Taylor & Francis
MEDICAL ) Ol
TEACHER Medical Teacher

An Intemational Jourmal of Education inthe Health Sciences

ISSN: (Print) (Online) Journal homepage: informahealthcare.com/journals/imte20

Hyperglobalist, sceptical, and transformationalist
perspectives on globalization in medical education

Mohammed Ahmed Rashid

To cite this article: Mohammed Ahmed Rashid (2022) Hyperglobalist, sceptical, and
transformationalist perspectives on globalization in medical education, Medical Teacher, 44:9,
1023-1031, DOI: 10.1080/0142159X.2022.2058384

To link to this article: https://doi.org/10.1080/0142159X.2022.2058384

8 © 2022 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

ﬁ Published online: 24 Apr 2022.

N
C/J Submit your article to this journal &

il Article views: 55967

A
& View related articles &'

@ View Crossmark data (&

CrossMarl

3

[y

Citing articles: 3 View citing articles &'

Full Terms & Conditions of access and use can be found at
https://informahealthcare.com/action/journallnformation?journalCode=imte20


https://informahealthcare.com/action/journalInformation?journalCode=imte20
https://informahealthcare.com/journals/imte20?src=pdf
https://informahealthcare.com/action/showCitFormats?doi=10.1080/0142159X.2022.2058384
https://doi.org/10.1080/0142159X.2022.2058384
https://informahealthcare.com/action/authorSubmission?journalCode=imte20&show=instructions&src=pdf
https://informahealthcare.com/action/authorSubmission?journalCode=imte20&show=instructions&src=pdf
https://informahealthcare.com/doi/mlt/10.1080/0142159X.2022.2058384?src=pdf
https://informahealthcare.com/doi/mlt/10.1080/0142159X.2022.2058384?src=pdf
http://crossmark.crossref.org/dialog/?doi=10.1080/0142159X.2022.2058384&domain=pdf&date_stamp=24 Apr 2022
http://crossmark.crossref.org/dialog/?doi=10.1080/0142159X.2022.2058384&domain=pdf&date_stamp=24 Apr 2022
https://informahealthcare.com/doi/citedby/10.1080/0142159X.2022.2058384?src=pdf
https://informahealthcare.com/doi/citedby/10.1080/0142159X.2022.2058384?src=pdf

MEDICAL TEACHER
2022, VOL. 44, NO. 9, 1023-1031
https://doi.org/10.1080/0142159X.2022.2058384

Taylor & Francis
Taylor & Francis Group

8 OPEN ACCESS ‘ W) Check for updates

Hyperglobalist, sceptical, and transformationalist perspectives on

globalization in medical education

Mohammed Ahmed Rashid

UCL Medical School, GF/664, Royal Free Hospital, London, UK

ABSTRACT

Purpose: Globalisation has been hotly debated in recent decades and has seemingly had a pro-
found impact on medical education. This review synthesises the medical education literature using
key perspectives from globalisation theory by Holton (Making globalisation).

Methods: Holton (Making globalisation) recognised three key perspectives in globalisation the-
ory—hyperglobalist, sceptical, and transformationalist. This article critically reviews the literature on
globalisation in the field of medical education using this theoretical framework.

Results: Hyperglobalist and sceptical perspectives dominated early periods of medical education
literature on globalisation, projecting it either as a mainly positive or mainly negative force,
respectively. Most forecasts grounded in these perspectives have not materialised in medical edu-
cation policy and practice. Since 2010, the volume of scholarship about globalisation has increased
and has been predominantly transformationalist in perspective, recognising a reality that has both
positive and negative consequences.

Conclusions: The medical education literature has mirrored the broader social science literature, in
moving over time from hyperglobalist and sceptical positions, towards a ‘third wave’ of globalisa-
tion thinking that is transformationalist. Medical education practitioners and policymakers should
be mindful of these perspectives and trends as they navigate the opportunities and challenges
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presented by globalisation.

Introduction

Although the concept of globalisation has been ubiquitous
in the early 21st century, it originated relatively recently
and was first systematically developed by the sociologist
Roland Robertson (1992). It has, though, been widely popu-
larised by scholars from a variety of different disciplinary
backgrounds, fervently debating its intended and unin-
tended consequences for nations, organisations, and indi-
vidual citizens. Although definitions have varied according
to the field and topic of interest, it fundamentally deals
with the widening, deepening, and speeding up of
‘worldwide interconnectedness’ (Held et al. 1999). Whilst
some commentators have noted that many observations
about globalisation have been based on the dominant eco-
nomic framework, social scientists have examined it in
much broader terms, encompassing global social, cultural,
and economic interdependence and interconnectedness
(Sengupta 2001; Dreher et al. 2008).

Within medical education, there has been a long history
of medical professionals moving between countries,
patients travelling overseas to receive medical care, stu-
dents studying at medical schools outside of their own
countries, and public health and research collaborations
across nations (Ibrahim and Abdel-Razig 2021). In recent
decades, more tangible manifestations of globalisation
have included the transnational transfer of medical curric-
ula (Waterval et al. 2018), the global migration of doctors

Practice points

e The earliest scholarship about globalisation within
medical education was dominated by hyperglobal-
ist perspectives that emphasised the inevitability
and benefits of globalisation, and sceptical per-
spectives that emphasised its harms.

e In the last decade, the dominant perspective about
globalisation in the medical education literature
has been transformationalist, recognising positive
and negative consequences through a lens of
complexity and multidimensionality.

e Medical education practitioners and scholars can
draw on these perspectives as they approach inter-
national and global activities, recognising the shift-
ing perspectives in recent years.

and medical students (Toader 2020), the establishment of
international branches of medical schools (Kassim et al.
2016), and the development of global regulatory practices,
such as those of the World Federation for Medical
Education (Sjostrom et al. 2019). One might conceptualise
these trends within medical education as what Sengupta
(2001) described as ‘pointing towards the globe as a single
inclusive place.

In response to the volume of globalisation research and
the number of disciplines from which it arises, Holton

CONTACT Mohammed Ahmed Rashid @ ahmed.rashid@ucl.ac.uk e UCL Medical School, GF/664, Royal Free Hospital, London, NW3 2PR, UK
This article has been corrected with minor changes. These changes do not impact the academic content of the article.

© 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.

This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivatives License (http://creativecommons.org/licenses/by-nc-
nd/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited, and is not altered, transformed, or

built upon in any way.


http://crossmark.crossref.org/dialog/?doi=10.1080/0142159X.2022.2058384&domain=pdf&date_stamp=2022-09-02
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1080/0142159X.2022.2058384
http://www.tandfonline.com

1024 M. A. RASHID

(2005) has presented three key perspectives in globalisation
theory—hyperglobalist, sceptical, and transformationalist.

