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Abstract 

Background  Social accountability (SA) measures institutional responses to societal needs. For medical education 
to be socially accountable, institutions must be equitably accessible and commit to training physicians who can 
work with communities to address health disparities. This scoping review aimed to explore the integration of social 
accountability into undergraduate medical education and examine the various ways it is implemented.

Methods  The authors searched PubMed, OVID Medline, CINAHL, ERIC and Scopus electronic databases for articles 
published between January 1995 and June 2023 to explore how SA is integrated into undergraduate medical educa-
tion. The enhanced version of Arksey’s and O’Malley’s six-stage protocol was used. Analysis was done using the the-
matic analysis approach.

Results  Eight hundred twenty-six articles were retrieved in the preliminary search. After the screening, 17 articles 
were included for final review. From the findings, three thematic areas were derived, which included strategies 
applied in incorporating SA into undergraduate medical education, factors influencing the adoption of SA into under-
graduate medical education, and programmes used to translate SA into undergraduate medical education.

Conclusion  This scoping review provides a comprehensive overview of the strategies, programs, and influencing 
factors related to the integration of social accountability into undergraduate medical education. The implementation 
of SA in undergraduate medical education is still very slow across the globe, there is an urgent need for a continued 
push towards making medical schools socially accountable.

Keywords  Social accountability, Undergraduate medical education, Medical schools, Globally

Introduction
Social accountability (SA) of medical schools has been 
described as the obligation of medical institutions to 
direct their education, research, and service activities 
toward addressing the priority health needs and con-
cerns of the community, region, and/or nation they are 
obligated to [1]. For a medical institution to be socially 
accountable, it ought to commit to training gradu-
ates who can work collaboratively with communities, 
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governments, health systems and the public to address 
health disparities and contribute to adapting the health 
systems to meet the health needs of the community [2].

What society expects of a medical school is primarily 
determined by the public, the government, health pro-
fessionals, researchers in medical education and other 
key players in health education. One of the strategies 
for expanding the range of settings in which medical 
education programmes are conducted is to encourage 
and facilitate cooperation with key stakeholders in the 
development of policies and programmes [2–5]. Placing 
medical students in a community setting as part of the 
curriculum is not a sufficient response to the challenges 
of SA in medical education. A comprehensive strategy is 
needed to provide a holistic response to the community’s 
health needs, with a particular focus on underserved 
populations [6]. Such a strategy would comprise educa-
tion activities (including community-related activities) 
across the continuum from undergraduate medical edu-
cation to residency (postgraduate training), clinical ser-
vices that include clinical outreach activities as well as a 
commitment to producing the appropriate mix of general 
practitioners and specialists to serve the local commu-
nity; a research component which consists of university 
faculty, community members, stakeholders and other 
partners in addressing research questions that are formu-
lated in consultation with the community that the medi-
cal school is expected to serve [3, 7–9].

In a previous systematic review conducted in 2017 [10], 
they emphasized the effectiveness of certain strategies 
employed by medical schools to integrate social account-
ability. These strategies included longitudinal placements 
in underserved areas with a service-learning approach, 
equitable admission processes, and mandatory extended 
placements in rural communities. In a more recent study 
conducted by Taha et al. (2022), the focus was specifically 
on the implementation of social accountability in medi-
cal schools within the Eastern Mediterranean Region 
(EMR) [11]. While there have been some efforts to advo-
cate for the integration of social accountability in medical 
education, further investigation is required to precisely 
examine specific approaches, programs and identify the 
enablers and barriers associated with integrating social 
accountability into health professions education. There-
fore, this scoping review aimed to explore the integration 
of social accountability into undergraduate medical edu-
cation and examine the various ways it is implemented.

