
全球医学教育最低基本要求（GMER）

· 1999年6月9日，经纽约中华医学基金会（CMB）资助，成立了国际医学教育专门委员会（IIME），为制定“全球医学教育最基本要求（由14个国际医学教育组织的主席或高级代表组成IIME咨询委员会，为IIME提供咨询意见）”提供指导。
· “基本要求”是指世界各地医学院校培养的医生都必须具备的基本素质，包括医学知识、临床技能、职业态度、行为和职业道德等。
· 制定“基本要求”的任务由IIME的核心委员会承担，该委员会由世界各地的医学教育专家组成。
· 八位具有丰富经验的医学教育和卫生政策资深专家组成IIME的指导委员会，指导IIME的总体工作，也指导核心委员会的工作。
· 由14个国际医学教育组织的主席或高级代表组成IIME咨询委员会，为IIME提供咨询意见。
GMER的7个领域，60条标准为：

1．职业价值、态度、行为和伦理

医生的职业观和伦理道德对于医学实践工作是很重要的。医生的伦理观不仅包括医学知识和技能，而且还有对共同价值的认识、对这些价值观的认可和强化，以及坚持这些价值观的责任。医科毕业生必须表现出：

（1） 认识到医学职业的基本组成部分，包括道德、伦理原则和医学职业中所包含的法律责任；

（2） 职业价值包括工作优秀、为他人利益着想、责任感、同情心、移情、诚实、团结和遵守科学的方法；
（3） 能够理解每一个医生都有义务为了病人、社会上的大多数人和医学职业本身的利益，促进、保护和加强这些部分；

（4） 意识到良好的医学实践基于医生、患者和患者家庭成员之间对于患者的财产、文化传统、信仰和自治能力上的相互理解和相互关系；

（5） 在处理有关医学伦理、法律和专业问题，包括那些由于经济发展停滞、健康医疗的商业化和科学进步所带来的矛盾时具备的把握符合道德原则和决断力的能力；

（6） 自我调节能力，懂得因为个人的能力有限，包括个人的医学知识有限而不断要求自我提高的意识；
（7） 尊重同事和其他医务人员，并且有能力与他们保持积极的合作关系；

（8） 懂得医生有道德上的义务为病人提供临终关怀，包括缓解症状的治疗；
（9） 懂得在书写抄录病人的病史资料、个人隐私和知识产权方面的伦理和医学问题；

（10） 有效计划和管理个人时间的能力，处理不确定性的行为能力和适应变化的能力；

（11） 照顾个别病人的责任。

2．医学的科学基础 

医科毕业生必须掌握医学专业所要求的坚实的科学基础知识，并有能力运用这些知识解决医学问题。毕业生必须要理解隐含在医学判断和行为中的原则，并能够适应时代的变化。为了达到这些要求，毕业生们必须证明他（她）们已理解如下的知识点：