Globalisation theory is widely seen to have started in
the 1980s and was characterised in this early period by
admiring accounts of the globalisation of economy, politics,
and culture and the sweeping away of the significance of
territorial boundaries and national economies, states, and
cultures (Martell 2007). In simple terms, it argued that if
governments allow organisations the freedom to ‘do busi-
ness,’ wealth will be generated, which will trickle down to
everyone. This perspective is described by Holton (2005) as
‘hyperglobalist’ in that it argues that national governments
have much less socio-political influence or even none at all.
It sees globalisation as a unique, entirely lawful, and pro-
gressive process of unification. It conceptualises globalisa-
tion as a ‘leveller’ that helps to create economic and social
opportunities that would otherwise have not existed.

A more sombre set of accounts reacted by arguing that
globalisation is neither new nor progressive. This ‘sceptical’
perspective is concerned with the abstract nature of global-
ist ideas, which seem to be thin on empirical substantiation
and make sweeping claims about processes as if they affect
all areas of the world evenly and with the same responses
(Martell 2007). It draws on evidence of the continuing role
of nations and the ongoing importance of national borders.
Sociologists Beck et al. (2003) have highlighted that cultural
globalisation essentially refers to the overwhelming domin-
ance of one culture, that of the U.S,, as they argue in their
exploration of the term ‘Americanisation.’ The sceptical per-
spective also highlights that the world has seen greater,
rather than lesser, nationalism in many places, often in
response to the perceived and real threats of globalisation
(Milner 2020). Seabrook (2004), meanwhile, argues that
integration into a single global economy is a ‘declaration
of cultural war’ upon other cultures and societies and that
it often results in profound social disruption. The sceptical
perspective, then, challenges the consequences, ubiquity,
and sustainability of globalisation.

A third perspective recognises some validity of both the
hyperglobalist and sceptical perspectives that emerged in
the earliest periods of globalisation analysis. This
‘transformationalist’ perspective has sometimes been

Table 1. Summary of findings.

referred to as the ‘third wave’ of globalisation theory (Martell
2007). It suggests that whilst a critical assessment of the
claims of globalisation is needed, one should not ‘throw out
the baby with the bathwater’ (Held and McGrew 2003). The
outcome of this has been the recognition of a more complex
picture of globalisation, as described by the prominent soci-
ologist, Anthony Giddens (1990). Globalisation is seen as
occurring but without just sweeping all away before it, as
hyperglobalists might have it. Instead, transformationalists
argue that cultural exchange is not unilateral from West to
East but rather a two-way exchange in which Western cul-
ture is also changed and influenced. Randeria (2007) pro-
poses that through this process, a new and complex social
order is appearing in the world. The transformationalist per-
spective frames the process of globalisation as uneven and
uncertain, insisting on its multidimensionality.

These three perspectives have subsequently been widely
used to help provide social scientists with a framework for
thinking about globalisation. As the literature on globalisa-
tion in medical education has grown rapidly in recent years
(Hodges et al. 2019), this article seeks to apply this analyt-
ical framework to it, to help identify shifting patterns and
ideas, and to guide educators and policymakers seeking to
respond to the ongoing and dynamic challenges and
opportunities arising from globalisation.

Methods

Database searches (PubMed and Google Scholar) in
February 2020 using a combination of search terms around
the terms ‘Globalisation’ and ‘Medical Education,’” for
articles of all types between 1980 and 2020, were com-
bined with hand-searching of reference lists and citation
searches of key papers. These searches identified 1537
articles in total, which were subsequently screened using
titles and abstracts to identify those relevant to the aims of
this study, which were, in turn, analysed and synthesised
using the framework described above.

Results

A summary of the findings is presented in Table 1.

Globalisation perspective Example in medical education

References

Hyperglobalist

Widespread use of English language

Using technology to interconnect

Globally agreed medical school learning outcomes
Universal definition of medical professionalism

Sceptical
Uneven power balances in the global community
Commercial and economic framings of engagement

One-sided benefits from partnerships
Emulation of approaches from Western countries

Transformationalist Combining global and local approaches

Complexity of adopting teaching and learning approaches in

different cultures

Modifying models and approaches for the local context

Multiplicity of definitions of medical professionalism

Central importance of recognising local culture
Respectful international partnership approaches

Benefits and drawbacks of using the English language

International consensus on ‘core competencies’ in global health
Global adoption of problem-based learning methodology

Global standards as a means to enable Westward migration

Brewer et al. 2009

Khoo 2003; Ju et al. 2016

Wang and Zhao 2004; Huang 2009

Harris et al. 2001; Smothers et al. 2008

Harden 2002, 2006; Schwarz and Wojtczak 2002

Medical Professionalism Project 2002; Creuss et al. 2010;
Jha et al. 2015; Brouwer et al. 2020

Banerji 1981; Zaidi 1987; Solanki and Kashyap 2014

Gao 2015; Gosselin et al. 2016

Slaughter and Leslie 1997; Green 2007; Hodges et al. 2009;
Martimianakis and Hafferty 2013

Edwards et al. 2004; Khan et al. 2017

Huggan et al. 2012; Nemr et al. 2012

Bates et al. 2019

Tabulawa 2003; Greveson and Spencer 2005; Hussain et al.
2007; Jippes and Majoor 2008; Tavakol and Dennick 2010;
Frambach et al. 2012; Stevens and Goulbourne 2012

Zaini et al. 2011

Hodges et al. 2011; Ho et al. 2011; Al-Eraky et al. 2014;
Nishigori et al. 2014

Rees et al. 2009; Wong 2011; Fan et al. 2013

Whitehead et al. 2018; Rashid et al. 2019

Yang and Xi 2009; Al-Kadri et al. 2013




Hyperglobalist perspectives in medical education

Hyperglobalist perspectives have been manifest through
approaches to what is taught, how it's taught, and the
products of, medical education. Perhaps unsurprisingly,
teaching about global health has been analysed in the con-
text of globalisation, although much of this has come from
the global health community and not the medical educa-
tion community (Bateman et al. 2001). For example, a col-
laborative statement from several global health agencies
urges medical schools to dedicate the necessary resources
to ‘embrace’ international health (Evert et al. 2006), projec-
ting it as a progressive and morally right course of action.
There has also been a call for an international consensus
on what constitutes core competencies in global health
(Brewer et al. 2009), hyperglobalist in that it suggests a sin-
gle statement could be universally applicable globally.

