SOTL

|N TH E SO UTH A journal dedicated to the scholarship of teaching and learning in the ‘global South’

Volume 4, Issue 2

Pages: 100 - 117

Peer-reviewed article

September 2020

Designing a competency-based, blended curriculum using Kern's model for
undergraduate psychiatry clerkship in Pakistan

Aisha Sanober Chachar

Sana Asif Siddiqui

Humera Saeed

Azra Naseem

Ayesha | Mian

Alleviate Addiction Suffering aishasc@aastrust.org
Trust AAS Recovery Centre
Karachi, Pakistan

Department of Psychiatry sana.siddiqui@aku.edu
Aga Khan University
Karachi, Pakistan

Private Researcher drhumerasaeed@gmail.com
Karachi, Pakistan

Blended & Digital Learning azra.naseem@aku.edu
Network

Aga Khan University

Karachi, Pakistan

Department of Psychiatry ayesha.mian@aku.edu
Aga Khan University
Karachi, Pakistan

@ SOTL in the South 2020 | www.sotl-south-journal.net ISSN 2523-1154




SOTL in the South 4(2): September 2020 Chachar, Mian, Saeed, Siddiqui & Naseem

Abstract

There is a significant shortage of qualified psychiatrists and related service providers
in Pakistan against the backdrop of burgeoning evidence of a high prevalence of
mental health disorders in the country. At the Aga Khan University Medical College,
psychiatry has been taught to the undergraduates as a mandatory one-month clinical
rotation since 1987. AKU is the only medical college with a formal psychiatry training
at the undergraduate level. In 2017, a team of faculty members reassessed the
curriculum, teaching methodology and learning outcomes of the psychiatry rotation.
As a result, an outcome-based, blended curriculum was designed to integrate virtual
and classroom-based learning with patient-skills training. The new curriculum has
now been in implementation for one year. The article aims to discuss and reflect on
the process of reviewing, redesigning, and piloting a psychiatry competency-based
curriculum (CBC) which used the ‘Six-Step Approach’ proposed by David Kern. This
paper highlights the challenges of curriculum design and its implications in the
broader context of Pakistan. The insights add to the existing literature about the
experience, challenges and successful outcomes of designing a blended curriculum in
Pakistan. The authors’ critical reflections also inform future directions regarding the
design and implementation of a Pakistan-wide mental health programs.
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Background

According to the World Health Organization — Assessment Instrument for Mental Health System
(WHO-AIMS) report, psychiatric training in Pakistan is at its early stages for both undergraduate and
postgraduate levels (WHO, 2005, 2009). Currently, there are only 350-400 qualified psychiatrists in
Pakistan, making it a startling ratio of one psychiatrist to half a million people (Khan, 2016). According
to community-based studies, these numbers are inadequate to meet both the academic and clinical
needs of the discipline (Mirza & Jenkins, 2004). Most of these clinicians practice privately with only a
handful of working in academia, teaching, and research. Though psychiatry is recognized as an
essential specialty in the undergraduate medical education (UGME) curriculum by the Pakistan
Medical & Dental Council (PM&DC, 2019), there is no prescribed or standardized curriculum. Thus,
given the paucity of academic psychiatrists, only a few medical schools teach psychiatry as a formal
curriculum with a robust assessment arm.

With approximately 120 medical schools in Pakistan, the country graduates around 15-20,000
students every year. In most of these medical schools, psychiatric knowledge is assessed through one
optional question in the final year of a 5-year curriculum (Naeem & Ayub, 2004). With minimal
training, graduating physicians lack competency in the area of mental health. Those who go on to
practice primary care specialties, gatekeepers of patients with mental health disorders, are likely to
miss psychiatric symptoms, misdiagnose, or practice polypharmacy. In order to bridge this wide gap
between needs and available services, it is essential that psychiatry be included as an individual
clerkship, with robust training that addresses the contextual need through a competency-based
curriculum (CBC) (WHO, 2013).

However, despite the growing body of literature (Carraccio, Wolfsthal, Englander, Ferentz, & Martin
2002) of changing needs, advancing knowledge, and innovations in medical education, we found little
evidence of the implementation of outcome-based integrated curricula in medical colleges in Pakistan.
If the learning environment were to be transformed into a new approach to address the above need,
teaching and learning would require multi-layered attention to faculty development, residents'
teaching skills, and development of the curriculum.