（1） 正常的人体结构和功能，作为一个复杂但有适应能力的生物系统；

（2） 疾病状态下身体结构和功能的异常；

（3） 人们的正常和异常行为；

（4） 健康、疾病以及人与物理、社会环境间相互作用中的决定因素和危险因素；

（5） 保持人体内环境稳定的分子、细胞、生物化学和生理机制；

（6） 人类的生命周期和生长、发育、衰老在个体、家庭和社区上的反映；

（7） 急慢性疾病的病因和自然史；

（8） 流行病学、卫生经济和卫生管理知识；

（9） 药物的作用机制与用途，以及在不同治疗中的效果；

（10） 在急慢性病、康复和临终关怀间的相关生化、药理、外科、心理、社会以及其它治疗干预措施。

3．交流沟通技能

医生应该通过有效的交流沟通创造一个在病人、家属、医务人员和同事，以及与公众间互相学习的环境。为了形成更正确的医疗决定和使病人更满意，医科毕业生必须具备如下能力：

（1） 仔细倾听，掌握并综合所有问题的相关信息，理解它们的内容；

（2） 运用交流沟通技能理解病人及其家属，使他（她）们能从共同决策参与者的角度执行医疗决定；

（3） 能有效地与同事、职员、社区、其它部门和媒体沟通交流；

（4） 在治疗病人方面，以有效的团队形式，与其它的专业人士共事；

（5） 在教育他人方面显示出基本能力和积极的态度；

（6） 在有助于提高与病人、社区相互交流的文化因素和个人因素上显示出敏锐的能力；

（7） 能够用口头和书面两种形式进行有效的交流沟通；

（8） 创造和保持良好的医学记录；

（9） 能够综合和表达符合病人需求的信息，并且探讨优先考虑病人和社区利益的卓有成效、可接受的行动计划。

4．临床技能

医科毕业生必须能够有效地诊断和治疗病人。为了做到这一点，他（她）们必须要：

（1） 正确地采集病史，包括致病的社会因素，例如职业病；

（2） 进行完整的体格检查和精神状态的检查；

（3） 运用基本的诊断和技术操作，分析和解释诊断结果，并找出问题的实质；

（4） 以挽救病人生命和运用循证医学的原则为重点，采用适当的诊断和治疗策略；
（5） 做出临床诊断和治疗；

（6） 能意识到直接威胁生命的情况；

（7） 能处理常见的医疗急诊；

（8） 有效和合乎伦理要求地治疗病人，包括保健和预防；

（9） 评价健康问题，建议病人考虑生理、心理、社会和文化因素；

（10） 了解在人力资源、诊断干预、治疗模式和医疗设施方面的适当运用。

5．人群健康和卫生系统

医科毕业生应该知道他（她）们担负着采取适当方法保护和促进整个人群健康的责任。他（她）们应该了解组织健康系统的原则和其中的经济和法律基础。他（她）们也应该对医疗系统的有效管理有一个基本认识。毕业生应能显示具有如下知识：

（1） 知道对人群健康和疾病有相当重要性的生活方式、遗传、人口统计、环境、社会、经济、心理和文化因素；
（2） 知道他（她）们在预防疾病、伤害和事故上采取适当措施，以及保证和促进个人、家庭和社区健康的角色和能力；

（3） 了解国际上的医疗卫生健康发展状况，了解慢性疾病病死、伤残率中社会特征的全球发展趋势，以及移民、商务和环境因素对健康的影响和在国际健康组织中的角色。

（4） 接受其它医疗形式以及向个人、人群和社区提供医疗服务人员的地位和责任；

（5） 理解与所服务的对象合作的责任，多学科合作方式，包括医学专业和各学科间的合作的需要；

（6） 理解医疗体系的基本情况，包括政策、组织形式、金融、针对医疗费用上涨的控制费用措施，以及提供医疗服务的有效管理原则；

（7） 理解决定公正地获得高质量的医疗服务的机制；

（8）  在医疗决定过程中运用国家和地区的监测、统计和流行病数据；

（9）  在事关医疗卫生问题的必要和适当之时愿意承担领导职责。

6．运用和管理信息的能力

成功的医疗实践和卫生系统管理依赖于有效的知识和信息流动。计算机和信息技术的进步已经为教育和信息分析、管理提供了强大的工具。因此医科毕业生们要懂得信息技术的作用及其局限性，并且能够用它来解决医疗问题和做判断。毕业生们应该能：

（1） 从不同数据库和资源寻找、收集、组织和分析医疗卫生和生物医学信息；

（2） 通过一个临床数据库检索与病人特征相对应的信息；

（3） 使用信息和通信技术辅助诊断、治疗和预防，并监控健康状态；

（4） 理解信息技术的应用范围及其局限性；

（5） 保存他（她）的医疗行为记录以便对其分析和改进。

7．批判性思维和研究

对目前的知识、技术和信息资料进行批判性评价的能力是解决问题所必需的。假如医生要保持他们专业上的竞争力，他们就必须持续不断地获取新的科学知识和掌握新的技能。良好的医疗实践需要科学的思维和使用科学方法的能力。因此医科毕业生应能够：