Methods
A scoping review was conducted in accordance with the 
six-stage protocol developed by Arksey and O’Malley 
[12] (2005). The review process involved the identifi-
cation of the research question, selection of relevant 

studies, specific study selection, data charting, summa-
rization, synthesis, and reporting of the findings, as well 
as seeking consultation. To enhance the rigour of the 
review, modified criteria proposed by Levac et al. (2010) 
[13] and Westphaln et al. (2021) [14] were integrated into 
each stage of the Arksey and O’Malley framework. Fur-
thermore, adherence to the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses Extension for 
Scoping Reviews (PRISMA-ScR) checklist was used to 
ensure comprehensive coverage of all essential elements 
specific to scoping reviews [15].

i.	 Formulation of the research question

The definition of social accountability utilized in this 
study draws upon the World Health Organization’s defi-
nition [1]. It serves as the foundation for investigating the 
integration of social accountability into undergraduate 
medical education. The authors collectively employ this 
definition to address various aspects, including the ways 
to integrate social accountability into medical education 
and the programs used, the research questions were:

(1)	 How is social accountability integrated into medical 
education today?

(2)	 What are the reported approaches, strategies and 
programs used to integrate social accountability 
into medical education?

(3)	 What are the enablers and barriers to integrating 
social accountability into medical education?

	 ii.	 Identification of relevant studies, including the data 
sources and search strategy

The identification of relevant studies was carried out 
collaboratively, involving the active participation of all 
authors in the process. Electronic database searches 
were conducted in PubMed, OVID Medline, CINAHL, 
ERIC and Scopus for the articles published between 
January 1995 and June 2023. Individual search strate-
gies were developed for each database (Table 1). Manual 
hand searching was conducted to ensure the compre-
hensive inclusion of relevant studies that may have been 
missed through indexing, and experts in the field were 
contacted. These additional strategies were employed 
by the authors to augment the search process. The 
search keyword selection encompassed ("social account-
ability" OR "social responsibility" AND "undergradu-
ate" OR "medical school" OR "college of medicine" AND 
"medical education" OR "curricula*" OR "educational 
program" OR "syllabus" OR "training" OR "clinical com-
petency" AND "approaches" OR "strategies" OR "ena-
blers factors" The search strategy was comprehensive to 
include the diversity of the potential facets of socially 



Page 3 of 12Abdalla et al. BMC Medical Education         (2024) 24:1107 	

accountable undergraduate medical education. The 
PRISMA-ScR guidelines [15, 16] were followed, and the 
study population included medical schools. " The qual-
ity of the included articles in this scoping review was 
appraised using the Medical Education Research Study 
Quality Instrument (MERSQI) [17].

	iii.	 Study selection

The screening process consisted of three stages: title 
screening, abstract screening, and full-text screening. 
Title screening was conducted by DO and NN, using spe-
cific inclusion criteria for the title, which were as follows: 
(1) The title was written in English, (2) The title empha-
sized the concept of SA, and (3) The title pertained to 
medical education, medical school, nursing school or 
other health sciences school.

A preliminary search was conducted across five data-
bases: CINAHL, PubMed, OVID, ERIC, and Scopus. The 
identified articles were imported into Mendeley refer-
ence manager software for the removal of duplicates. 
Subsequently, the articles were imported into the Rayyan 
software for the screening process. The subsequent step 
involved a comprehensive examination of the articles that 
met the inclusion criteria. Additionally, a manual search 
through the references cited in the included articles was 
undertaken.

	iv.	 Charting the data

The authors developed a comprehensive data extraction 
form, encompassing essential elements such as author(s), 
year of publication, study aims, study design, findings, 
conclusion, and Medical Education Research Study Qual-
ity Instrument (MERSQI) scores [18]. During the data 
charting phase, DO and NN extracted information from 
each article, while another researcher cross-evaluated 
the extracted data to ensure accuracy and completeness. 
When conflicting information arose, the entire team col-
laborated to reassess the data, engaging in discussions to 
achieve consensus and resolve discrepancies.