In recent decades, medical schools in Western countries
have moved towards a student-centred learning model
that has fundamentally changed both the philosophical
basis of, and the practical implementation of, undergradu-
ate medical education (Lemos et al. 2014). Problem-based
learning (PBL) was a particularly widely adopted example
of this new educational paradigm (Wood 2003). Although it
began as a Western model of teaching medicine, it was
adopted by medical schools in all parts of the world with
great enthusiasm (Ju et al. 2016). Much of this adoption
was based on hyperglobalist ideas, including the apparent
ubiquity of medical school education environments. Early
adopters from Eastern countries suggested that PBL could
be used just as effectively in Asian countries as it could in
the West (Khoo 2003).

The English language has also been promoted in a
hyperglobalist way in the context of medical education.
Wang and Zhao (2004) encourages the use of English in
China, arguing that it is needed to allow scholars in the
country to ‘contribute’ their share to globalisation. Huang
(2009) argues along similar lines in the Japanese context,
presenting data that shows the dramatic move towards
publication of textbooks and articles in English over
two decades.

Technology has also been a part of the hyperglobalist
perspective in medical education. Harris et al. (2001) cele-
brated how their ‘academic centre in an English-speaking
country’ could use the internet to provide low-cost medical
training to doctors around the world. The ‘eViP’ (electronic
Virtual Patients) project, which involves interactive com-
puter programs that simulate real-life clinical scenarios for
educational purposes (Smothers et al. 2008), can also be
considered hyperglobalist, in that it seeks to enable the
‘exchange’ of virtual patients across countries.

Another popular idea in medical education in recent
decades has been ‘outcomes-based education,” where the
orientation moves from process to ‘product.’ In 2002, the
Institute for International Medical Education developed a
set of core competencies which represent the minimum
essential core competencies that all physicians must have
(Schwarz and Wojtczak 2002). As a widely-cited editorial by
Harden (2002) from this time makes clear, there was great
excitement about the prospect of the learning outcomes
developed by this project being widely used by countries
in the ‘East and West." Harden (2006) later develops this
further, quoting Friedman’s vision of globalisation
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‘flattening’ the world and using it to suggest not only uni-
versally agreed learning outcomes, but also a ‘transnational’
approach to the entire medical school curriculum, culmi-
nating in his vision of a truly hyperglobalist idea: an
‘international virtual medical school.’

In the early part of the 21st century, the Medical
Professionalism Project sought to ‘promote an agenda for
the profession of medicine that is universal in scope and
purpose’ (Medical Professionalism Project 2002). In their
‘Physicians Charter,’ the project team argued that despite
wide variations in the practice of medicine, they were able
to identify ‘fundamental principles’ as a set of definitive
professional responsibilities. This homogenisation of the
professionalism of medicine is hyperglobalist in that it
seeks to transcend national and cultural differences. In a
report of an international medical education conference
meeting, Cruess et al. (2010) suggested, similarly, that there
exist only ‘minor differences’ between countries and cul-
tures, and that professionalism is ultimately universal. Jha
et al. (2015) also suggest that it would be both possible
and desirable for the medical education community to
develop a framework of professionalism as a ‘global con-
struct.” Work exploring apparently ‘international’ pro-
grammes have also raised similar suggestions. A study that
investigated the experiences of curriculum developers of
‘international’ medical school programmes in Hungary, the
Netherlands, and Malaysia, found a clear desire in the
group to produce doctors who were ‘universal’ professio-
nals who could practice anywhere in the world after gradu-
ation (Brouwer et al. 2020).

Sceptical perspectives in medical education

There are also many examples of sceptical perspectives in
the medical education literature. The migration of doctors
is a politically contentious topic because of the implications
for healthcare services as well as medical education sys-
tems. In critical reviews of medical education in India
(Banerji 1981; Solanki and Kashyap 2014) and Pakistan
(Zaidi 1987; Shaikh and Humayun 2012), the Western influ-
ence has been problematised by local educators. Not only
does the dominance of the English language cause doctors
to become alienated from ‘the masses’ of local populations
(Banerji 1981), the focus on hospital-based teaching that
arises from adopting an English approach to medical train-
ing limits interaction with rural communities (Zaidi 1987),
and the overall effect is to cater either for the elite of the
country or to maintain foreign standards by assisting
migration to the West (Banerji 1981; Zaidi 1987; Solanki
and Kashyap 2014). Experiences in Sub-Saharan Africa are
similar and at one stage, there were found to be more
Malawian doctors practising in the city of Manchester in
the UK than in the whole of Malawi (Broadhead and Muula
2002). This is an example of ‘medical brain drain,’ a term
which has been used to describe doctors moving from
developing countries to developed countries, and has been
argued to be profoundly impactful across all health profes-
sions (Pang et al. 2002). This fits within the sceptical per-
spective in that it focuses primarily on the harms that
globalisation causes to local communities.

Although Segouin et al. (2007) and later Hodges et al.
(2009) lament the lack of cross-cultural research within the
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field of medical education, a small number of studies have
explored the impacts of globalisation in a critical way. For
example, Xu (2007) describes noticeable incongruence
between Chinese beliefs and Western concepts, so much
so that they argue that adopting Western practices could
be both harmful and unethical. Meanwhile, Gao (2015)
challenges the motives of promoting the notion of a global
medical education ‘community,’ suggesting that the pursuit
of networks or connections by elite research universities is
likely to be to achieve the academic accolade. A systematic
review of medical education articles published between
2006 and 2014 showed that only 8.7% of medical educa-
tion research takes place in non-Western countries,
although the overwhelming majority of education practice
occurs in these settings (Gosselin et al. 2016). The authors
of this review argue that the resource differences that lead
to such disparities may be further compounded by the ten-
dency of non-Western stakeholders to be hesitant to
express disagreement. In challenging the motivations and
assumptions of a global medical education ‘community,’
these studies fit within the sceptical category.

Given that the term originated in the field of economics,
it comes as little surprise that globalisation in medical edu-
cation has been examined in economic terms. Reductions
in governmental funding for medical schools have been
cited as a key reason for the rapid development of
‘academic capitalism’ in medical schools (Slaughter and
Leslie 1997). An early and oft-discussed example is Weill-
Cornell Medical School’s branch campus in Qatar, which
was established in 2005. As Green (2007) noted, this was
conceptualised from the outset as a ‘revenue stream,” and
as Marginson and van der Wende (2007) stated, this new
venture took place amidst a perfect storm of factors that
led to the ‘global marketisation’ of higher education.
Academic capitalism has continued to be examined in this
context, including in the United Arab Emirates (Al Serhan
and Houier 2020). In a seminal paper outlining the influ-
ence of economic discourses in medical education, Hodges
et al. (2009) unpicked the trends towards commercial dom-
inance in the field. They noted, for example, the now-rou-
tine conceptualisation of physicians being ‘imported’ and
‘exported,’ and the packaging and trading of educational
materials as commodities. Martimianakis and Hafferty
(2013), meanwhile, demonstrate that in efforts to attract
medical tourism, institutions are keen to advertise the fact
that their physicians have trained in the U.S., suggesting
that such marketing promotes the idea that only Western
education connotes quality. In focusing primarily on the
harmful consequences of globalisation, these views can all
be classed as sceptical as they project globalisation as a
destructive force.

