of the general paucity of relevant human resources. One solution
for the NTMP, was to employ whatever human resources they could, and to depend on them

to rise to the occasion:

We went everywhere for educators. ... So, there was a lot of networking. There was
a lot of, "Who do you know? What do they do? What could they do?" ... It was a
matter of finding who was around that either could do the job or was willing to learn
how to do the job and apply themselves to the task. (NTMP-07)
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Other strategies to attract new staff — particularly clinicians — included offering professional
recognition as knowledgeable experts; academic resources and university titles; personal

connections; and clinical collegiality:

When you start with this sort of stuff, you can start with a neglected bunch of
physicians, rural or remote physicians. Clinicians who feel themselves neglected and
you can place them with medical students — they feel sort of noticed because they
have medical students with them. ... and there's a range of ways that Flinders uses to
try and attract people, often with smallish amounts of money, [giving] people lots of
titles [like] lecturers and professors and associate professors and conjoint associate
lecturer. ... Offer them access to some resources and things like that. You have to
do a fair bit of pleading. It helps to be a local. ... I'd be there, asking them to take
students and the next day I'd be seeing their patients. It certainly helped. (NTMP-01)

Clinical and personal connections helped with the “pleading”. Clinicians at the RDH were
already involved with NTCS students and saw teaching as an innate part of their role and

reputation:

People do see [teaching] as part of their role. The hospital sees this as an important
role. We get a lot of junior staff here partly because of our reputation for teaching.
(NTMP-01)

In addition to staff in the NT, there was a “phalanx” of Adelaide-based staff — academic,

administrative, and clinical — involved with the NTMP:

So, it wasn’t a bunch of people up [in the NT] doing it on their own; it was really the
whole phalanx of academic and professional staff in [Adelaide] working to get the
program established which was a big piece of work and working out how to deliver
the program and then delivering it. So, a lot of our teaching in the first two years
happens by distance ... a lot of lectures beamed in here by videoconference [from
Adelaide]. ... We couldn’t do without the sort of expertise that’s there and also
without the direct input of the teachers. (NTMP-02)

Adelaide-based staff were vital to the design and delivery of the course, for the NTMP as

well as South Australia.
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There were, however, several local functions such as building management, human
resourcing (HR), information technology (IT) and audiovisual (AV) technical support that

could not be covered by staff in Adelaide:

But for us running a distributed program, far away from the mothership in Adelaide;
yes, we rely on people in Adelaide, absolutely, on central resources. But in terms of
a lot of the functions that we have to carry out, we need staff on site. So, for
example, we couldn’t rely on IT support just out of Adelaide. We've got a team here
and in Alice Springs that keep all our IT and AV stuff going, ‘cause it’'s mission critical
to us, it has to work in order for us to be able to deliver the program. Similarly, we've
got other professional staff here that manage finance, HR, buildings and so forth,
because we have to have them here ... you need people that understand the local

environment context and have the relationships and so forth. (NTMP-02)

The “mission critical” aspects of technology will be further discussed in section 4.3.5.5

'Facilities' below.

Recruitment, retention, and burnout of staff all posed problems for the NTMP and will be
further discussed in the ‘Challenges’ section 4.4.4 below. The divisive tension of an “us and
them” mentality experienced between NTMP staff and Adelaide staff will also be discussed

in ‘Challenges’ section 4.4.5 below.

4.3.5.3 Curriculum:

The curriculum for the NTMP necessarily came from Flinders Medical School in Adelaide,
which already had an approved curriculum for a full medical school. A key idea was that it
was one course in two places, with one set of objectives such that students would get an

equivalent education regardless of location:

At the time, it was very much the matter that it’'s one course but a new location but
that we had to be context-specific to that location ... So, whether you’re in Adelaide or
in the Northern Territory, the university will deliver you towards a shared set of
outcomes. They’re not different courses, they’re the same course ... So that students
felt that were getting an equivalent education but then you also had to, therefore, nut
through the structures, the teaching strategies, the assessment strategies, the
teaching teams, the implications for resources. So, a lot of that was around making
sure that we had the library resources, and the teaching resources, and the

laboratory resources, and all that sort of thing. (NTMP-11)
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How much the NTMP could adapt this Adelaide-originated curriculum became a challenge,
arising from different views on ownership, contextualisation, and accreditation (explained in
the ‘Convincing’ and ‘Challenges’ sections 4.3.6.2 and 4.4.6 below respectively).

Nonetheless, establishing the NTMP precipitated several innovations across both locations

(discussed further in the ‘Consequences’ section 4.5.3 below).

4.3.5.4 Clinical training sites:

For me the key messages are, “What community relationships do you need?” By
community, | am including your acute hospital and so that’s at the administration level
but also at the supervision level, so the clinicians. And what resources do you have?
And what infrastructure do you need? (NTMP-03)

Since the NTMP grew from the pre-existing NTCS, most of the clinical training sites had
already been sourced and partnered with, several years earlier. These included various
tertiary hospitals, GP clinics, Aboriginal health services, and remote community clinics
around the NT (see Figure 4-5 and Table 4-2 above).
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One new addition was the Palmerston Super Clinic, co-owned by CDU and Flinders via their
joint business, FCD Health, and built using HHF money. This GP clinic included a student
annex with parallel consultation rooms for students and supervisors to conduct clinical
training. Over time, many of the students’ GP placements have been moved from other GP

clinics to this one, to take advantage of the dedicated teaching focus:

Then when the Federal Government rolled out the super clinic program nationally, the
Dean decided that it would be a very useful direction for us to head, if our community-
based medical education program was invested in a super clinic environment, rather
than in small general practices around the community. ... We have gradually moved
students from other private business, | guess, general practices into the super clinic
environment. ... it does give us more capacity in terms of the opportunity for a group
of doctors who are all in one location where there is a teaching focus, rather than
relying on the one GP in the practice who agrees they would really like to teach
students and they do, but they don’t have space for the student. (NTMP-03)

| discuss the pros and cons of purpose-built clinical training sites for new medical schools, in

the ‘Cross-case Analysis’ section 7.7.4 later.

4.3.5.5 Facilities:

CDU and RDH assisted NTMP students with facilities such as library services, computer
system access, campus security access, and student support services. Detailed
memoranda of understanding were negotiated to ensure these services were equivalent to

those available to the medical students in Adelaide:

We arrived at a point where everyone was confident that those students would have
access to the same resources, they could have access to a library, they could have
access to IT, they could have access to enrolment support and those sorts of things.
(NTMP-05)
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The NTMP buildings on both the CDU and RDH campuses (paid for by HHF money) were
delayed in their construction. The CDU building was not ready by February 2011 for the
inaugural Year 1 students to begin classes, so the Palmerston Super Clinic (~20 km away)
was used instead for several months. Completion of the new RDH building on public
hospital property was also delayed, due to bureaucracy and logistical competition by other
health service buildings similarly funded by HHF. That building delays are a common
experience for new medical schools, is discussed in ‘Cross-case Analysis’ section 7.7.5

later.

To establish the NTMP as a distributed site of Flinders Medical School, with the same
curriculum, intensive technology, internet, and audio-visual connectivity, was imperative.
Important lessons regarding the required level of technological sophistication were learned
from two Canadian examples of medical schools with interstate satellite campuses
(mentioned in ‘Conducing’ section 4.3.3.2 above). One Canadian example had state of the
art technology for videoconferencing (VC) across their distributed sites, yet still experienced
regular technical problems that wasted significant lecture time. The other Canadian example
did not experience the same technical delays because they employed a crew of dedicated
technicians at the various sites to control and adjust the technology in real-time, so that the

lectures could proceed smoothly.

So that was a warning, the technology was going to be an issue which it was for the

first few years. (Participant number withheld for added anonymity)

The NTMP did experience significant problems with their information and communication

technology (ICT) (detailed in ‘Challenges’ section 4.4.7 below).
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Reliable ICT is “mission critical” for the dependant, distant site, as failure can significantly

degrade the learning experience for their students:

We are completely reliant on the technology working up here. ... Without the
videoconferences connecting and being able to communicate back and forth to the
lecturers as they're happening, ... without a good bandwidth, all of these things
massively degrade the students' experience of the medical program and their
learning. ... In that first five minutes, if the videoconference at the far end fails, what
you will hear is, “Look, it looks like we've lost Darwin. We'll play on anyway”. So
now, you've got one cohort of students that hasn't seen that particular lecture.
(NTMP-12)

The Adelaide site could proceed with the live lecture even if the technology failed, but the
Darwin site would miss out. The NTMP students would be negatively impacted and would
no longer have an education equivalent to their colleagues in SA. Thus, it was crucial for the
NTMP to employ on-site ICT staff (as mentioned in section 4.3.5.2 'Staff' above), who could

quickly address any problems even at the Adelaide source end:

One of the key notions to impart is that the problems with distance education are
often caused at the source, and they have a solution at the source, but they are
experienced remotely. So, the people that have a stake in solving them, don't have
the ability to solve them. And that's where all of this [ICT support in Darwin] comes in
... So that the people who have the stake in ensuring that every VC, every lecture

happens, has the ability to ensure that. (NTMP-12)

4.3.5.6 Students:

The NTMP’s inaugural Year 1 cohort who commenced in 2011, comprised 24 graduate-entry
students (the BCS degree had not yet commenced at CDU), of whom 10 were Indigenous
students. The first 12 BCS students commenced at CDU in 2012 and joined the 2014 NTMP

Year 1 cohort.
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At the time of NTMP’s establishment, Flinders was using the Graduate Entry Medical School
Application System (GEMSAS) to admit all of its domestic students. This national system
ranked applicants by a combined admissions score calculated from their Graduate Medical
School Admissions Test (GAMSAT) score, a weighted Grade Point Average (GPA) for their
Bachelor degree and an interview score given by whichever medical school interviewed
them. Applicants could indicate their preferences for different graduate-entry medical
schools around Australia, and if applying to Flinders, they could indicate a preference for the
NTMP. Later, Flinders changed its admissions procedures to no longer use GEMSAS. This
change was partially influenced by NTMP experiences and will be discussed further in
‘Consequences’ section 4.5.3 below. Indigenous students were admitted through slightly
different criteria that were considered equivalent to components such as the GAMSAT (see

‘Consequences’ section 4.5.2 below).

Australian medical schools, by law, cannot preferentially admit students into federally-funded
university seats, based on their state of geographic residence nor on their non-Aboriginal
ethnicity. Rurality (coming from a rural location) and Aboriginality are the only sub-quotas
that can be afforded during medical student recruitment. This legal requirement had the
potential to constrain the NTMP away from its reasons for establishment — to train Territorian
and Aboriginal doctors (see ‘Convincing’ section 4.3.6 below). However, NTMP seats are
funded by the Territory Government rather than the Federal Government (see section
4.3.5.1 'Funds' above) and, thus, can legally dictate parameters for student recruitment to
preference Territory residents and Aboriginal candidates over other applicants. It can also
require a return-of-service from students admitted into the NTMP through the Northern
Territory Bonded Medical Scheme (explained in ‘Consequences’ section 4.5.1 below). Thus,
NTMP students are selected using all of the same criteria as Adelaide-based students but
with additional Territory-dictated priorities that match the social and workforce vision of the
NT:

i. Indigenous NT residents
ii.  Non-indigenous NT residents
iii. Indigenous non-NT applicants
iv.  Non-indigenous, non-NT applicants

No international students are accepted into the NTMP.
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Influenced by their growing social accountability ethos to serve the needs of the regions they
are located in, Flinders Medical School leaders recognised that they also needed to provide
an entry pathway into medicine for high-school leavers rather than just graduate entrants.
Medical training would become more relevant and accessible to high-school-leavers and
their families in both SA and the NT:

We decided that we wanted to have a stream for high school students as well,
because we wanted this to be about Northern Territory families, having the
opportunity for their kids to stay in the Territory if they wanted to do Medicine. They
didn’t have to, they could still go interstate, but they could. So, purely a graduate
program wasn'’t going to work. We had the year before, here in Adelaide, come to the
same conclusion, that we needed to have a high school entry stream to become
relevant to families in South Australia as well. So, we developed the Bachelor of
Clinical Science-MD program, and we started that [in Adelaide] a year before we
started it in Darwin. But it meant we had the template, so we could basically give that
to Charles Darwin University. (NTMP-14)

The BCS students at both CDU and Flinders University were admitted based on their high
school performance using the Australian Tertiary Admission Rank (ATAR) score and their
Undergraduate Medical Admissions Test (UMAT) results. These students did not go through
an interview process, so their admission was based entirely on academic merit.

Furthermore, if they maintained the required grades during their first two years of BCS

studies, they could proceed to Year 1 of the MD program — again, based on academic merit.

The early NTMP students (all graduate-entry) experienced a lot of difficulty in their progress
through medical school with a high failure rate. This will be further explored under
‘Challenges’ in section 4.4.2 below. In the next section, | discuss some of the ideological

resources helpful in establishing the NTMP.
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4.3.6 Convincing:
| think we are doing something really important. (NTMP-03)

There was a determination that we should look at the establishment of a medical
school ... primarily to be able to grow our own. ... We’re wanting to get doctors who
are well-prepared to work in the Northern Territory because it is different to working in
other areas of Australia because of comorbidity and large number of Aboriginal
patients, etcetera. (NTMP-06)

Champions of new medical schools need to construct compelling rationales, arguments, and
reasons to convince the various stakeholders and overcome socio-political resistance (see
‘Utilising theory’ section 3.4.2.3.5). In this section, | describe how the founding leaders of the
NTMP went about Convincing their Colleagues, sceptics, and accreditors with macro-level,

meso-level, and micro-level arguments.

Establishing the NTMP was considered locally, regionally, and nationally important with four

driving rationales:

to address the workforce shortage of doctors in the Northern Territory
to allow Territorians to stay in the NT to study medicine

to increase the number of Indigenous doctors in Australia’s workforce

A bd =

to address Aboriginal and remote health inequities through targeted medical
education

There was the idea that the Territory needed to have its own medical program. Why
was it that Territory kids had to leave the Territory to study medicine ... and how do

we build our own Indigenous workforce? Here we are, we are really struggling with
recruiting and retaining health professionals in the Territory. The pool that would

seem to be untapped is our Aboriginal population. (NTMP-05)

158



Targeted medical education in the NT needed to emphasise the impact of social, cultural,

and geographic inequities, and encourage socio-cultural accountability and humanitarianism:

The vision was really to provide a fair and improved health experience for local
people who did not have access ... they saw the gap and what was really third-world
conditions as being unfair and unnecessary. ... more and more we understood how
important it was to have the cultural accountability, the social issues addressed in the
medicine. [Students] weren't just coming only to see tropical disease. They needed
to come and see what resources are available to people, and what the health history
is of people who live remotely, and how some of the cultural issues affect healthcare
on a short or long-term basis, and the impact of having to leave your family, and the
expense of having to fly to somewhere. ... So, it was more about humanitarianism
than diseases. (NTMP-07)

Previous approaches to increasing the number of Aboriginal doctors had, thus far, been

insufficient to provide Australia with enough Indigenous doctors:

If we were ever going to improve the current rate of producing Indigenous doctors it
had to be a revolution, not evolution, because ... at the current rate we were going it
would take over 170 years to just get one Indigenous doctor into every single
[Aboriginal Medical Service] across Australia. (NTMP-13)

Establishing the NTMP with an emphasis on graduating more Aboriginal doctors was a very

attractive rationale to gain both the Territory and Federal Governments’ support:

There was an idea that we could increase the number of Aboriginal graduates, which
was very attractive to the Australian Government. And also build the medical
workforce for the Northern Territory by establishing a school that allowed Territorians
to be able to study the full curriculum here in the Territory. So, | guess those were
the driving ideas. (NTMP-02)

These macro-level rationales were useful to convince high-level stakeholders such as
government officials and health service leaders. However, both sceptics and accreditors

also required more meso-level and micro-level arguments.
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4.3.6.1 Convincing the sceptics:

Although a full medical program in the NT was greatly desired by many stakeholders, there
were several who were sceptical — particularly some staff and clinicians in both SA and the
NT. SA-based sceptics felt imposed upon by both the ideology and the unexpected work

associated with the new medical school:

I mean some of them were dragged, kicking, and screaming which was not ideal. ...
and possibly that’s because not enough work was done at the front end, to actually
sell the vision and the implications of it for the people on the ground. So, they all felt
like it was a bit sudden and last minute and “No, no one told me | was going to have
to do this”. (NTMP-11)

Convincing them required better communication and an appeal to their sense of innovation

and social contribution:

The issue of, “Well, what’s in it for me?”, for people here [in Adelaide]. “You’re asking
me to do all this extra work, what’s in it for me?” That was a legitimate question. And
it was mainly answered by culture and environment, “That’s what’s in it for you, being
part of this culture and this excitement of what we're doing, the opportunity to
innovate in your curriculum and to be part of making a difference for a whole territory,
even though you live here in Adelaide”. (NTMP-14)

NT-based sceptics were concerned that there were not enough local resources for a full

medical school to be successful:

Now there wasn't a huge level of support, it has got to be said. The [RDH] hospital
doctors didn't support us hugely ... but we eventually brought everyone around to it.
... A lot of people thought we didn't have the teaching resources for it. In time,
they've realised that Cairns has got it and everywhere else has got it and Canberra’s
got it and it became obvious that we do. (NTMP-01)
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The tension between Flinders staff and the RDH doctors lasted quite some time, including
after the NTMP had commenced operations. Convincing the hospital doctors required
improved communication by the university and appointing hospital-based liaison personnel

to ensure this. Time also allowed the new changes to eventually become the norm:

| think it was resolved probably partly by time. As it became, not the new program
any longer, but the routine part of work. And by [introducing roles] like the Clinical
Dean. And meetings ... between the University and the Hospital. Key hospital
clinical leads for each discipline. ... So, communication. I'm not sure that we always
did it as well as we could have. We certainly were working really, really hard though,
and | think the failings were probably lack of time and not enough people to do the
work rather than deliberate intent to not inform. (NTMP-03)

Some NT clinicians may not have wanted a full medical school in the NT for personal
reasons such as not wanting to be involved in academic medicine. For this group, respectful

acknowledgement of their concerns was more important than convincing them otherwise:

But there were other doctors for whom Indigenous health was important because the
bulk of their patients were Indigenous, but they didn't see themselves as teachers,
they didn't see themselves as researchers; they had come just to Northern Territory
for the clinical practice, and they weren't readily prepared to step out of that field or
their comfort zone. ... In addition, they were doubtful that a medical school would be
successful, they doubted their own abilities to teach and take on a student and were
uncertain about how this might impact their lives. ... and so, what we had to do was
listen to their anxieties and concerns, address them where we could, recognise that
there were some people who were never going to be persuaded to take students and
then keep those people appropriately still in the loop but not send them a lot of

annoying emails about things that didn’t impact them. (NTMP-13)

Encountering sceptics when establishing a new medical school is not always a bad thing —

their scepticism could provide valuable feedback for the venture:

You really have to listen to the people who seem to be opposing it because actually
sometimes they’ve got really good ideas and we’ve just been a bit too narrowly

focused or one-sided to hear what the problem is. (NTMP-13)
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One group that failed to convince their sceptics was a smaller lobby-group within Flinders

Medical School that wanted to establish a smaller contingent of the NTMP in Alice Springs.
The health services in Alice Springs had a long history of health professional education for
medical, nursing, and allied health students, interns, and specialist trainees — similar to the
Royal Darwin Hospital. The proponents of the Alice Springs idea believed that their milieu

was adequate to sustain a full program for a small cohort:

[We] thought that was a great training ground of having a very small program where
you had a small cohort of students that really had to get on together because they
had to go forth and spend time together, and that was a good learning opportunity for

them. (Participant number withheld for added anonymity)

Sceptics of this idea were unsure the NTMP was viable even in Darwin so concurrently

trying to establish a smaller hub in Alice Springs was out of the question:

So [the] argument [against it] was that they needed a critical mass here [in Darwin]
and anything less than a cohort of 24 was too small. ... | think the people in Adelaide
were sceptical about us running in Darwin and people in Darwin were pretty sceptical
about us having the resources to run it in Alice Springs. ... and so, | think it was too
hard a leap, to think that not only could we start the program down here [in Darwin]
but that we could also do it in a small place like Alice Springs, which had even less
expertise than here and less resources than here. (Participant number withheld for

added anonymity)

However, the notion of a full program in Alice Springs had still not completely died in some

minds:

So, we lost that one, but we’re still trying. ... | mean, NOSM [in Canada] has got a
highly distributed program and Alice Springs is a relatively well-resourced place
compared to some of the smaller places where they send their students. So, I'm
convinced having seen the program running up here [in Darwin] that we can run it
down there. ... but we’'ll meet the same sort of scepticism of clinicians in Alice Springs
saying, “No, you couldn’t possibly run the program down here. Itll be a second-rate

program’”, and so forth. (Participant number withheld for added anonymity)

Given the significant fears of failing accreditation posed by the NTMP in Darwin alone
(outlined in the next section), it is not entirely surprising that the Alice Springs lobby lost their

case.
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4.3.6.2 Convincing the accreditors:

Accrediting the NTMP was a high-stakes exercise for Flinders Medical School because the
medical course would be evaluated as a single course regardless of the location. Flinders’
Adelaide-based course, including the Years 3 and 4 components of the NTCS, already had
full accreditation valid for several more years. Introducing Years 1 and 2 with the NTMP
required an out-of-cycle approval by the Australian Medical Council (AMC). By expanding

into a full course in the NT, the Adelaide-base stood to lose its entire accreditation:

So, one of the things that we were most concerned about for accreditation was that
accreditation was for the whole program, and [should] the Northern Territory aspect of
that ... fail accreditation, the whole program would fail accreditation. ... there were a
number of people at Flinders who thought we were far too ambitious running a
Northern Territory Medical Program and that was putting the Flinders program at risk.
And so, for accreditation, it was very much an emphasis on being able to prove to the
AMC that ... the quality in the Territory was going to be no different to the quality in
South Australia ... any graduates of the Territory program, you would absolutely say

were of the same quality as the Adelaide-based ones. (NTMP-05)

Flinders Medical School had to prove to their accreditors that the NTMP’s educational

experiences and graduate competencies would be on par with those of the Adelaide hub’s.

This accreditation pressure led to Flinders Medical School insisting the course must be
identical in both locations leaving little scope for contextualising in the NT. The resultant
tension between the staff at the two locations is further explored in the ‘Challenges’ section
4.4.6 below. Nonetheless, Flinders staff at both locations worked extremely hard to pass

AMC review and used the process to tighten up the course as a whole:

So, there were a lot of the hearts in throats throughout that whole process, and | think
people really committed to making sure that [it] went well. But it was a lot of work. |
think it took about a year to put together all of the documentation and information ...
And in fact, in a way, it helped people understand what the tasks were because, you
go through the accreditation sails as if with a fine-tooth comb and you go, “We've got
a hole”. So, it really helped drive the whole process. (NTMP-11)
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In 2010, Flinders successfully obtained interim accreditation for the change to their
previously accredited program which now included the NTMP. The founding leaders of the
NTMP and other Flinders staff had successfully convinced the accreditors of the quality of
the new satellite medical program with adequate proof of the micro-level rationales regarding
curriculum design and delivery across the whole program. This allowed student recruitment

for the NTMP to proceed in time for their commencement in 2011:

We got a fantastic report from [the accreditors] which encouraged everybody
immensely. (NTMP-14)

In 2016, the whole Flinders program overcame the significant challenge of accreditation yet
again, this time obtaining full accreditation for the maximum allowable period of 10 years. In
the next section, | describe several other challenges faced by the Catalysts during

establishment and how they were approached and addressed.

4.4 Challenges:

The challenges seemed to be helpful, an almost necessary kind of growing pains.
(NTMP-07)

All new ventures encounter problems and set-backs as they start up — both expected and
unexpected (see ‘Utilising theory’ section 3.4.2.3.7). In this section, | explore eight major

challenges faced during the NTMP’s establishment:

Another university lobbying in competition
Early students failing to progress
Implementing the Indigenous imperative
Staff recruitment, retention, and burnout
‘Us and Them’ regional divisions

Identical versus contextualised curriculum

Technological difficulties

© N o g s~ 0N =

Insufficient funds for some aspects
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4.41 Another university lobbying in competition:

The aspirations of a competing institution — James Cook University (JCU) — had the potential

to jeopardise the establishment of the NTMP by Flinders:

JCU would very much love to be here in this space rather than Flinders. JCU do see

themselves as the university for northern Australia. (NTMP-02)

JCU, based from Townsville in rural north Queensland, shares the same social
accountability imperative as Flinders and both universities are collegial members of THENet
(Training for Health Equity Network, 2011). As noted earlier, since 2001, JCU had
collaborated with Flinders to enable eight JCU students to complete their final two years of

medical school in the NT (see ‘Conducing’ section 4.3.3.1).

Despite this history of collaboration and shared ethos, competitive sensitivities still arose
when Flinders was lobbying to establish the NTMP. An NT-state report was written outlining
the contributions of different universities to the NT and it discussed the roles of CDU and

JCU but did not mention Flinders, disregarding the strong contribution of the NTCS:

But we didn’t know anything about it until we saw the report. And the whole report
talked about what’s CDU doing, what James Cook are doing, and Flinders was not
mentioned at all. It was a blatant attempt to get James Cook in and Flinders out ...
[Flinders leadership] said “These people who wrote this report knew perfectly well
what Flinders was doing”. So [leadership] went up there and got Flinders back on the
map. (NTMP-09)

The countering efforts of Flinders leadership, the track-record of the NTCS, and the
extensive collegiality between Flinders and CDU likely provided an advantage to Flinders in
its competition against JCU for the NTMP. Even though they successfully overcame this
early challenge, Flinders faced several more challenges, including high failure rates with

their early students, discussed next.

4.4.2 Early students failing to progress:

Student outcomes in our earliest years were not as positive as we would have liked. |

think that was possibly our admissions processes. (NTMP-03)
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In December 2014, the NTMP graduated only 8 of their 24 inaugural students on time, four
years after commencement, and none of them were Indigenous. Several other students
from the inaugural cohort did eventually graduate a year or two later, including the first
Indigenous doctor in 2015. However, 9 dropped out of the course completely (Campbell et
al., 2021). Miscalculated benchmarking of both staff and student expectations was thought

to be the problem:

So, that’s probably the saddest thing ... when | look back ... the progression of that
first group of students. I'm heartened partially by the fact that everyone seems to
make that mistake when they start something new. The first group of students are
different. They end up doing amazing things but few of them get through, but | still
find it sad that you have to make that mistake that everyone seems to make, that
miscalculation somehow. The benchmarking isn’t quite there, or it takes a while to
calibrate. ... | don’t think it was just us. | think there was a calibration problem for the
students as well, | think they overestimated how much they could do. And it took a
number of them a long time to be able to admit that and recognise that but some of
them got through. So, would they have been the ones that we necessarily would’ve
picked as our first lot and said to the others, “No ...”? ... | don’t think we had that
calibration, you see. So, if we made it tougher, we may have missed the ones that
actually did get through. (NTMP-14)

Whether improved calibration could have been achieved earlier, without the benefit of
experience, is a matter for speculation. Would they have accurately identified the inaugural
students who would succeed versus the ones who would drop out? One year later, in 2015,

the NTMP’s graduation numbers had improved to 22.
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Flinders Medical School’s own internal research revealed that an older age; a longer time
since undergraduate studies; a non-science background; and lower scores in the science
section of the GAMSAT adversely impacted medical student performance (Sladek & Frost,
2014). The NTMP’s inaugural cohort had a statistically significant higher number of students
with one or all of these indices compared to Adelaide-based cohorts (Sladek & Frost, 2014).
To illustrate, the average age of the NTMP’s inaugural cohort was 42, which when
compounded with other family, work, and community responsibilities, likely contributed to

their struggles to progress through the course:

Our first cohort ... contained a higher proportion of older students and they are
statistically a problem ... their prognosis is poor. And it’s not ‘cause there’s anything
wrong with them. It’s because they’ve got busy lives and they’re suddenly faced with
an academic load which is much greater than anything they’ve seen in their uni days.
They've got kids and mortgages. The problem with the NTMP'’s first cohort, many of
them had jobs that they just assumed they could continue; that a few uni studies
wouldn'’t interfere with their normal, everyday life. ... They [didn’t] believe that they’ll
have to give things up. (NTMP-09)

However, this was hypothesised to be due to an inaugural year effect, since the NTMP
cohorts continued to have higher numbers of students with similar risk factors, yet their
academic performance improved and became statistically indistinguishable from Adelaide
cohorts over time (Sladek & Frost, 2014).

Several of the same risk factors were also true of the Indigenous students in the inaugural
cohort. Not only did these students struggle with the expectations of medical school, but
Flinders staff found that realising their dream to increase Indigenous capacity was not

straightforward, as discussed next.
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4.4.3 Implementing the Indigenous imperative:

The NTMP leaders’ vision to increase the number of Aboriginal doctors led to a large
recruitment of 10 Indigenous students into the inaugural cohort. Most of these students had
the same risk factors for poor medical school performance mentioned in the previous
section. Additionally, their social situations were often more complex with significant
financial and social responsibilities to their families, extended families, and communities;
fewer academic role models; and less physical space in their homes for private study. Many
of them were in the group that struggled to progress and eventually dropped out. The
extensive support required by these students was not well-understood in the early days of
the NTMP:

We were inexperienced with them, basically. And, I think, underestimated the
support needs of those students. (NTMP-03)

Staff reflected that their early Indigenous recruitment processes were not assiduous enough:

| think there should’ve been a better scrutiny of the students that were coming
through the Indigenous Entry Stream. And we shouldn’t have been so determined to
get a large number of Indigenous students in that first cohort because ... we ended

up setting people up to fail. (NTMP-06)

This was a benchmarking problem not only for Flinders staff, but also for their advisors from

Aboriginal communities:

In retrospect, | don’t think the [Aboriginal] people we took advice from necessarily
understood exactly what a four-year graduate program involved necessarily as
opposed to a six-year program where you sort of got a couple of years to find your
feet. ... | think we were also a bit captured by the fact of, “Wow, look at all these
Indigenous students that we're recruiting. Isn’t this amazing to have half the class
Indigenous almost?” And we lost sight of that benchmarking, which created then an

enormous pain for students, staff, and everybody. (NTMP-14)

So, I think we’ve gotten a lot better ... at our selection of [Indigenous] students.
We've gotten better at how we support students, how we identify students that are
struggling, and we’ve got good mechanisms in place to support them and intensify
effort with those students that require it. ... so, we've got smaller numbers coming
into the program now, but we know — we’re confident that if they can get in, they can
finish the course. (NTMP-02)
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Since its inception, the NTMP has admitted 33 Indigenous students (24 from the NT itself)
and has successfully graduated 9 of them. Even though the absolute numbers are relatively
small, they represent 14% of students and graduates each from Flinders University — the
largest Indigenous representation of all Australian medical schools (Worley et al., 2019).
However, more than 12 Indigenous students have withdrawn from their studies completely
(Campbell et al., 2021).

Apart from the difficulties implementing the student element of their Indigenous imperative,
the NTMP also faced challenges with recruiting, retaining, and burning out their Indigenous
staff. This was in the context of problems recruiting, retaining, and burning out non-

Indigenous staff as well. These are discussed next.

4.4.4 Staff recruitment, retention, and burnout:

Recruiting and retaining high-calibre staff posed a challenge for the NTMP. Local pools of
qualified and experienced staff are small in medically under-served areas, thus, the required

staff need to be attracted and imported in:

One of the challenges for the Northern Territory area ... there aren’t lots of academics
sitting around looking for jobs. You actually have to attract people in and it’s a difficult
process, and people come, and they stay for two years, and they go, and then you’re

recruiting again. So, it was a very high turnover of staff. (NTMP-11)

Recruiting and retaining Aboriginal staff was also very hard due to the smaller available local

and national pool. There was also a high risk of burning them out:

| think that still the hard thing is our Indigenous Transition Pathways unit. Recruiting
people to work in it and retaining people who work in it. ... | think that continues to be
hard because there are just not enough Aboriginal people. And the good ones are
snapped up and you know, the good ones that come to work for us, it is so hard, we

easily burn them out. You know, everybody wants a piece of them. (NTMP-03)

Some early Aboriginal staff left after a few years. Staff appointed to replace them did not
feel qualified to take on the same leadership responsibilities. They required support and

encouragement to recognise their capabilities.
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Due to the intensity of start-up activities, burnout was experienced by many staff, both

Indigenous and non-Indigenous, and contributed to the NTMP’s staff retention “casualties”

| do think that the start-up phase is a very intense phase and | think there’s always a
risk, especially in a low-resourced environment for burn out, and I think there were

some burn out casualties in that first phase. (NTMP-11)
Giving birth to a major project like this isn’t without its casualties, | guess. (NTMP-02)
Burnout and attrition could be a natural risk for passionate, innovator staff:

So, the innovator staff can be so passionate that they don’t necessarily gel as a team,
and | think that’s what happened to some extent with the first group of staff. (NTMP-
14)

Significantly, high turnover was also experienced in the crucial leadership role of ‘Associate
Dean of the NTMP’ — a role equivalent to ‘Founding Dean’ — which changed hands three
times between 2010 and 2014. The individuals in these roles were noted to be strong,

passionate, and committed leaders who also experienced elements of burnout:

We worked really hard and got completely burned out through this, hitting against this
wall of Flinders University. ... Everyone involved was burned out including me.

(Participant number withheld for added anonymity)

Despite the instability of NTMP staffing and leadership, the program itself remained stable

due to backing from leaders of Flinders Medical School in Adelaide and the NT Government:

The program has a structure which is determined from [Adelaide] and so if there was
a danger that clinical skills would totally break down because [staff left]. ... It couldn’t
be a large break down. ... The other thing that gave it stability ... was the very, very
supportive NT Government health service. ... [The head] was quite clear that he was
going to do everything he possibly could to keep the program stable and running.
(NTMP-09)

Having a shared vision and the ability to work as a team also assisted with keeping the

program on track, despite the staff and leadership attritions:

So, we were all aligned with the same goal in mind, that gave us strength to work

independently and yet interdependently as a true team. (NTMP-13)

Even though there was a sense of teamwork, there were also some ‘us and them’ tensions

between the NTMP and the Adelaide-based staff and clinicians, discussed next.