Literature Review on mental health education using technology

Globally, there has been a shift of focus seen in designing UGME that emphasizes developing specialty-
based competencies of graduating physicians who can thus provide compassionate, evidence-based
healthcare to their patients (Frank, Mungroo, Ahmad, Wang, De Rossi & Horsley, 2010). This wave of
the ‘competency movement’ has influenced undergraduate psychiatry education as well (Guerrero,
Beresin, Balon, Brenner, Louie, Coverdale et al, 2017). The competency-based curriculum approach
focuses on system needs (health system or patient outcomes), rather than only the learner's needs.
Carraccio, Wolfsthal, Englander, Ferentz & Martin (2002:362) define competency as a “complex set of
behaviors built on the components of knowledge, skills, attitudes and competence as personal ability”.
One of the effective strategies to develop integrative, outcome, and competency-based curriculum
that inspires active student learning is Blended Learning (Laster, 2010). Garrison & Kanuka (2004:96)
define Blended Learning (BL) as “the thoughtful integration of classroom face-to-face learning
experiences with online learning experiences”. There are two integral ingredients of BL, i.e., face-to-
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face (FTF) and online instruction and learning. Freeland (2014) explains four overarching ways in which
BL complements the CBC approach. First, online content offers a flexible pace of learning and student
progress. Second, assessment can be done on-demand—that is when students are ready to be
assessed. Third, it facilitates an integrated presentation of the curriculum in a modular manner rather
than traditional FTF instruction. This feature offers a conceptual understanding of the content, and
learners have a range of pathways to mastery that is less likely to happen with a single lesson or
textbook. Finally, BL provides tools to enhance and personalize learning as per individual needs.

Technology has been used in clinical clerkships like family medicine, radiology, surgery, paediatrics,
psychiatry, and many more. The results from various studies have favoured BL with an improved
educational environment and its cost-effective approach. Results further showed that the Virtual
Learning Environment (VLE) was found to be user-friendly, with easy access to course content via
mobile devices, improved summative scores, greater knowledge and skills score achieved with more
students in the BLgroup receiving a final course grade of honours. (Wiecha, Vanderschmidt & Schilling,
2002; Chur-Hansen, Devitt, Crabb, Palmer & De Young, 2012; Aryal & Pereira, 2014; Langenau, Lee, &
Fults, 2017; Alexander, Deas & Lyons, 2018).

Given the severe shortage of competent teaching faculty, the development of a CBC that uses
innovative and creative teaching methodologies drawing upon the BL approach, can be offered to
other medical schools. It can also be delivered by teaching assistants or other teaching faculty in the
absence of content experts as research has suggested (El Alfy, G6mez, & Ivanov, 2017) that teachers
needed a fairly minimal amount of pedagogical and technical training to employ BL successfully.
Blended learning has also enabled students to be more responsible for their own learning. This gives
teachers an opportunity to better provide personalized assistance, keep better track of student
progress, and cover more materials (Graham, 2013). Ultimately, with graduating physicians trained
and competent in contextual recognition and management of common mental health (MH) disorders
in primary to tertiary health care settings, the huge burden of mental health disorders in the Pakistani
population could be better managed.

The article aims to discuss and reflect on the process of reviewing, redesigning, and piloting a
psychiatry CBC using the ‘Six-Step Approach’ proposed by David Kern (Thomas, Kern, Hughes & Chen,
2015). The authors describe a systematic approach to online curriculum development based on their
‘Six-Step Approach’ for curriculum development for medical education.

