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Introduction

Healthcare professionals represent the link 
between medical knowledge and popula-
tion. They are the public face of a healthcare 
system and their education is essential for 
a well-functioning healthcare system (1). 
Healthcare systems worldwide are becom-
ing more and more expensive and complex, 
and healthcare professionals are faced with 

ever increasing challenges, from the new 
risks of emerging infectious diseases to en-
vironmental pollution and risk behavior, all 
amplified by mass migrations and epidemi-
ological changes in times when there are still 
large inequalities between and within coun-
tries and regions (1, 2).

Medical education lags behind these 
newly emerging health needs, primarily 
due to the fragmented, obsolete, and static 
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The aim of the study was to present the concept on which the School 
of Medicine at the Catholic University of Croatia (CUC) will be es-
tablished. The new School will alleviate the shortage of physicians in 
Croatia and introduce an innovative form of medical education fo-
cused on principles of patient-centered care and social accountability. 
At the same time, the students will acquire all relevant competencies 
and levels of knowledge, skills and attitudes that are required by cur-
rent evidence in medical education, European standards and guide-
lines for quality assurance at higher education institutions. The four 
pillars of the CUC Medical School are: 1) distributed medical educa-
tion that involves health institutions outside major medical centers, 
2) the concept of transformative learning, 3) teaching and practicing 
evidence-based medicine, and 4) implementation of quality manage-
ment principles supported by information technology solutions for ef-
fective management of learning, research and practice. The overall aim 
of the CUC School of Medicine is to educate and train physicians ca-
pable of using best available medical evidence to deliver economically 
sustainable healthcare that can improve equity and health outcomes 
in the communities they serve, particularly those that are currently 
underserved. Conclusion. The proposed programme is introducing 
an original system of modern medical education that insists on devel-
oping humanistic aspects of medicine, patient-centred care and social 
accountability, while maintaining all competencies and knowledge 
levels that a physician should have according to the current under-
standing of medical education.
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medical curricula, which create inadequate-
ly educated physicians who have to deal in 
practice with problems quite different from 
those they learned about from the textbooks 
(3-5). Their competencies do not necessarily 
match patient and community health needs; 
they are not trained to work in teams; they 
do not consider potentials of specific tech-
nology in the context of current medical 
needs and economic possibilities; they do 
not provide systematic continuous care to 
their patients; they are oriented toward hos-
pitals at the expense of family medicine; and 
they are unprepared to work on improving 
the healthcare system (1).

Awareness of the fact that healthcare pro-
fessionals receive inadequate education has 
led to a range of changes, even revolutions, 
in medical education, but these efforts have 
not managed to overcome the weaknesses 
and inequalities of healthcare systems. The 
first revolution in medical education oc-
curred at the beginning of the 20th century 
when the medical curriculum started to rely 
on science (6). The introduction of clinical 
problem-based education in the mid-20th 
century marked the second revolution (7). 
Today, the third revolution is under way, 
based on systematic improvement of effi-
cacy of healthcare systems through the ad-
justment of important professional compe-
tencies to specific contexts while relying on 
global knowledge (1). The gap between the 
requirements of modern science about med-
ical education and medical curricula is also 
present in Croatia (8-11). The CUC Medi-
cal School may narrow this gap, because it 
would not be burdened by structural issues 
of the times passed (5, 12-15).

CUC medical school will advocate a spe-
cial care for the community, the ill, the weak, 
and the underserved, ensuring that practi-
cal work and skill acquisition take priority. 
It will apply scientific knowledge resulting 
from progress in medicine and healthcare 
to teaching and to the local community, 

spreading academic atmosphere that will 
aim to reach even the most distant regions 
of Croatia. Scientific research will be fo-
cused primarily on the issues important for 
patients, followed by topics important for 
the community, public, and healthcare pro-
fessionals (16). 

The aim of the study was to present in-
novative concept of a new medical program 
that will be based on distributed medical ed-
ucation, transformative learning, teaching 
and practicing evidence-based medicine, 
and implementation of quality manage-
ment principles supported by information 
technology.

Grounds for launching a new medical 
school in Croatia

The motive to launch the new medical 
school in Croatia was in part a response to 
the current shortage of medical physicians 
in Croatia (17), as well as the introduction of 
an innovative and modern system of medi-
cal education that fosters humanistic aspects 
of medicine, patient-centered care, and so-
cial accountability, while providing the com-
petences and knowledge that current under-
standing of the medical education requires 
from future medical doctors.