Further sceptical viewpoints can be seen in studies that
explore international medical education collaborations. In
the context of Sub-Saharan Africa, for example, Alemu
(2014), has outlined how more powerful universities quickly
adopt the role of ‘supplier’ of knowledge, leaving weaker
and poorer institutions with no choice but to be
‘consumers.” Tan and Macneill (2015) have also challenged
the business activities of medical schools in Western coun-
tries, who commercialise branding and prestige, and for
whom often ‘the main driver is to maximise profitability
across national boundaries rather than concern for human

well-being’ (p. 850). It is not just medical schools that have
been examined with a sceptical outlook though. Khan
et al. (2017) have outlined concerns about Western medical
students potentially representing ‘destructive forces’ when
conducting overseas electives, echoing concerns previously
raised about this model contributing to a medical educa-
tion ‘inverse care law’ (Edwards et al. 2004).

Using a case study of the Pakistani medical school cir-
cuit, Zaidi (1987) drew parallels between the economic
dominance of developed countries over developing ones
and the ideological dominance that takes place within
medical education. She noted that such dominance, which
is often by an ex-Colonial country, typically overshadows
the different disease patterns and resource limitations of
developing countries. Marginson and van der Wende
(2007) highlighted that such power imbalances are com-
monplace and result from a desire from some countries to
match the apparent superiority of others. Hong et al.
(2010) pointed out the great ‘esteem’ that Chinese medical
educators hold for any Western education research, Nemr
et al. (2012) noted that medical schools in Lebanon want
to ‘keep up’ with practices in Europe and North America,
and Huggan et al. (2012) mourned that the most pressing
question in medical education in Singapore is whether the
British or American system is more suitable for adaptation.
Each of these articles expresses concerns about the intel-
lectual harms caused by globalisation and thereby fits into
the sceptical category.

Transformationalist perspectives in medical education

The transformationalist perspective recognises arguments
from both sceptical and hyperglobalist perspectives. In the
context of medical education, it has been the most widely
adopted viewpoint. It is perhaps most clearly embodied in
a Canadian literature review that argued that both
‘standardisation’ and ‘contextualisation’ each have a role in
the design and delivery of medical education systems,
which in turn should seek to fulfill both global and local
needs (Bates et al. 2019).

As described in the ‘hyperglobalist’ section of this art-
icle, PBL became a popular method in Western medical
education that was initially thought to be widely transferra-
ble. Although earlier views of it were hyperglobalist, these
soon changed to a more transformationalist position, with
the recognition that challenging peers or the tutor, a key
element of PBL practice, was ‘culturally inappropriate’ in
some settings (Hussain et al. 2007). A study that used
empirical case studies of PBL adoptions at medical schools
in the Netherlands and Jamaica noted that people do not
just ‘naturally’ work well together and that the import of
instructional designs to different cultures requires deep
reflection and adaptation (Stevens and Goulbourne 2012).
Indeed, Jippes and Majoor (2008) have shown that the pro-
pensity of a country to adopt PBL curricula actually corre-
lates quantitatively with national culture, as defined by
various numerical cultural parameters.

The idea of learner-centred pedagogy has also been chal-
lenged based on both values and technical grounds. It has
been suggested, for example, that such strategies are under-
pinned by neoliberal ideologies that are deemed important
for the operation of free-market economies (Tabulawa 2003),



and rely strongly on western ideals of democracy, individual-
ism, and egalitarianism (Greveson and Spencer 2005). It has
also been argued that such approaches ignore the import-
ance of ‘losing face’ and the focus on achievement and com-
petition that characterises some non-Western cultures
(Frambach et al. 2012). Although much of the literature has
focussed on the export and replication of educational
approaches, a British study of Asian international medical stu-
dents’ learning styles’ suggested that they were not just rote
learning as stereotyped, but rather adopting a Confucian-
inspired, effort-focussed, learning attitude (Tavakol and
Dennick 2010). These studies all point out the complexities
of implementing teaching and learning approaches across
different cultures, emphasising the inherent complexity of
this process. In that they still ultimately argue that such
adjustments are possible, they are transformationalist rather
than sceptical in their outlook.

The outcomes-based educational approach outlined
in the hyperglobalist section of this review was the
ideological basis for another movement known as
‘competency-based medical education’ (CBME), with a focus
on ‘competence’ and ‘competencies’ that need to be
achieved (ten Cate 2017). CBME has become widely popu-
lar over the last two decades. Perhaps nowhere has it been
more dominant than in Canada, where the launch of the
CanMEDS framework in 2005 cemented a clear move
towards conceptualising physician practice, and therefore
training, in terms of distinct roles (Whitehead 2011).
Although some have framed this as the ‘modernisation’ of
medical education (Stevens and Goulbourne 2012), the
movement has also been met with criticism. Grant (1999),
for example, described the way in which it can oversimplify
and depreciate the profession of medicine. Whitehead
et al. (2013) also exposed unintended consequences of
competency frameworks, especially in their compartmental-
isation of the role of a physician and marginalisation of the
importance of values. In the adaptation of the Canadian
CanMEDs framework for Saudi Arabia, resulting in the
SaudiMEDs framework, adaptations were needed although
it did not differ ‘significantly’ (Zaini et al. 2011). In noting
the challenges but possibilities of such modifications, this
outlook can be seen as transformationalist.