The selection of relevant articles for the current study 
was conducted in three phases. Duplicate records were 
eliminated using Mendeley Referencing software [19], 
and the remaining references were imported into Rayyan, 
a web-based tool designed to expedite the screening of 
article abstracts and titles [20]. Title and abstract screen-
ing were performed without imposing restrictions on 
publication dates, populations, or study locations, focus-
ing solely on content relevance. Following this step, a 
further screening was conducted applying the final inclu-
sion criteria. Lastly, full-text screening was carried out 
by two reviewers (DO & NN), and any disagreements 
were resolved through consensus. The included articles 

Table 1  Search strategy

SEARCH STRATEGY
1.      SCOPUS
( TITLE-ABS-KEY ( "social accountability" OR "social responsibility" ) AND TITLE-ABS-KEY ( undergraduate OR "medical school" OR "college of medi-
cine" OR "medical schools" ) AND TITLE-ABS-KEY ( "medical education" OR curricula OR "educational programme" OR training OR "clinical compe-
tency" ) ) AND PUBYEAR > 1995 AND PUBYEAR < 2023
2.      PubMed

7 #1 AND #2 AND #5

6 #1 AND #2 AND #5

5 "medical education" OR curricula OR "educational programme" OR training 
OR "clinical competency"

2 undergraduate OR "medical school" OR "college of medicine" OR "medical 
schools"

1 "social accountability" OR "social responsibility"

3.      ERIC
AB ( "social accountability" OR "social responsibility" ) AND TX ( undergraduate OR "medical school" OR "college of medicine" OR "medical schools" ) 
AND TX ( "medical education" OR curricula OR "educational programme" OR training OR "clinical competency" 
4.      OVID
3. exp *Social Responsibility/ or Social Responsibility.mp.
4. exp *Education, Medical, Undergraduate/ or Education, Medical, Undergraduate.mp.
5. exp *Schools, Medical/ or Schools, Medical.mp.
6. exp *Curriculum/ or Curriculum.mp.
7. exp *Clinical Competence/ or Clinical Competence.mp.
8. 4 OR 5
9. 6 OR 7
10. 3 AND 8 AND 9

 5.      CINAHL
AB ( "social accountability" OR "social responsibility" ) AND TX ( undergraduate OR "medical school" OR "college of medicine" OR "medical schools" ) 
AND TX ( "medical education" OR curricula OR "educational programme" OR training OR "clinical competency" 
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encompassed those in which social accountability was 
incorporated into the undergraduate medical education 
curriculum. The study specifically included articles pub-
lished in English between January 1995 and June 2023, 
while posters and conference proceedings were excluded 
from the analysis.

	xxii.	Collating, summarizing, and reporting results

Based on the recommendation by Westphaln et  al. 
(2021) [14], a mixed methods approach incorporating 
descriptive statistics and thematic analysis was employed 
to analyse the extracted data. This comprehensive 
approach allowed for a more robust examination of the 
data and provided a deeper understanding of the inte-
gration of social accountability in medical education. 
Descriptive statistics were used to compile relevant infor-
mation on the types of articles, study design, and geo-
graphical distribution. This quantitative analysis provided 
a quantitative overview of the included studies, offering 
insights into their characteristics and distribution across 
different contexts. Furthermore, a thematic analysis was 
conducted to identify and explore the underlying themes 
and patterns within the articles. This qualitative analy-
sis method enabled a comprehensive exploration of the 
integration of social accountability in medical education, 
capturing the nuances and complexities of the topic.

The abstracted text from all the selected articles was 
categorized, reviewed, and edited for data accuracy cor-
responding to the specific study objectives. The agreed-
upon text from each article was selected and assigned 
into relevant categories. After scrutiny, any data deemed 
inadequate was excluded, and disagreements were 
resolved by consensus.

To ensure the trustworthiness of the thematic analy-
sis, the process was independently carried out by three 
researchers: the first author (ME), the second author 
(MT), and the last author (DO). This approach of involv-
ing multiple researchers enhances the trustworthiness 
of the analysis as it allows for diverse perspectives and 
reduces the potential for bias or individual interpre-
tation. By independently conducting the analysis, the 
researchers can cross-validate their findings and ensure 
the robustness of the thematic analysis conducted in this 
study.

	vi.	 Consultation

Two Experts in the field of SA in Medical Educa-
tion who have published several articles on SA, social 
accountability frameworks and models in different region 
across the world were consulted during article selection. 
The thematic analysis data was triangulated with experts 
in SA in medical education and evaluated, renamed, and 
recategorized accordingly.