170



445 ‘Us and Them’ regional divisions:

Both staff and students of the NTMP experienced a tension with the staff and students at

Flinders Medical School in Adelaide leading to divisive feelings of ‘us and them’.

The NTMP students experienced a sense of disengagement from the Adelaide-base
because 90% of the lectures were videoconferenced from Adelaide to Darwin and the
Adelaide-based teachers did not always actively involve them during lectures. The NTMP

students felt like they were a “third wheel” or the “poor cousins”:

The experience that we’re the third wheel which you’d often get if you were the little
square in the window on a didactic lecture. The students in Adelaide see us as a
small thing down there and ... like you’re the poor cousin ... but a lotta clinicians were
getting up and just launching into their lectures without acknowledging us, “Darwin,
give us a sound check”, and all that. ... clinicians are always just used to students in
front of them at the FMC lecture halls and they had to think that they’ve got another
audience in the Northern Territory. So, we've had to work on making sure that the

clinicians and whoever was doing lectures do involve us. (NTMP-04)

The Adelaide-based lecturers had never previously had to teach in this distributed fashion,
and they required a paradigm-shift to actively engage with the NT students via the

technology.
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Adelaide-based staff had concerns that the NTMP would “water down” the quality of the
medical course and that they themselves might be stretched beyond their capacities.
Clinicians from the co-located Flinders Medical Centre had previously been very engaged
with Flinders Medical School and felt some ownership over the course. Decisions to
establish the NTMP as a satellite program were made primarily by university staff and not

the FMC clinicians and this major change was initially difficult for them to get on board with:

Flinders has been ... a very strong on-campus program, so lots of face-to-face, lots of
involvement from clinicians in the ... Flinders Medical Centre and very much in
ownership by clinicians of that program, teaching into it, driving it, and I think they
were very concerned that their closeness to the program would be watered down by a
Northern Territory cohort of students, that they would be expected to be stretched
further and ... that the risk was that they were going to have these people from the
North who weren’t quite up to scratch, pulling that program down. ... and they were
doing more and over and above their normal work by contributing to a new program.
(NTMP-05)

Some of this tension may have been avoided if the Adelaide-based staff had more

ownership in the project from earlier on:

The ownership of it started with the Territory pitching for funding for the Hospitals and
Health Fund [sic]. Perhaps one of the things that might’'ve made that difference is
that if it was also driven from some of those people who became the change agents
in South Australia. Perhaps if they had been on board earlier, the message in South
Australia and the excitement about a program coming on board might’ve been owned
a bit more. So, we were all excited about being successful, South Australia just saw
it initially as more work for South Australia. (NTMP-05)

In this context, the tensions experienced by the NT-based staff may have stemmed from

their loyalties to the NT region rather than to Flinders as an institution:

The staff who [were] recruited from the Northern Territory, to somewhere like
Flinders, have the interest of the Northern Territory at heart. ... The Flinders view was

that Flinders was who you were loyal to rather than anyone else. (NTMP-01)
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Collaboration and teamwork were emphasised to deal with the staff ‘us and them’ mentality

by fostering cross-site visits and teaching teams:

[We] worked very closely on building partnerships between teachers in Adelaide and
in the Territory and we launched this idea called teaching teams ... getting a
collaborative model going and not a kind of Adelaide to do this to Darwin, and Darwin
delivers Adelaide’s [program] in Darwin. But actually, getting it as a two-way street,
exchange of ideas. (NTMP-11)

It was important for this to be a “two-way street” rather than a neo-colonial situation of

Darwin being subservient to Adelaide’s ideas.

Time also helped to resolve many of the staff and student regional divisions as the idea of

working across distributed locations became the norm:

| think that as the program has matured and new people come in that have only
known it as one program, that helps ... and as it became more established and once
it was accredited by the AMC ... it has become much more normal to be a one
dispersed program than it was right at the [start]. (NTMP-05)

AMC accreditation eventually assisted with this normalisation and acceptance, but initially

precipitated significant regional tensions over how contextualised the curriculum should be

for each hub, discussed next.

4.4.6

Identical versus contextualised curriculum:

So, | think there was an appetite here for contextualising the program and there was
a strong pushback from Adelaide about having everything identical. ... It was part of
that whole nervousness about the enterprise. Is this project gonna work? Is it a
folly? Is it gonna collapse in a heap? We’'ve got to have rigid control. It’s got to be
identical [for the] AMC. (NTMP-02)
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Adding to the regional tensions were differences over who owned the course and how much
NT-specific contextualisation could occur. NT-based staff felt it was their course and should

be tailored to NT needs:

We put this huge amount of work in, we got the team, we're ready to start going. ... |
suddenly become aware that Flinders in South Australia think they're planning it, not
us! And we’d hear odd things. ... "They think we're going to have every lecture at
exactly the same time in exactly the same places as Flinders". What? What about
making it Territory-specific and things like that? (Participant number withheld for

added anonymity)

Flinders Medical School in Adelaide, on the other hand, argued that it was their course and
too much contextualisation would jeopardise accreditation for both locations (as discussed in

section 4.3.6.2 'Convincing the accreditors' above):

The biggest challenge all the time was negotiating how much autonomy they’re
gonna have. In the very earliest planning stages, we had major confrontations month
after month with [NT-based staff], who said, “This is going to be our school. It’s going
to be our way and we’ll run it in something that’s appropriate to the NT context”. And
so, we were ... saying, “Well actually, we’re the ones who hold the license to run the
course, we're the ones who are accredited by the AMC so you’re actually going to
have to do it our way because of the AMC”. ... The AMC told them, “It’s one course.
It’s one course in two places. You can’t have two courses. If you want two courses,
then the NTMP will have to come to us independently”. (NTMP-09)

The AMC confirmed the position of the Adelaide staff that the curriculum needed to be
identical in both locations for accreditation to be granted. The NTMP staff were aware they
would not be able to gain accreditation and establish a new medical school without the

credibility and experience of Flinders University staff in Adelaide.

Even though they accepted it, the NTMP staff did feel constrained in many ways. They did
not have the freedom to offer contextualised resources to their NT-based students, as this
might be seen as unfair to the Adelaide students. All content had to be available to both

groups:

That was a new way of thinking for the Northern Territory to fit into a program that
was absolutely tightly held, and everything had to look the same, be the same, you
couldn’t just put up something that you thought the students might be interested in

online because no, all students had to have the same. (NTMP-05)
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Flinders Medical School in Adelaide also had to acknowledge that a rigid insistence on an

identical curriculum could lead to poorer educational experiences for the Darwin students:

And after a while, they began to find that, just recording the Adelaide lectures and
delivering them into Darwin, it’s not a very high-grade educational approach. ... In the
end, | think we came to a pragmatic solution because there were some things that
couldn’t be delivered in the same way in the Northern Territory ... we realised that
this kind of insistence on absolute fidelity to that Adelaide content was actually not as
helpful — and yes, they did need to do a lot more contextualised teaching at Darwin.
(NTMP-11)

Over time — and after two successful accreditation reviews — the rigid need for an identical
program had lessened. A greater sense of sharing and symbiosis between the Adelaide and
Darwin hubs had evolved. Context-specific resources were offered by each hub to enhance

the educational experience for students at the other hub:

Really, the mantra now is we have same learning outcomes, same assessments but
different pathways. And ... we've contextualised the curriculum here and continue to
do that more and more. ... | think over the years, as we’ve bedded things down here,
the program is well established now. It’s part of the landscape, people are much
more relaxed. So, when we talk about contextualising the program they said, “Oh
that sounds great! That sounds really interesting. Tell us more”. (NTMP-02)

This shared and symbiotic curriculum required significant time, energy, and resources to
ensure that timetables, room bookings, laboratory facilities, teaching expertise, and
videoconferencing were all streamlined. Many technological challenges had to be overcome

to achieve this sense of consistency and are discussed next.
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4.4.7 Technological difficulties:

In the early days of the NTMP, the technology frequently failed and required great effort and

expense to fix and maintain. This account of recurrent trouble with the link from Darwin to

Katherine illustrates the complexity:

Having problems and costs associated with keeping the technology performing smoothly

was not entirely unexpected — Flinders University had already been warned of this from the

We're always having trouble with the people in Katherine with their teleconferencing.
... We flew up some people from Sydney, from Melbourne, from Telstra to Katherine.
... all at huge cost — [they] walked in, took one look and said “No”. Why not? “You're
too far from the exchange”. ... So [we] had to get them to change all of that around
and finally we got it all working. We had this great session ... then the next day it was
all broken. It didn’t start working and we couldn't find out why. It turns out there's this
sort of ant in Katherine which is attracted to electric signals, and it dug its way into our
aerial and ate out and shorted the electrical signals. We had to get that all rewired
again and then we had to get a man come once a week and put ant bait around our
aerial. Eventually, we got our teleconferencing to Katherine. In the meantime,
students were trying to study that whole time. In the meantime, that was a year or a
year and a half and hundreds of thousands of dollars to get to that point. (NTMP-01)

two Canadian exemplars they visited (discussed in section 4.3.5.5 'Facilities' above).

Nonetheless, having the ants eat the wiring is a unique challenge, and could not have easily

been foreseen nor accounted for.

The frustration and cost of repeatedly failing technology was not borne only by the Catalysts

of the NTMP but also the students. The ‘mission-critical’ nature of the technology for the
distant site of a distributed program was already discussed earlier (section 4.3.5.5 'Facilities
above). Even though expense was not spared for this mission-critical aspect of the NTMP,

there were several other areas that did not have sufficient funds allocated, as discussed

next.
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4.4.8 Insufficient funds for some aspects:

Despite the huge investment of funds into the NTMP (noted in section 4.3.5.1 'Funds' above)

there were several areas that could have benefitted from still more money:

e the start-up period

o the Adelaide-base of Flinders Medical School
o failing student support

¢ Indigenous student support

e expanding the buildings

Funding for the NTMP was calculated to begin from the intake of students in 2011 rather

than from 2009 when the project was officially sanctioned:

What was hard about it, in a sense, was that ... we weren’t really given any start-up
funding. We were given funding to deliver the program ... from the point of entry of
students. ... but obviously it took more than that, like we needed to have staff in
place before the day the students arrived. (NTMP-03)

All the money obtained for the NTMP was required to be spent within the NT. Flinders

Medical School staff in Adelaide were vital to the NTMP effort yet received no additional
funding for their work on the project. Had money been available for the Adelaide hub as
well, it may have reduced some of the resistance and stress experienced from Adelaide-
based staff (discussed in ‘Convincing’ and ‘Challenges’ sections 4.3.6.1 and 4.4.5 above

respectively):

And there was really very little in the way of money that came [to Adelaide] to do this.
All the money was spent in the Territory. In retrospect, we probably could’ve asked
for some significant seeding funds to seed stuff [in Adelaide] which we didn’t get, so
that made things hard. ... So, the, “What’s in it for me?” thing made that more obvious
to people [in Adelaide]. (NTMP-14)
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The funding model used for the NTMP stuck closely to the business plan developed by the
consultant who undertook the feasibility study in 2008. This was quite a “lean” model that

did not account for the students who failed and had to repeat portions of the course:

| was always concerned that the initial model put forward by the consultant ... was too
lean. | felt that it didn’t allow for what we eventually needed to do which was the
retention model. It didn’t allow for significant numbers of students actually having to
be retained at a year level until they’ve shown that they could achieve the standards.
And | think that created costs and drew on personnel in a way that wasn’t anticipated
in that early funding model. (NTMP-11)

Indigenous students received an extra subsidy, but this was still not enough for their
practical needs. They required enough financial support to replace the finances that they
had previously provided for their families and communities, who depended on them.
Furthermore, this support was often required for more than just the standard four years of

the course:

So, the Indigenous students were able to get the subsidy, but the subsidy really didn't
cover all the expenses they had before they entered medical school, that they had
been supporting their extended families while fully employed. ... So, if we wanted
them to focus on their medical degree, we had to be able to fund them — release them
from worry ... and what we hadn'’t taken into account was that a number of the
Indigenous students who needed to sit re-sits ... They took extra time within a year
and extra years to complete the degree and that hadn't been allowed for in the
budgeting process. (NTMP-13)

NTMP budgeting and building also did not account for physical spaces that would allow for

growth of the program in the future:

| probably would’ve planned some of the building a little bit more, plan for growth
rather than plan for current numbers. ... | think there’s an appetite to grow the
program if we can find the funding to do that. (NTMP-02)

The space was built to support a class size of 24 but did not incorporate scope for expansion
without significant re-design and expense. Nonetheless, despite these several challenges
and negative outcomes, the NTMP also achieved many positive Consequences, which are

explored next.
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4.5 Consequences:

The Consequences of establishing a new medical school in a medically under-served area

will span macro-level, meso-level, and micro-level outcomes. Founding leaders will need to

consider the intended and unintended consequences that might eventuate and could work to

maximising positive ones while minimising negative ones (see ‘Utilising theory’ section

3.4.2.3.8). In this section, | explore several positive outcomes of establishing the NTMP.

One simple yet historic macro-level consequence is that the Northern Territory, as a state,

now has its own full medical school when once it did not. | identified four other

consequences of NTMP’s establishment that emerged from the data:

1
2
3.
4

Improved junior doctor workforce
Improved Indigenous applicant preparatory support
Opportunity for innovation

Improved technology access for the region
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4.5.1 Improved junior doctor workforce:

Particularly the first-year students were ambassadors of the program in a way that no
one else could be and so they were fantastic and it's exciting to see them graduate
and do what we hope they would do and that is practice in the NT, so that has been
good to see the progression. (NTMP-13)

A key reason for establishing the NTMP was to increase the medical workforce for the NT.
At the time of this research, this intended, macro-level consequence was realised at least for
their junior doctor workforce. Since NTMP seats were Territory-funded, not only could the
NT Government impose admissions criteria (as noted in sections 4.3.5.1 ‘Funds’ and 4.3.5.6
'Students' above), they could also institute a return-of-service agreement. Through the
Northern Territory Bonded Medical Scheme (NTBMS), all NTMP graduates would be
employed by the Territory after their graduation (initially for two years but later increased to
four years). This provided a steady stream of junior medical workforce for Territory health
services. Having lived, trained, and worked within the Territory for a minimum of 8 years (4
years of medical school plus 4 years post-graduation), NTMP graduates might be more likely
to continue to work in the Territory and to be well-prepared to provide high quality

contextualised health care.

The NTMP had graduated 131 doctors between its first graduating cohort in 2014 and 2020,
(Campbell et al., 2021). 97 of these (74%) had remained in the NT, however, many of them
were still undertaking their return-of-service obligation (Campbell et al., 2021). Of the 69
graduates who had completed their obligations already, 37 were still working in the NT,
representing 28% of the NTMP’s total output (Campbell et al., 2021). Even though the
NTMP’s companion vision to increase the Aboriginal medical workforce for Australia has not
yet had the same clear outcomes, improvements to Aboriginal medical education have been

achieved and are discussed next.
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4.5.2 Improved Indigenous applicant preparatory support:

Informed significantly by the struggles of the early NTMP Indigenous students (detailed in
‘Challenges’ section 4.4.3 above), Flinders’ procedures for their Indigenous Entry Scheme
(IES) have been improved and recalibrated. Changes were made so that both staff and
applicants can be more confident that an Indigenous student admitted through this

streamlined pathway will be able to manage the demanding requirements of the MD course:

There was an incremental recalibration about selection and admission processes.
So, we have Aboriginal students coming in through Indigenous Entry Stream and we
recalibrated that until, well, now we’re very confident that that’s a very rigorous
process and if the applicants can get through that preliminary program that we have

in place, then we’re confident they can complete the course. (NTMP-02)

The IES admissions processes now included more specific definition of what could be
counted as equivalent to the GAMSAT score; passing two short preparatory courses at the

NTMP; and a closer scrutiny of each individual applicant and their social situations.