Methodology for curriculum design

Kern's framework has been considered as a landmark model of curriculum development, which is a
widely accepted, systematic approach to Curriculum Development (CD) for health care education
(Thomas et al, 2015; Chen, Kern, Kearns, Thomas, Hughes & Tackett, 2019). The ‘Six-Step Approach’
defines curriculum as any “planned educational experience” and can be applied to short educational
sessions or multiyear programs (Schneiderhan, Guetterman, Dobson 2019:1). Though presented
sequentially, the CD is a continuous, cyclical process, and all steps influence each other (Figure 1). This
widely used method has led to the successful implementation of a variety of traditional and online
curricula. In each step, special considerations for curricula with more extensive and more diverse
learner audiences—characteristic of many online curricula—are highlighted.
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Step 1:

* Define desired health care outcome
* Identify opportunities for new online
curricula to influence outcome

Problem
identification
and general

* Take advantage of mobile,
automated, and repeated
assessments and formative
assessments

Assess learners’ diversity
(e.g., language, culture),
preferences, time, need
for credit

i Step 6:
. Fvaluate curr.lcular - Bl n"’o" — Determine access
implementation, usability, and feedback capabilities, e.g., device,

user experience
* |dentify opportunities to
advance the science of learning

internet bandwidth and
regulations, available
technical support

Base objectives on needs
assessments

* Engage online CD team Step 5: Target highest order objectives
+  Provide orientation and implementation that technology permits
technological support for online
participants
* Address confidentiality,
accessibility, revenue, branding, Step 4: Choose online format and learning management

Educational
strategies system
Choose content considering principles of copyright and
fair use and budget
Design according to multimedia best practices

and intellectual property issues

Figure 1. Considerations for online curriculum development according to the ‘Six-Step Approach’ for
curriculum development for medical education (Chen et al, 2019).

The university's ethics review committee approved the study for the academic years of November
2016 — October 2018. The course design takes a BL approach, in alignment with the BL strategy of the
universtiy’s ‘Network of Blended and Digital Learning’. Curriculum development followed a stepwise
process that began with conducting a thorough needs assessment to develop a contextualized
rationale for the curriculum. This then led to the second step of content development based on local
needs and priorities. The authors conducted a literature search in PubMed and educational portals
such as MedEd Portal in preparation for these two steps. A departmental retreat was set up to engage
all stakeholders in a discussion on the first two steps; a competency-based robust blended curriculum
with facilitator guides, could be offered to other medical schools in the context of paucity of teaching
psychiatrists in the country. Young trainees brainstormed on the diverse needs of learners and
focussed on the minimum competencies that all graduating physicians would need in the area of
mental health. Institutional digital learning experts joined to trouble shoot issues regarding national
online access, and commonly available technologies — contextual realities that would inform the
online component of the curriculum.

A core working group (WG) was then put together based on the level of expertise and interest in this
area of scholarship; this group initiated work on the third step of developing SMART objectives (Doran,
1981). The fourth step then followed, namely, careful selection of educational strategies to deliver the
objectives. In the fifth step, medical educators determined the practical and operational aspects of
the planning, i.e.,, resources needed to implement the curriculum leading to the actual
implementation. Finally, medical educators evaluated the curriculum with an ongoing dynamic
process to effectively reassess and make changes, if required.

104
@ SOTL in the South 2020 ISSN 2523-1154



SOTL in the South 4(2): September 2020

Chachar, Mian, Saeed, Siddiqui & Naseem

Redesign of curriculum for psychiatric clerkship

The team revisited the overall course outcomes, teaching strategies, assessment methods, and

curricular design. Following that, content for each module was developed based on the same general
principles of integration, student engagement, and outcome focused competencies. We divided the

curriculum into eight modules, with each module comprising two days each. These included

foundation, mood disorder, psychosis, anxiety disorders, liaison/psychosomatic, child psychiatry,

substance abuse, and psychotherapeutic communication. A summary of our curriculum process is

presented in Table 1

Table 1: Summary of curriculum process (Source: Authors).

Stepl: Problem
Identification

identification

Curriculum
development Areas Outcomes
steps
¢ High disease burden of common mental health disorders.
Problem e Graduating physicians have very minimal or knowledge on

common mental health disorders and are likely to miss
psychiatric ~ symptoms,  misdiagnose, or  practice
polypharmacy due to lack of adequate training.

Minimal or no UG psychiatry teaching in medical schools

and General Current . .
with no mandatory professional exams.
Needs Approach ¢ Shortage of psychiatry faculty in medical schools
Assessment g P YC latry TacuTy! 1¢ .C, .
e Based on the literature search, expert opinions, and faculty
Ideal feedback.
Approach e Mandatory 4-week psychiatry rotation in medical schools.
e Certified professional exams.
e Working Group formed.
Targeted .
e Literature search done.
learners and . .
. ¢ Blended learning and an integrated and outcome-based
Step 2: Prior curriculum
Targeted Needs Experience Revisited I kshi culum in ol d ved
Assessment evisited clerkship curriculum in place zf\n pedagogy.
Target ¢ A departmental retreat led by the chair of the department
. & for departmental capacity building in curriculum re-
environment .
modelling.
e The main objective was to train all medical students to be
competent in recognizing and managing common
Goals . .
psychosocial and mental health problems prevalent in our
communities.

