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Preface

Embedded in a contemporary building awash in natural light sits a windowless class-
room in quiet darkness. The carpeted floor has a geometric design, but there is no
seating. When not in use, multiple wall-mounted LED screens stare blankly into space.
As students file into the room, they receive and adjust their HoloLens headsets and see,
suspended in space, a room-size image of the human spine. Students walk around,
peering from above and below, locating and highlighting structures with finger gestures.
The faculty member directs the teaching session with a tablet noting the relationships
of the circulatory system, the sensory and motor tracks, and the bony structures. This
40-minute augmented reality session replaces hours of cadaveric dissection in the
human anatomy curriculum.

Not far away, a group of medical, nursing, physician assistant, and social work stu-
dents, who comprise the board of the student-run clinic, meet with a community leader
to plan an outreach effort to increase high blood pressure screening and referral in a
local neighborhood. Dual-degree students and their advisor discuss their thesis work—
identifying potential gene-editing targets in human disease. A longitudinal clerkship
student meets with his faculty advisor to discuss his Urban Health Pathway learning
portfolio.

These are just a few examples of the transformational changes in health professions
educational programs that have occurred over the past decade. Tectonic shifts in the
life sciences, the nature of knowledge, and social structures have intersected and, in
many cases, redirected health professions education. New technologies for learning,
new models of collaborative care, and increasing attention to the needs of communi-
ties have called for curricula to be developed, updated, and in some cases, transformed.
Learners are more diverse, more facile in the world of digital and social media, and hun-
gry for the skills that will help them make a difference with their chosen careers.

Curriculum Development for Medical Education: A Six-Step Approach has been in
use by health educators across the professions and around the world for more than
20 years. Designed as a practical, generic, and timeless approach to curriculum de-
velopment, it has proven to be an agile, stalwart resource in this era of rapid educa-
tional change. Widely cited, it has an international reputation; it has been translated
into Chinese, Japanese, and Spanish. Its home program has undergone its own modi-
fications and evolution, from an in-person longitudinal faculty development workshop
to a program that also includes online, shorter, interprofessional, and student-oriented
workshops.

As the editors began discussions for the fourth edition in 2019, we reflected that the
themes of the third edition—competency-based education, interprofessional education,
and educational technology —were broadly adopted and developed, now with a robust
literature of successful implementation and enhancements. Our experience working with
international colleagues taught us that the book could better acknowledge international
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curricular exemplars. We had also been told by readers that more attention to health
equity as a curricular focus was needed. Having worked with a national consortium of
medical schools addressing health systems sciences, we recognized the health of
populations and communities as a complex domain in particular need of a structured
approach to its introduction into an educational program.

The year 2020 was its own tectonic shift. The coronavirus pandemic exposed stark
realities of wealth and health inequity, both locally and internationally, that led to ap-
palling COVID-19 mortality. Sophisticated health systems were woefully inadequate to
the task of population surges of iliness. Calls for social justice came from street march-
ers as well as international leaders. Educational programs, abruptly limited by the loss
of in-person teaching and student access to clinical sites, quickly implemented tech-
nology to fill in the gaps. As educators, we experienced our own “HoloLens” moment
of viewing our work through new lenses. Seeing the incomplete nature of our curricular
structures, we committed to addressing these shortcomings.

The fourth edition uses these contemporary themes through updated examples and
references throughout the book. Given the complexity of a health systems science topic
such as health equity, we added a new chapter. We continue to emphasize the themes of
“Interprofessionalism and Collaborative Practice” and “Technology” from the previous
edition and added new themes of “Internationalism” and “Health Systems Sciences” in
this edition.

Each chapter underwent extensive review by the editorial group. Each integrates
text and examples that reflect the interprofessional and international audience for this
book. We have also increased emphasis on the care of populations, equity, interprofes-
sional collaboration, and the use of technology. In addition, several chapters have note-
worthy updates. Chapter 2, Problem Identification and General Needs Assessment,
which has always grounded curriculum development in improving health outcomes, has
new emphasis on the interplay between roles of health care professionals, patients, edu-
cators, and society, and it presents qualitative as well as quantitative methods in un-
derstanding the current and ideal approaches to a health problem. Chapter 3, Targeted
Needs Assessment, expands the discussion of learning environment to include the vir-
tual and workplace environments, and it acknowledges that some curricula have vastly
expanded targeted learners with the use of massive open online courses (MOOCs) and
other online platforms. Chapter 4, Goals and Objectives, has an enhanced discussion
of competencies and entrustable professional activities (EPAs) and their relationship to
goals and objectives. Chapter 5, Educational Strategies, integrates an expanded dis-
cussion of learning theory and research related to the choice of educational methods.
Chapter 6, Implementation, acknowledges the breadth of expertise and people needed
to implement a modern curriculum, offers more detail in understanding costs, and in-
troduces design thinking and change agency. Chapter 7, Evaluation and Feedback, has
a new section that addresses theory and general considerations underlying evaluation,
integrates qualitative and mixed-method approaches throughout, and discusses the is-
sue of implicit bias in evaluation. Chapter 9, Dissemination, addresses the protection of
participants, intellectual property, open access journals, and social media in greater de-
tail than previous editions. Chapter 10, Curriculum Development for Larger Programs,
includes well-being as a core value in a large program; it also includes a discussion of
disability and accommodations and addresses the tools for programmatic assessment
in a competency-based curriculum.
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Appendix A for this edition once again presents a summary of the six steps for three
curricula representing the continuum in medical education. In addition, these three ex-
amples show the progressive use of the six-step model, including a short three-day
course, a two-year residency training program, an interprofessional postgraduate train-
ing program, and ongoing continuous professional development.