The two required preparatory courses are a 2-week in-person Preparation for Medicine
Program (PMP) and a 12-week online Flinders University Extended Learning in Science
(FUELS) courses. These courses had no clear domain of responsibility within the NTMP as
the participants were not yet actually admitted into the medical school. NTMP staff,
however, assumed responsibility for these courses in their passion to nurture more
Indigenous doctors for Australia. They also made the courses available to Indigenous
applicants aspiring to study medicine in any medical school and not just the NTMP. Some
successful participants have, indeed, gone on to study medicine at other Australian
universities rather than the NTMP. The Indigenous applicant preparatory courses were not
the only educational innovations triggered by the NTMP — more are discussed in the next

section.
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4.5.3 Opportunity for innovation:

Establishing the NTMP caused Flinders Medical School to review and update its whole
curriculum. The NTMP was able to directly strengthen important elements of the existing

curriculum such as the social determinants of health and rural health:

We needed fto tweak the existing curriculum to take into account that it was being
taught in different places. We needed to make sure that we were consistent with our
learning objectives, right across. ... the Northern Territory was able to contribute to
that curriculum in a really positive way, particularly around the social determinants of
health, and particularly around thinking about delivering in non-urban settings ... so
that instead of just having the [NTMP] students being the outliers, it was a course that

catered to this whole cohort of students. (NTMP-05)

Innovating within the curriculum for the NTMP afforded widespread opportunities for

innovation across other areas of the medical school:

And what something like that does is it gives the opportunity for innovation in all sorts
of areas to come out. So, you’re innovating here but you can’t then say no to
everybody else who wants to innovate in other areas. So, it tends to bubble up

opportunity for innovation in all sorts of areas. (NTMP-14)

In fact, innovation was not limited to the medical school, but also spread to the NT legal
system. An unusual area where the NTMP precipitated change was with the NT
Government'’s legislation on human cadavers. Previously, cadaver storage was not allowed
outside a hospital, however, to fully implement Flinders Medical School’s anatomy
curriculum, cadavers were required on the CDU site in a state-of-the-art laboratory designed
with very sophisticated audio-visual connectivity to the anatomy teaching laboratory in
Adelaide. NTMP and CDU staff successfully lobbied the NT Government for a change of
cadaver laws — underscoring both the tenacity of the staff and also the willingness of the NT

Government to facilitate this new medical school in their jurisdiction.
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Technological innovation was also widespread — beginning with Flinders University itself.
The expanding technology needs of the NTMP, caused Flinders University to review and

improve its entire Information Technology Support (ITS) unit:

The Northern Territory Medical Program was a significant ramp up, leading the way in
videoconferencing activity in particular, but all computing and networking activity
emanating from the rural and remote areas. Those areas that had a consistent
demand for more [technology] than the university was geared to deliver because it

was still very much focused on Adelaide. (NTMP-16)

Even though Flinders University — particularly the medical school — had distributed
campuses in many rural towns of SA for more than a decade, the ITS unit still had
procedures and protocols that were very Adelaide-centric. The improvements to the
structure and function of the ITS unit helped some of its services to be provided in a more
equitable way to the rural campuses. Further technological improvements precipitated by

the NTMP are discussed in the next section.

4.5.4 Improved technology access for the region:

The federally-funded National Broadband Network (NBN) for faster, more reliable internet
across Australia, began its roll-out in the Northern Territory — precipitated partially by socio-
political imperatives but also partially by NTMP’s establishment (discussed in ‘Conducing’

and ‘Collecting’ sections 4.3.3.2 and 4.3.5.1 above respectively):

[The NBN] was one of the landmark infrastructure projects. The history of which is a
good story and not entirely smooth ... but [the new Labour government] really did
step up in saying, “We’ve got black spots that really need to be fixed” ... and one of
those was the connection into Darwin ... of course, we [Flinders University] had a
perfect requirement for it and so we put together the case in support ... There were
other imperatives, political and social community imperatives, but we certainly put in a
strong case and it worked. (NTMP-16)
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This enabled Flinders to implement their distributed curriculum across two states with its

heavy reliance on technology and videoconferencing:

We ended up getting better bandwidth which enabled us to do more things in terms of

IT which we wouldn’t have been able to do a couple of years beforehand. (NTMP-14)

Improving technological pathways for the NTMP had the collateral effect of improved
connectivity for the whole area. In particular, large users of technology — such as the NT
Government, NT schools, Charles Darwin University, and the NT police force — all

benefitted. This was an unintended positive consequence for the whole community.

Having presented how the NTMP was successfully established through the lens of my Eight
C’s Framework, | conclude this chapter with a discussion of the strengths, limitations, and

personal reflections of this case study.

4.6 Strengths and limitations of this case study:

4.6.1 Strengths:

This first case significantly shaped my research. It confirmed the findings of the literature
review and corroborated the ‘Thirteen Key Considerations of New Medical School
Establishment’ (see ‘Literature Review’ section 2.3.3). It also supported my choice of
‘Institutional Entrepreneurship’ as a theoretical framework by revealing correspondence in
the concepts (see section 3.4.2 ‘Utilising theory’). Furthermore, it helped refine research

methods including data collection and data analysis.

4.6.2 Limitations:

Several groups of key informants could not be interviewed for this case such as CDU staff;
government officials; inaugural students; and Indigenous staff and students. Including the
‘voices’ of these informants would have enhanced the findings of this case study —
particularly the Aboriginal voice. This limitation was addressed in subsequent cases with

representatives from the missing groups recruited as participants.
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Relative to the other two case studies, the NTMP had the least number of publications to
include as source data, about its establishment and its outcomes. Publications and internal
documents regarding the NTCS and Flinders Medical School provided some additional but
limited input. Thus, there is scope for more publications on the NTMP, including from this

research.

4.6.3 Researcher reflexivity:

This case was originally chosen as a pilot study to develop my skills in case study research
and data analysis (Yin, 2014). However, my initial data collection and analysis yielded such
rich information and insights that the study was upgraded to a full case. Since it was a
satellite program of an existing medical school rather than a completely new medical school,
its usefulness as a theoretical replication of the other cases was recognised and utilised (see

section 3.4.1.3 ‘Choosing the cases’) and comparisons could be made.

Furthermore, being a program of my own university provided insider or ‘emic’ perspectives
(Maxwell, 2012) into the structure and function of the NTMP and Flinders Medical School.
As noted in section 3.4.3.1.1 ‘Critical Realist approaches to the data collected’, this was
utilised for its benefits as well as recognised for its limitations and potential conflicts. For
example, | had tacit knowledge on aspects of curriculum and admissions, that enabled
insights and comparisons with the other case study medical schools. On the other hand, |
was aware that some participants were careful and/or biased in how they described certain
aspects of leadership within the medical school because of our mutual relationships outside

this research.
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4.7 Summary of chapter:

In this chapter, | used the experiences and interpretations of people involved with the
NTMP’s establishment and their descriptions of events, to construct my own understanding
of the case. | combined these with the concepts of Institutional Entrepreneurship (IE) and
the Eight C’s Framework to develop a rich picture of the case, and to understand the
generative mechanisms contributing to NTMP’s particular experiences of establishment.

8CF was also used as a structural device to present the details of the case.

The NTMP’s ‘Context’ revealed that the remote nature of the NT; its higher proportion of
Aboriginal people; and its high turnover of residents — including health care staff —
contributed to poorer health outcomes and a challenging health workforce. Additionally,
there were no educational opportunities for Territorians who wanted to study medicine who

had to move elsewhere to do so.

The NTMP’s ‘Catalysts’ included NT-based clinicians and staff who were already involved
with the NTCS (Flinders University’s clinical school in Darwin) as well as SA-based leaders
and academics at Flinders who were motivated by social accountability mores. The NT
Government and CDU (the local NT university) were also deeply invested. Additionally,
federal government officials were enthusiastic about the new medical school. NT health

services and Aboriginal organisations were further key stakeholders in the venture.

Three specific activities were identified as ‘Conducing’ a favourable milieu for the NTMP to
be given the authoritative green-light for establishment. The success of previous smaller
medical education initiatives provided evidence and impetus for further possibilities. Several
socio-political circumstances at the national, Territory, and university levels came together in
an opportune way to facilitate the NTMP’s establishment. Furthermore, hiring a political

lobbyist was essential to the effort.

‘Connecting’ — particularly with CDU, in multiple points of connection — was essential for the
NTMP. This kind of partnership was unique for two Australian universities and others were
encouraged to consider it. The consequence of not collaborating was competing, as was

seen in one challenge with JCU.

186



‘Collecting’ resources for the NTMP was a matter of successful project management. Funds
were accessed from several sources and grants — most of them governmental. Staff
recruitment for the NTMP faced the challenges typical of all medically under-served locations
but was also significantly supported by SA-based Flinders’ staff. The curriculum was based
on Flinders’ pre-existing curriculum but adapted to be relevant to both NT and SA. Clinical
training sites had been gathered for the NTCS, but a further purpose-built site for the NTMP
included the Palmerston Super Clinic. Facilities such as buildings and student services were
either newly constructed for the NTMP or were negotiated in partnership with CDU and
RDH, while technology was implemented in collaboration with AARENet and the Federal
Government. Students were chosen by academic and interview criteria but were also

stratified by NT-Government dictated preferences.

Several compelling rationales of national, regional, and local importance were ‘Convincing’
for the NTMP to be established. Sceptics were encountered amongst both NT and SA
clinicians and university staff. A few proponents who wanted to establish a smaller hub of
the NTMP in Alice Springs were unsuccessful in their ‘Convincing’ efforts. Convincing the
accreditors of the viability and quality of the NTMP, was a high-stakes exercise for Flinders,

as it stood to lose accreditation, even for its well-established SA-based program.
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The NTMP faced eight major ‘Challenges’ during establishment. Another university lobbying
in competition to build a medical school in the NT threatened to derail Flinders’ efforts to do
so themselves. Many of the early students failed to progress through the course in the
expected time frame and several eventually dropped out. Improved admissions processes
and student support helped solve this problem. Implementing the vision to graduate a large
number of Aboriginal doctors was more challenging than anticipated. Understanding
Aboriginal student needs better and recalibrating their admissions and support procedures
helped improve this aspect. Staff recruitment, retention, and burnout were also significant
challenges faced by the NTMP. This was compounded by a divisive mentality of ‘us and
them’ between SA and the NT which required improved communication dynamics and
teaching-team collaborations. The level of curriculum contextualisation allowed by the
NTMP compared to Flinders Medical School in Adelaide caused significant tension in the
early period — mainly driven by accreditation fears. Over time and after two successful
accreditation reviews, this fear had lessened and the NTMP was able to contextualise their
program with more agility. The heavy reliance on technology to implement Flinders’
curriculum across such a large expanse of geography came with significant challenges and
required large investments of money and effort to overcome. Despite the large amounts of

money available to the NTMP, several other areas could have benefitted from more funds.

‘Consequences’ are the macro-level, meso-level, and micro-level outcomes of establishment
policies and processes. The most important consequence was that the Territory now had its
own full medical school improving the educational opportunities for Territorians. Four other
consequences were discussed in this case study. (1) An improved junior doctor workforce
for the Territory through a return-of-service agreement with the NT Government. (2)
Improved admissions and preparatory procedures for Indigenous applicants with the
consequence that they are less at risk of failing their studies once accepted into medical
school. (3) Several opportunities for innovations throughout the university and even the NT

legal system. (4) Improved technological infrastructure for the whole area.

To close, the NTMP case study enabled an examination of how to successfully establish a
new medical school as a satellite location, geographically remote from the parent university.
In the next chapter, | present the second case study — the Northern Ontario School of

Medicine.
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5 CASE STUDY 2: THE NORTHERN ONTARIO SCHOOL
OF MEDICINE

5.1 Introduction to chapter:

The first [thing] is a perceived need ... a belief that there’s value in some way to those
involved in actually starting a new medical school. | mean there are a lot of various
components and costs and it’s quite complicated, so starting a new medical school
isn’t something to be taken lightly. In the case of NOSM, a huge driving force was the
advocacy from the communities ... the people across Northern Ontario saying that if
we’re ever going to have enough doctors and other health professionals, if we're ever
going to improve the health of people in Northern Ontario, we need our own Northern
Ontario School of Medicine. (NOSM-05)

In this chapter, | present the second case study — the Northern Ontario School of Medicine
(NOSM). First, is a broad overview of NOSM. Then, using the Eight C’'s Framework (8CF), |
explain how NOSM was established outlining its Context; the Catalysts; the activities of
Conducing, Convincing, Collecting, and Connecting; its Challenges; and its Consequences.

| conclude with a summary of the case study, including its strengths and limitations.

5.2 NOSM overview:

NOSM is a medical school in rural and remote northern Ontario, Canada, that opened its
doors to students in August 2005. It is a joint initiative of two universities that are
geographically ~1000km apart: Lakehead University (Lakehead) in the north-western city of
Thunder Bay (population ~117,000) and Laurentian University (Laurentian) in the north-
eastern city of Sudbury (population ~155,00) (Northern Ontario School of Medicine, n.d.-a,
n.d.-d) (see Figure 5-1).
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NOSM has a unique governance structure as its own incorporated legal entity yet
answerable to the Senates of both universities for academic program matters. A Board of
Directors oversees corporate and fiscal matters while an Academic Council deals with
academic issues (Tesson et al., 2009). The Dean of NOSM is also its Chief Executive
Officer (CEQ) and its Board of Directors includes personnel from the two universities, the
Northern Ontario community, as well as Indigenous and Francophone representatives.
NOSM'’s Board began as a large and inclusive group with 35 Directors, but has since
reorganised to comprise 16 competitively elected members and 3 ex-officio positions for the

CEO and the two University Presidents.

Figure 5-1: Lakehead University & Laurentian University in Ontario, Canada
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With a vision of “innovative education and research for a healthier North” (Northern Ontario
School of Medicine, 2012), NOSM provides education and training for the entire span of a
doctor’s training. It offers exposure programs for high schools students; a Doctor of
Medicine (MD) degree; advanced specialty (residency) training programs; and on-going
professional education and development (Tesson et al., 2009). For my case study, | focus
on NOSM’s MD program.
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NOSM’s MD degree is a four-year program of study for students who already have a
university degree. lItis an integrated, body-systems-based course with an emphasis on
community engagement, rural immersion, case-based learning (CBL), and electronic
distance education. The course is grouped into three phases with Years 1 and 2 sharing a
similar structure; Year 3 as a longitudinal integrated community-based clinical clerkship; and
Year 4 as rotations through regional tertiary hospitals. Years 1 and 2 students spend most
of their time at their respective university (Lakehead in Thunder Bay or Laurentian in
Sudbury) with several weeks’ immersion in small Indigenous communities; Year 3 students
spend their entire year in a mid-sized rural community; and Year 4 students undertake
rotations at tertiary hospitals in larger regional towns or cities. Graduates are conferred a
joint degree by both Lakehead and Laurentian Universities. NOSM considers all of Northern
Ontario as its ‘classroom’ — with students placed at 90+ different locations and communities
(Northern Ontario School of Medicine, 2020, n.d.-b, n.d.-d) (see Figure 5-2).

Figure 5-2: Learning Sites for NOSM Students
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NOSM currently admits 64 students each year — 36 based in Sudbury and 28 based in
Thunder Bay (Northern Ontario School of Medicine, 2012, 2020; Tesson et al., 2009). 92%
of NOSM students are from Northern Ontario while the other 8% are from other rural and
remote parts of Canada (Northern Ontario School of Medicine, 2020). Moreover, 7% of
students are Indigenous and 22% are Francophone (Northern Ontario School of Medicine,
n.d.-d).

As of 2020, NOSM has graduated 714 doctors including 475 female, 239 male, 47
Indigenous, and 145 Francophone doctors (Northern Ontario School of Medicine, 2020).
62% of these go into family medicine (mostly rural), compared to the Canadian average of
38% (Northern Ontario School of Medicine, n.d.-d). Additionally, NOSM graduates are
significantly more likely to practice in Northern Ontario, compared to graduates of other
Ontario medical schools (Northern Ontario School of Medicine, n.d.-d). Specifically, NOSM
reports a 94% retention of doctors who completed both their basic medical education and
their residency training in Northern Ontario (Northern Ontario School of Medicine, 2016;
Strasser, 2016).

The next section details how NOSM was established using the 8CF to structure the
description of its Context; the Catalysts; the activities of Conducing, Convincing, Collecting,

and Connecting; its Challenges; and its Consequences.
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5.3 Establishing NOSM:

5.3.1 Context:

The fragile nature of the economy of Northern Ontario and the less than favourable
social conditions experienced by many who live there have generated resentment

towards and/or alienation from the rest of the province. (Tesson et al., 2009, p. 23)

Context refers to the unique social, political, economic, geographic, educational, and cultural
environment or ‘field conditions’, within which the new medical school needs to be
successfully established (see ‘Utilising theory’ section 3.4.2.3.1). In this section, | outline the

situation prior to NOSM'’s establishment and highlight the contextual barriers.

Ontario is an eastern-central province of Canada’s ten provinces with a population of ~14.7
million (World Population Review, 2021b). About ~800,000 people live in the 800,000
square kilometres of Northern Ontario (Krotz, 2021) which calculates to ~6% of the
province’s population spread over ~88% of its land-area (Northern Ontario, 2021; Tesson et
al., 2009). This skewed concentration of people in southern regions compared to harsher
northern areas is typical for most Canadian provinces. Northern Ontario has 145
municipalities, 150 unincorporated communities (including large ones such as Kenora), and
five regional cities (Thunder Bay, Sudbury, Sault Ste. Marie, Timmins, and North Bay)
(Krotz, 2021). The broad people groups of Northern Ontario include Anglophone,
Indigenous (First Nations and Metis), and Francophone (Lanphear & Strasser, 2008). 106
different First Nations communities live in Northern Ontario (Krotz, 2021). Mining, forestry,

and tourism are Northern Ontario’s primary industries (Northern Ontario, 2021).