Step 3: e By the end of this rotation, all students will be able to:
Goals ar;d o Identify essential psychopathology for common
Objectives psychiatric disorders.

Specific o Demonstrate the principles of management of
Objectives mild/moderate common psychiatric disorders.
o Assess risk towards self- harm and violence.
o Identify the clinical situation requiring a referral to
psychiatric services.
Step 4: Redesignin .
p. gning 1, Blended learning format on VLE.
Educational the . .
. . e Competency-based, integrated curriculum.
Strategies curriculum
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e Started with new academic batch.

e The students enrolled in these first few months were
exposed to both the old and new curriculum and were able
to appreciate and give feedback to differentiate the two.

Introduction

e Core team members: Chair of the department, UGME
program director, two early-career faculty members &
Assistant Director, Blended and Digital Learning Network
along with team of VLE professional's

e The administrative coordinator provides general
Step 5: administrative, communications, evaluations, scheduling,

. Resources -

Implementation and secretarial support.

e Departmental faculty engagement: reviews the yearly
evaluation of the program and proposes curricular updates
for the ensuing year.

e Blended and Digital Learning Network: Virtual Learning
Environment (VLE) using institutional Moodle platform.

e Teaching and Learning Enhancement Workshop (TLEW).
¢ Rethinking Teaching Workshop (RTT).

Training? . .
e Faculty Development Programme in Blended Learning
(FDPBL).
Learners . .
¢ Formative and summative assessment
Assessment
* Integrating data collection into the curriculum: The course
website's report was analyzed to explore the temporal
patterns and dynamics of the use of the website across the
course conduction.
Step 6: e Evaluation methods & instruments: The Web-based Learning
Evaluation . Environment Instrument (WEBLEI) at the end of the course
Evaluation

from each group (Chang & Fisher, 2003).

e Additionally, students were asked to rate BL as compared to
the traditional curriculum in 4 domains.

e Data related to emotional engagement was gathered
through WEBLEI and blended vs. traditional curriculum
guestionnaires at the end of the rotation from each group.

1: Problem Identification and General Needs Assessment (Problem identified, current and ideal
approach).

According to a study from India, knowledge of psychiatry is essential for all doctors as mental health
problems are prevalent in the population either as part of other physical illnesses or independently
(Manohari, Pradeep, Galgali, & Sathyanarayanan, 2013) In another study, primary care practitioners
often failed to recognize psychiatric disorders in patients with a physical disease (Goldberg,
Guadagnoli, Silliman & Glicksman, 1990). Psychiatric disorders were identified as a leading cause of
morbidity and mortality in low- and middle-income countries (LAMICs) despite the existence of
effective treatment options. Over 800 000 people die due to suicide every year, and it is the second
most common cause of death among 15-29 year olds. About three-quarters of all suicides occur in
LAMICs. The health care provision in various parts of the world varies in terms of both quality and
accessibility. Treatment gap is the difference between the number of people with mental health

! https://www.aku.edu/qgtl/programmes/Pages/home.aspx
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disorders and the number of those people who can access appropriate services. (Kohn, Saxena, Levav,
& Saraceno, 2004). The gap is more evident in LAMICs, especially lacking in infrastructure and
development (Demyttenaere, Bruffaerts, Posada-Villa, Gasquet, Kovess, Lepine et al, 2004). This
treatment gap, along with limited health care provider knowledge gaps regarding and treatment
recommendations were found to be a significant barrier, making psychiatric care responsive to an
educational intervention. Existing curricula were FTF, which limited their reach because of travel costs
and scheduling logistics. As a step towards bridging the treatment gap, the AKU department of
psychiatry launched a blended mental health curriculum to provide evidence-based services at the
primary and secondary levels for the prevention and management of psychiatric and disorders. The
course was developed and piloted to undergraduate medical students, successfully teaching 100
learners each year, most of who will practice in non-psychiatric settings with a high prevalence of
psychiatric disorders.