In the hyperglobalist section of this article, it was noted
that at an international medical education conference work-
shop in 2009, it was decided that professionalism was ultim-
ately universal with only ‘minor differences’ between cultures
(Cruess et al. 2010). Just a year later, a second such confer-
ence workshop, this time focussing on the assessment of
professionalism, had a quite different conclusion. It suggested
that there were likely to be multiple different ways of con-
ceptualising the idea of professionalism around the world,
and suggested a move towards a ‘multi-dimensional, multi-
paradigmatic approach’ to account for these differences
(Hodges et al. 2011). The contrast between the findings of
these workshops is stark, as it seems unlikely that the
differences between the teaching and assessment of profes-
sionalism could explain such opposing conclusions. It is note-
worthy in that it demonstrates both the limitations of such
consensus statements and also the differences in opinion
from amongst the medical education ‘community.” Whilst the
former was hyperglobalist in outlook, the latter is firmly
transformationalist.
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In the decade since these two conference workshops on
professionalism, the medical education literature has taken
on a transformationalist perspective on this topic, noting
that universal definitions of professionalism are problem-
atic. Ho et al. (2011) produced a country-specific profes-
sionalism framework for Taiwan, grounded in Confucian
cultural traditions, and challenging the ‘universal applicabil-
ity of the Western framework. Similarly, Al-Eraky et al.
(2014) adapted a North American framework for the
Arabian context and later used a Delphi method to pro-
pose a ‘four gates model’ for Arabian medical professional-
ism, which includes as one of the four gates, a series of
Islamic faith-based principles about accountability to God.
Comparable studies have developed professionalism frame-
works in Japan (Nishigori et al. 2014) and China (Pan et al.
2013), both producing models that differ from the Western,
Hippocratic tradition. These ideas about professionalism are
transformationalist, rejecting both the universal definition
of professionalism promoted by hyperglobalist scholars, as
well as the notion from sceptical scholars that the adapta-
tion of western frameworks is invalid.

The rector of King Fahd University in Saudi Arabia once
said: ‘some countries have sacrificed the soul of their cul-
ture to acquire the tools of Western Technology. We want
the tools but not at the price of annihilating our religion
and cultural values’ (Reynolds 1980). Although culture is of
relevance to globalisation in the broadest sense, it is expli-
cit within parts of the medical education literature. In a
study examining medical students’ anxieties about peer
examination, it was found that Middle Eastern students
characterised more body regions as intimate than their
Western counterparts (Rees et al. 2009). Similarly, a study
comparing residency programmes in Canada and Thailand
found that although the technical and scientific basis of
education was similar, its enactment was significantly
influenced by ‘culture and context’ (Wong 2011). In China,
meanwhile, a study noted that the profession of medicine
was itself evolving due to the fusion of Western and
Eastern cultures, and that medical schools should match
this by promoting exchanges, both of students and of
ideas, to reach ‘harmonisation’ (Fan et al. 2013). Given that
these studies portray culture as a consideration and not as
an insurmountable barrier to globalisation, they can be
framed as transformationalist.

As was established in the hyperglobalist section of this
review, much of the economic language in medical educa-
tion has focussed on international relationships that have
been transactional in nature. There are, though, examples
of activities that buck this trend. The Toronto Addis Ababa
Academic Collaboration is a longstanding, wide-ranging
partnership that is framed entirely in terms of respectful
and reflexive engagement (Whitehead et al. 2018).
Other international collaborations in medical education are
starting to follow suit and are seeking to recognise cultural
differences and complexities and form educational partner-
ships that are grounded in respect and building local cap-
acity (Rashid et al. 2019; Rashid et al. 2020). There are,
then, transformationalist perspectives in the context of
international education partnerships as well as the hyper-
globalist ones outlined previously.

As with cultures and traditions, the languages of the
world influence the process of globalisation. International
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scientific publishing is one important aspect of this, and
English is widely considered the ‘lingua franca’ of academic
publication (Steger 2017). In a nuanced analysis of poten-
tial ‘trade-offs’ between local and international publications,
Flowerdew and Li (2009) noted that there are important
ideological implications of writing in English. Within medi-
cine, the use of English as a language of instruction is
widespread, and as a number of scholars have highlighted,
potentially problematic. Zaidi (1987) highlighted the
important consequences this has on selection, as a prefer-
ence for English shows a bias towards the elite and wester-
nised urban-based minority. Not only does it limit the
diversity of students, but it further entrenches the differen-
ces between them and the largely illiterate public that they
are training to serve. As Yang and Xi (2009) point out,
studying in English may also mean that additional effort is
needed to understand the language, distracting from the
content of the medical curriculum itself. Al-Kadri et al.
(2013) found that the use of English added an additional
layer of complexity, as faculty members were making
adjustments and taking more lenient views when teaching
and assessment were done in English rather than Arabic.
Whilst each of these articles draws attention to some of
the disadvantages of using English, they do all recognise
some benefits, primarily related to accessing medical know-
ledge. In acknowledging this complexity, they fit within the
transformationalist category of thinking on globalisation.

Discussion

The academic literature examining globalisation in the field
of medical education is highly variable in its form, content,
coverage, and findings. Notably, there is a growing body of
evidence that is comparative, reflexive, and grounded in
empirically tested hypotheses. This work has particularly
been generated in the last decade and has been predomin-
antly transformationalist in its perspective. The medical
education literature has then, mirrored the broader litera-
ture across the social sciences (Martell 2007), in moving
over time from hyperglobalist and sceptical positions,
towards a ‘third wave’ of globalisation thinking that is
transformationalist in its perspective.

Hyperglobalist ideas that suggest and promote univer-
sality and homogenisation have been proposed, as have
sceptical ideas that reject them. What is noteworthy,
though, is that these ideas have generally not come to fru-
ition from a policy and practice perspective. For example,
the notion of using universal learning outcomes across
medical schools in the world has not been realised, less still
the idea of an ‘international virtual medical school,’” which
seems even more remote an idea now, 15 years after it was
first suggested, despite the advances in technology that
may make it seem more possible to implement. In the
same way, many sceptical ideas have not been realised.
The suggestion that western educational approaches cause
outright harm in eastern countries is not consistent with
the fact that many years on, approaches like PBL continue
to be enthusiastically used all around the world, albeit
often with adaptations (Musa et al. 2020). Likewise, scep-
tical criticisms about the transactional and financial basis of
medical education international partnerships have not led
to the end of these relationships (Wu et al. 2020). In fact,

they seem to be getting more popular, although as men-
tioned in the transformationalist section of this chapter,
their nature of them is changing.

What is also clear from this literature, though, is that
there have been no major, overt policy decisions that have
successfully ‘globalised’ medical education. The movement
of ideas and practices has instead been more organic and
uneven, through choices made by individual educators and
institutions rather than through compulsion, and have
been tempered by sceptical, and eventually transformation-
alist, perspectives.

This study builds on, and aligns with, previous work on
globalisation in medical education. Bleakley et al. (2008) crit-
ically examined how medical education has responded to
globalisation, drawing on post-colonial theory to examine
how medical schools in non-Western countries struggle with
the ingrained cultural assumptions of some curricular innova-
tions. Similarly, Hodges et al. (2009) described how globalisa-
tion is ‘dramatically transforming’ what medical schools do
and called for a greater understanding of its ‘cultural, polit-
ical, and sociological’ impacts on medical education.
Meanwhile, in their examination of PBL across different coun-
tries, Stevens and Goulbourne (2012) highlight that Western
approaches require ‘deep reflection and adaptation’ to
ensure they can be used in different environments. Through
the framework applied in this review, these studies collect-
ively emerge as an important landmark as the literature in
medical education moved towards a transformationalist pos-
ition, which has remained the dominant perspective in the
decade since they were published. This is exemplified, for
example, in a recent examination of medical schools in Hong
Kong that describes the ‘multi-layered complexities of a trilin-
gual globalised city’ (Wong and See 2020).