The suggested transformation of medical 
education cannot be carried out through the 
existing institutions, because the state-fund-
ed academic community resists the change 
and persists in maintaining the present state 
of healthcare system and income through 
mechanisms of suboptimal staffing and de-
cision-making (18). In such circumstances, 
internationally competitive institutions, de-
signed in line with the state-of-the-art stan-
dards and not limited by the existing rela-
tions, have to be built from the scratch.

The CUC School of Medicine will be a 
non-profit institution, open to all eligible 
individuals worldwide. Its main goal will 
be to create a different profile of physicians, 
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who will be recognized by their respect for 
patients and orientation toward non-priv-
ileged, underserved and underdeveloped 
regions. The CUC School of Medicine will 
strive to increase the sense of social ac-
countability in future physicians according 
to the Consensus for Social Accountability 
of Medical Schools (19-21), while providing 
them with the best scientific and research 
education. The development of the aware-
ness of the need for community-oriented 
work and lifelong learning, including post-
graduate education, will be an integral part 
of their medical education. In order to reach 
these goals, outcome competencies will be 
clearly defined. The focus of teaching will 
be on the acquisition and development of 
competencies through learning by doing, 
i.e. through practical work with patients and 
scientific research directed at investigating 
and promoting the patient-health system 
relationship, and future development of evi-
dence-based medicine.

The shortage of physicians in Croatia, es-
pecially its rural areas, justifies the need for 
opening a new medical school (17, 22-25). 
On the list of countries ranked by physician 
density, Croatia is ranked 34th in Europe, 
with 259 physicians per 100,000 popula-
tion. European average is 331 physicians per 
100,000 population. Therefore, the number 
of physicians in Croatia is 22% below the 
European average. To reach the European 
average, Croatia needs additional 3280 phy-
sicians. If the annual average rate of increase 
in the number of physicians was 3 physi-
cians per 100,000 population, as it was in 
2009, it would take 24 years for Croatia to 
reach that goal (17, 22).

Physicians are needed in many poor and 
underdeveloped areas in the world (1), and 
the strategic option for a medical school 
would be to sponsor students from such ar-
eas and provide them with free education. 
Furthermore, the CUC School of Medicine 
would be particularly welcoming to Croats 

living abroad, by enabling them to study 
in their old homeland, becoming closer to 
local people, and earning a globally recog-
nized degree.

Organizational structure: four pillars 
of the CUC School of Medicine

The four pillars of the CUC School of Medi-
cine (Figure 1) include the following set of 
principles: a) distributed medical education, 
i.e. carrying out teaching activities out-
side of major medical centers and bringing 
academic atmosphere to even the most re-
mote communities, where students would 
receive most of their practical training, b) 
transformative learning, to help future phy-
sicians to actively participate in the transfer 
of the modern medicine achievements to 
their communities, c) teaching and practic-
ing evidence-based medicine, and d) quality 
management principles supported by infor-
mation technology solutions for effective 
management of learning, research and prac-
tice, as well as for monitoring/evaluation of 
the progress.

Patient-centered care and social ac-
countability are the central and most im-
portant values on which the CUC School of 
Medicine is built upon. In recent years, an 
increasing number of medical schools have 
accepted the concept that medical educa-
tion is not only an “assembly line” for the 
production of new physicians (26). The 
CUC School of Medicine will incorporate 
social accountability standards into medi-
cal education (27). The Catholic identity of 
the School will be reflected in cultivating 
the highest and most noble principles of 
compassion and care for vulnerable popula-
tions and in providing an academic platform 
where various sciences and professions are 
explored through perspective of the Chris-
tian understanding of the world reality as a 
whole and humans in particular. The CUC 
School of Medicine will give highest priority 
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to the development, study, and promotion 
of the interests of patients and communities 
and thus, by teaching and setting an exam-
ple, prevent alienation, commercialization, 
profiteering, and neglecting the sacredness 
of life and human dignity in medicine and 
healthcare. Patient-centered care and social 
accountability include adequate training in 
communication skills, medical humanities, 
and joint patient-physician decision mak-
ing, while using the best evidence available 
from the literature in addition to education 
in social medicine and palliative care (1). 
Education will rely on particular field-work 
conditions and involve small hospitals, fam-
ily medicine practices, and other stakehold-
ers (28). 