2: Targeted Needs Assessment (Targeted learners and Prior Experience & Target environment).

AKU is one of the few medical schools in the country that teaches psychiatry as a recognized clerkship
since 1987. Formerly, in a 4-week rotation, students rotated through both outpatient and inpatient
psychiatry and attended 20 lecture-based sessions. Faculty members conducted these sessions based
on their specialized expertise in both inpatient and outpatient settings. This was complemented by
occasional case presentations and small group discussions. At the end of the clerkship, students were
examined through written and oral exams, and at the end of the year through a certifying examination
in psychiatry (Sajid, Khan, Shakir, Moazam-Zaman & Ali, 2009). We conducted a target needs
assessment through the examination of current curriculum, assessment, methodology as well as
through student and faculty feedback. It was found that although students have historically liked the
rotation and given positive feedback, the traditional curriculum was neither competency nor
outcome-based. The teaching methodology was facilitator centered and did not actively engage
students in the learning process. Moreover, the curriculum lacked congruence between learning
outcomes and teaching and assessment methodology; therefore, its ability to affect students’
outcomes was questionable (Tam, 2014). Transformations of the learning environment to a new
approach needed both stakeholder engagement and faculty capacity development in medical
education, the enhancement of ‘residents’ teaching skills, along with redesign of the curriculum. The
department, therefore, held a full-day retreat with an objective to engage both faculty and residents
with the aim of developing a revised curriculum for the undergraduates.

3: Goals and Objectives.

The overarching goal was to develop an integrated competency-based curriculum using blended
learning to be made available to other medical schools in Pakistan. The curriculum was designed to
impart all students with the basic mental health competencies required to graduate from medical
school, specific to the Pakistani context (Table 2). The overall objectives emphasized the recognition
and management of common psychosocial and mental health problems prevalent in our communities
(Mian, Naseem, Chachar & Saeed, 2018). The authors further operationalized this aim into specific
learning objectives summarised in Figure 2.

4: Educational strategies.
As discussed above, the literature search has shown that BL has been used effectively to develop
integrative, outcome, and a CBC that inspires student learning (Laster, 2010). The authors redesigned
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an existing curriculum based on the principles of optimal student engagement. The aim was to address
the multiple learning styles of students by using a mix of Virtual Learning Environment (VLE) and
educational activities, making sure to link them to identified learning outcomes (Figure 2). The new
curriculum included FTF contact sessions, self-directed, and electronic (e-) learning. Eight, two-day
modules were developed, centered on the principles of integration, student engagement, and
outcomes-focused. They included foundation, mood disorder, psychosis, anxiety disorders,
liaison/psychosomatic, child psychiatry, substance abuse, and psychotherapeutic communication
(Figure 2).

r Goals \ / Specific Objectives \ [ \ / \

Time
- . Modules
Redesigning the curriculum: By the end of this rotation, all students Total learning time spent was:
The ultimate goal of the curriculum was will be able to: 200 hours (four weeks) starting in 1. Foundation
to transmit the necessary knowledge, —Identify essential psychopathology for November 2. Mood Disorders
skills, and attitudes to allow all students common psychiatric disorders. 3. Amvety Disorders

to demonstrate the required —~Every day 2 hours F2F: 40 hours of

~Demonstrate the principles of

competencles. discussion time 4. Psychotic Disorders
management of mild/moderate common . -
Curriculum; The main objective was to psychiatric disorders ;C\mlcs and wards (3+1 hrs.*5*4) 80 5. Consultation Liaison Psychiatry
i i ours i
train all m?:hcal stud.ellﬂs to ze ) _Assess risk towards self- harm and 6. Substance Use Disorders
competent in recognizing and managing violence —Call hours 5 to 10 hours extra 7. Child and Adolescent Psychiatry

common psychosocial and mental health _
problems prevalent in our communities. —Identify the clinical situation requiring a ~Online + independent personal study 70 8. Psychotherapeutic Disorders

/ Qeferrallupsvchialr\cservicss / \huws / \ /
4 N 7 ~

Clinical Competencies

CL1 - Demonstrate the ability to obtain a complete history and perform a mental state Professional competencies
examination on patients in all age groups. Professional competencies: PR1 - Establizsh therapeutic, patient-centred communication

CL2 - Demonstrate the knowledge, skills and attitudes needed to assess person at risk for with patients, families, colleagues and caregivers.

self-harm and violence PR2 - Elicit and synthesize relevant clinical information in clinical settings

CL3 - Demonstrate the ability to Identify basic psychopathology for common psychiatric PR3 - in patient fidentiality and d ate sensitivity and respect for patient
disorders rights, apinions, and diversity.