Quality assurance
The Medical Education Research Study Quality Instru-
ment (MERSQI) [17] is a tool that evaluates the quality 
of articles in medical education research. It consists of 
10 criteria that assess various aspects of study quality, 
such as study design, sampling, data analysis, valid-
ity, and educational outcomes. The MERSQI provides 
a standardized and systematic approach to assess the 
quality of medical education research studies.

By employing the MERSQI criteria in this scoping 
review, the included articles undergo thorough evalu-
ation to ensure they meet rigorous standards in terms 
of study design, methodology, and reporting. This rig-
orous assessment helps to enhance the credibility and 
reliability of the findings and conclusions drawn from 
the scoping review, thus providing a more robust and 
trustworthy analysis of the research landscape in medi-
cal education.

Ethical Approval
Ethical approval was not sought since there was no pri-
mary data collection.

Results
Selecting the sources of evidence
A total of 826 articles were selected from these databases 
CINAL (n = 100), PubMed (n = 74), OVID (n = 112), 
ERIC (n = 91), and Scopus (n = 449). These articles 
were exported into Mendeley reference manager soft-
ware to remove duplicates (Fig. 1). Four duplicates were 
removed, and the remaining 822 articles were uploaded 
into the Rayyan software for screening. In the initial title 
and abstract screening step, a further 768 articles were 
removed upon applying exclusion criteria (irrelevant 
articles/ not related to SA n = 302, Postgraduate articles 
n = 54, articles not medical related n = 78, article related 
to: dental n = 34, nursing n = 13, COVID-19 n = 13, and 
other disciplines n = 274), and only 54 articles met the 
inclusion criteria (the included articles are those that 
were discussing the integration of SA into undergradu-
ate medical education). The next step was a complete 
examination of the 54 articles that met the inclusion cri-
teria and focused on SA in undergraduate medical edu-
cation. In this step, 38 articles were removed as they did 
not focus on integrating SA into undergraduate medi-
cal education. The remaining 16 articles that met the 
inclusion criteria were included in the study. A hand 
search through the references of the 16 articles produced 
another two studies, but only one study was deemed eli-
gible for inclusion. The final number of articles included 
in the final review was 17.
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Characteristics of the included studies
Table  2 provides an overview of the included stud-
ies, highlighting their characteristics in terms of coun-
try and study design. The analysis included a total of 17 
studies (with three studies being undertaken in multiple 
countries), demonstrating a diverse distribution across 
countries and study designs. Notably, Canada had the 
highest number of studies, with 5 studies (21.7% %), fol-
lowed by Australia with 4 studies (17.4%) and the USA, 

South Africa and the Philippines with 2 studies each 
(8.7%). Other countries such as Sudan, Iran, Israel and 
the United Kingdom, Korea, New Zealand, Uganda, and 
Belgium also contributed to the study pool with 1 or 2 
studies each.

The studies employed different research designs to 
explore the integration of social accountability (SA) 
into medical education. Among the selected studies, 
qualitative and mixed-method approaches were used 
in 6 studies each (35.2%), and cross-sectional/quantita-
tive approaches were used in five studies each (29.4%) 
(Table  2). The varied study designs allowed for a com-
prehensive examination of the topic from multiple per-
spectives, thereby enhancing the richness of the findings. 
The quality of all the included studies was assessed using 
MERSQI, and on average they scored 10.5, which is a 
good quality score as per the MERSQI guidelines [17].

Results of the thematic areas generated
A total of three themes were generated from the reviewed 
literature. The themes include: (i) Programmes used to 
inculcate SA into undergraduate medical education [21–
28], (ii) Strategies used in incorporating SA into under-
graduate medical education [29–34] and (iii) Factors 

Fig. 1  PRISMA flow diagram

Table 2  Characteristics of included studies. Three studies were 
conducted in more than one country

Country Number of Studies Percentage (%)

Canada 5 21.7%

Australia 4 17.4%

USA 2 17.4%

Philippines 2 8.7%

South Africa 2 8.7%

Iran 1 4.3%

Israel & UK 1 4.3%

Korea 1 4.3%

New Zealand 1 4.3%

Uganda 1 4.3%
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influencing the integration of SA into undergraduate 
medical education [28, 35–37].