（1） 在专业活动中表现出批判性思维、有建设性的怀疑、创新精神和以研究为导向的态度；

（2） 理解基于不同信息来源的科学思想在研究疾病病因、治疗和预防过程中的能力范围和局限性；

（3） 用自己的判断解决分析疑难问题并找到相关的信息，而不是等着别人将答案给出；

（4） 用科学的思维和基于从不同来源获得的已掌握的以及与之相关的信息，发现问题、说明问题并解决问题；

（5） 理解在医疗实践中作出医疗决定的复杂性、不确定性和概率性。

（6） 为了医疗问题的解决进行假设，收集并严格地评价数据；

为了保持在学校中的领先地位，医科毕业生必须清楚他（她）们自己的局限性、定期不断的自我评估的必要性、接受同事们的评价并且不断进行自学提高业务水平。这些个人发展行为使他（她）们在职业工作中不断获得并使用新知识和新技术。

仅仅是‘基本’这个词本身并不会改变毕业生的能力，除非用这些基本条件来评价学生的能力。因此，医学教育的评估工具对于这份文件的实施是基本条件。这将使毕业生相信，无论他（她）们在世界的任何地方受教育，在开始更高层次的医学教育或在国家认定适当的医疗机构中开始医疗工作时都会有相似的核心竞争力。这些评价工具都是在特别设立的IIME评价机构的发展下形成的。

    以上表述的‘全球医学教育基本标准’可以被认为是衡量医学教育质量和间接反映医疗实践工作进步的指标。希望这项IIME的工作将带给医学院校教育和课程显著的影响，形成以加强能力为导向的医学教育。
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SUMMARY    The process of globalization increasingly evident in medical education makes the task of defining the global essential competencies required by the 'global physicians' an urgent matter. This issue was taken up by the newly established Institute for International Medical Education (IIME). The IIME Core Committee developed the concept of 'global minimum essential requirements' (GMER) and defined a set of global minimum learning outcomes, which students of the medical schools must demonstrate at graduation. The 'Essentials' are grouped under seven broad educational domains with set of 60 learning objectives. Besides these 'global competencies', medical schools should add national and local requirements. The focus on student competences as outcomes of medical education should have deep implications for curricular content as well as the educational processes of medical schools.



Introduction

The Board of Trustees of the China Medical Board of New York, Inc. approved a grant to establish the Institute for International Medical Education (IIME) on 9 June 1999. The Institute's task is to provide the leadership in defining the 'global minimum essential requirements' ('essentials') of undergraduate medical programs. These 'essentials' were to consist of the medical knowledge, clinical skills, professional attitudes, behavior and ethics that all physicians must have regardless of where they are trained.

The task of defining the 'global minimum essential requirements' was given to the Core Committee, which comprised international medical education experts from different parts of the world. The IIME Steering Committee, consisting of eight senior education and health policy experts with broad national and international experience, advises the leadership of the Institute and helps guide the Core Committee. Further advice is provided by the IIME Advisory Committee composed of Presidents or senior representatives of 14 major international organizations active in medical education. The Committee provides a forum for information exchange, advice and helps to ensure that other efforts are complementary and not contradictory to the IIME process.

It was understood from the beginning that defining such competencies or outcomes of the medical education process would have significant implications for medical school curricula. Medical school graduates should demonstrate professional competencies which will ensure that high quality care could be provided with empathy and respect for patients' well-being.

Graduates should be able to integrate management of illness and injury with health promotion and disease prevention and be able to work in multi-professional teams. In addition, they should be able to teach, advice and counsel patients, families and the public about health, illness, risk factors and healthy lifestyles. They should be able to adapt to changing a pattern of diseases, conditions and requirements of medical practice, medical information technology, scientific advances, and changing organization of health care delivery while upholding the highest standards of professional values and ethics.