This focus will be reflected in volunteer-
ing and charity work as an integral part of 
educational process; “verticalization” of 
medical humanities – i.e. inclusion of medi-
cal humanities topics in all years of medical 
education, which requires the adoption of 
general principles of treating and commu-

nicating with patients; and a large part of 
the curriculum dedicated to global, social, 
and palliative medicine. The overall aim is 
to teach medical students to approach pa-
tients with empathy while applying the most 
recent medical knowledge and technology.

Distributed medical education

The CUC School of Medicine will not have a 
centralized educational setting. For the first 
two years, theoretical teaching will mostly 
be carried out in Zagreb, Croatia, where the 
CUC is located. Afterwards, students will be 
distributed to healthcare institutions across 
Croatia according to the established and 
carefully planned schedule (29). Thus, stu-
dents will develop their professional com-
petencies through working with patients 
in smaller, rural communities, in a specific 
context of everyday provision of healthcare, 
and through partnership with local physi-
cians-teachers while using the principles of 
evidence-based medicine (28).

Figure 1. The main determinants of the CUC Medical School organization.



65

Damir Sapunar et al.: New medical school at the Catholic University of Croatia

Not many medical schools in the world 
provide medical and healthcare education in 
small provincial hospitals, family medicine 
practices, and other healthcare institutions 
in remote areas (28, 30-38). The contact 
with patients will be based on the concept 
of continuous integrated community clerk-
ship (39-42). The traditional block clerkship, 
where students acquire clinical experience 
in a single discipline, has received criticism 
due to the lack of continuity and inability to 
follow up the entire process of patient treat-
ment, which leads to the collapse of the con-
cept of patient-centered care (42, 43). Inte-
grated community clerkship is an innovative 
solution for the limitations of classic clinical 
clerkship (44, 45).

In CUC concept, a student, who is a clin-
ical clerk, has two mentors – a course men-
tor, supervising all the students taking his or 
her course, and a field mentor, taking care of 
the practical training of individual students. 
The course mentor communicates with both 
students and their field mentors using e-
technology, evaluates the work of each stu-
dent and field mentor, keeps records, and 
administers the exam. The field mentor 
evaluates practical knowledge of the stu-
dent, supervises the student’s weekly prog-
ress in mastering required tasks, and logs 
reports on student’s work into the student’s 
individual portfolio to the course mentor 
using e-technology.

After a short block of lectures and semi-
nars, the students will be divided into small 
groups of 2-3 students, and sent to their 
clinical workplaces outside major medical 
centers, where they will participate in pro-
viding medical care and acquire skills speci-
fied by the healthcare program, under the 
supervision of their field mentor, who they 
accompany during his or her daily work 
routine, including on-call shifts. During this 
practical part of clinical clerkship, each stu-
dent will have to follow up continually sev-
eral patients and describe their treatments 

in the form of writing tasks based on EBM 
cases (46). The EBM-based writing tasks 
have to be sent for evaluation and feedback 
by e-technology to the course mentor, who 
is usually an experienced and internation-
ally recognized expert. After receiving the 
course mentor’s feedback, each student will 
present his or her work to the local team. 
This process includes a three-way exchange 
of knowledge, where medical procedures 
carried out by junior mentors/physicians in 
rural areas are being constantly reviewed.

Selected institutions in small communi-
ties will provide clinical training to a limited 
number of medical students upon signing 
a collaboration agreement. By signing the 
agreement, such an institution, which will 
act as a teaching affiliate, becomes an affili-
ate institution of the CUC.

In addition to the usual programs of stu-
dent exchange, e.g. Erasmus exchange pro-
gram (47), the curriculum involves volun-
teering in social and healthcare institutions 
and extensive summer training abroad in 
both developed and poor regions. The latter 
will be organized in cooperation with Cath-
olic missions in developing countries.

Providing accommodation to students 
during their field training is feasible be-
cause the number of enrolled students will 
be small and only a few of them will be at 
the same place at the same time. Their ac-
commodation will be arranged by the CUC 
in cooperation with affiliate institutions, and 
covered from tuition fees.