Rural Canadians have poorer health status than their urban counterparts with the worst
health status experienced by those in the most remote areas (Tesson et al., 2009). The
region’s socio-historic context has led to issues of poverty, racism, gender inequality,
domestic violence, lack of access to higher education, lack of access to health care facilities,
substance abuse, poor diet, and poor mental health (Northern Ontario School of Medicine,
2012; Tesson et al., 2009).
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Rural and remote Canada — as with most other rural and remote regions of the world (Frenk
et al., 2010; Rabinowitz et al., 2008; World Health Organization, 2006) — struggles to recruit
and retain sufficient medical workforce due to similar problems of high turnover of imported
staff. Over the decades, Ontario’s Ministry of Health had introduced many programs to
address Northern Ontario’s medical workforce deficit but with limited success (McKendry,
1999; Pong, 2008; Tesson et al., 2009).

NOSM was established in 2005 as Canada’s first new medical school in 38 years (Tesson et
al., 2009). The previous most recent medical schools had been established in 1967
(University of Calgary in Calgary, Alberta, and Memorial University in St. John’s,
Newfoundland) and 1966 (McMaster University in Hamilton, southern Ontario) (Emigh, 2005;
List of medical schools in Canada, 2021; Northern Ontario School of Medicine, 2012). This
dearth of new medical schools in the late 20t century was not unique to Canada (see
‘Literature Review’ section 2.3.1). In Canada specifically, the 1984 Federal Provincial
Advisory Committee on Health Manpower report and the 1991 Barer and Stoddart report had
a braking effect on establishing new medical schools (Fleming & Sinnot, 2018; McKendry,
1999; Northern Ontario School of Medicine, n.d.-a; Tesson et al., 2009).

Just prior to McMaster’s establishment in southern Ontario in 1966, proponents in Northern
Ontario had lobbied government unsuccessfully to establish Ontario’s next new medical
school at Lakehead University in Thunder Bay. In subsequent decades, there were further
unsuccessful individual lobbies by Lakehead and Laurentian Universities for a new medical
school situated in Northern Ontario. At those times, it was deemed that expanding the rural
activities of the existing urban medical schools would be sufficient and more cost-effective to
address Northern Ontario’s workforce issues (Tesson et al., 2009) — an attitude also held by
many other international locales of the era (see ‘Literature Review’ section 2.3.3.1). Thus,
when NOSM was established in 2005, Ontario had five other medical schools, all in southern
Ontario: Queen’s University in Kingston, University of Western Ontario in London, University
of Ottawa in Ottawa, University of Toronto in Toronto, and McMaster University in Hamilton

(List of medical schools in Canada, 2021).
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This was the medical, educational, social, political, and geographical backdrop against which

NOSM was established. To summarise, the contextual barriers faced by a new medical

school in this milieu included:

a sparse population in a vast geographic distribution with harsh winter conditions

a socio-political sense of isolation and alienation from southern Ontario — the seat of
political power

difficulty recruiting and retaining an adequate medical workforce

no recent experience nor expertise with establishing a new medical school in the
entire country

resistance from existing urban medical schools for a new stand-alone rural-based
medical school

two interested universities (Lakehead and Laurentian) that were 1000km apart and

could have competed for limited resources

Despite these barriers, there were also several contextual enablers that facilitated

establishment, which will be discussed in section 5.3.3 'Conducing' below. In the next

section, | describe the major players or Catalysts that helped to establish NOSM in this

Context.

5.3.2 Catalysts:

There needs to be not just the perceived need and the advocacy and the political and
the university and all those things, but also some individual or group of individuals
who have the drive and the commitment to keep pursuing this even against the odds
so to speak. (NOSM-05)

Catalysts are the ‘institutional entrepreneurs’ or the founding leaders, comprising academic,

clinical, political, and community stakeholders who were instrumental in establishing the new

medical school (see ‘Utilising theory’ section 3.4.2.3.2). In my research, | have further

classified key players as ‘Champions’ and ancillary players as ‘Colleagues’. In this section, |

outline the key stakeholders in NOSM'’s establishment and highlight the importance of the

Founding Dean.
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The Catalysts who helped establish NOSM include a variety of individuals, groups,
organisations, and communities including academics, clinicians, government officials,
educational bodies, health services, local businesses, and local councils. Communities
across Northern Ontario, including Indigenous and Francophone groups, were also heavily
involved. Furthermore, the early students of NOSM were also recognised as vital to
successful establishment. Details of the roles played by the Champions (see Table 5-1) and
their Colleagues (see Table 5-2) in NOSM’s establishment will unfold in the sections to

follow.

Table 5-1: NOSM’s Champions

Individuals

oStaff in Lakehead and Laurentian Universities including the Presidents, Vice-
Presidents, Associate Deans, and so on

*Mayors of five Municipalities of Northern Ontario

eConsulting Dean

eFounding Dean

eInvested clinicians and leaders of health services in Thunder Bay and Sudbury
eCommunity leaders including First Nations leaders

eSeveral prominent Canadian medical educators who helped design the 'NORMS
model’

Organisations

eLakehead University in Thunder Bay, Northwestern Ontario

eLaurentian University in Sudbury, Northeastern Ontario

eSudbury Regional Hospital

eThunder Bay Regional Hospital

eNorthwestern Ontario Medical Program (NOMP, of McMaster University) in
Thunder Bay

eNortheastern Ontario Medical Education Corporation (NOMEC, of University of
Ottawa) in Sudbury

eNorthern Ontario Rural Medical School (NORMS) Liaison Council
eImplementation Management Council (IMC)
*NOSM Board of Directors

oFirst Nations communities particularly in Northwestern Ontario
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Table 5-2: NOSM'’s Colleagues

Individuals

eRobert McKendry

eMinister of Health (two individuals)

eMinister of Northern Development & Mines
eProvincial Premier (two individuals)

eTeaching clinicians all over Northern Ontario
eSeveral former Deans of other medical schools

Organisations

*Provincial Government of Ontario

eFive Municipalities of Northern Ontario

eRegional hospitals and community health services

*Price Waterhouse Coopers

eCommittee on Accreditation of Canadian Medical Schools (CACMS)
eLiaison Committee on Medical Education (LCME)

eFedNor

eHealth Sciences North

*Ministry of Training, Colleges & Universities

eMinistry of Health & Long-Term Care

eHealth Canada (Federal Ministry for health)

eCentres for Rural and Northern Health Research (CRaNHR)
eSociety for Rural Physicians of Canada

eSudbury Chamber of Commerce

eOntario Medical School Application Service (OMSAS)

eTechnology partners: Ontario Research and Education Network (ORION), K-net,
Contact North, Ontario Telemedicine Network, North Network, Northern
Ontario Health Infomation Network

eExpert Panel

eNorthern Hospitals Teaching Council (representing the 26 regional hospitals of
Northern Ontario)

eConsortium of Academic Health Libraries (COAHL) (network of Ontario’s five
other medical school libraries)

*All over Northern Ontario
eIndigenous communities
eFrancophone communities
eIntital cohorts of students
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5.3.2.1 The Founding Dean was critical to success:
In this case study, some of the unique characteristics required for the ‘Founding Dean’ role

were recognised:

We had a number of applicants for the job, but it is a very, very critical phase because
you need someone who actually has an interest and a willingness and the energy to
do what needs to be done and that needs to be considerable. (Participant number

withheld for added anonymity)

In 2002, a leading international authority on rural medical education from Australia was
appointed as NOSM’s Founding Dean. Several participants noted the choice of this

particular individual to have been an “inspired” decision:

| think hiring [the Founding Dean] was an excellent move. He’s just totally dedicated.
He'’s just single-mindedly dedicated to this. (Participant number withheld for added

anonymity)

| have great admiration for the job that [the Founding Dean] has done. ... His
appointment was an inspired choice by the search committee. (Participant number

withheld for added anonymity)

His single-minded dedication and sophisticated understanding of how rural medical
education could be designed to produce the desired outcomes, were significant factors in

NOSM'’s subsequent success:

So, I don’t think we had quite the sophistication that [the Founding Dean] brought to
it, recognising that you had to select local students, train them here, and train them in
an environment which encouraged generalism. He had a much broader philosophy
which | think proved to be — the school has been entirely successful in trying to do

those things. (Participant number withheld for added anonymity)

Nonetheless, Table 5-1 and Table 5-2 show that many other Champions and Colleagues
also played significant roles in NOSM'’s successful establishment. In the next section, |
begin the story with how these Catalysts harnessed opportunity and addressed contextual

barriers to obtain the initial green-light to establish NOSM.
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5.3.3 Conducing:

Conducing circumstances, events, and actions help make the contextual milieu more
favourable for a new venture (see ‘Utilising theory’ section 3.4.2.3.3). In my research, | used
‘Conducing’ to focus on how the initial authoritative ‘go ahead’ can be obtained. Human
agents or Catalysts can be both passively and actively involved in this stage of
establishment and in NOSM’s story, | identified three major actions undertaken by various

Catalysts — either deliberately or incidentally — that helped:

1. Previous successful medical education initiatives in the area
2. Supportive reports written by experts, consultants, and committees

3. Intense political lobbying by coalitions of stakeholders

5.3.3.1 Previous successful medical education initiatives in the area:

There was a “self-awakening” to the fact that quality educational programs could, in
fact, be delivered in areas far from a medical school and that busy community
practitioners could not only provide quality patient care but could also become very

effective teachers. (Tesson et al., 2009, p. 56)

Northern Ontario’s first medical education initiative began in 1972 with rural clinical
placements for medical students from McMaster University in north-western Ontario through
McMaster’'s Northwestern Ontario Medical Program (NOMP).

In 1991, two post-graduate Family Medicine (FM) training programs commenced — in
Thunder Bay through McMaster's NOMP and in Sudbury through University of Ottawa's
Northeastern Ontario Medical Education Corporation (NOMEC). NOMP and NOMEC - and
their affiliations to southern medical schools — were foundational in instigating medical

education capacity in Northern Ontario:

| think the physicians who [had] become involved in both of the Family Medicine
programs. ... [showed] enthusiasm and belief that this could work; belief that you

could get good quality medical education in rural settings. (NOSM-17)

These organisations were independent legal entities who received their funding directly from
the Ministry of Health yet were academically answerable to their parent universities —

foreshadowing NOSM'’s similar governance model.
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In 1997, the Ontario Provincial Government funded the Northern Academic Health Sciences
Network (NAHSN) to run a range of undergraduate and post-graduate health-related
educational initiatives across Northern Ontario. These were significant because they
signalled the North’s growing capacity to provide health-related education without

governance from the southern medical schools (Tesson et al., 2009).

Extensive tracking data of graduates from these programs provided sound research
evidence of workforce retention in the area. Local graduates could contribute to the health
workforce and also to the educational workforce as teachers and supervisors. Specifically,
tracking data from the NOMP and NOMEC Family Medicine residency programs showed a
retention rate of 67.5%, with their graduates being seven times more likely to work in
Northern Ontario (Tesson et al., 2009). Furthermore, ~40% of them also become part of the

clinical teaching workforce (Tesson et al., 2009).

These various medical education activities undertaken by assorted stakeholders
substantiated the potential success of a much larger medical education initiative in Northern
Ontario — a full medical school with even more allied health, research, and specialty training
possibilities. A full medical school was also supported by several influential experts,

consultants, and committees, as discussed next.

5.3.3.2 Supportive reports written by experts, consultants, and committees:

In 1999, Dr. Robert McKendry was commissioned as a ‘Fact Finder’ by the Ontario provincial
government, to comprehensively report on Ontario’s doctor demand, supply, and shortage.
Lakehead and Laurentian Universities submitted a joint brief to McKendry indicating their
willingness to work together to develop a new medical school for Northern Ontario with dual
campuses in Thunder Bay and Sudbury. In his final report, McKendry recommended this
joint new medical school to meet the needs of the northern rural areas (1999). His
recommendation was viewed sceptically by the existing medical schools but precipitated a

“growing wave of popular support in Northern Ontario” (Tesson et al., 2009, p. 7).
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In 2000, Ontario's Minister of Health convened an Expert Panel to advise the Provincial
Government on implementing McKendry's recommendations. Funded by a grant from
FedNor (a federal government economic development agency), leaders from Lakehead,
Laurentian, NOMP, NOMEC, Sudbury Regional Hospital, Thunder Bay Regional Hospital,
and the Sudbury and Thunder Bay communities, formed the Northern Ontario Rural Medical
School (NORMS) Liaison Council which submitted a full proposal for the new joint medical
school to the Expert Panel. The model recommended in the NORMS proposal was
designed by a team of innovative medical educators from across Canada including strong
rural medical education advocates (NORMS Liaison Council et al., 2000; Tesson et al.,
2009).

The positive findings of these individuals and committees provided documented evidence
supporting the feasibility and desirability of a new stand-alone rural medical school in
Northern Ontario. Such evidence was essential in convincing the Provincial Government to
give the green-light to such an ambitious venture. However, concerted political lobbying by
many groups of stakeholders was also crucial to gaining government support, as discussed

next.

5.3.3.3 Intense political lobbying by coalitions of stakeholders:

There is a respected political theory that maintains that revolutions occur not as a
result of absolute deprivation but, rather, in response to rising expectations. (Tesson
etal., 2009, p. 11)

In the wake of McKendry’s report and the growing support for a new northern medical
school, political lobbying began in earnest. In 2000, the Mayors of five municipalities of
Northern Ontario directly lobbied the Minister of Health (who had convened the Expert
Panel) by meeting her in Toronto. The NORMS Liaison Council with their submission to the
Expert Panel, was a further force of collective action by the universities, health services,

post-graduate training bodies, and communities of Northern Ontario.
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However in late 2000, newspapers leaked information that the government’s Expert Panel
would only be recommending increased rural activities of the pre-existing medical schools
rather than a new medical school (Tesson et al., 2009). This was presented as a capacity-
building step with an eventual northern medical school to be considered at some indefinite

future point (Expert Panel on Health Professional Human Resources, 2001).

The people of Northern Ontario were no longer satisfied with this as a solution to their health
and workforce problems, and began to decry it through several public statements, media
releases, and newspaper articles. The Minister of Northern Development and Mines was
lobbied to fund an International Symposium on Rural Medical Education in Sudbury in 2001.
Presentations from leading international medical educators on successes in rural medical
education initiatives in Australia, Norway, Finland, Canada, and the United States provided
strong evidence and encouragement for a new rural medical school in Northern Ontario.
Soon the general population of Northern Ontario were able to discuss the kind of medical

school they wanted for their region:

It was a remarkable exercise not only in political lobbying but also in public education.
Ordinary citizens talked in an informed way about what sort of medical school would
be best for the North, and, perhaps most important of all, they identified it as their
medical school which was being denied them. [emphasis in original as italics]
(Tesson et al., 2009, p. 11)

Eventually, the Provincial Government did indeed embrace the idea of a new medical school
based entirely in Northern Ontario and made a firm financial commitment to it. In 2001,
Ontario’s Premier formed the Implementation Management Committee (IMC) to
operationalise the new medical school and provided them with a working budget of CAN$3
million. However, against all previous discussions and recommendations, the government
announced that the new medical school would be at Laurentian University in Sudbury with

only a satellite campus at Lakehead University in Thunder Bay.
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The people of the north-western region felt betrayed by this inexplicable announcement of
their reduced role in the new medical school, and they began to garner local and Indigenous
community support for a full campus at Thunder Bay, as had been discussed from the
beginning. They submitted a petition to the Federal Minister of Health with 35,000

signatories. Specifically, the backing of the Indigenous people was pivotal:

And what turned the tide ... was the First Nations threw their support behind the dual
and fully standalone or fully dual at Lakehead. ... [a First Nations leader] came to the
Northwestern Ontario Municipal Association and basically just said, “A partial med
school is not going to work for us. It will not solve the issues”. ... The municipalities
and the First Nations, they were really not working on the same page for almost
anything. So, this was a great coalescence of energies. (Participant number withheld
for added anonymity)

Different stakeholders and communities of the region had never before come together with
this level of cooperation and synergy. It enabled them to accomplish together what they
could not have achieved individually:

And we worked together and it’s through joint effort, not only the First Nations, but
partners like doctors, Chamber of Commerce, MPs [members of parliament], and
even the local residents came together as one. It’s through that effort that we were
able to change the minds of the government. ... it’s all because the North[west] came
together as one and then we worked together. And we would never have

accomplished what we accomplished ... on our own efforts. (NOSM-13)

This groundswell of north-western solidarity exerted enough political pressure that eventually
in 2002, a new, different provincial Premier publicly committed to the dual campus model for
the new medical school with equal roles for Sudbury and Thunder Bay. Thus, political
petitioning from the people of Northern Ontario was a lynchpin in NOSM'’s story of
establishment. The political power wielded by their united stance tipped the scales in their
favour — not only for approval for a new medical school, but also for the kind of medical
school they wanted.

203



With this support in place, the Catalysts were able to proceed with all the tasks required to
successfully establish the new medical school. The IMC's final business plan (PWC
Consulting, 2002) and implementation guidelines closely reflected the original NORMS
proposal including equal dual campuses in Sudbury and Thunder Bay, community-based
distributed learning, and a unique governance structure of the medical school as a distinct
not-for-profit legal entity separate from the two universities but recognised by both. In the
next three sections, | describe the activities of Convincing, Collecting, and Connecting that

facilitated establishment.

