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Social accountability across cultures, does the concept translate? An explorative discussion 

with Primary Care colleagues in Japan 

 

Introduction 

As primary care professionals in an interdependent world we are challenged to think differently, 

paying attention to global problems, addressing local concerns and fulfilling a professional duty 

to promote health equity. Central to this is the development of sustainable primary health care, 

supported by the Declaration of Astana [1] which is a key milestone in the journey towards 

universal health coverage, a global health target that spans the health-related Sustainable 

Development Goals[2].  

 

Fundamental to achieving sustainable primary health care is a vision for medical education 

outlined by Frenk[3] that promotes transformative learning based on a competency driven 

approach, drawing on global resources and responsive to local and rapidly changing conditions. 

This vision aspires to inter-and transprofessional education aiming to break down silos across 

disciplines, enhance collaborative and non-hierarchical relationships and above all, promote a ‘new 

professionalism’[3] that ‘develops a common set of values around social accountability’[3]. As 

these themes permeate medical education practice, a workforce trained in social accountability 

seems inevitable. Such reform must be incorporated across the spectrum of medical education 

embedding professional values derived from social accountability into clinical practice and 

benefiting local communities across cultures. 

 



 

Within the global context barriers exist in embedding social accountability and achieving Frenk’s 

vision[3].  There are questions around the cross-cultural understanding of social accountability and 

how the concept can be integrated into multiple healthcare and education systems at various stages 

of development and subject to different internal influences.  

 

International exchanges in family medicine can help address some of these questions by providing 

cross-cultural learning opportunities [4].  Social accountability has been the subject of focused 

discussion during UK-Japan exchange activities, including workshops at the WONCA Asia Pacific 

Regional Conference 2019.  This article will draw on lessons learned from these discussions before 

arguing that prioritization should be given to formalizing socially accountable values as part of a 

common identity in primary care training and practice across the world. 

 

The concept of social accountability 

It is recognized that the concept of social accountability requires greater clarity[5].  To better 

understand the term, appreciating the continuum from social responsibility to social accountability 

is helpful[6]. 

 

1: Anticipating society’s health needs 

2: Partnership with the health system and other stakeholders 

3: Adapting to the evolving roles of doctors and other health professionals 

4: Fostering outcome-based education  

5: Creating responsive and responsible governance of the medical school 

6: Refining the scope of standards for education, research and service delivery 



 

7: Supporting continuous quality improvement in education, research and service 

8: Establishing mandated mechanisms for accreditation 

9: Balancing global principles with context specificity 

10: Defining the role of society 

 

Adapted from Boelen 2016; p104 

 

The term ‘social accountability’ was first defined in 1995 by the World Health Organisation 

(WHO), in response to the World Health Assembly resolution ‘Reorienting medical education and 

medical practice for health for all’ [7]. A later, widely accepted definition from Boelen shows how 

social accountability evolved as a duty to address key society health needs with responsibility for 

action and educational reform lying with medical schools: ‘Social accountability is the capacity to 

respond to society’s priority health needs and health system challenges to meet such needs. It 

emphasizes the potential of medical schools to partner with key stakeholders in the health sector 

and organize medical education in a way that has the greatest chances to yield most relevant 

outcomes and highest impact on people’s health’ [8]. It is worth noting how the responsibility of 

medical schools is a persistent theme included in the most recent definition, from the Global 

Consensus for Social Accountability of Medical Schools (GCSA) [8]. 

Social responsibility implies awareness of duties regarding society. 

 

Social responsiveness is the engagement in a course of actions responding to social 

needs.  

 

Social accountability adds a documented justification for the scope of undertaken 

actions and a verification that anticipated outcomes and results have been attained. 



 

 

Adapted from Boelen 2009 
 

 

Across the world different approaches to social accountability have emerged; for example in sub-

Saharan Africa, social accountability has been defined as ‘a participatory process in which citizens 

are engaged to hold politicians, policymakers and public officials accountable for the services that 

they provide’[9]. This places a different emphasis on the development of socially accountable 

practices and widens responsibility to include those in public office.  Despite broader definitions 

emerging, there is currently no global definition of social accountability that transcends medical 

education and clinical practice.  