Transformative learning

Transformative learning is the expected out-
come of the CUC medical curriculum. It re-
quires students to face healthcare problems 
in a real setting and use the current inter-
nationally recognized concepts of successful 
treatment and care provision. The concept 
of transformative learning (Table 1) relies 
on changing the existing beliefs and ways 
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of thinking through conversation and criti-
cal analysis in a real setting, with the aim to 
develop managerial competencies in active 
problem solving (48, 49). To fulfill this role, 
students and their mentors should have ad-
equately developed professional competen-
cies, ethical norms, and social accountability 
of locally accountable and globally connect-
ed teams (1). Thereby, the medical school 
will base its design and curriculum on the 
previously mentioned innovative principles, 
adjusting them to the current standards in 
defining student competencies (Table 2).

Evidence-based medicine

Evidence-based medicine (EBM) encom-
passes the best evidence in the literature, 
experience of healthcare professionals, and 

values and needs of patients (50, 51). For 
problem-solving in healthcare, one should 
look for evidence considered to have the 
highest level in the hierarchy of evidence in 
medicine, such as randomized controlled 
trials (RCTs) and systematic reviews. Re-
sults of systematic reviews are helping make 
informed decisions about the treatment of 
individual patients, making strategic and 
other decisions in medicine and healthcare. 
Not only that such scientific knowledge 
improves technology, but it also empowers 
general population. People become more in-
formed and more aware of their healthcare 
needs and rights and more able to make de-
cisions on their lifestyle changes (52, 53).

Within their EBM training, healthcare 
professionals should adopt the practice of 
shared-decision making, where the patient 

Table 1. Characteristics of the three systems of medical education* 

Informative and formative learning Transformative learning

Memorizing Search, analysis, and synthesis of information to help with decision 
making

Professional acknowledgment Acquiring key competences needed for efficient team work in 
healthcare system

Ready acceptance of educational models Creative adjustment of global achievements to local priorities

Isolated systems of education and healthcare Harmonized systems of education and healthcare

Lonely institutions Networks, alliances, and consortiums

Strictly institutional issues Taking over global flows of educational material, teaching options and 
innovations 

* According to reference (1).

Table 2. Elements of medical education reform serving as the foundation for the medical school design* 

Introducing a competence-based education plan.

Including competences in the processes of quickly changing local settings while relying on global sources.

Encouraging education within a profession and between professions, breaking professional chains, and stimulating 
cooperative and non-hierarchical relationships within teams.

Information technology use in learning.

Investing in teaching equipment and continuing teaching education.

Stimulating new types of professionalism, where competencies are taken as objective criteria for the evaluation of 
healthcare professionals and values built around the social accountability.

Turning academic centers into systems encompassing a network of hospitals and primary care facilities interconnected 
into global alliances.

Breeding the culture of critical thinking.

*According to (1).
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and healthcare professionals together con-
sider the advantages and disadvantages of 
available treatment options, with an aim of 
choosing the model of care in line with pa-
tient’s wishes (54, 55).

EBM and shared decision-making will 
be practiced and taught at the CUC School 
of Medicine from the first year on, together 
with the traditional training in biostatistics, 
informatics, and research methodology in 
medicine, because these are the foundations 
of EBM. Gradually, EBM will be included 
in all student tasks to serve as a foundation 
for student’s explanations, conclusions, and 
course of action. 

Quality management and information 
technologies (IT)

European standards and guidelines for qual-
ity assurance in higher education area are 
applicable to all higher education institu-
tions in Europe, irrespective of their orga-
nization, function, size, or national system 
within which they operate (56). These stan-
dards require the following:
1. A culture that recognizes and stimulates 

the development of quality management 
strategy, rules, and procedures.

2. Formal and publicly accessible mecha-
nisms of periodical supervision of qual-
ity management system.

3. Evaluation of student knowledge and 
competencies in accordance with the an-
nounced criteria, rules, and procedures.

4. Availability of appropriate and compe-
tent teaching staff whose credentials may 
be checked by external control.

5. Availability of the equipment and condi-
tions for studying.

6. Information system for the collection, 
analysis, and use of all information need-
ed for effective management of study 
programs and all other related activities.

7. Regular publication of objective infor-
mation on the programs (56).

Accordingly, the CUC Medical School 
will ensure quality management by using a 
business process management system that 
allows for designing, modeling, describ-
ing, and documenting all intra-institutional 
business processes, identification of respon-
sible persons and services and related docu-
ments and software (57). Each procedure 
will have a clearly defined structure, pro-
cess, and outcome, usually associated with 
data archiving (58). Such a description of 
business processes allows for the use of in-
formation technology in any process, and 
such a system of quality management allows 
for the use of PDCA (plan–do–check–adjust) 
approach (59) in any aspect of any work. The 
aim of such approach is ensuring permanent 
improvement and advancement according 
to the results and changes within an insti-
tution, and serving as a landmark and gold 
standard for assessment of work and quality 
(57).