The IIME Project Consists of Three Phases:

The first phase (Phase I) 'Defining Essentials', began with the establishment of the Institute for International Medical Education. Its task was to develop a set of 'global minimum essential requirements' ('GMER') drawn in part from standards that currently exist. These standards were to include the sciences basic to medicine, clinical experiences, knowledge, skills, professional values, behavior and ethical values. These 'essentials' were to represent only the core of a medical curriculum since each country, region and medical school also has unique requirements that their individual curricula must address. Hence, each school's educational program will be different but all will possess the same core.

In the second phase(Phase II), the 'Experimental Implementation' of the 'GMER' will be used to evaluate the graduates of the leading medical schools in China. The schools will use the evaluation methods that are consistent with their experience, and have to cover all seven domains and 60 learning outcomes, to identify the strengths and deficiencies eventually found in the schools participating in this experiment. Efforts then will be made to improve all areas of weakness before a second evaluation is made. If a school meets all of the 'Essentials', it will be certified accordingly.

In the third (Phase III), or 'Dissemination Phase',the lessons learned and the process used will be modified and offered to the global medical education community for its use. Hopefully the 'essentials' will serve as a tool for improving the quality of medical education and a foundation for an international assessment of medical education programs.


Background

Globalization forces are becoming increasingly evident in medical education. This is quite natural as medicine is a global profession and medical knowledge and research have traditionally crossed national boundaries. Physicians have also studied medicine and provided services in various countries of the world. Furthermore, human creativity demands that globalization includes activities in the intellectual and cultural domains. Various multilateral agreements and conventions are opening the doors to global mobility and encouraging the development of common educational standards, mutual recognition of qualifications, and certification processes by which professionals are allowed to practice their vocation.

Presently, there are about six millions physicians worldwide, serving over six billion inhabitants. They receive their education and training in over 1800 medical schools throughout the world. Although, at first glance, global medical curricula appear similar, their content varies greatly. While there have been a number of near-successful efforts to evaluate the process leading to the MD or its equivalent degree, few of these have focused on the outcomes of their educational effort. However, there has never been an attempt to define the core or minimal competencies that all physicians should possess at the completion of their medical school training and before they enter their specialty or postgraduate training. Finally, in some countries, there has been a proliferation of new medical schools without proper assurance of educational quality.

At the same time, health services and medical practice are undergoing profound changes forced by economic difficulties in financing healthcare systems. The increasing cost of health interventions and related cost-containment policies could threaten physician's humanism and values. As a result, there is a need to preserve the goals of social benefit and equity in the face of these increasing economic pressure and constraints.

Rapid advances are occurring in biomedical sciences, information technology and biotechnology. These advances present new ethical, social and legal challenges for the profession of medicine and call for preservation of a balance between science and the art of medicine. An important task of medical education is to prepare future doctors to be able to adapt to the conditions of medical practice in a rapidly changing health care environment. The challenge before the medical education community is to use globalization as an instrument of opportunity to improve the quality of medical education and medical practice.

In defining the essential competencies that all physicians must have, an increasing emphasis needs to be placed on professionalism, social sciences, health economics and the management of information and the health care system. This must be done in the context of social and cultural characteristics of the different regions of the world. The exact methods and format for teaching may vary from school to school but the competencies required must be the same. Thus, the concept of 'essentials' does not imply a global uniformity of medical curricula and educational processes. Furthermore, the global essential requirements are not a threat to the fundamental principle that medical education has to identify and address the specific needs in social and cultural context where the physician is educated and will practice. Finally in pursuing the 'global minimum essential requirements', medical schools will adopt their own particular curriculum design, but in doing so, they must ensure that their graduates possess the core competencies envisioned in the minimum essentials. They must in short 'think globally and act locally.'