We welcome as a new editor to this edition Sean A. Tackett, a faculty member with
expertise in international medical education and medical education research. Our new
authors are Mamta K. Singh and Heidi L. Gullett, for the new Chapter 11, and Appendix
A authors Amit K. Pahwa, Deanna Saylor, and Mary L. O’Connor Leppert, all of whom
have participated in the longitudinal Curriculum Development Program at Johns
Hopkins.

Eric B. Bass has stepped away as author, with our thanks for his foundational con-
tribution as previous editor and author of Chapter 2 and co-author for Chapter 9. We
also acknowledge our external reviewers for Chapter 7, Ken Kolodner and Joseph Car-
rese, for their statistical and qualitative research expertise, respectively.

We extend our sincerest thanks to contributions not only of our peer educators and
colleagues but also of the many participants in workshops and programs whose input
has improved the six-step model over many years. As with each previous edition, many
of the participants in the Johns Hopkins Faculty Development Program in Curriculum
Development have generously contributed their projects as examples in this edition.
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Introduction

Patricia A. Thomas, MD, and David E. Kern, MD, MPH

PURPOSE

The purpose of this book is to provide a practical, theoretically sound, evidence-
informed approach to developing, implementing, evaluating, and continually improving
educational experiences in the health professions.

TARGET AUDIENCE

This book is designed for use by curriculum developers and others who are respon-
sible for the educational experiences of health professional students, residents, fel-
lows, faculty, and clinical practitioners. Although this book was originally written from
the perspective of physician education, the approach has been used effectively in other
health professions education. It should be particularly helpful to those who are devel-
oping or planning to develop a curriculum.

DEFINITION OF CURRICULUM

In this book, a curriculum is defined as a planned educational experience. This defi-
nition encompasses a breadth of educational experiences, from one or more sessions
on a specific subject to a year-long course (face-to-face or online), from a clinical rota-
tion or clerkship to an entire training program.

RATIONALE FOR THE BOOK

Health professionals often have responsibility for planning educational experiences,
frequently without having received training or acquired experience in such endeavors,
and usually in the presence of limited resources and significant institutional constraints.
Accreditation bodies, however, require written curricula with fully developed educational
objectives, educational methods, and evaluation.’8

Ideally, health professional education should change as our knowledge base changes
and as the needs, or the perceived needs, of patients, clinical practitioners, and society
change. Some contemporary demands for change and curriculum development are
listed in Table I.1. This book assumes that health professional educators will benefit from
learning a practical, generic, and timeless approach to curriculum development that can
address current as well as future needs.
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Table I.1. Some Contemporary Demands for Curriculum Development in Health
Professional Education

Outcomes (See Chapter 2, Step 1)
Health professions educational programs and institutions should do the following:

Respond to current and future health care needs of society®?"

Mitigate costs of education and training?'-23

Facilitate entry and support advancement of people from diverse backgrounds into the
professions?:23-26

Aim to improve the health of the local community, including underserved
populations'$19:26.27-32

Train the number of primary care physicians and specialty physicians required to meet
societal needs”18:2224,25,29

Goals and Objectives (See Chapter 4, Step 3)
Educational programs should graduate health professionals who can do the following:

Practice patient-centered care®-12.15.18.33-35

Work collaboratively in interprofessional teams®11-21.24,36-38

Promote patient safety and health systems continuous quality
improvement10—13,15,18,20,21,33,35,37,38—40

Improve health of populations by using population- and community-centered ap-
proaches to providing health care!®16:2023-2527.37,41

Use effective communication, patient and family education, and behavioral change
Strategies1,2,8,15,16,24,35,36

Access, assess, and apply the best scientific evidence to clinical practice (evidence-
based medicine, or EBM)1-11.1538.40

Use technology and information effectively to assist in accomplishing all the
aboveZJO,ﬂ,16—20,24,25,37

Content Areas (See Chapter 5, Step 4)
Educational programs should improve instruction and learning in the following areas:

Professional identity formation*?43

Professionalism, values, and ethics?1215:18,20, 36-38,44

Leadership, management, teamwork, and self-awareness'?15-21.23.35
Health systems sciences?®1215:2024.33

Social and structural determinants of health in populations and
Communities10,12,15,16,19,23,24,27,37,45,46