The strengths of this study are the application of a widely
used framework that has been applied across various disci-
plines and the analysis by a team immersed in international
medical education practice professionally. A limitation of this
study was that relevant articles may have been overlooked.
The study only looked at English language articles, which
limits the breadth of ideas, and the database search strategy
relied on the term ‘globalisation, and scholars may have
examined this notion without tagging it or adding it as a
keyword. In addition, this was not a systematic review, But as
Greenhalgh et al. (2018) note, narrative reviews provide inter-
pretation and critique, helping to deepen understanding
rather than to summarise data in the way that systematic
reviews do. In that this study examines the period up to
2020, it does not capture articles about the COVID19 pan-
demic, which may have altered perspectives on globalisation
within the medical education community. Given the pro-
found and universal impacts of this event, it is worthy of sep-
arate study altogether.

The medical education literature has evolved over time
and has recognised both pros and cons of globalisation.
Those engaged in international partnerships, collaborations,
and policymaking in medical education could reflect on these
changing perspectives as they plan ahead for the future, not-
ing that scholarship has moved towards a recognition that
globalisation is multifaceted. In particular, the importance of
cultural and linguistic sensitivity is a clearly important practice
and policy focus area emerging from this literature, as well as
the inevitable tensions of prioritising both ‘global’ and



‘local'—amalgamated by some scholars in medical education
through the hybrid term ‘glocalisation’ (Ho et al. 2017).

Future research could build on this framework to exam-
ine particular aspects of medical education, such as teach-
ing and learning methods, assessment, or accreditation, or
else to examine particular world regions in depth.
Moreover, an in-depth analysis of the perspectives high-
lighted in this review using different lenses, such as those
offered by post-colonial theory, may help to highlight the
global power imbalances and inequities that have may
have contributed to the dominance of some cultures and
countries over others, as scholars from the field are starting
to uncover (Wondimagegn et al. 2020; Naidu 2020).

In summary, the medical education literature has
responded to globalisation with a range of opinions and
outlooks that eventually moved from more polarised posi-
tions to a more moderate perspective. Earlier, more radical,
ideas and suggestions have generally not materialised. As
medical education practitioners and policymakers approach
the global challenges of tomorrow, they should be mindful
of these trends and recognise the inherent complexity and
multidimensionality of globalisation.

Acknowledgements

The author would like to thank Professor Deborah Gill and Professor
Ann Griffin for comments on an earlier version of this manuscript,
which was conducted as part of a post-graduate research degree in
Medical Education at UCL that they both supervised.

Disclosure statement

The author reports no conflicts of interest. The author alone is respon-
sible for the content and writing of the article.

Glossary

Transformationalist: Is a perspective in globalisation theory
that recognises both positive and negative impacts of global-
isation on the world (Holton 2005).

Funding

The author(s) reported there is no funding associated with the work
featured in this article.

Notes on contributor

Mohammed Ahmed Rashid, MBChB, MSc, MD, MRCGP, PFHEA, UCL
Medical School, GF/664, Royal Free Hospital, London, NW3 2PR, UK.

References

Alemu SK. 2014. An appraisal of the internationalisation of higher edu-
cation in Sub-Saharan Africa. CEPSJ. 4(2):71-90.

Al-Eraky MM, Donkers J, Wajid G, van Merrienboer JJ. 2014. A Delphi
study of medical professionalism in Arabian countries: The Four-
Gates model. Med Teach. 36(sup1):58-S16.

Al-Kadri HM, Al-Kadi MT, Van Der Vleuten CP. 2013. Workplace-based
assessment and students’ approaches to learning: a qualitative
inquiry. Med Teach. 35(sup1):531-S38.

Al Serhan O and Houjeir R 2020. Academic capitalism and faculty
burnout: evidence from the United Arab Emirates. Cypriot J Educ
Sci. 15(5):1368-1393.

MEDICAL TEACHER ‘ 1029

Banerji D. 1981. The place of indigenous and western systems of medi-
cine in the health services of India. Soc Sci Med. 15(2):109-114.

Bateman C, Baker T, Hoornenborg E, Ericsson U. 2001. Bringing global
issues to medical teaching. Lancet. 358(9292):1539-1542.

Bates J, Schrewe B, Ellaway RH, Teunissen PW, Watling C. 2019.
Embracing standardisation and contextualisation in medical educa-
tion. Med Educ. 53(1):15-24.

Beck U, Sznaider N, Winter, R, editors. 2003. Global America?: The cul-
tural consequences of globalization (Vol. 8). Liverpool (UK):
Liverpool University Press.

Bleakley A, Brice J, Bligh J. 2008. Thinking the post-colonial in medical
education. Med Educ. 42(3):266-270.

Brewer TF, Saba N, Clair V. 2009. From boutique to basic: a call for
standardised medical education in global health. Med Educ. 43(10):
930-933.

Broadhead RL, Muula AS. 2002. Creating a medical school for Malawi:
problems and achievements. BMJ. 325(7360):384-387.

Brouwer E, Driessen E, Mamat NH, Nadarajah VD, Somodi K, Frambach
J. 2020. Educating universal professionals or global physicians? A
multi-centre study of international medical programmes design.
Med Teach. 42(2):221-227.

Cruess SR, Cruess RL, Steinert Y. 2010. Linking the teaching of profes-
sionalism to the social contract: a call for cultural humility. Med
Teach. 32(5):357-359.

Dreher A, Gaston N, Martens P. 2008. Measuring globalization: gauging
its consequences. New York (NY): Springer.

Edwards R, Piachaud J, Rowson M, Miranda J. 2004. Understanding
global health issues: Are international medical electives the answer?
Med Educ. 38(7):688-690.

Evert J, Mautner D, Hoffman I. 2006. Developing global health curric-
ula: a guidebook for US medical schools. Glob Health Educ Consort.
32-38.

Fan A, Kosik R, Chen Q. 2013. Internationalisation of Chinese medical
schools. Lancet. 381(9882):1984.

Flowerdew J, Li Y. 2009. English or Chinese? The trade-off between
local and international publication among Chinese academics in the
humanities and social sciences. J Sec Lang Writ. 18(1):1-16.

Frambach JM, Driessen EW, Chan LC, van der Vleuten CP. 2012.
Rethinking the globalisation of problem-based learning: how cul-
ture challenges self-directed learning. Med Educ. 46(8):738-747.