5.3.4 Convincing:

Champions of new medical schools need to construct compelling rationales, arguments, and
reasons to convince the various stakeholders and overcome socio-political resistance (see
‘Utilising theory’ section 3.4.2.3.5). Macro-level reasons had already convinced the people
and the government that a new medical school in their area was warranted (as discussed in
section 5.3.3 'Conducing' above). In this section, | describe how the founding leaders of
NOSM went about Convincing their communities, clinicians, and accrediting bodies with

more meso-level and micro-level arguments.

5.3.4.1 Convincing the communities:

Despite the big governmental announcement approving the establishment of a new medical
school in Northern Ontario in response to the communities lobbying for this very thing, many
people were still sceptical that this would actually come to be. They had become jaded by

previous governmental announcements that never eventuated:

The initial task ... was actually convincing people that there would be a Northern
Ontario School of Medicine ... People in Northern Ontario and rural areas generally
are used to this sort of pattern where the government makes an announcement and
then nothing happens, and then the government announces the same thing again
and then nothing happens and eventually nothing happens. (NOSM-05)

The communities also needed convincing of the different model of community-engaged
medical education, that the Founding Dean proposed to meet the needs of First Nations and

other under-served communities.
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Convincing the communities required a large investment of targeted resources by NOSM
personnel. Three specific strategies they employed were to host large community-engaged
curriculum workshops, to personally visit the communities, and to ensure wide

representation on the NOSM Board.

NOSM leaders ran several curriculum workshops between 2003 and 2005, openly inviting
the general populace of Northern Ontario to attend and provide input into the new medical
school (more details in section 5.3.5.3 'Curriculum' below). NOSM'’s consultative processes
and their willingness to incorporate much of the feedback from these workshops into
operational elements of NOSM'’s structure and functioning, garnered significant trust and
good-will with the communities of Northern Ontario. For example, an Indigenous rural
immersion block for first year students was suggested at one of the early workshops and

was subsequently piloted and implemented:

First Nations people ... in particular, bought in to the fact that this was their medical
school, and they ... felt that the First Nations health was a strong reason for the
medical school being founded in the first place. I'm not really sure how true that was,
but they felt that way. So, they really did feel very connected to it and the school was
fairly smart in putting in this curriculum this immersion experience that students have
of spending four weeks in an Indigenous community out of a six-week module and
that really helped those communities to feel connected to the medical school ‘cause
they had the students there. (NOSM-04)

As a result, even small Northern Ontario communities felt a great sense of connectedness

and ownership with “their” new medical school.
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NOSM staff also undertook an extensive “travelling roadshow” to visit all the various

communities and build partnerships with them:

But their first thing was this travelling road show ... they went to every single
community: Sault Ste. Marie, Timmins, Bracebridge, small communities, big

communities. ... that’s where they got a lot of the ball rolling. (NOSM-16)

It was both an information and recruiting exercise, to explain the crucial role that the
communities could play in NOSM’s mandate and curriculum (see also ‘Convincing’ and
‘Collecting’ sections 5.3.4.2 and 5.3.5.4 below respectively). This level of investment and
personal contact was essential for NOSM to gather its Colleagues and implement its

geographically-distributed, community-engaged vision.

Smaller communities had thought they might get left out of this new initiative, in favour of the
larger towns and cities of the region. NOSM staff explained their socially accountable vision

which included early student exposure to small rural communities:

Once it was really articulated, that first and second year [student experiences] would
be just about the little, tiny places and that they [the smaller communities] got to see
[the students] before the big places ... the distributed little towns [said], “Oh, we aren’t
going to get short-changed in this”. (NOSM-06)

Once the communities understood how medical education could successfully be undertaken
in their smaller clinics and hospitals and how they could vitally contribute to the development
of their own future workforce, they became enthusiastic and empowered to dynamically

engage with NOSM'’s activities.

NOSM began with an unusually large Board of 35 Directors. This permitted a highly
inclusive community and cultural membership which contributed to NOSM’s good will
amongst the communities. After more than a decade, for logistical reasons, this large Board
was scaled down to a more manageable size of 19 members (mentioned in section 5.2
'NOSM overview' above). By this point, however, NOSM’s track-record as a community-
engaged and socially accountable medical school provided enough proof for the

communities to rest secure with this governance change.
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5.3.4.2 Convincing the clinicians:

Doctors teach other doctors because they think they should. That’s how we were all
taught, and some do it because they hope it decreases their workload and some have

an absolute passion for it. But the ‘passion for it’ is a very small group. (NOSM-16)

Some clinicians were early adopters of the idea and quickly became Champions of the new
medical school in their locale. They could see the value of having learners who were “extra
work but enjoyable to have around” because of the “self-validation, self-worth and intellectual
stimulation” that often came with “teaching young students what it had taken years to learn in

clinical practice” (Tesson et al., 2009, pp. 50-51).

However, many other clinicians were more resistant. Influenced by their own training in
large academic hospitals, they were sceptical because Northern Ontario did not have similar
tertiary teaching hospitals. They had never seen nor experienced community-based,

distributed medical education, and could not envisage the local possibilities:

They didn’t think that we actually had the skill set entirely here, and how would we
make that happen, and nobody had actually ever done a distributed model ... this
was radically different than any Canadian or American school was at that time.
(NOSM-06)

In fact, some of these clinicians had come to work in Northern Ontario specifically to get
away from such large teaching centres and were disinterested in academic discussions.
Scepticism from tertiary-hospital specialists worked in NOSM'’s favour, allowing them to
design a curriculum with strong rural community-based generalist emphasis (explained

further in section 5.3.5.3 'Curriculum' below).

Other clinicians resisted because they felt overworked without also having to teach medical
students. They perceived medical students as a lot more work, unlike advanced training

residents who could shoulder some of the workload even while training:

GPs are interested in having residents. They were not interested in having medical
students who can'’t really help them. (NOSM-16)

Furthermore, some clinicians needed convincing because they were unsure of their abilities

to teach, as they had never done it before.
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Utilising their clinician-Champions, as well as the previously mentioned curriculum
workshops and travelling roadshows, NOSM began to inform, educate, and convince the

local clinicians. In some towns, it was the local councils that helped convince the clinicians:

| can remember one conversation in one unnamed town where there was a great deal
of reluctance, and we were sort of having this discussion with the docs in front of the
local politicians. Local politicians very quickly said, “Oh, don’t worry. We're taking
these students”, and that changed the conversation. (NOSM-04)

Eventually, it was a snowball effect that enabled more and more clinicians to get on board
(see ‘Staff section 5.3.5.2.1 below).

5.3.4.3 Convincing the accreditors:

There potentially is another source of conflict for new medical schools ... and it
usually comes from the established medical schools who believe that they are
academically sound and that new kids on the block or new medical schools run the
risk of not being academically sound, partly because they don’t replicate the model of
the traditional medical school. (NOSM-14)

Canadian medical schools need to obtain dual accreditation by both the Canadian
Committee on Accreditation of Canadian Medical Schools (CACMS) and the United States’
Liaison Committee on Medical Education (LCME). In both countries, no new medical
schools had been opened for several decades: in Canada, NOSM was being set up 35+
years after the last new medical school, and in the US, Florida State University (FSU) had
been established 20+ years after its most recent predecessor (Association of American
Medical Colleges, 2012; Hurt & Harris, 2005; Mangan, 2002). FSU had failed to obtain
provisional accreditation twice, but because of state legislation, had to enrol students

anyway, despite much negative publicity (Hurt & Harris, 2005; Mangan, 2002).
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For NOSM, the stakes were significantly higher, since failing even provisional accreditation
would mean the end of the entire project. Thus, one of the crucial initial tasks for the
Founding Dean and other staff, was to secure and document sufficient infrastructure and
resources to satisfy the accreditors. This was particularly pressure-packed given the level of
innovation and community engagement they were proposing (detailed in ‘Curriculum’ and
‘Consequences’ sections 5.3.5.3, 5.5.2 and 5.5.6 later). They successfully met all the
requirements to obtain provisional accreditation by June 2004 allowing them to solicit
students shortly thereafter. Full accreditation was subsequently awarded in 2009, in time for

the graduation of the charter class of students.

Of note was that FSU’s and NOSM'’s experiences helped update the outmoded North
American accreditation processes. Since no new medical schools had been opened in
Canada and USA for several decades, CACMS and LCME were out of practice and needed

to update their standards and protocols to approve a new medical school:

Part of the reason of the difficulties for Florida State was the accrediting bodies were
out of practice at actually accrediting new medical schools and the whole world of
accreditation had developed and become much more precise and much more
behavioural, evidence-based sort of thing. So, anyway, we were a beta test site for
what’s now a well-established system for considering accreditation for new medical
schools. (NOSM-05)

The potential for a new medical school to provide reciprocal benefit to their accrediting
bodies is further discussed in ‘Cross-case analysis’ section 7.5 later. Successfully
Convincing their communities, clinicians, and accreditors laid a foundation of relationships
and legitimacy that enabled NOSM to proceed with their resource acquisition, discussed

next.
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5.3.5 Collecting:

Well, the ongoing challenge is, of course, to get enough resources. Thatis a

challenge that probably every medical school has. (NOSM-10)

Founding leaders of new medical schools need to collect all the needed economic, human,
physical, material, intellectual, educational, and technological resources (see ‘Utilising
theory’ section 3.4.2.3.4). This section details how the Catalysts of NOSM collected their
required funds; staff; curriculum; clinical training sites; facilities (which includes physical
spaces, educational equipment, research laboratories, library facilities, and technological

resources); and students.

As indicated in McKendry’s survey, collecting enough resources would need to be a pan-
Northern effort with the north-western and north-eastern regions pooling resources.
Lakehead and Laurentian Universities; NOMP and NOMEC family medicine training;
Thunder Bay and Sudbury hospitals and clinicians; and health services and communities

from all over Northern Ontario, would need to be involved in collective effort.

5.3.5.1 Funds:

Given the geographically-distributed, community-engaged, and rurally-immersive nature of
NOSM, it was always going to cost more than a traditional, single-university, single-site
medical school — potentially even doubling the required amount. Their primary funding
source was the Provincial Government who needed to provide start-up funding as well as

on-going support.

You don'’t get those kinds of dollars without the government being on side. (NOSM-
02)
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However, as is typical of most new medical schools, NOSM accessed several funding

sources for their start-up support of CAN$119+ million plus annual support of CAN$35+

million. Other than the provincial government, other funders included:

Northern Ontario Heritage Fund Corporation (NOHFC) (a provincial economic
development fund)

FedNor (a federal government economic development agency)

Ontario Trust for Student Support (OTSS) (under the Ministry of Training, Colleges
and Universities)

‘The Northern Solution’ (a public fundraising campaign for student bursaries)

There were several fortuitous circumstances that enabled NOSM to access these different

pots of money:

The initial provincial Premier involved in NOSM’s establishment was from north-
eastern Ontario. The next Premier who finally made the confirming announcement,
remained committed to the vision even though not from Northern Ontario himself.
NOSM in Sudbury was initially housed in pre-existing government buildings
belonging to the Ministry of Northern Development and Mines. The minister of this
Ministry also chaired the NOHFC and facilitated extra monies for NOSM’s own
purpose-built structures.

In NOSM'’s inaugural year, the NOHFC announced a dollar-for-dollar matching
scheme up to CAN$5 million, for the student bursary monies through their OTSS.
FedNor’s then minister and Director General were also members of parliament for
Thunder Bay and Sudbury, respectively. That specific year, FedNor had a unique
opportunity to obtain an extra CAN$6 million on top of their normal budget and they
agreed to provide this amount towards NOSM'’s research facilities in the two

locations.

211



Despite these large amounts of money being available for NOSM’s establishment, a
participant provided some perspective that even highly-resourced enterprises might feel they

are cash-strapped:

So, again, no one has enough money. I'm sure Bill Gates thinks he doesn’t have
enough money. ... All government, teachers, firemen, policemen, if you ask them,
they’d say, “Oh, we’re under-funded”. ... | bet you couldn’t find a single university

professor in North America who wouldn’t say they’re under-funded. (NOSM-07)

That medically under-served locations will need to find the right balance between their
expensive ideals and cheaper yet comparable alternatives, will be further discussed in

‘Cross-case Analysis’ section 7.7.1 later.

As a final comment on financial matters, in Northern Ontario’s pre-NOSM history there is an
account of concerted community efforts to fund-raise for new hospitals. In the 1990s, a
political decision was taken to refurbish old district hospitals instead of building new ones.
This decision was not accepted by the communities, so they ran their own fund-raising
campaigns to overturn the decision. A specific example is the community of Thunder Bay
which raised CAN$25 million over 6 — 8 years for their new hospital buildings. This
underscores the willingness of Northern Ontario communities to rally their resources and
lobby government to obtain something they feel strongly about. However, the general
perception was that the government agreed to build these new regional hospitals only on the
unspoken proviso that the communities would not keep asking for a new medical school as
well. However, as NOSM'’s story proves, Northern Ontario communities could not be so

easily placated.

212



5.3.5.2 Staff:

Soon after the formation of the Implementation Management Committee in 2001, Lakehead
and Laurentian Universities jointly appointed an interim 'Consulting Dean' — an individual
who had previously been Dean of a large urban Canadian medical school — to join the IMC,
until the Founding Dean of NOSM could be appointed. The impact of the Founding Dean’s
appointment was discussed in ‘Catalysts’ section 5.3.2.1 above. More staff, including
leaders, administrators, academics, and clinicians, were progressively accumulated with the
help of search consultants. Pools for potential staff members included many of the
Champions mentioned in section 5.3.2 'Catalysts' above, particularly from the listed
stakeholder organisations. Creative arrangements for recruiting, sharing, and supporting
scarce human health resources in the region were required to ensure different health service
organisations did not destructively compete with each other (Tesson et al., 2009). Once
NOSM was incorporated, it was able to hire its own personnel directly, rather than rely on

channels via Lakehead and Laurentian Universities.

Characteristics sought in NOSM'’s pioneering staff included "tolerance for ambiguity, high
energy and experience working in a distributed environment” (Tesson et al., 2009, p. 142).
NOSM was also able to repatriate several qualified Northern Ontarians from USA, the United
Kingdom, and other parts of Canada (Tesson et al., 2009). Commensurate with NOSM’s
distributed model, connected primarily through technology, staff were given the freedom to

choose their personal location between the two campuses (Tesson et al., 2009).

To ensure success and meet NOSM'’s unique needs, it was important to choose “the right
people to be on the bus” (participant metaphor). However, limitations with the pool of who
was available “at the bus stop”, meant that they sometimes had to make do with those who

were “willing” even if not always “right”:

The problem was that this bus [was being constructed as we were] driving it and [we]
could only choose from the people at the bus stop. [We] couldn’t say, “Oh no, [we]
don't like this™ and “[We’ll] wait till another one comes to the bus stop” ... We started
off with a coalition of the willing ... Now, we’re in a situation of being able to be more
choosy [sic] and identify the able, and over time kind of leave behind the people who

were willing but not able. (Participant number withheld for added anonymity)

Over time, with increased capacity and reputation, NOSM was able “to be more choosy” with

its staff appointments.
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5.3.5.2.1 Recruiting clinician teachers:

Before NOSM was established, there were approximately 500 doctors across Northern
Ontario to whom NOSM could appeal to become clinical teachers — about 300 in the north-
east and 200 in the north-west. Challenges with engaging these clinicians were detailed in

the ‘Convincing’ section 5.3.4.2 above.

Logistically, the process often began with identifying a local well-respected physician to act
as a liaison or Champion. Interested clinicians were further identified and recruited through
the large, region-wide curriculum workshops (see section 5.3.4.3 'Curriculum' below).

Eventually, it was a snowball effect that enabled more and more clinicians to get on board:

So over that six to eight months, people got excited and then we were able to engage
other people. (NOSM-06)

NOSM also invested significant time and resources into their ‘traveling road show’ to

individual towns and communities to meet with all the clinicians across Northern Ontario:

The big recruiting meeting was at a restaurant, and | remember that two people from
NOSM came ... and they paid for the meal and told every doctor from [this area] to
come to this thing, and they gave a talk on what NOSM is going to be doing and it
was partly information, partly recruiting. ... | can’t even imagine how much money it

cost to have dinner for every single doctor in all of Northern Ontario. (NOSM-16)

Over time, recruiting NOSM’s own graduates as clinician teachers became easier because
the culture changed, and new graduates had never known an environment in Northern

Ontario when teaching was not also part of the clinical job:

The new people coming up, the whole bunch of them were trained at NOSM, and
they fully expect to do [teaching] because they think it’s part of the job. (NOSM-16)
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5.3.5.3 Curriculum:

So, one of the first hurdles on the journey was to get the curriculum started and get it
owned by the communities; and probably the first big decision was around our

Aboriginal communities to feel that they were strong supporters of this. (NOSM-06)

NOSM'’s curriculum is unique in that they began with a blank-slate and sought input from the
wider Northern Ontario community for its core aspects. They did this to stay true their values
of social accountability and community engagement — “for the North, by the North, in the
North” (Tesson et al., 2009, pp. 3-19).