 

Cross-cultural challenges to understanding and implementing social accountability 

In addition to the lack of common definition our UK/Japan exchange discussions highlighted other 

cross-cultural challenges. 

 

Terminology 

Terminology can be problematic.  In Japanese ‘responsibility’ and ‘accountability’ are not 

distinguished linguistically (Aug 27, 2015 posting by H Oshiba to Huffpost Post blog, 

unreferenced).  In Japan definitions that are commonly utilized in Western cultures may not exist.  

For example, there is no clear distinction between primary, secondary and tertiary care [10].  Lack 

of a common understanding of terminology can limit progression of discussions from descriptions 

of social determinants of health to addressing social determinants through the lens of 

accountability.  It may also be unclear who to engage with and where responsibilities lie.  

 



 

Health systems 

When discussing the application of social accountability internationally, health system factors 

must be considered. Socially accountable work most often occurs in a community setting. In Japan, 

the healthcare system allows free access.  Most patients directly access secondary care facilities 

and there is no primary care gate-keeping role [8]. The result is a population of patients in the 

community that is harder to define and to engage in socially accountable practice. This situation 

is common to many countries where healthcare systems are based on a fee for service model. 

 

Medical schools 

The responsibility for instigating socially accountable policy requires local contextualization in 

order to be implemented effectively. Responsibility for instigating a socially accountable agenda 

is traditionally placed with medical schools[11] working through engagement with  populations 

served by community clinics and with links to universities. In Japan, not all universities have 

curriculum space dedicated to primary care or links to community-based practices [12]. In this 

scenario, medical students may not learn about the principles of social accountability or interact 

with community-based professional role models.  This is a situation that may be found in many 

medical schools around the world limiting the integration and understanding of social 

accountability in a local context.  

 

Workforce 

Workforce issues may also limit progress, especially in countries where primary health care is 

developing. Japan has a population of 127million people and as of November 2017 there were 

only 673 doctors who had completed the standardized 3-year vocational training programme of 



 

the Japan Primary Care Association, with 5,800 members holding diplomas[13]. This makes 

integration with medical education systems and advocating for social accountable change to 

practice a formidable task.   

 

Measuring social accountability 

Lack of a reliable measurement criteria for socially accountable activities may further compound 

the cross-cultural issues we have highlighted. Frameworks to assess and measure social 

accountability bridge the gap in recognizing and building evidence-based standards of practice. 

The Training for Health Equity Network (THEnet) evaluation framework for socially accountable 

health professional education[14], the ASPIRE criteria for recognizing excellence in social 

accountability[15] and the International Federation of Medical Student Associations’ toolkit for 

social accountability[16] offer helpful starting points; however, all have been developed in relation 

to medical schools and do not cover postgraduate training or clinical practice. 

 

Social accountability as part of professional identity 

In order to transcend the spectrum of medical education social accountability needs a clear, 

globally relevant definition fit for local contextualization and application. Even with this in place 

further efforts are required if this is to translate to increased socially accountable practice. Our 

observations suggest advancement in social accountable practice may be achieved through 

integration with identity in primary care. Family doctors, as leaders of primary health care teams, 

promote patient-centered, accessible, comprehensive and coordinated care that aligns closely with 

the four values of social accountability: relevance, quality, cost-effectiveness and equity[7]. 



 

Therefore socially accountable practices may already be present in primary care without formal 

recognition, entwined with professional responsibility.  