The CUC medical curriculum

The main structure of the curriculum was 
developed in line with the recommenda-
tions in the Directive 2005/36/EC of the 
European Parliament and of the Council 
(60), the World Federation for Medical Edu-
cation’s revised standards for basic medical 
education (61, 62), and the global indepen-
dent Commission’s Education of Health Pro-
fessionals for the 21st century (63).

The CUC medical curriculum fully im-
plements all four recommendations from 
the Directive 2005/36/EC of the European 
Parliament and of the Council regarding the 
recognition of professional qualifications as 
of September 07, 2005 (60) and provisions 
of the Act on Regulated Professions and 
Recognition of Foreign Professional Quali-
fications (64) as follows: a) appropriate sci-
entific medical knowledge and good under-
standing of scientific methods, including the 
principles of biological functions and evalu-
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ation of scientifically established facts and 
data analysis, b) sufficient understanding of 
the structure, function, and behavior of the 
healthy and ill people and relationship be-
tween an individual’s health condition and 
his or her physical and social setting, c) ap-
propriate knowledge of clinical disciplines 
and procedures, which ensures having a 
complete view of mental and physical con-
ditions, knowledge of medical prevention, 
diagnosis, and treatment and human repro-
duction, and d) appropriate clinical experi-
ence in hospitals under appropriate super-
vision. Among the learning outcomes, the 
priority will be given to the acquisition of 
practical knowledge and skills, which have 
been insufficiently represented in teach-
ing programs of existing medical schools in 
Croatia (65).

Compared to the current program of 
medical schools in Croatia, the proposed 
curriculum is reduced to avoid overbur-
dening the students with huge amounts of 
learning material, especially in the case of 
preclinical courses (Table 3). The traditional 
way of organizing courses in Croatian medi-
cal school assumes a division of teaching 
units based on the classical departments 
of medical schools represented by classical 
subjects (e.g. Anatomy, Physiology, etc.). 
This concept where each departments is re-
sponsible for its course, disallowed any co-

operation between teachers of different de-
partments, while the fight for the dominant 
position between individual departments 
led to unnecessary expansion of individual 
classes by overburdening them with unnec-
essary facts and consequent redundancy in 
course contents. 

The CUC curriculum applies horizontal 
integration of these courses primarily based 
on the division into organ systems. A similar 
concept has been applied at Croatian medi-
cal schools only in the case of the nervous 
system, where the structure and function 
of the nervous system are integrated in the 
Neuroscience course. Unfortunately, no in-
tegration has been implemented for other 
organ systems, despite the fact that the inte-
gration in the Neuroscience course showed 
to be effective.

The classes will be given in Croatian or 
English; both languages will be equally ac-
ceptable. For students who do not speak 
both languages, an intensive language course 
will be organized. The reasons for giving lec-
tures in English in addition to Croatian in-
clude the wider range of textbooks available 
in English, participation of foreign experts 
in teaching, and enrollment of foreign stu-
dents. However, knowledge of the Croatian 
language is required for clinical work in-
volving patients.

Table 3. Specific characteristics of the medical school curriculum

Preclinical courses are reduced and parts of teaching material related to clinical issues are integrated with clinical courses 
at later years.

Vertical integration of modules enabling students to approach clinical problems in a scientific manner, taking into 
account the principles of evidence-based medicine.

Clinical skills, as defined in clinical skill catalogue, are learned by doing (hospital internship); practical work on models 
starts at the first year and involves early contact with patients in family medicine offices and adequate skill catalogue.

Strongly stimulating all forms of student exchange. Mission trips will be organized for senior students to gain practical 
knowledge and develop a moral profile adequate for this demanding and noble profession.

Introducing students to global health topics, especially poverty-related diseases, will lead to activities aimed at reducing 
inequalities in access to healthcare.

The medical school will largely rely on the system of evaluation and acknowledgment of learning outcomes achieved 
through extracurricular and informal activities, primarily volunteering and charity work.
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Courses

The CUC School of Medicine will last six 
years and include 5,500 hours of direct teach-
ing and 360 European Credit Transfer Sys-
tem (ECTS) points. The classes will be orga-
nized in 10 symmetrically arranged modules 
(similar courses/subjects will be grouped), 
with each module consisting of one or more 
courses. There will be a total of 24 courses, 
including two vertical courses (Medical Hu-
manities and Research in Biomedicine and 
Health) running through all six years (Fig-
ure 2). All courses will consist of 200 teach-
ing hour, except for the vertical ones, which 
will consist of 275 hours. The last semester 
will be dedicated to research only and will 
result in an undergraduate thesis.

