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Recalibrating our efforts: from 
globalisation to glocalisation of 
medical education
Halah Ibrahim    ,1,2 Sawsan Abdel- Razig3,4

Increased economic integration and 
technological advancements in commu-
nication and transportation over the past 
several decades have spurred growth in 
cross- national investment, migration and 
cultural exchange. Nations, economies 
and people are increasingly intercon-
nected and interdependent; increasingly 
‘globalised’. The concept of globalisation 
entered the mainstream vocabulary in 
the 1990s, but its history has been 
fraught with controversy.1 Primarily an 
economic process involving domestic 
deregulation, trade liberalisation and 
privatisation, globalisation can have 
profound social and cultural ramifica-
tions. Proponents highlight the economic 
benefits and improved standards of living 
for many communities, while opponents 
of globalisation focus on the dispropor-
tionate channelling of wealth to larger 
Western nations and the further disem-
powerment of populations who lack the 
skills to meaningfully participate in this 
flow of information and resources.1

Similarly, the globalisation of health-
care has also inspired competing inter-
pretations and perspectives. Historically, 
the globalisation of health has referred 
to the cross- border flow of healthcare 
professionals for employment, patients 
for medical services and public health and 
research measures across nations. These 
broad categories reflect the challenges in 
defining this critical concept that informs 
social policy, drives change and impacts 
population health outcomes. More 
recently, the globalisation of medical 
education has been used to describe 
the transnational transfer of curricula, 
practices and accreditation standards, 
the global movements of faculty and 
medical trainees, and the establishment 

of international branches of medical 
schools and academic institutions.2 3 The 
importation of Western- based compe-
tencies and educational modalities has 
sparked discourse around the potential 
for ‘homogenisation and cultural domi-
nance’ in medical education.2 4 Global 
accreditation requirements purport to 
establish standard outcomes and ensure 
minimum levels of competence, using 
standardised curricula and accredita-
tion protocols.3 However, globalised 
medical education may not consistently 
align with local priorities and needs and 
has been criticised for imposing Western 
paradigms on non- dominant nations.2 
For example, in India, Western influ-
ences predominate medical education, 
whereby curricula often focus on diseases 
not relevant to the community.5 In 
Southeast Asia, student- centred teaching 
approaches, including problem- based 
learning, were adopted even though they 
conflicted with longstanding cultural 
traditions and norms between students 
and teachers.6 As such, researchers and 
educators have expressed concerns that 
international medical education is over-
looking important cultural nuances and 
is, instead, promoting standards that are 
Western, rather than truly global.2

As medical educators in the Middle 
East, we have witnessed the effects of 
globalised medical education. Many 
students are sponsored by the govern-
ment to train in medical schools and resi-
dency programmes in North America, 
Australia and Europe, with little consid-
eration of the alignment between the 
type and content of training received 
abroad and the needs of the home 
country to which they return. More 
recently, several Gulf countries have 
mandated the wide- scale implementation 
of US- based accreditation frameworks 
as part of graduate medical education 
reform efforts.3 7 8 This often translates 
to medical trainees that are taught by 
multinational faculty, using Western- 
based curricula and assessment methods, 
in fundamentally different sociocultural, 
economic and regulatory contexts. The 
question remains: how do educational 
systems maintain best practice and 

outcome standards while remaining 
responsive to the local needs? Over the 
past decade, educational researchers 
worldwide have proposed glocalisation 
as a potential answer.

Glocalisation, a neologism combining 
the terms globalisation and localisation, 
describes the adaptation of international 
standards to local needs and cultures.4 By 
glocalising curricula, accreditation stan-
dards and educational practices, trainees 
learn to provide global standards of 
care that address local health priorities. 
The ultimate goal of the glocalisation of 
medical education is the advancement of 
population health outcomes and system 
responsiveness to local health needs. 
Glocalisation efforts in the medical 
education literature highlight three 
main themes: (1) local adaptation of 
accreditation standards, (2) exploration 
of educational methodologies towards 
glocalisation and (3) identification of 
challenges facing glocalisation efforts. 
We will review each of these areas in an 
attempt to further describe this construct.

Much of the globalisation in medical 
education literature deals with the adop-
tion of accreditation standards. Many 
countries in Europe, Asia and the Middle 
East have adopted the competency- 
based framework of the Royal College 
of Canada.9 When the US- based Accred-
itation Council for Graduate Medical 
Education offered international accred-
itation services in 2010, several coun-
tries rapidly adopted its model and 
standards.3 Not surprisingly, glocalisa-
tion efforts have focused on ensuring 
local relevance of related standards and 
processes. Research has shown that these 
efforts are diverse and often require 
input from multiple stakeholders. For 
example, Ho et al describe four catego-
ries of deviation between global accred-
itation standards and medical schools 
attempting to glocalise their local accred-
itation systems in Taiwan, Japan and 
South Korea.4 These include structural 
differences of medical education in the 
national context (such as programme 
length, entry requirements and school 
governance), differences requiring adap-
tation of standards to conform to local 
regulatory environments, developmental 
trajectory differences representing the 
influence of contextual events on medical 
education and aspirational differences 
reflecting local priorities and focuses.4

Other attempts to glocalise have 
focused on educational competencies, 
rather than accreditation standards. 
Several authors have questioned the 
applicability of Western definitions of 
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medical professionalism to their local 
contexts. In this regards, glocalisation 
efforts towards the development of 
culturally relevant medical profession-
alism curricula represent a common 
area of study.10 For example, in the 
United Arab Emirates, we implemented 
a novel methodology towards glocal-
ising medical professionalism, employing 
several consensus- gathering techniques. 
The resultant definition identified addi-
tional domains to Western definitions of 
professionalism that incorporated cultur-
ally relevant constructs, including spiri-
tuality in professional practice and the 
role of family and community in patient 
care decisions.10 Many other educational 
constructs, such as leadership, communi-
cation skills and medical ethics, cannot 
be directly imported from one country to 
another but require local adaptation.

Finally, when considering the process 
of glocalisation, studies reveal that 
educational leaders must give due consid-
eration to the complexity of challenges 
encountered. These include diverse or 
conflicting views on educational objec-
tives and scopes, a lack of representation 
of the diverse perspectives of the local 
context, a lack of a shared mental model 
of competence, misalignment of educa-
tional requirements and health system 
factors and the influence of power rela-
tionships and decision- makers on the 
glocalisation process.4 Ensuring diverse 
representation in glocalisation efforts is 
critical to fostering consensus, mitigating 
the challenges identified, facilitating the 

consideration of contextual factors and 
leveraging local networks of support.

All education is local. However, for 
the foreseeable future, healthcare and 
health education will be impacted by an 
increasingly interconnected world. This 
serves to highlight the critical impor-
tance of ensuring that medical education 
institutions remain accountable to the 
communities they serve. These seemingly 
discordant responsibilities are reconciled 
through deliberate glocalisation efforts. 
If the ultimate goal of medical education 
is the production of a competent health-
care workforce, equipped with universal 
practice standards that can meet local 
population health needs, glocalisation 
practices must be viewed as essential 
components of educational standards, 
and should be adopted by medical educa-
tors, accreditation and regulatory bodies 
and healthcare institutions in the global 
arena.
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