The Core Committee grouped the 'essentials' under following seven, broad educational outcome-competence domains shown in Figure 1:


Professional Values, Attitudes, Behavior and Ethics 

	

	Figure 1. Domains of global essential requirements


Professionalism and ethical behavior are essential to the practice of medicine. Professionalism includes not only medical knowledge and skills but also the commitment to a set of shared values, the autonomy to set and enforce these values, and responsibilities to uphold them. The medical graduate must demonstrate:

·   recognition of the essential elements of the medical profession, including moral and ethical principles and legal responsibilities underlying the profession;

·   professional values which include excellence, altruism, responsibility, compassion, empathy, accountability, honesty and integrity, and a commitment to scientific methods,

·   an understanding that each physician has an obligation to promote, protect, and enhance these elements for the benefit of patients, the profession and society at large;

·   recognition that good medical practice depends on mutual understanding and relationship between the doctor, the patient and the family with respect for patient's welfare, cultural diversity, beliefs and autonomy;

·   an ability to apply the principles of moral reasoning and decision-making to conflicts within and between ethical, legal and professional issues including those raised by economic constrains, commercialization of health care, and scientific advances;

·   self-regulation and a recognition of the need for continuous self-improvement with an awareness of personal limitations including limitations of one's medical knowledge;

·   respect for colleagues and other health care professionals and the ability to foster a positive collaborative relationship with them;

·   recognition of the moral obligation to provide end-of-life care, including palliation of symptoms;

·   recognition of ethical and medical issues in patient documentation, plagiarism, confidentiality and ownership of intellectual property;

·   ability to effectively plan and efficiently manage one's own time and activities to cope with uncertainty, and the ability to adapt to change;

·   personal responsibility for the care of individual patients.


Scientific Foundation of Medicine

The graduate must possess the knowledge required for the solidscientific foundation of medicine and be able to apply this knowledge to solve medical problems. The graduate must understand the principles underlying medical decisions and actions, and be able to adapt to change with time and the context of his/her practice. In order to achieve these outcomes, the graduate must demonstrate a knowledge and understanding of:

·   the normal structure and function of the body as a complex of adaptive biological system;

·   abnormalities in body structure and function which occur in diseases;

·   the normal and abnormal human behavior;

·   important determinants and risk factors of health and illnesses and of interaction between man and his physical and social environment;

·   the molecular, cellular, biochemical and physiological mechanisms that maintain the body's homeostasis;

·   the human life cycle and effects of growth, development and aging upon the individual, family and community;

·   the etiology and natural history of acute illnesses and chronic diseases;

·   epidemiology, health economics and health management;

·   the principles of drug action and it use, and efficacy of varies therapies;

·   relevant biochemical, pharmacological, surgical, psychological, social and other interventions in acute and chronic illness, in rehabilitation, and end-of-life care.

Communication skills

The physician should create an environment in which mutual learning occurs with and among patients, their relatives, members of the healthcare team and colleagues, and the public through effective communication. To increase the likelihood of more appropriate medical decision making and patient satisfaction, the graduates must be able to:

·   listen attentively to elicit and synthesize relevant information about all problems and understanding of their content;

·   apply communication skills to facilitate understanding with patients and their families and to enable them to undertake decisions as equal partners;

·   communicate effectively with colleagues, faculty, the community, other sectors and the media;

·   interact with other professionals involved in patient care through effective teamwork;

·   demonstrate basic skills and positive attitudes towards teaching others;

·   demonstrate sensitivity to cultural and personal factors that improve interactions with patients and the community;

·   communicate effectively both orally and in writing;

·   create and maintain good medical records;

·   synthesize and present information appropriate to the needs of the audience, and discuss achievable and acceptable plans of action that address issues of priority to the individual and community.


Clinical Skills The graduates must diagnose and manage the care of patients in an effective and efficient way. In order to do so, he/she must be able to:

·   take an appropriate history including social issues such as occupational health;

·   perform a physical and mental status examination;

·   apply basic diagnostic and technical procedures, to analyze and interpret findings, and to define the nature of a problem;

·   perform appropriate diagnostic and therapeutic strategies with the focus on life-saving procedures and applying principles of best evidence medicine;

·   exercise clinical judgment to establish diagnoses and therapies;

·   recognize immediate life-threatening conditions;

·   manage common medical emergencies;

·   manage patients in an effective, efficient and ethical manner including health promotion and disease prevention;

·   evaluate health problems and advise patients taking intoaccount physical, psychological, social and cultural factors;

·   understand the appropriate utilization of human resources, diagnostic interventions, therapeutic modalities and health care facilities.