Testing student knowledge and 
competencies

Student knowledge in any subject area will 
be tested using a unified approach. The fi-
nal evaluation will consist of three compo-
nents: continuous evaluation during cours-
es, practical and written exam at the end of 
the course. Written exams will be central-
ized and carried out in the form of online 
assessments.

Continuous evaluation will be performed 
using different testing modalities. At the end 
of each course, students will have to take an 
exam consisting of a practical and a written 
component. The final grade will be calculat-
ed according to a predefined formula, which 
will be identical for each exam. A practical 

Figure 2. Organization of modules and courses taught at the medical school. Each module is color-marked and 
consists of several thematically-related courses. Each cell represents one course.
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test as a part of the exam will be a part of 
courses where practical skills are relevant, 
and account for 30% of the grade. Written 
test will account for 30% of the grade and 
the remaining 40% of the grade will be 
based on continuous knowledge tested dur-
ing courses. All scores will be recorded and 
kept in a student’s e-portfolio. 

Integrated exams

The purpose of integrative exams is to help 
students regularly reiterate what they learned 
(66), discourage last-minute cramming, and 
classify students according to their academ-
ic success (in percentiles), which will make a 
significant part of the Diploma Supplement. 
The Exam results also provide the feedback 
on the quality of teaching of individual 
courses, i.e., reliability of grades earned by 
the students.

Integrative exams include a) objective, 
structured, clinical examinations (OSCE) 
and b) two aggregate knowledge exams 
(AKE) at the end of the third and sixth year 
of the studies. AKE I and AKE II are mul-
tiple-choice exams consisting of 200 ques-
tions each. The number of questions from 
each course is proportional to the number of 
course hours in the respective period (67).

OSCE is an exam comprised of multi-
pole “stations” designed to test clinical skill 
performance. Skills are defined in a Clinical 
Skills Catalogue. Stations are designed and 
their order organized to test the performance 
of each skill, or a group of simple skills, with-
in a given period. An OSCE examination 
usually consists of 10 stations (67).

Graduate thesis

The work required to write an undergradu-
ate thesis reflects a practical use of knowl-
edge acquired during previous years of stud-
ies. A graduate thesis at the CUC School of 
Medicine will have to be based on original 

research work, including systematic re-
views and meta-analyses. Students will work 
on their thesis-related research after hav-
ing defined their research plan during the 
5th year course “Research in Medicine and 
Healthcare”. 

A student will be able choose a mentor 
and the topic of the thesis and start with the 
thesis-related research as early as the first 
year, but will have to have a mentor and 
thesis topic chosen by the start of the “Re-
search in Medicine and Healthcare” course 
at the fifth year. The thesis research plan 
will be evaluated and students/mentors will 
receive feedback about the plan, and if nec-
essary, suggestions for improvement of the 
plan. All graduate theses will be published in 
English in the openly-available institutional 
repository. 

By developing their undergraduate the-
ses, students will acquire competencies in 
research methodology, collection, analysis 
and presentation of data, and public pre-
sentation and defense of the thesis. Students 
will also be trained in writing a research pa-
per in English, selection of a suitable jour-
nal, writing a cover letter for the editor, and 
stimulated to send the manuscript based on 
a thesis to a scholarly journal. Graduate the-
ses will be evaluated for their quality, pre-
sentation, and defense (68).

Students

The enrollment criteria will be defined in 
line with the social accountability of the 
CUC School of Medicine and needs of the 
society. A three-member committee inde-
pendently decides on whether or not to en-
roll a student based on the student’s high-
school grades, motivational letter, curricu-
lum vitae, and an interview. We will enroll 
340 students each year, which ensures that 
each student receives appropriate attention 
and mentoring. A counseling system for stu-
dents will be organized, in order to follow 
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their academic success, as well as their social 
and personal needs.

Faculty 

The faculty teaching at the medical school 
will be divided into four groups. The core 
teaching faculty will be composed of experi-
enced teachers holding academic positions, 
who will be employed as either full- or part-
time faculty. They will be module coordina-
tors and teach according to the CUC direct 
hour teaching requirements for teachers 
holding specific positions.