Summary of the three thematic areas

1.	 Approaches and Programmes used to inculcate SA 
into undergraduate medical education

Seven medical schools had introduced programmes 
that were aimed at enhancing medical students’ under-
standing of SA (Table  3). At Flinders University, South 
Australia, an urban community-based medical educa-
tion programme was introduced. This programme aimed 
to enable medical students to apply their knowledge, 
empathy, communication, and leadership skills in a set-
ting outside the usual healthcare context and develop an 
awareness of the inequalities and challenges some ado-
lescents face [38]. At the University of British Colum-
bia, undergraduate medical students engaged in prison 
health community service-learning opportunities in 
regional correctional facilities. The exposure to incar-
cerated populations increased the students’ insight into 
issues that diverse marginalized sub-populations encoun-
ter. The pre-clinical exposure to incarcerated individuals 
and prison health education provided a unique setting 
for medical students to develop an increased sense of SA 
[23].

Another programme used across Australia, Canada 
and the USA was the use of an arts-integrated workshop 
across the four medical schools to collect insights about 
compassion and SA. Compassion writing groups were 
formed to develop a biological-historical-anthropolog-
ical framework. It was reported that the two concepts 
(compassion and social accountability) are expressions 
of the same ethical necessity. While the SA expresses the 
necessity from an institutional perspective; compassion 
humanizes institutional policy by engaging sympathy and 
care [21]. At the University of KwaZulu- Natal in Durban, 
a community service activity programme called Making 
a Difference (MaD), which was part of the 1st year medi-
cal curriculum aimed at making medical students more 
responsible, responsive, and accountable to community 
needs by engaging small groups of students with organi-
sations that serve the local disadvantaged communi-
ties. Students spend 16 hours in appropriate community 
service. The programme emphasises the importance of 
community-based learning in medical education to cre-
ate greater awareness of health inequalities and promote 
socially accountable healthcare professionals [27].

In New Zealand a cultural competency programme 
called the Pacific Immersion Programme (PIP) was 
designed to train medical students towards meet-
ing the health needs of diverse minority communities. 

The programme integrated a patient-centred approach 
with an intersectional framework, which emphasizes 
the importance of recognising one’s own biases and 
assumptions and appreciating the social determinants 
of health. The programme provides medical students 
with an opportunity to learn about different factors that 
influence the health and wellbeing of minority commu-
nities through immersion in those communities. It was 
reported that being part of the community allows stu-
dents to observe and learn about the challenges minor-
ity communities experience in efforts to improve their 
health status [26].

At the College of Medicine, University of Saskatch-
ewan, Making the Links (MTL) was designed to teach 
medical students the social aspect of medicine via service 
learning. The MTL programme comprises of six themes: 
(1) relationships, (2) social determinants of health in real 
life, (3) community development, (4) interdisciplinar-
ity, (5) linking health and communities, and (6) personal 
learning. Through MTL, students gained educational 
experience in multiple contexts, such as exposure to 
concepts of international, rural, and urban health, com-
munity development, language skills, multicultural 
understanding, improved communication skills, and 
exposure to health systems and concepts of health teams 
[25].

Finally, the Ateneo Zamboanga University of Medicine 
(ADZU SOM) in the Philippines was established with 
the goal of providing cost-effective and sustainable medi-
cal education in low resources settings. The curriculum 
was developed and delivered by local clinicians and com-
munity leaders and the school relied on volunteer faculty 
to keep the cost low. Since its inception, the school has 
produced a medical workforce that has chosen to live and 
work in underserved areas, helping to address the health 
needs of the people and communities of Western Mind-
anao [22].