Population Health and Health Systems

Medical graduates should understand their role in protecting and promoting the health of a whole population and be able to take appropriate action. They should understand the principles of health systems organization and their economic and legislative foundations. They should also have a basic understanding of the efficient and effective management of the health care system. The graduates should be able to demonstrate:

·   knowledge of important life-style, genetic, demographic, environmental, social, economic, psychological, and cultural determinants of health and illness of a population as a whole;

·   knowledge of their role and ability to take appropriate action in disease, injury and accident prevention and protecting, maintaining and promoting the health of individuals, families and community;

·   knowledge of international health status, of global trends in morbidity and mortality of chronic diseases of social significance, the impact of migration, trade, and environmental factors on health and the role of international health organizations;

·   acceptance of the roles and responsibilities of other health and health related personnel in providing health care to individuals, populations and communities;

·   an understanding of the need for collective responsibility for health promoting interventions which requires partnerships with the population served, and a multidisciplinary approach including the health care professions as well as intersectoral collaboration;

·   an understanding of the basics of health systems including policies, organization, financing, cost-containment measures of rising health care costs, and principles of effective management of health care delivery;

·   an understanding of the mechanisms that determine equity in access to health care, effectiveness, and quality of care;

·   use of national, regional and local surveillance data as well as demography and epidemiology in health decisions;

·   a willingness to accept leadership when needed and as appropriate in health issues.


Management of Information 

The practice of medicine and management of a health system depends on the effective flow of knowledge and information. Advances in computing and communication technology have resulted in powerful tools for education and for information analysis and management. Therefore, graduates have to understand the capabilities and limitations of information technology and the management of knowledge, and be able to use it for medical problem solving and decision-making. The graduate should be able to:

·   search, collect, organize and interpret health and biomedical information from different databases and sources;

·   retrieve patient-specific information from a clinical data system;

·   useinformation and communication technology to assist in diagnostic, therapeutic and preventive measures, and for surveillance and monitoring health status;

·   understand the application and limitations of information technology;

·   maintain records of his/her practice for analysis and improvement.


Critical thinking and research The ability to critically evaluate existing knowledge, technology and information is necessary for solving problems, since physicians must continually acquire new scientific information and new skills if they are to remain competent. Good medical practice requires the ability to think scientifically and use scientific methods. The medical graduate should therefore be able to:

·   demonstrate a critical approach, constructive skepticism, creativity and a research-oriented attitude in professional activities;

·   understand the power and limitations of the scientific thinking based on information obtained from different sources in establishing the causation, treatment and prevention of disease;

·   use personal judgments for analytical and critical problem solving and seek out information rather than to wait for it to be given;

·   identify, formulate and solve patients' problems using scientific thinking and based on obtained and correlated information from different sources;

·   understand the roles of complexity, uncertainty and probability in decisions in medical practice;

·   formulate hypotheses, collect and critically evaluate data, for the solution of problems.

To retain and advance competencies acquired in medical school, graduates must be aware of their own limitations, the need for regularly repeated self-assessment, acceptance of peer evaluation and continuous undertaking of self-directed study. These personal development activities permit the continued acquisition and use of new knowledge and technologies throughout their professional careers.

The 'Essentials' alone are not likely to change graduates' competencies unless they are linked to evaluation of students' competencies. Therefore, assessment tools for the evaluation of educational outcomes are essential for the implementation of this document. This will ensure that graduates, wherever they are trained in the world, have similar core competencies at the start of further graduate medical education (specialty training) or when they begin to practice medicine under the appropriate, nationally determined supervision. Such tools are under development by the specially established IIME Task Force for Assessment.

The presented 'Global Minimum Essential Requirements' are considered an instrument for improvement of the quality of the medical education and indirectly of the medical practice. It is hoped that the IIME project will have significant influence on medical school curricula and educational processes, paving the road to the competence-oriented medical education.
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