CL4 - Demonstrate the ability to apply principles of management of mild/moderate for PR4- Recognize, acknowledge and manage the role of Stigma in health care settings

common psychiatric disorders and know when to refer to a Psychiatrist PRS- Consider appropriate use of the knowledge in mental health care when making

CLS - Demonstrate an understanding of holistic clinical care and biopsychosocial context of clinical decisions
a patients' current presentation

- AN /

' ™\
Assessment

Formative assessment scores were obtained via continuous assessment (CA), which is administered at two paints, i.e., mid and end of the rotation. The scores are based on students’ overall
performance in the four weeks, including performance on the activities and assignments. This for 70% of their marks towards the end of term exam [EOT). It is a prerequisite to have
a score of 55% to sit in EOT.

The summative score consists of an EQT exam, which happens every 8 weeks. It comprises 10 OSCE stations worth 20% and Viva worth 10% of the total score. Short answer questions (SAQs)
| and multiple-choice questions (MCQs) take place in their professional exam at the end of their ath year.

S

Figure 2. Summary of redesigned curriculum (Source: Authors).

5: Implementation.

Historically a group of 10-15 students was enrolled every month as assigned to psychiatry through a
schedule decided by a central curriculum committee. The implementation design was to introduce
one to two new modules per month. The students enrolled in these first few months would be
exposed to both the old and new curriculum and provide feedback on both. The process involved the
core WG, VLE team, an administrative coordinator, and all departmental teaching faculty. There was
a provision of continuous training that aimed to equip the WG with knowledge and skills in using the
VLE as teachers. The UGME director attended an institutionally-run four-day experiential workshop
on ‘rethinking curriculum’ where she used the psychiatry curricular change as her workshop project.
Some team members attended a three-day workshop on active teaching and learning — ‘teaching and
learning enhancement workshop’ (TLEW), while other faculty members trained in the use of flipped
classrooms through workshops offered by institutional faculty. Table 2 summarizes the difference
between the old and revised curriculum.
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Table 2. Difference between the old and revised curriculum (Source: Authors).

Traditional didactic curriculum

Blended curriculum

Competency-based | No Yes
Integrated No Yes
Outcome-based No Yes

Needs assessment

Mostly based on faculty
availability and teaching

A literature review was conducted to
review the culturally informed content,

done skills, and community health needs of
preference.
faculty and students.
No Yes
Modul
odules 20 lecture-based sessions Eight modules
Teaching Didactics Virtual Learning (VL) using Moodle,

methodology

Group discussions

flipped learning activities and skills
training in the patient environment.

Assessment Not aligned to the outcomes. Aligned with the teaching methodology.
Pre-session . . .

Optional Pre-readings and formative assessments
knowledge

Cognitive domains

Exam results

Pre-session quiz

Psychomotor
domains

Clinic case presentations

Skills training is now taught through role-
plays and assessed through real-time
patient encounters in clinics and wards.

Affective domains

Not formally designed.

Reflection-based exercises during virtual
and classroom-based learning.

Facilitators training

Based on their clinical
subspecialty training.

A robust departmental faculty
development exercise was conducted for
curriculum development, active teaching
and learning, VLE master training, and the
use of the flipped classroom.

6: Assessment and Evaluation.

Assessment methodologies were redesigned that used both formative and summative evaluations.
These assessment methods were aligned with the learning outcomes and included self-reflection
journals, self-assessment, peer assessment, online quizzes, and one-minute presentations during FTF
sessions. As the curriculum was implemented, students' assessment scores were obtained and
analyzed. As part of the program evaluation, the course website's report was analyzed to explore the
temporal patterns and dynamics of the use of the website through the course. Learners' satisfaction
and engagement were determined through a validated questionnaire called The Web-based Learning
Environment Instrument (WEBLEI) (Chang, & Fisher, 2003). The overall mean score was 3.334, with a
standard deviation of 0.5482. The mean and standard deviation for each subscale are presented in
Table 3.
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Table 3. WEBLEI scores and interpretation (Source: Authors).