Gao Y. 2015. Constructing internationalisation in flagship universities
from the policy-maker’s perspective. High Educ. 70(3):359-373.

Giddens A. 1990. The consequences of modernity. Cambridge (UK):
Polity Press.

Gosselin K, Norris JL, Ho MJ. 2016. Beyond homogenization discourse:
reconsidering the cultural consequences of globalized medical edu-
cation. Med Teach. 38(7):691-699.

Grant J. 1999. The incapacitating effects of competence: a critique.
Adv Health Sci Educ Theory Pract. 4(3):271-277.

Green B. 2007. Globalization of the journal of chiropractic eduction.
J Chiropr Educ. 21(2):v-vi.

Greenhalgh T, Thorne S, Malterud K. 2018. Time to challenge the
spurious hierarchy of systematic over narrative reviews? Eur J Clin
Invest. 48(6):e12931.

Greveson GC, Spencer JA. 2005. Self-directed learning-the importance
of concepts and contexts. Med Educ. 39(4):348-349.

Harden RM. 2002. Developments in outcome-based education. Med
Teach. 24(2):117-120.

Harden RM. 2006. International medical education and future direc-
tions: a global perspective. Acad Med. 81(12 Suppl):522-S29.

Harris JM, Salasche SJ, Harris RB. 2001. The internet and the globalisa-
tion of medical education. BMJ. 323(7321):1106.

Held D, McGrew A. 2003. Political globalization: trends and choices. In:
Providing global public goods: managing globalization; p.
185-224. Cambridge, UK.

Held D, McGrew A, Goldblatt D, Perraton J. 1999. Global transforma-
tions, introduction. Cambridge (UK): Polity Press.

Ho MJ, Abbas J, Ahn D, Lai CW, Nara N, Shaw K. 2017. The
“glocalization” of medical school accreditation: case studies from
Taiwan, South Korea, and Japan. Acad Med. 92(12):1715-1722.

Ho MJ, Yu KH, Hirsh D, Huang TS, Yang PC. 2011. Does one size fit all?
Building a framework for medical professionalism. Acad Med.
86(11):1407-1414.

Hodges B, Paul R, Ginsburg S, The Ottawa Consensus Group Members.
2019. Assessment of professionalism: from where have we come-to



1030 M. A. RASHID

where are we going? An update from the Ottawa Consensus Group
on the assessment of professionalism. Med Teach. 41(3):249-255.

Hodges BD, Ginsburg S, Cruess R, Cruess S, Delport R, Hafferty F, Ho
M-J, Holmboe E, Holtman M, Ohbu S, et al. 2011. Assessment of
professionalism: recommendations from the Ottawa 2010
Conference. Med Teach. 33(5):354-363.

Hodges BD, Maniate JM, Martimianakis MA, Alsuwaidan M, Segouin C.
2009. Cracks and crevices: globalization discourse and medical edu-
cation. Med Teach. 31(10):910-917.

Holton R. 2005. Making globalisation. London (UK): Palgrave.

Hong X, Yanling C, Jin C, Bin C, Xiaoli W, Yuan L, Huixian Z. 2010. The
current status of medical education literature in Chinese-language
journals. Med Teach. 32(11):e460-e466.

Huang F. 2009. The internationalization of the academic profession in
Japan: a quantitative perspective. J Stud Int Educ. 13(2):143-158.
Huggan PJ, Samarasekara DD, Archuleta S, Khoo SM, Sim JHJ, Sin CSP,
Ooi SBS. 2012. The successful, rapid transition to a new model of
graduate medical education in Singapore. Acad Med. 87(9):

1268-1273.

Hussain RMR, Mamat WHW, Salleh N, Saat RM, Harland T. 2007.
Problem-based learning in Asian universities. Stud High Educ. 32(6):
761-772.

Ibrahim H, Abdel-Razig S. 2021. Recalibrating our efforts: from global-
isation to glocalisation of medical education. Postgrad Med J.
97(1151):545-546.

Jha V, Mclean M, Gibbs TJ, Sandars J. 2015. Medical professionalism
across cultures: a challenge for medicine and medical education.
Med Teach. 37(1):74-80.

Jippes M, Majoor GD. 2008. Influence of national culture on the adop-
tion of integrated and problem-based curricula in Europe. Med
Educ. 42(3):279-285.

Ju H, Choi |, Rhee BD, Tae-Lee J. 2016. Challenges experienced by
Korean medical students and tutors during problem-based learning:
a cultural perspective. Interdiscip J Probl Based Learn. 10(1):8.

Kassim SS, McGowan Y, McGee H, Whitford DL. 2016. Prepared to prac-
tice? Perception of career preparation and guidance of recent med-
ical graduates at two campuses of a transnational medical school: a
cross-sectional study. BMC Med Educ. 16(1):1-8.

Khan R, Hodges B, Martimianakis MA, Cole D. 2017. Twelve tips for
undertaking reflexive global health experiences in medicine. Med
Teach. 39(10):1023-1028.

Khoo HE. 2003. Implementation of problem-based learning in Asian
medical schools and students’ perceptions of their experience. Med
Educ. 37(5):401-409.

Lemos AR, Sandars JE, Alves P, Costa MJ. 2014. The evaluation of stu-
dent-centredness of teaching and learning: a new mixed-methods
approach. Int J Med Educ. 5:157-164.

Marginson S, van der Wende M. 2007. Globalisation and higher educa-
tion (No. 8). Paris (France): OECD Publishing.

Martell L. 2007. The third wave in globalization theory. Int Stud Rev.
9(2):173-196.

Martimianakis MAT, Hafferty FW. 2013. The world as the new local
clinic: a critical analysis of three discourses of global medical com-
petency. Soc Sci Med. 87:31-38.

Milner A. 2020. Globalisation at the crossroads? The revival of national-
ism and identity politics. MANU, Sabah (Malaysia): Jurnal Pusat
Penataran llmu dan Bahasa (PPIB).

Musa OA, Ali IA, Hussein MM, Hamid OAA, Hamad B. 2020. Modified
problem based learning MPBL: a new approach in medical educa-
tion. Training. 4:47.

Naidu T. 2020. Southern exposure: levelling the northern tilt in global
medical and medical humanities education. Adv Health Sci Educ.
26(2):1-14.

Nemr E, Meskawi M, Nemr R, Yazigi A. 2012. Undergraduate medical
education in Lebanon. Med Teach. 34(11):879-882.

Nishigori H, Harrison R, Busari J, Dornan T. 2014. Bushido and medical
professionalism in Japan. Acad Med. 89(4):560-563.