2.	 Strategies used in incorporating SA into undergradu-
ate medical education

Six medical schools reported various strategies applied 
in enrolling prospective applicants to undergradu-
ate medical schools that were practising SA (Table  4). 
One key strategy involved recruiting students from 
underserved and unequally represented communities 
to medical school on the basis that they would return 
to address local health priorities after graduation [31]. 
In the USA, the ‘conditional admission’ (CA) strategy 
which intended to expand access to medical education 
for individuals from under-represented ethnic, racial, 
and rural groupings was used. This intervention signifi-
cantly increased the diversity of the physician workforce 
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[30]. In Australia, the ‘grow your own’ strategy was con-
sidered vital for developing rural workforce capacity. This 
strategy involved selecting medical students from specific 
rural regions and training them for extended periods in 
the same region to improve local retention. The result 
of this strategy provided empirical evidence showing 
that ‘grow your own’ may be a key workforce capacity-
building strategy [32]. Another strategy used to incorpo-
rate SA into undergraduate medical education was the 
establishment of the Centre de Formation Medicale du 
Nouveau Brunswick (CFMNB) under the University of 
Sherbrooke. This was specifically instituted to educate 
doctors from and for a minority group (French-Canadian 
of the Atlantic region). The school was also mandated to 
implement social objectives to contribute to the develop-
ment of this minority region and to develop collabora-
tions between partners, including the government and 
the community [34]. The ‘Widening Participation’ (WP) 
and ‘Widening Approach’ (WA) strategies were used at 
the Tasmanian School of Medicine to increase the diver-
sity of medical students entering medical school, prem-
ised on addressing rural health workforce shortages, 
including targets for inclusion of rural-background medi-
cal students, longer rural clinic placements and rural 
clinical schools [29].

Finally, in the Northern Ontario School of Medicine 
(NOSM), the relationship between indigenous status and 
the likelihood of admission outcomes revealed that the 
indigenous applicants were 2.4 times more likely to be 
interviewed and 2.5 times more likely to receive admis-
sion offers to NOSM [33].

3.	 Factors influencing the integration of SA into under-
graduate medical education.

Four medical schools reported the factors influencing 
the adoption of SA values in undergraduate medical edu-
cation (Table 5). A study carried out at the Leeds Medical 
School in the UK and Bar Ilan Medical School in Israel 
categorised the factors influencing the adoption of SA 
into undergraduate medical education into four: (i) Fac-
tors relating to the institutional system and staff, such 
as academic prestige, personal staff issues, research pri-
orities and delivery; (ii) those related to the curriculum 
design and delivery; (iii) external related factors such as 
stakeholder partnerships and the community footprints; 
and (iv) factors related to the process of implementing SA 
itself, such as the dissemination strategy and the evalu-
ation process [36]. At Shiraz University of Medical Sci-
ences, the facilitating factors included informed choices, 
personal and moral commitment, the current process 
of motivation, and the promotion of community-based 
learning in the university [37]. In Korea, eight factors that 

influenced the implementation of SA into undergradu-
ate medical education were reported. They included the 
following: the declaration of SA and physicians, organi-
sations, and systems for implementing SA, the physi-
cal environment and finance, curriculum design-related 
social accountability, monitoring and evaluation sys-
tem, proximity between partners, building partnerships 
among stakeholders, and interaction between stakehold-
ers [35]. Finally, at Makerere University, College of Health 
Sciences, the factors that might influence first year medi-
cal students’ willingness to work in rural health facilities 
after completion of their training was assessed. The result 
indicated that the perceived influencing factors included 
the local context of work environment, support from 
family and friends, availability of continuing professional 
training for career development and support of co-work-
ers in the community [28].

Discussion
This is the first comprehensive study that explored the 
strategies, programs, and influencing factors for inte-
grating social accountability into undergraduate medical 
education. In 2017, a systematic review was carried out, 
but it mainly focused on the impact of SA [10]​, while in 
2022, a similar study was performed that looked at how 
SA is implemented in medical schools, but the scope was 
limited to the Eastern Mediterranean Region only [11]​​.

Although the concept of SA is undergoing significant 
expansion, such as its recognition by the World Federa-
tion for Medical Education as part of the updated stand-
ards for accreditation of medical education programmes ​
(WFME, 2020)​, the reviewed literature pointed out sig-
nificant gaps regarding the number of studies that have 
been carried out since the inception of the concept of SA 
in 1995 [1]. A limited number of studies were found in 
the reviewed literature from only 13 countries across the 
globe, a probable pointer to the paucity in knowledge of 
the importance of incorporating the concept of SA into 
medical schools in many countries globally.