  

The strong alignment between social accountability and identity has been noted in the 

undergraduate context where it has been identified as a personal responsibility[17]; however, we 

believe the case for inclusion in postgraduate training as a professional duty is substantial. Crucial 

to integration is the uptake of the terminology into postgraduate education; specifically into 

professional guidance, inclusion in training competency outcomes and application in trainee 

quality improvement work. Meili and colleagues describe a step in this direction taken by the 

Future of Medical Education in Canada’s Postgraduate Medical Education Project 

recommendations which lists the embedding of social accountability second in its priorities for 

specialty training transformation[18]. 

 

Further opportunities for social accountability 

There are further opportunities to embed social accountability in primary care training through the 

establishment of a continuum of education linking undergraduate teaching with postgraduate 

application, measuring socially accountable practice and building an academic evidence base[19]. 

This may integrate into clinical practice through a programme of continuous professional 

development (CPD) activities with social accountability at their core; building a culture of CPD 

that is reflective on, and responsive to local population needs[20]. 

 

The development of networks to share best practice internationally in social accountability is vital.  

In our discussion we learned about the Japanese ‘chiiki-waku’ system which addresses workforce 



 

challenges by providing entry to medical schools combined with prefectural scholarships 

encouraging graduates to work in rural communities[12,21]. The scheme not only provides relief 

to communities suffering from the shortage of doctors but the doctors themselves are embedded 

into the community making them key contributors to socially accountable practice. With 

international organisations such as THEnet [22] and local projects such as The Upstream Lab in 

Toronto [23] and the University of Glasgow’s ‘The Scottish Deep End Project’ [24] already linking 

innovation in primary care delivery with training, evaluation and workforce development, sharing 

good practice is key.  

 

Alongside networking is the ability and infrastructure to rigorously evaluate the evidence shared, 

adapting interventions and driving innovation according to local context and needs.  This is the 

role of academic primary care, which in turn needs investment and development. 

 

To fully realize the transformational change needed to drive social accountability in postgraduate 

primary care education, leadership is required. This may take the form of academic mentorship to 

nurture international primary care leaders, equipped with the tools to develop culturally relevant 

definitions and examples of social accountability and embed them into local primary care training.  

 

Conclusion 

This article is based on learning from cross-cultural discussions on UK/Japan professional 

exchanges in family medicine. Lack of a consistent, globally relevant definition for social 

accountability is identified as a problem in integration across healthcare systems and cultures. 

Terminology may limit understanding of social accountability, creating uncertainty regarding 



 

practical application, responsibility and measurement and leading to failure in the recognition of 

socially accountable work. Whilst debate and discussion on the definition of social accountability 

is encouraged, there may be limited value in pursuing a global definition without considering 

integration of social accountability with professionalism and identity in primary health care.  

 

In exploring these issues our goal was to achieve an understanding of the challenges and to explore 

how social accountability can be reconciled across vastly differing healthcare systems, populations 

and education systems. Our discussions demonstrated an appetite amongst family doctors for the 

introduction of social accountability as a core professional value. Where primary health care is 

newly developing there is an opportunity to consciously build social accountability into its identity 

and integrate the concept into training competency outcomes and professional guidance. In those 

systems where primary health care is more established, there is scope for change, embracing social 

accountability as part of academic identity through CPD and the sharing of initiatives by dedicated 

networks. We anticipate that mentoring relationships and the global development of academic 

primary care will be key drivers in overcoming healthcare system design challenges and in 

developing culturally relevant definitions applicable to clinical practice and population needs.  

This will help to realize Frenk’s vision for a ‘new professionalism’ and achieve the ultimate goal 

of impacting local populations and addressing health inequity.  

 

Take home points 

● Current definitions of social accountability translate poorly across cultures leading to 

under-recognition of socially accountable practice internationally 



 

● Recognition of the challenges and an understanding of local context when applying social 

accountability to practice is essential for constructive international dialogue 

● There is a global appetite for the inclusion of socially accountable principles in the practice 

of primary health care 

● Global educational reform is needed to embed social accountability across the medical 

education continuum with an understanding of how to apply the principles locally 

● Prioritization should be given to formalizing socially accountable values as part of identity 

in primary care training 
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