Pan H, Norris JL, Liang YS, Li JN, Ho MJ. 2013. Building a professional-
ism framework for healthcare providers in China: a nominal group
technique study. Med Teach. 35(10):e1531-e1536.

Pang T, Lansang MA, Haines A. 2002. Brain drain and health professio-
nals: a global problem needs global solutions.

Medical Professionalism Project. 2002. Medical professionalism in the
new millennium: a physicians’ charter. Lancet. 359(9305):520-522.

Randeria S. 2007. The state of globalization: legal plurality, overlapping
sovereignties and ambiguous alliances between civil society and
the cunning state in India. Theory Cult Soc. 24(1):1-33.

Rashid A, Auewarakul C, Lamlertthon W, Griffin A. 2020. Songkran: a

novel medical school module for Thailand. Med Educ. 54(5):
440-440.
Rashid A, Gill D, Ragab L. 2019. The best of both worlds:

experiences of co-developing innovative undergraduate health
care programmes in Egypt. J Med Educ Curric Dev. 6:23821
20519885122.

Rees CE, Wearn AM, Vnuk AK, Bradley PA. 2009. Don't want to show
fellow students my naughty bits: medical students’ anxieties about
peer examination of intimate body regions at six schools across UK,
Australasia and Far-East Asia. Med Teach. 31(10):921-927.

Reynolds B. 1980. Their fathers’ sons. Aramco World Magazine,
January-February; p. 2-11.

Robertson R. 1992. Globalization: Social theory and global culture (Vol.
16). California: Sage.

Schwarz MR, Wojtczak A. 2002. Global minimum essential require-
ments: a road towards competence-oriented medical education.
Med Teach. 24(2):125-129.

Seabrook J. 2004. Consuming cultures: globalization and local lives.
New Internationalist.

Segouin C, Hodges B, Byrne PN. 2007. World conference on medical
education: a window on the globalizing world of medical educa-
tion? Med Teach. 29(2-3):e63-e66.

Sengupta C. 2001. Conceptualising globalisation: issues and implica-
tions. Econ Polit Weekly. 36(33):3137-3143.

Shaikh A, Humayun N. 2012. Medical ethics in undergraduate medical
education in Pakistan: towards a curricular change. In:
Contemporary issues in bioethics. Rijeka: InTech; p. 115-130.

Sjostrom H, Christensen L, Nystrup J, Karle H. 2019. Quality assurance
of medical education: lessons learned from use and analysis of the
WFME global standards. Med Teach. 41(6):650-655.

Slaughter S, Leslie LL. 1997. Academic capitalism: politics, policies, and
the entrepreneurial university.

Smothers V, Ellaway R, Balasubramaniam C. 2008. eViP: sharing virtual
patients across Europe. In: AMIA... Annual Symposium
Proceedings. AMIA Symposium; p. 1140.

Solanki A, Kashyap S. 2014. Medical education in India: current chal-
lenges and the way forward. Med Teach. 36(12):1027-1031.

Steger MB. 2017. Globalization: a very short introduction (Vol. 86).
Oxford (UK): Oxford University Press.

Stevens FC, Goulbourne JDS. 2012. Globalization and the moderniza-
tion of medical education. Med Teach. 34(10):e684-e689.

Tabulawa R. 2003. International aid agencies, learner-centred peda-
gogy and political democratisation: a critique. Comp Educ. 39(1):
7-26.

Tan CH, Macneill P. 2015. Globalisation, economics and professional-
ism. Med Teach. 37(9):850-855.

Tavakol M, Dennick R. 2010. Are Asian international medical
students just rote learners? Adv Health Sci Educ Theory Pract. 15(3):
369-377.

ten Cate O. 2017. Competency-based postgraduate medical education:
past, present and future. GMS J Med Educ. 34(5):Doc69. DOI:10.
3205/zma001146.

Toader E. 2020. Managing the migration of the doctors in a multicul-
tural context. JIME. 3(2):85-90.

Wang S, Zhao W. 2004. English and the humanities in China. In:
Critical zone: a forum of Chinese and Western knowledge; p. 69-78.

Waterval D, Frambach JM, Scott SM, Driessen EW, Scherpbier AJ. 2018.
Crossborder curriculum partnerships: medical students’ experiences
on critical aspects. BMC Med Educ. 18(1):1-9.

Whitehead C, Wondimagegn D, Baheretibeb Y, Hodges B. 2018.
The international partner as invited guest: beyond colonial and
import-export models of medical education. Acad Med. 93(12):
1760-1763.

Whitehead CR. 2011. The good doctor in medical education
1910-2010: a critical discourse analysis [Doctoral dissertation].

Whitehead CR, Austin Z, Hodges BD. 2013. Continuing the competency
debate: reflections on definitions and discourses. Adv Health Sci
Educ Theory Pract. 18(1):123-127.

Wondimagegn D, Soklaridis S, Yifter H, Cartmill C, Yeshak MY,
Whitehead C. 2020. Passing the microphone: broadening


https://doi.org/10.3205/zma001146
https://doi.org/10.3205/zma001146

perspectives by amplifying underrepresented voices. Adv Health Sci
Educ Theory Pract. 25(5):1139-1147.

Wong AK. 2011. Culture in medical education: comparing a Thai and a
Canadian residency programme. Med Educ. 45(12):1209-1219.

Wong HYC, See C. 2020. Globalisation and language in medical
education. Clin Teach. 17(5):556-559.

Wood DF. 2003. Problem based learning. BMJ. 326(7384):328-330.

Wu A, Leask B, Choi E, Unangst L, de Wit H. 2020. Internationalization
of medical education—a scoping review of the current status in the
United States. Med Sci Educ. 30(4):1693-1705.

MEDICAL TEACHER ‘ 1031

Xu Y. 2007. Death and dying in the Chinese culture: implications for
health care practice. Home Health Care Manage Pract. 19(5):
412-414.

Yang Z, Xi J. 2009. Bilingual medical education: opportunities and chal-
lenges. Med Educ. 43(7):613-614.

Zaidi  SA. 1987. Undergraduate  medical education in
underdeveloped countries: the case of Pakistan. Soc Sci Med. 25(8):
911-919.

Zaini RG, Bin Abdulrahman KA, Al-Khotani AA, Al-Hayani AMA,
Al-Alwan 1A, Jastaniah SD. 2011. Saudi Meds: a competence specifi-
cation for Saudi medical graduates. Med Teach. 33(7):582-584.



	Abstract
	Introduction
	Methods
	Results
	Hyperglobalist perspectives in medical education
	Sceptical perspectives in medical education
	Transformationalist perspectives in medical education

	Discussion
	Acknowledgements
	Disclosure statement
	Funding
	References