The admission processes, strategies, and outcomes 
of indigenous/local applicants to undergraduate medi-
cal schools were reported from the reviewed literature. 
Some of the strategies included “Conditional Admission”, 
“Growing your Own”, establishment of Centre de Forma-
tion Me’dicale du Nouveau Brunswick (CFMNB) under 
the University of Sherbrooke for doctors from and for a 
minority group, “Widening Participation”, and “Making 
the Links”, These strategies aim to increase the enrolment 
of students in medical schools from regions and terri-
tories characterized by significant health inequalities, 
such as the indigenous population with poor social-eco-
nomic conditions and a high disease burden, the minor-
ity groups, rural settings and under-represented ethnic 
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rural and rural groupings. The aim of these strategies 
was not only to increase enrolment but also to increase 
the diversity of the physician workforce. Medical schools 
with successful SA programmes have achieved national 
accreditation standards, ensuring their graduates achieve 
the expected standards and their success has been 
attributed to the application of flexibility in selection, 
curriculum assessment and monitoring to focus their 
programmes on meeting the needs of their local com-
munities such as selecting medical students from specific 
rural regions and training them for extended periods in 
the same region to improve local retention [39]. Through 
these strategies, medical students are able to gain experi-
ence in a variety of contexts such as exposure to rural and 
urban health, community outreach services, improved 
communication skills with the rural community mem-
bers, multicultural understanding, and improved expo-
sure to health systems [25].

The current study reviewed the  factors influencing 
the incorporation of SA values into medical education. It 
was reported that the enabling factors could potentially 
be external such as the structure of health services in 
the region or the country in which the medical school is 
located, or they would be more closely related to the insti-
tution, such as the staff, student selection, curriculum 
design and delivery, or the community in which the med-
ical school is located. Other enabling factors included 
stakeholder partnerships, community footprints, avail-
ability of systems and structures for implementing social 
accountability, and willingness of the medical doctors to 
work in the rural health facilities upon graduation from 
medical schools. Academic standards can be maintained 
while enrolling applicants from underrepresented back-
ground if preferential admission policies are avoided and 
outreach programmes used together with financial and 
psychological support to such students [40].

As defined by WHO, a ‘health system’ consists of all 
organisations, people, and actions whose primary intent 
is to restore and promote good health [41]. In this regard, 
the implementation and integration of SA require a mul-
tifaceted approach that includes knowledge about social 
determinants of health, identifying partners in address-
ing health inequalities, determining meaningful methods 
for measuring health problems and evaluating actions 
[42]. The rationale for having different models is because 
of societal dynamics and cultural and the heterogeneity 
of community health needs. Each medical school with a 
SA obligation needs a customized model that suits the 
local context [43].

Study limitations
The present scoping review study has several limita-
tions that should be considered when interpreting the 

findings. Firstly, the study was restricted to a specific set 
of electronic databases, namely PubMed, OVID Med-
line, CINAHL, ERIC, and Scopus, potentially exclud-
ing relevant articles from other sources or in languages 
not covered by these databases. This may have resulted 
in a narrower scope of the review. Secondly, the scop-
ing review only included articles published in English, 
which may have introduced language bias and limited 
cross-cultural perspectives. Furthermore, the inclusion 
of only published articles may introduce publication bias, 
favouring studies with positive or significant results. It 
is possible that relevant studies were missed or uninten-
tionally excluded during the screening and selection pro-
cess, despite the rigorous search.

Conclusion
Although the concept of SA has existed since 1995, there 
is a slow uptake of the concept in medical schools across 
the globe, and even those that have attempted to inte-
grate the concept, are at different levels of integration. 
Owing to the significant impact of integrating SA into 
undergraduate medical education, there is a need for a 
continued push toward making medical schools socially 
accountable. Although there has been an attempt in the 
reported literature to determine the factors influencing 
the incorporation of SA into undergraduate medical edu-
cation, more research should be undertaken to point out 
contributing factors to the slow uptake of SA in medical 
schools. The reviewed literature did not find any substan-
tial data about the barriers in integrating SA into under-
graduate medical education. There is need for further 
research on these two areas.
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