The second group are physicians work-
ing in general hospitals and other healthcare 
institutions in smaller communities that 
will participate in teaching clinical courses. 
They will be in charge of practical teach-
ing and will be engaged through collabora-
tion agreements. In Croatia, there are many 
healthcare institutions that are not a part 
of university centers but employ physicians 
whose professional quality does not lag be-
hind that of their colleagues working in ma-
jor university hospital centers. Although we 
cannot corroborate this statement with ob-
jective evidence, the opposite would imply 
that the healthcare system admits to the fact 
that population living outside larger cities is 
provided with healthcare of lower quality. 
Healthcare institutions that sign the collabo-
ration agreement will engage an appropriate 
number of physicians to carry out the prac-
tical part of teaching. The third group of fac-
ulty will include young physicians who opt 
for academic career after graduation. They 
will be employed as instructors through 
teaching contracts. This category will serve 
as a potential source of future core faculty. 
The fourth group will include qualified Cro-
atian physicians from abroad and foreign 
experts who will participate in teaching. The 
faculty will primarily be selected based on 
their excellence in academic medicine – re-
search, teaching and practice (69). 

According to the relevant legal provi-
sions and the CUC Statute, the faculty will 
regularly be evaluated for their teaching, 
professional, and research work and results. 
The cooperation with external teaching 
sites and partner schools will be formalized 
through official agreements and contracts.

Research

Every higher education institution must 
have an adequate research activity because 
higher education and research cannot be 
separated. This is particularly important in 
medicine, where the triad of research, prac-
tice and teaching is the core of academic 
medicine. At the existing medical schools 
in Croatia, research has rarely been the re-
sult of a clear national, university or school 
strategy. The strategies that were adopted 
were often not implemented, and the re-
search activity of those institution emerged 
as a result of the scientific interest of leading 
scientists in the institution, i.e. it was mainly 
the result of their international scientific co-
operation or the result of the scientific in-
terest of the group in which they pursued 
their post-graduate training. The result of 
such a neglect of strategic documents is the 
fragmentation of the scientific community 
in Croatia, inability to form larger research 
groups, poor utilization of research equip-
ment, and poor competitiveness on the in-
ternational research scene. Our Research 
carried out at the CUC School of Medicine 
will engage students as researchers and fo-
cus on research questions important for pa-
tients, public, and healthcare professionals 
alike (16). The first research objective of the 
CUC School of Medicine will be to develop 
an active collaboration with the Cochrane 
collaboration, which offers great opportu-
nities for scientific and professional work 
at the international level. We hope that the 
collaboration with the Cochrane will help 
us develop methodological excellence in 
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research. Focus on meta-research is also 
important because it will also provide excel-
lent opportunities for high quality research 
in conditions where the infrastructure for 
clinical or preclinical research is not yet de-
veloped. Finally, research on evidence syn-
thesis can be a distributed effort, which will 
allow active participation of all CUC teach-
ers/researchers regardless of their actual lo-
cation (CUC premises or a local hospital).

As the CUC School of Medicine will be 
firmly anchored in the social science and 
humanities foundation of the CUC, we will 
focus our research activity also on social as-
pects of medicine, primarily on medical ed-
ucation and science and health policy. One 
of the reasons to focus on these topics is that 
there are many medical education, or health 
care policy, reforms but they are rarely sys-
tematically and rigorously evaluated. We 
plan to use such approach to follow and as-
sess the impact of the new medical curricu-
lum developed at CUC to test the value of 
the medical education concept presented in 
this article.

Conclusion

It should be mentioned that none of the pro-
gramme’s characteristics mentioned above 
that we consider worthy of describing here 
are original. For example, integration of sub-
jects has already been applied by many uni-
versities. Distributed medical education is 
also a model used by many medical schools. 
However, what makes this programme 
original is the selection and combination 
of characteristics and their application in a 
specific Croatian context. 

What is already known on this topic
Awareness of the fact that healthcare professionals receive in-
adequate education leads to changes in medical education. 
However, medical education lags behind newly emerging 
health needs, primarily due to the fragmented, obsolete, and 
static medical curricula.

What this study adds
The study presents the concept for a new medical school, based 
on distributed medical education, transformative learning, 
teaching and practicing evidence-based medicine, and imple-
mentation of quality management principles supported by in-
formation technology.
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