Std. .
Factors |Mean .. Interpretation
Deviation

Indicates that students generally agree that they can access the online
Access |3.472| .6740 [learning materials within their overall mixed learning environment in
a reasonable manner.

Shows that the students believed they were able to participate and
interact with other students within the online environment.

This indicates that generally, students feel a reasonable sense of|
Response |3.291| .6317 Jchievement and satisfaction after using VLE to help complete the
curriculum.

It indicates that students agree that the learning outcomes and
Results [3.336| .7671 [alignment of the online course materials were crucial in helping them
in their studies.

Interaction|3.251| .7509

Additionally, students were asked to rate BL as compared to the traditional curriculum in four domains
through a blended vs. traditional curriculum questionnaire. Students rated blended curriculum higher
than the traditional curriculum on all subscales. The results regarding students’ perceptions of blended
versus traditional curriculum, were as follows on the subscales of: student engagement (78.6%),
student led learning (75%), critical thinking (78.6%), and alignment of assessment methods with
learning outcomes (75%), as shown in Figure 3.

Blended Learning v/s Traditional curriculum

*BLC = Blended Learning curriculum
*TC = Traditional curriculum

90
=0 78.6 75 78.6 75
70
60
50
40
28.6 28.6 28
20
10
0
BLC TC BLC TC BLC TC BLC TC
STUDENT STUDENT LED CRITICAL THINKING ALIGNMENT
ENGAGEMENT LEARNING

Figure 3. Blended versus Traditional Curriculum (Source: Authors).
Discussion and Reflection

Globally, there have been many calls for curriculum reform in psychiatry (Anderson, Blumenfeld,

Pintrich, Clark Marx & Peterson, 1995), but various cultural and structural barriers have hampered

progress in Pakistan. Barriers cited by literature include a lack of oversight for the educational
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@ SOTL in the South 2020 ISSN 2523-1154



SOTL in the South 4(2): September 2020 Chachar, Mian, Saeed, Siddiqui & Naseem

program; limited resources and an ill-defined budget for medical students' education; faculty inertia
and a lack of incentive for faculty to teach; lack of leadership in the educational program; and lack of
measurement of outcomes (Swanson & Anderson, 1993). Our experience and critical reflection on the
curriculum design add to the existing global literature about the experience, challenges, successful
outcomes, and the process of redesigning an UGME psychiatric curriculum in Pakistan. We have
integrated best practices by adapting the Kern's ‘Six-Step Approach’ for curriculum development
(Chen et al, 2019). The underlying principles of Kern's approach emphasize the broader responsibility
and accountability of medical educators towards the community and health care system. It follows a
logical, systematic approach to curriculum development with an emphasis on professional, ethical,
and moral obligations of medical educators to achieve their goals and objectives (Figure 4).

, Improved /holistic Increased interest
Students will

Improved student

= summative

care of patient by in psychiatry as a
own their = d
learning

graduating students career
Improved \
satisfaction

Collaboration mental health teaching in
TR Ting \ . with other med other schools

_—
N Blended mental health - v

curriculum for medical

students Improved attitude
towards mental
health

assessment

Increased # of

psychiatrists in the
country

Improved
student
knowledge,
Skills and
attitudes More active learning- Resource Saving-

small groups, case opens up
based faculty/resident time

Reduced mental health
stigma

Capacity building
of faculty in
active teaching
methods

More departmental * Improved mental

projects using health in Pakistan
technology

Residents and
faculty as teachers

Figure 4. Concept Map of Blended Mental Health Curriculum for medical students (Source: Author:
Ayesha | Mian)

Pakistan is in the early stages of a significant academic psychiatry curriculum reform process. It is
essential from the outset to recognize the ground reality of UGME psychiatry. The results of our study
necessitate the paradigm shift in current academic psychiatry practices in Pakistan from a more
traditional curriculum approach to an active learning pedagogy. There is now a substantial body of
evidence that points to the importance of active learning teaching strategies in an effective knowledge
transfer, understanding, and retention for the students (Hrepic, Zollman & Rebello, 2007). Meyers &
Jones, (1993) have discussed the effect of effective educational methods and student engagement on
a variety of brain functions. This enables students to create mental structures that are more
meaningful, transferable, and lasting as compared to when students are taught using traditional
passive instructional methods (Hrepic et al, 2007).