NOSM ran several large curriculum workshops between 2003 and 2005 to which the general

populace of Northern Ontario were openly invited to help design the curriculum:

The idea was to invite anybody and everybody who had an interest to come and be
involved in designing the main Northern Ontario dimensions of the curriculum for the
school. (NOSM-05)
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The first workshop held in January 2003 was deliberately hosted in one of the smaller towns,

Sault Ste. Marie, to showcase NOSM’s pan-Northern ethos:

We chose Sault Ste. Marie, because it wasn’t Sudbury and it wasn’t Thunder Bay, to
show that the school was the School of Medicine for the whole of Northern Ontario.
(NOSM-05)

The event was oversubscribed with 500 expressions of interest, for a venue that could only
accommodate 300. Attendees included 100 doctors, 80 academics, 50 Francophone, and
50 Indigenous people from all over Northern Ontario. The three-day event incorporated
large and small group discussions and invited speakers with experience of community
participation. Workshop attendees identified characteristics desired in a Northern Ontario
doctor that closely aligned with other Canadian policies such as Educating Future Physicians
for Ontario (Neufeld et al., 1998) and its successor — the CanMEDS competencies (Royal
College of Physicians and Surgeons of Canada, 2021). Three characteristics were
particularly important for Northern Ontarians — being a team player; being culturally
competent with sensitivity to diversity; and having a passion for living and working in the
North. Also, volunteer groups were formed to start writing clinical cases for NOSM'’s case-

based learning curriculum.

The first workshop also clearly identified the need for a second Indigenous-focused

workshop:

If we are really going to understand what the Indigenous people are looking for, from
their medical school, we needed to have a separate workshop which was just
Indigenous people. (NOSM-05)

This second workshop was held in Kenora in June 2003 and was attended by over 100

Indigenous Northern Ontarians. It revealed some key curricular desires:

At the Aboriginal workshop, it became apparent that the First Nation people actually
thought their exposure should be early as opposed to late. (NOSM-06)

NOSM responded by ensuring early, immersive exposure to Indigenous communities for

their first- and second-year students (as noted in ‘Convincing’ section 5.3.4.1 above).
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In 2005, a similar Francophone-focused workshop was held in Sudbury with 160 participants
(Lanphear & Strasser, 2008). Issues discussed included Francophone physicians who can
talk to patients in their first language; higher rates of smoking and alcoholism; and reduced
life expectancy. NOSM committed to the continued recruitment of Francophone students;
curricular elements focused on Francophone health needs; language and culture; and

student placements in Francophone communities (Lanphear & Strasser, 2008).

NOSM also conducted pilots of some curricular elements — such as a 4-week rural
community immersion for first years and some CBL cases — using cohorts of non-medical
students from Lakehead and Laurentian as well as medical students from southern medical
schools. These test-runs were vital to the final design of their curriculum and on-line

learning platform (Tesson et al., 2009).

NOSM’s curriculum (see Figure 5-3) was originally structured around five themes: northern
and rural health; social and population health; foundations of medicine; clinical medicine;
and personal and professional aspects of medical practice (Tesson et al., 2009); but a sixth
theme related to medical careers has since been added (Northern Ontario School of
Medicine, n.d.-c). Core concepts include patient-centred medicine; learner-centred
education; generalism in health care; integration in health service delivery; interdisciplinarity;

and doctors as teachers and researchers (Tesson et al., 2009).

Figure 5-3: NOSM’s Curriculum Summarised
NORTHERN ONTARIO SCHOOL OF MEDICINE

UME PROGRAM CURRICULUM STRUCTURE

YEAR 1 YEAR 2 YEAR 3 YEAR 4

1 14 1T
THEME 1: NORTHERN AND RURAL HEALTH
THEME 2: PERSONAL AND PROFESSIONAL ASPECTS OF MEDICINE PRACTICE
THEME 3: SOCIAL AND POPULATION HEALTH
THEME 4: FOUNDATIONS OF MEDICINE
THEME 5: INTRODUCTION TO CLINICAL MEDICINE CLINICAL MEDICINE & THERAPEUTICS
THEME 6: CAREER ADVISING
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In the mid-1990’s, Flinders University in South Australia had successfully pioneered the
model of general practice and community-hospital-based longitudinal integrated clerkships in
rural communities for a subset of their third-year students. The Founding Dean of NOSM —
an Australian with strong collaborations with Flinders University — introduced this model for
NOSM'’s entire third year cohort:

I'll say in the first six months, [the Founding Dean] brought the Flinders model of a
community clerkship in about third year and to his credit, he made us all convert to
that ... that model is just what we would think about, we just didn’t know about it, so

once you know about it, it’s like well of course, we’re going to do that. (NOSM-06)

Once other Catalysts in Northern Ontario were introduced to this model, they could see its
benefits and applicability for their new medical school. NOSM is the first medical school in
the world to train 100% of their students through community-based longitudinal integrated
clerkships (Northern Ontario School of Medicine, 2012; Tesson et al., 2009). This is an
example of practical innovation that contributed to NOSM'’s positive outcomes (discussed

further in ‘Consequences’ section 5.5.6 below).

Initial scepticism from tertiary-hospital-specialists about the new medical school enabled
NOSM to implement its community-based, generalist emphasis without interference from

specialists who may have pushed for more a more hospital-based curriculum:

Particularly [specialist] doctors really didn’t believe it was going to happen. There’s a
paradox to this ... because it provided an opportunity. ... not only did they [not]
believe it was gonna happen, but they didn’t want it to happen and so they paid no
attention at all. ... which did allow us the opportunity of designing the curriculum
model that we have, which is a progressive learning model, and the first direct
teaching by specialists and subspecialists in the tertiary care centres and regional

hospitals is only in the fourth, the final year of the curriculum. (NOSM-05)

Thus, NOSM's socially accountable curriculum was the product of strong community
engagement with culturally-immersive experiences for first and second year students in
small rural and Indigenous communities; longitudinal placements in medium-sized regional
communities for third year students; and tertiary hospital rotations — in Sudbury or Thunder
Bay or electives in other Canadian or international hospitals — reserved for their final year

(see Figure 5-3).
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The primacy given to rural, generalist medicine has likely contributed to NOSM'’s statistically
large numbers of graduates subsequently working as rural generalists (see statistics noted in
section 5.2 'NOSM overview' above). The ethos of the medical school and its underpinning

values can have a powerful influence on subsequent career choices:

My other theory, just so | put it on the table for you, is why we have been so
successful in recruiting people to become family physicians, is that most medical
schools teach you your general sciences, etcetera, and then they teach you the
specialties, and at the end of it, they throw you into a general practice. And so, in
your head as a learner, you kind of think of it as second-best type of stuff. Whereas
we do it the other way around, we teach you the general stuff first ... and I think that
has been very important to getting people to understand the benefits of being a
primary care physician ... because you are exposed to generalism early and you
recognise what sKill is required to be a generalist physician especially in Northern
Ontario. (NOSM-04)

NOSM’s example shows that, if a curricular element seems to just be an add-on, rather than
a core component from the beginning, it will seem less important and a career focusing on it
will seem less desirable. On the other hand, if an area of medical practice is supported,
emphasised, and even celebrated throughout the course, students will be more likely to
embrace it. | explore this key finding as fundamental to a socially accountable approach

when establishing a new medical school, in ‘Discussion’ section 8.3 later.

5.3.5.4 Clinical training sites:

You will also need not just clinicians but clinical sites, like hospitals, and other health
service settings, and agencies, and the form they take varies a lot. In Northern
Ontario, still there are largely autonomous hospitals, and other health service
agencies, and community health centres, family health teams, Aboriginal health
access centres, and each one of them has to be convinced that it’s in their interest,
and worthwhile to support and be part of developing and implementing a medical
school. (NOSM-05)
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NOSM partnered with a large number of communities and clinical sites to implement their
highly distributed and rurally immersive curriculum. As noted in section 5.2 'NOSM overview'
above, NOSM considers the whole of Northern Ontario to be its classroom, and they have
partnered with 90+ specific communities and locations to achieve this. NOSM brokered
written agreements to host and teach NOSM students with each of these communities

and/or health services.

NOSM'’s ‘travelling roadshow’ method of personal visitation (see also ‘Convincing’ and ‘Staff’
sections 5.3.4.1 and 5.3.5.2.1 above respectively) was essential to this level of community

engagement and collaboration:

We went to visit each one of those communities and some of those would be two- or
three-day journeys because they’re not easy to get to. Some of them are quite close.
We sort of went to meet them on their terms. And | think they too weren’t sure what
they would teach medical students. We had to make it clear that ... the school owns
the curriculum, that’s the way the accreditors work, but to identify that these are the
things we hope our students would learn here and how could you make that happen.
(NOSM-06)

The enduring positive impacts of the communities and students on each other are discussed

further in the ‘Consequences’ sections 5.5.2 and 5.5.3 below.

5.3.5.5 Facilities:

NOSM has a physical presence in both Sudbury (Laurentian) and Thunder Bay (Lakehead)
with at least one purpose-built structure on each university campus along with space re-
purposed from pre-existing buildings. These house all the usual medical school facilities of
small- and large-group teaching rooms; clinical skills and simulation units; anatomy and
pathology laboratories; libraries; research laboratories; staff offices; and student study and

social areas.
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A contextual constraint made it harder for NOSM to have their own new buildings approved:
in 2003, Northern Ontario changed their secondary education from thirteen to twelve years
which created a double cohort entering tertiary institutions and a subsequent period of
“super build” to construct new buildings on university and college campuses. Thus, initially
NOSM was only given approval to extend existing buildings on Lakehead and Laurentian
campuses, rather than constructing new ones. Later, they were able to obtain approval for
new buildings for the medical school on each campus — both of which were built on time and
under budget (Tesson et al., 2009). The top floors of both Lakehead and Laurentian NOSM
buildings were dedicated to the research activities of the school and were fitted out with a
grant from FedNor (mentioned in section 5.3.5.1 'Funds' above). NOSM'’s building
infrastructure was valued at ~CAN$48 million, but was leased from the two universities for
an annual cost of ~CAN$1 million, rather than being owned outright by NOSM (Northern
Ontario School of Medicine, 2012).

Geographic distribution also required widespread technological connectivity for staff and
students. Reliable internet connectivity in the communities was obtained through
partnerships with providers who were committed to serving their communities. These
partnerships attracted additional funding that not only benefitted the NOSM students, but
also the communities, with an extensive network of videoconferencing sites and electronic
library holdings (Tesson et al., 2009). All NOSM students were provided with new leased
laptops in their first and third years, fully loaded with all the software and resources required
for their study regardless of location. This included access to NOSM'’s full syllabus through
their purpose-built electronic learning platform (Tesson et al., 2009). Using technology
enabled NOSM'’s blended-learning delivery which included face-to-face classroom learning,
synchronous learning via videoconferencing, and asynchronous individually-paced learning
(PWC Consulting, 2002). Student presence in 90+ locations required arranging adequate
living quarters in each. These were negotiated with the local communities and incorporated

into their formal agreements.

5.3.5.6 Students:

Student recruitment, selection, and admissions processes began in July 2004 for the
inaugural class of 56 students to commence in August 2005. From the very beginning,
NOSM was able to attract over 2000 applications, implying a favourable public perception of

its academic credibility (Tesson et al., 2009).
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Admissions processes were evidence-informed, Northern-focused, and favourably disposed
towards Indigenous, Francophone, northern and rural backgrounds, and/or intentions to
work (Tesson et al., 2009). The admissions committee included not only NOSM staff, but

also rural, Indigenous, and Francophone members of the public (Tesson et al., 2009).

NOSM is training people from the North, and we are focusing almost exclusively all of
our recruitment efforts on those people and supporting them along the way. (NOSM-
03)

As mentioned earlier, 91% of NOSM students are from Northern Ontario (section 5.2 'NOSM

overview' above).

To account for the pervasive inequality of academic performance of people from urban
versus rural, higher versus lower socio-economic backgrounds, and dominant versus
minority cultures, NOSM’s admissions process does not utilise Medical College Admission
Test (MCAT) scores nor high school academic scores. The MCAT has never been validated
for Aboriginal and Francophone cohorts, and it potentially adds a financial burden to
applicants for travel to southern writing centres and/or preparatory courses (Tesson et al.,
2009). Rather, NOSM uses only the Grade Point Average (GPA) of college or tertiary
education performance. The GPA used by NOSM discounts the applicants’ first year of
study to allow for catch-up academic development, and is progressively weighted for later
years of study (Tesson et al., 2009). Further, NOSM also applies its own additional ‘rural
adjustment factor’ based on length of stay in, and size of community the applicant was from
(Tesson et al., 2009).

NOSM also emphasises desirable personal characteristics identified via a day-long Multiple
Mini Interview (MMI) process (Tesson et al., 2009). They specifically seek to identify
evidence-informed characteristics that predict for family medicine and rural practice such as
rural origin, female gender, tendency to give oneself to one’s community, and career

intentions (Tesson et al., 2009).
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Along lines of social accountability, NOSM embraces a policy of marked inclusivity for its
student admissions, to ensure representation from Indigenous, Franco-Ontarian, and remote
communities. Recruitment efforts include having high school students visiting NOSM. This
is particularly important for children from remote communities who might otherwise have
minimal exposure to career options in healthcare. Furthermore, NOSM admits students with
different disabilities and health constraints such as paraplegia, visual impairment, and organ
transplantation. This is not only motivated by social justice for their students, but also an
evidence-informed workforce production strategy, since people from minority groups are

more likely to serve the under-served:

Minority physicians are much more likely than are their counterparts to opt to practise
in underserved areas, so increasing the proportion of minority groups graduating from
medical schools is viewed as an effective way of meeting the needs of underserved
areas. (Tesson et al., 2009, p. 120)

Formal research on NOSM'’s early students indicates that their expressed affinity for working
in the North was due to personal, familial, communal, and socio-political reasons in “a
complex interplay between self-determination and social circumstances” (Tesson et al.,
2009, p. 124). Personally, they indicated pleasure in the rural lifestyle, natural habitat, and
outdoor hobbies of the North. Regarding family, students who enjoyed a good childhood
with their families felt drawn to stay close to them — that is, within a day’s drive. Regarding
community, students who had grown up in smaller cities or rural/remote areas appreciated
the safety and connectedness these offered. Socio-politically, many NOSM students
exhibited a strong sense of social responsibility congruent with NOSM'’s own ethos (Tesson
et al., 2009).

NOSM'’s early student cohorts were noted to have unique attitudes that marked them as

valuable pioneers and ambassadors of the new medical school:

The inaugural year students were different. They knew that they were taking a risk.
They knew that they were shaping the school. ... The success of the school will
depend on how they interact and how they help the school succeeding. So, that
[was] the sense of advocacy in these students that | don’t usually see in the more
established schools. ... [Some students] were high profile researchers who didn’t
have to come to NOSM. ... They came because they wanted the adventure, they
believed in rural health, they came from the area, and they wanted to do something
different. (NOSM-12)
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Their sense of adventure, willingness to take risks, and be advocates for their region and
their new medical school gave them a “vibrant” quality. Thus, the early students are counted
amongst NOSM’s Champions (see Table 5-1 above). Once NOSM had proven itself as a
quality institution, it was no longer “a risk” to study there, and later cohorts did not seem to

exhibit the same vibrancy as the earlier ones:

It is not as vibrant as the first few years. ... I'm not saying that the students now don’t
have that. Many of them do, but it is not as obvious anymore. ... You know that
you’re not taking a risk by going to NOSM anymore because all of the graduates did
do so well. (NOSM-12)

This account shows that the early NOSM students connected with the new medical school’s
vision and ethos with laudable passion and dynamism. In the next section, | explore the

results of NOSM'’s connections to other stakeholders.

5.3.6 Connecting:

NOSM'’s story reveals that Connecting was fundamental to their successful establishment.
Individual and collective stakeholders from different sectors — health, education, academia,
government, business, Indigenous, Francophone, north-east, and north-west (see section
5.3.2 'Catalysts' above) — were able to “lay aside their territorial rivalries and effectively work
together towards a common goal ... without any single one dominating the process” (Tesson
et al., 2009, p. 10). Deep symbiotic alliances, where each party had significant skin in the
game were required. In this section, | explore how these connections were characterised by

non-competition, political collusion, self-sacrifice, and engaged ownership.

NOSM'’s unique governance structure as a distinct legal entity but under the degree-granting
authority of two academic Senates was an elegant solution for the non-competitive

partnership between Lakehead and Laurentian Universities:

NOSM'’s innovative governance structure has enabled what would have otherwise
been two small and competing regional medical schools (with fewer resources) to join
forces and realize a combined synergy as one. Although this joint effort does present
some challenges, it is by far the most effective and sustainable model that could have
been devised. Itis also a credit to the ongoing commitment of both institutions in
serving the population of Northern Ontario that they have chosen to do so in such a
manner. (Northern Ontario School of Medicine, 2012, p. 16)
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Advantages of the autonomy associated with this governance model include that NOSM can
enter into independent contracts; can be more responsive to change with less bureaucracy;
can be closer to its communities through its board representatives; can avoid several
potential accreditation difficulties; and can manage its own finances without university

intervention (Tesson et al., 2009).