Our curriculum was spanned out for four weeks. Positive results have been previously reported with
a four-week educational of psychiatry clerkship (Niedermier, Way, Kasick & Kuperschmidt, 2010). The
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authors were mindful of the ‘course-and-a-half’ phenomenon as a potential roadblock; students may
feel that there is too much work (Hartnett, 2009). Considering this, the planning phase took around
six months before the course was launched. A similar period of three to six months in advance of
implementation has been seen previously while redesigning courses (Crummett, Mazoué, Anderson,
Daughtrey, Love, MacDonald et al, 2010). A requirement of high levels of interaction may limit the
effectiveness of the blended course design. While it is recommended to make expectations clear to
the students, instructors may not be willing or capable of continuous interaction, and therefore
miscommunicating course requirements to students may increase attrition, resulting in lower levels
of achievement, and lower course evaluations (McGee & Reis, 2012). Student rotations always start
on a Monday; two days before the start, students were sent an explanatory email on Friday, with login
instructions to the course website to access the course. Detailed pre-reading material included an
introduction to the new blended curriculum, as well as mandatory online reading and exercise for the
first module (foundation) before the FTF session. An orientation session on Monday further explained
the new format, which included the methodology of evaluation and feedback. However, it is
imperative to understand that the focus of curriculum design must be on what the instructor and the
learner do rather than the delivery mode. Decisions about the redesign of the course should be based
on educational principles, not the potential and push to use the technology (Simpson & Anderson,
2009). Setting more realistic curriculum targets has worked in raising achievement in some contexts.
Bogie, Harms, Saperson, & McConnell (2017) emphasize the need for the training of faculty members
for competency-based education and how it should not be pushed any faster than frontline faculty
supervisors can manage to remain informed and engaged.

Challenges

Our paper centrally discusses the challenges of curriculum design and its implications in the broader
context of Pakistan. The focus is positively skewed towards the development of cognitive and
psychomotor domains more than the affective domain, which is the essential goal of mental health
competencies. One of the challenges was limited protected time to carry out the clerkship related
responsibilities. Evidence has recommended an allocation of 20% full-time equivalent (FTE) for
clerkship administration, 25% FTE for direct teaching, and 10% FTE for educational research or other
education-related scholarly work, for a total of 55% of time devoted to clerkship-related activities.
(Kuhn, Cohen, Polan, Campbell, Clegg & Brodkey, 2002). The second challenge was the lack of support
for administrative tasks. Morgenstern (2012) indicated similar challenges. Moreover, they have
recommended a full-time administrative assistant whose time is primarily assigned to curriculum
development. Individual institutions may vary, but published guidelines have recommended that 75%
to 100% of the administrative assistant's time be devoted to the psychiatry clerkship (Brodkey &
Sierles, 1999).

Future directions

This critical reflection offers a few implications for medical student psychiatry education. First, the
clerkship can positively influence and reinforce their perceptions of psychiatry, ultimately improving
their attention to psychosocial aspects of patient care, regardless of specialty choice (Sajid et al, 2009).
A longitudinal follow-up could assess whether this course prompted interest in psychiatry, leading to
a change in career choices and clinical application of the knowledge learned (Skochelak, 2010).
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Second, a system should be developed to identify the students who are at the highest risk of failure,
by providing a graphical view of achievement and a prioritized list of students for tutors to engage
with. A gradebook could be developed and used to measure achievement data, including grades
associated with examinations, assignments, and participation (e.g., in online discussion). When
contextualized within course-level pedagogical frameworks, predictive learning analytics can be used
to forecast intricate patterns of student learning by tracking student behaviors within VLE. This feature
holds significance in the context of the countrywide implementation of this course. These patterns
can subsequently be used as the basis for real-time interventions with students who vary in baseline
knowledge at the start of this course.
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