The political collusion of the five municipalities of Northern Ontario to lobby for the
establishment of NOSM (see ‘Conducing’ section 5.3.3.3 above) is similarly remarkable, in

light of their historical competition for resources and political investment:

Northern communities seeking help to build much-needed infrastructure often find
themselves as supplicants to a southern-based political machine and, as such, they
regard each other as rivals, ... because they are competitors for resources that are
few and far between. (Tesson et al., 2009, p. 186)

Likewise, also the concord of north-western communities to ensure equal status for Thunder
Bay was historically and socio-politically remarkable (see same ‘Conducing’ section 5.3.3.3

above).

Two of the Champion organisations — NOMP and NOMEC - paid the ultimate self-sacrificial
price for their pivotal roles in NOSM’s establishment (see ‘Conducing’ section 5.3.3 above).
Their historic successes with Family Medicine training and graduate retention provided data
in favour of expanding the medical education capacity of Northern Ontario. Their faculty
were key members of the NORMS Liaison Council and thereby contributors to important
proposal documents and political lobbying efforts. Many of those same staff went on to
become early faculty members of the new medical school. Once NOSM was established,
NOMP and NOMEC ceased to exist and their activities were subsumed into NOSM'’s post-
graduate training portfolio instead (Tesson et al., 2009). Thus, NOMP and NOMEC’s

involvement went beyond synergistic sharing to selfless cessation.
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Finally, deep engagement and ownership is felt by NOSM and the communities of Northern
Ontario towards each other. That the communities consider NOSM to be “their” medical
school, has been explained in several other sections (see ‘Convincing’ and ‘Consequences’
sections 5.3.4.1 above and 5.5.2 below). In turn, NOSM considers the whole of Northern
Ontario to be “its classroom” (see sections 5.2 ‘NOSM overview’ and 5.3.5.4 'Clinical training

sites' above).

When, where, and by whom was the need for pan-Northern partnerships first recognised? In
previous decades both Lakehead and Laurentian had individually aspired to have their own
medical schools but had not envisaged this as a partnership (Tesson et al., 2009). When did
they begin to discuss a joint venture? Who were the Catalysts involved in those
discussions? What was happening in the contextual milieu that precipitated their joint
submission to McKendry? My research has no data to illuminate this period of history, but
they are worthwhile questions to consider regarding the generative mechanisms of

successful establishment.

Another concept to consider is whether the territorial rivalries might yet be smouldering
under the surface. As happened at Peninsula Medical School in the UK, which began as a
joint venture between Exeter and Plymouth Universities, but eventually morphed into two
separate medical schools after thirteen years (BBC, 2012), might NOSM eventually demise
into two separate medical schools? Although this is not an issue of establishment and is,
thus, beyond the scope of my research, it is an issue relevant to aspects of collaboration and
sustainability for the new medical school, and may be identifiable from challenges

encountered during establishment, which are discussed next.

5.4 Challenges:

All new ventures encounter problems and set-backs as they start up — both expected and
unexpected (see ‘Utilising theory’ section 3.4.2.3.7). In this section, | explore three major

challenges faced during NOSM’s establishment:

1. Dissenting politics
2. Vast geographic distribution

3. Interpersonal relationships
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5.4.1 Dissenting politics:

NOSM encountered dissenting politics in various aspects and stages of its establishment.
Firstly, some members of the government’s Expert Panel were in leadership positions of
other existing medical schools and this potential conflict of interest may have contributed to
the Panel’s disappointing initial recommendations to only expand the rural activities of
existing medical schools rather than establishing a new one (Expert Panel on Health
Professional Human Resources, 2001). The tide of public opinion and outcry successfully

overcame this as explained in ‘Conducing’ section 5.3.3.3 above.

NOSM also experienced tensions with Francophone groups who desired a bilingual medical
school incorporating a full program of study in French. Laurentian University is mandated as
a bilingual institution and offers most of its other courses in both English and French.
However, a fully bilingual program was not in the government’s remit nor funding for NOSM
(Tesson et al., 2009). NOSM instead focused primarily on offering several Francophone
community placement options to the students. However, the Francophone community
recognised they were not as communally organised as their Indigenous counterparts, and

thus, were not as successful in obtaining what they desired from NOSM:

There was some recoghnition amongst Francophones, that the Aboriginal lobby had
been much more aggressive and had got governance positions and had got a
number of things that the Francophones would’ve liked, because they’d got [sic] their
act together and were pretty firm in pushing for those and that has been successful,
and | think it’s an important aspect of NOSM, that the Francophones in some way felt

they didn’t quite get the profile of the Aboriginal groups. (NOSM-17)

Francophone board representatives and the Francophone Reference Group continue to

provide liaison with their communities and NOSM (Tesson et al., 2009).
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The most significant aspect of dissenting politics in NOSM’s story, however, was the
government’s polarising announcement of a new medical school in Sudbury with a satellite
campus only in Thunder Bay. This served to deepen the pre-existing rivalry between the
north-east and the north-west. The two regions of Northern Ontario did not often see
themselves as one. North-eastern Ontario being closer to the south, only requires two or so
hours of driving to get to Queen’s Park in Toronto — the centre of the provincial government
and its political power. Thus, the north-west can feel geographically and politically

disregarded and isolated as reflected in the following quotation:

People in Sudbury, when they talk about Northern Ontario, they mean the Northeast.
And they’re kind of vaguely aware of Thunder Bay in the Northwest, but they’re quite
indifferent, it’s of no importance to them. When you're in Thunder Bay people don’t
actually talk about Northern Ontario, they talk about Northwestern Ontario or the
region and they’re openly hostile to Sudbury in the Northeast. And the reason for
that, is that when you’re in Toronto [in the south] nobody thinks about Northern
Ontario, talks about Northern Ontario, most of the time, but if they do, they mean
Sudbury in the Northeast. So, Thunder Bay in the Northwest is the forgotten part of
Ontario. (NOSM-05)

Once again, intense political lobbying and communal solidarity from the people of the north-
west countered this (discussed in ‘Conducing’ section 5.3.3.3 above). However, lingering
northern east-west tensions played a role in the early years of NOSM'’s functioning that

required hard work by the medical school’s leadership to resolve:

And it then took years and years and years. It was only because the school became
such a great success that now the NOSM model is seen as a great model.
(Participant number withheld for added anonymity)

NOSM'’s success in bridging these regional rifts has served as an exemplar for other pan-
Northern collaborations (see ‘Consequences’ section 5.5.6 below). NOSM'’s success as a
high-quality medical school, may provide a uniting element for the region, defending against
the risk of an institutional split, similar to Peninsula Medical School (mentioned in the
previous section 5.3.6 ‘Connecting’), based on geographic tensions. A further challenge

posed by the vast geography of Northern Ontario is discussed next.
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5.4.2 Vast geographic distribution:
Geography has a strange way of making all these things very difficult. (NOSM-04)

The vast geography and harsh climate of Northern Ontario imposes several added
constraints to establishing and maintaining a new medical school in the region. As
mentioned earlier, the sparse population is widely distributed with ~6% of the province’s
population spread over ~88% of its land-area (see section 5.3.1 '‘Context' above). Land
areas are huge, driving distances are significant, winter conditions are harsh, and airports
are limited. People from the south don't always understand the ground distances involved
because flight times to north-western Ontario from the south are deceptively quick over Lake

Superior:

| like to tell the story of a patient | saw ... one who had come further for a 15-minute
office appointment [in Thunder Bay] than it would take me to go to downtown Toronto
[from Thunder Bay]. (A north-western participant; number withheld for added

anonymity)

Thus, all activities of Conducing, Connecting, Collecting, and Convincing become more
arduous, resource-intensive, and complex for the Catalysts. For instance, increased travel
time and logistics significantly increased costs (see section 5.3.5.1 'Funds' above).
Increased costs affected both the medical school budget as well as the personal finances of
medical students. For example, access to a car was imperative for the students as public

transport was inadequate for their local and regional clinical placements.

Even as early as the IMC’s 2002 Business Plan, several of the pros and cons of having such
a largely distributed medical school were recognised. Reducing redundancy and duplication
of resources across sites plus ensuring consistency of student experiences were two
challenges of note (PWC Consulting, 2002). The challenge of relating interpersonally,

across vast distances, for a venture of this complexity, is discussed next.
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5.4.3 Interpersonal conflicts:

There was conflict between individuals and leadership positions advocating their
views very strongly. ... | don’t think | would have used the word ‘collaborative’ in that

time period. (Participant number withheld for added anonymity)

In a project of this complexity, interpersonal conflicts are inevitable and require diplomacy,
tact, and management skills to overcome. Interpersonal clashes were noted even between
Champions, who may have disagreed about some aspects of the project even while
championing the idea as a whole. NOSM'’s case study revealed interpersonal difficulties
related to issues of power; staff turnover, burnout, and job security; and large scales of

distribution to keep connected with.

Politics of power with bids for influence and position caused some of these interpersonal

tensions, particularly over leadership of the new medical school:

There’s lots of power in a medical school in terms of the Dean, in terms of the Board,

in terms of your upper executive, and so ... certainly some of that conflict was around
who will get that power and who will be leading that power and would there be certain
alliances that would support various individuals and their present positions and future

positions. (Participant number withheld for added anonymity)

Being involved with a medical school can hold inherent power and prestige for individuals
and stakeholders, thus, interpersonal politics might be a matter of course in any location.
For medically under-served areas, a regionally significant venture such as a ‘new’ medical

school might compound this.
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There was an early period of high physician staff turnover in senior levels due to differing
expectations, role ambiguity, and competing demands of patient care and research pursuits
(Tesson et al., 2009). Furthermore, the intensity of hard work required for a project of this

scale caused some staff tensions and burnout:

Well, | mean, it was hard work because there was so much of it, we had intense and

impossible deadlines and timelines. | mean, just that made it hard work. (NOSM-05)

This was particularly noted amongst non-clinical university employees who had not
previously been cognisant that medical schools often require after-hours and over-time work
akin to their partner health services. NOSM also faced a staff strike in its fourth year, over
the issue of unionisation, which was seen as related to job security. NOSM survived this
strike due to the dedication of non-union staff and supportive students. The strike ended

after the appropriate labour relations agreements were negotiated.

Finally, maintaining strong connections with a vast and distributed network of stakeholders —

particularly individual clinicians — was also challenging for NOSM:

| think there are real challenges around engaging our 1400 faculty ... | think there
[are] many faculty who don'’t feel a really strong connection to NOSM, who provide
teaching and things like that but feel, on some level, undervalued and ... who still
would be struggling with the concept that they are part of NOSM or that they are
integral to NOSM. | mean, part of this is predictable from our geography, and part of
this is predictable with the number of faculty, and part of this is predictable with the
high clinical load that a lot of the people still carry. (NOSM-14)

The magnitudes of scale with the geography and NOSM'’s community-immersion made this
a predictable challenge. Despite these challenges and negative outcomes, NOSM also

achieved many positive Consequences, which are explored next.
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5.5 Consequences:

It’s been an absolute smashing success. (NOSM-07)

The Consequences of establishing a new medical school in a medically under-served area
will span macro-level, meso-level, and micro-level outcomes. Founding leaders will need to
consider the intended and unintended consequences that might eventuate and could work to
maximising positive ones while minimising negative ones (see ‘Utilising theory’ section

3.4.2.3.8). In this section, | explore several positive outcomes of establishing NOSM.

NOSM has conducted extensive research on its impact and outcomes and has published
their findings widely (Centre for Rural and Northern Health Research, 2009; Hogenbirk,
French, et al., 2015; Hogenbirk, Robinson, et al., 2015; Hogenbirk et al., 2016; Krotz, 2021;
Mian & Hogenbirk, 2016; Mian et al., 2015; Northern Ontario School of Medicine, 2016;
Strasser, 2016; Strasser et al., 2013; Strasser & Lanphear, 2008; Strasser et al., 2009;
Wenghofer et al., 2017). Incorporating this supportive source material without exhaustively

replicating it, | highlight six key findings of my case study of NOSM:

Improved workforce for Northern Ontario
Community engagement

Impact of students on the communities
Competent and competitive graduates

Improved research opportunities

I o

Exemplar innovations

5.5.1 Improved workforce for Northern Ontario:

There’s a guy who | see there from Kenora, one of the outlying regions and every
time he sees me, he gives me a hug and says, “... we have physicians in Kenora now
that we never had before, | want to thank you for that”. (NOSM-17)
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True to its prime reason for being established, NOSM has made great strides in addressing
the region’s physician shortage. As noted previously (in section 5.2 'NOSM overview'
above), NOSM graduates are significantly more likely to practice in Northern Ontario,
compared to graduates of other Ontario medical schools (Northern Ontario School of
Medicine, n.d.-d).

NOSM'’s existence has made recruiting and retaining doctors in small Northern towns much
easier. In the past, representatives from the towns would attend career fairs trying to recruit

graduates from the southern Ontario medical schools, with very few returns for their efforts:

[Before NOSM]J, it was an unmitigated disaster because we’re very rural and all of the
med schools previously were located in southern Ontario. ... And with us being from
the far north, we would go down, and in the seven years they ran that tour, not one
person came back to [my town] to work. So, when we hitched our wagon to NOSM,
... we've seen a higher rate of success. We’'ve hired, I think, three NOSM graduates
and ... probably eight physicians. ... the great thing that has also happened is we
have retained all of these people 100%. (Participant number withheld for added

anonymity)

In some communities, very large decreases in vacant physician positions were noted — for
example, down to 1 vacancy from 29 (Mian et al., 2015). One community also reported a
decrease in their recruitment spending from CAN$200,000 to CAN$50,000 for a four-year

return-of-service agreement (Mian et al., 2015).

Improved recruitment and retention were a result of two factors: (1) several NOSM
graduates returned to work in the familiar towns where they had completed their third-year
longitudinal clerkships; (2) health services teaching NOSM students or employing NOSM
graduates developed an increased capacity and dynamism that attracted even more health
professionals and infrastructure. Moreover, having a good supply of generalist doctors

attracted specialists and other allied health professionals to the area.
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NOSM also enhanced the reputation of the two host universities and affiliated health service
facilities, thereby improving their ability to recruit new physicians, researchers, and other
staff (Centre for Rural and Northern Health Research, 2009). NOSM facilitated the elevation
of some community hospitals into teaching hospitals (Centre for Rural and Northern Health
Research, 2009). Furthermore, Lakehead and Laurentian Universities reported increased
student enrolments particularly in health-related graduate programs (Centre for Rural and
Northern Health Research, 2009). Other impacts of NOSM’s community engagement are

discussed next.

5.5.2 Community engagement:

There’s no medical school in Canada in which the university to which it was attached
gave part of your responsibilities and authority for running it back to subset of the
citizenry in the Northwest region — generally translating, the Aboriginal folks. (NOSM-
02)

As already mentioned several times, NOSM is impressive in the level of community
engagement it has achieved (see ‘Convincing’, ‘Collecting’, and ‘Connecting’ sections
5.3.4.1,5.3.5.4, and 5.3.6 above respectively). Driven by their commitment to social
accountability, NOSM used wide consultative processes and inclusive policies. The

communities responded with great civic pride:

The ownership that community members took from this medical school was
remarkable. And it was almost like people didn’t ever think that the north would have

their own medical school, so people were really proud. (NOSM-11)

The resultant dynamic in the region and within the institution itself is unique:

I mean, most medical schools ... have started without active community participation.
| think that has created a special element and dimension to NOSM. (NOSM-05)

In the next section, | explore the multi-dimensional impact of having students in the

communities.
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5.5.3 Impact of students on communities:

The economic impact of having medical students in a community are clear — they rent
accommodation, purchase goods and services, and might bring their friends and family to
visit. Data from the US and from NOSM itself, suggests that for every dollar spent on a
medical school or teaching hospital, an additional US$1.11 — US$1.33 were re-spent on
other businesses and individuals in the area (Centre for Rural and Northern Health
Research, 2017; Tesson et al., 2009). NOSM'’s direct economic contribution to Northern
Ontario escalated from CAN$67+ million in 2008 to CAN$122+ million by 2017 (Centre for
Rural and Northern Health Research, 2017; Hogenbirk, Robinson, et al., 2015; Hogenbirk et
al., 2021). Although most of this spending was concentrated mainly in Thunder Bay and
Sudbury, NOSM’s economic contributions to smaller communities were measured between
CANS$0.7 million and CAN$5.4 million (Centre for Rural and Northern Health Research,
2017; Hogenbirk, Robinson, et al., 2015; Hogenbirk et al., 2021). Furthermore, students
spent an extra ~CAN$1 million in the region. Broader economic impacts were also noted
such as the generally cheaper cost of living resulting in physicians and their families
spending more on luxury items like “granite top counters and upscale bathroom fixtures”
(Hogenbirk, Robinson, et al., 2015, p. 30).

As exciting and helpful as economic contribution is, the mutually transformative influence of
NOSM students and the communities on each other, is even more inspiring. Students
brought intellectual capital and role-modelled possibilities, which encouraged and

empowered individuals and families in the communities:

Students are empowering for everybody. So, they empower communities, they
interact with their kids, they show them ... “Stick to your schooling and you could
become a physician”