Adaptive expertise to maximize problem-solving in changing environments?%:45:47

Methods (See Chapter 5, Step 4)
Educational programs should modify current methods to accomplish the following:

Construct educational interventions based on the best evidence available*04849
Address the informal and hidden curricula of an institution that can promote or
extinguish what is taught in the formal curricula'®5051

Enhance interprofessional education'8:21.34.36.37

Increase the quantity and quality of clinical training in community-based ambulatory,
subacute, and chronic care settings, while reducing the amount of training on inpatient
services of acute hospitals, as necessary, to meet training needs?22%-32.37

Effectively integrate advancing technologies into health professional curricula, such as
simulation, virtual reality, and interactive electronic interfaces®1819.24,37,39-41

Develop faculty to meet contemporary demands’®19.24.37.52
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Assessment (See Chapter 7, Step 6)
Educational programs across the continuum should do the following:
. Move to outcomes-defined, rather than time-defined, criteria for promotion and
graduation (i.e., competency-based education)91519.24,37,52
«  Certify competence in the domains of patient care, knowledge for practice, practice-
based learning and improvement, systems-based practice, interprofessional collabo-
ration, and personal and professional development?9.39.40.53
. Evaluate the efficacy of educational interventions®3%48

BACKGROUND INFORMATION

The approach described in this book has evolved over the past 34 years, during
which time the authors have taught curriculum development and evaluation skills to over
1,000 participants in continuing education courses and the Johns Hopkins Faculty De-
velopment Program (JHFDP). The more than 300 participants in the JHFDP’s 10-month
Longitudinal Program in Curriculum Development have developed and implemented
more than 130 curricula in topics as diverse as skills building prior to training in clinical
settings, clinical reasoning and shared decision-making, high-value care, chronic iliness
and disability, surgical skills assessment, laparoscopic surgical skills, transitions of pa-
tient care, cultural competence, social determinants of health, professionalism and so-
cial media, and international residency curricula (see Appendix A). The authors have also
developed and facilitated the development of numerous curricula in their educational
and administrative roles.

AN OVERVIEW OF THE BOOK

Chapter 1 presents an overview of a six-step approach to curriculum development.
Chapters 2 through 7 describe each step in detail. Chapter 8 discusses how to main-
tain and improve curricula over time. Chapter 9 discusses how to disseminate curricula
and curricular products within and beyond institutions. Chapter 10 discusses additional
issues related to larger, longer, and integrated curricula.

A new chapter, Chapter 11, has been added to this edition to illustrate how the six-
step approach can be applied to the new competency of health systems science, with
a particular focus on addressing health equity and community needs—an area of bur-
geoning interest in health professions education.

Throughout the book, examples are provided to illustrate major points, especially in
the contexts of the themes for the fourth edition: interprofessional education (defined as
the presence of students from more than one health or social care profession) and col-
laborative practice, applications in international settings, use of technology, and health
systems science (including health care delivery, population/community health, and health
equity). Examples frequently come from the real-life curricular experiences of the authors
or their colleagues, although they may have been adapted for the sake of brevity or clar-
ity. The authors have purposefully included, as much as possible, published examples to
emphasize how curriculum development contributes to educational scholarship.

Chapters 2 through 11 end with questions that encourage the reader to review the
principles discussed in each chapter and apply them to a desired, intended, or existing
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curriculum. In addition to lists of references cited in the text, these chapters include an-
notated lists of general references that can guide the reader who is interested in pursu-
ing a particular topic in greater depth.

Appendix A provides examples of curricula that have progressed through all six
steps and that range from newly developed curricula to curricula that have matured
through repetitive cycles of implementation. The three curricula in Appendix A include
examples from undergraduate (medical student), postgraduate (resident), and continu-
ing professional development. Appendix B provides the reader with a selected list of
published and unpublished resources for curricular development, faculty development,
and funding of curricular work.
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ORIGINS AND ASSUMPTIONS

The six-step approach described in this monograph derives from the generic ap-
proaches to curriculum development set forth by Taba,' Tyler,? Yura and Torres,® and
others,* and from the work of McGaghie et al.® and Golden,® who advocated the linking
of curricula to health care needs. It is similar to models for clinical, health promotion,
and social services program development, with Step 4, Educational Strategies, replac-
ing program intervention.”10

Underlying assumptions are fourfold. First, educational programs have aims or goals,
whether or not they are clearly articulated. Second, health professional educators have
a professional and ethical obligation to meet the needs of their learners, patients, and
society. Third, health professional educators should be held accountable for the out-
comes of their interventions. And fourth, a logical, systematic approach to curriculum
development will help achieve these ends.

RELATIONSHIP TO ACCREDITATION

Accrediting bodies for undergraduate, graduate, and continuing health professions
education in the United States and internationally usually require formal curricula that
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include goals, objectives, and explicitly articulated educational and evaluation strate-
gies based on needs.'™-"® Some degree programs must also meet governmental stan-
dards for licensing. Undergraduate and postgraduate medical curricula must address
core clinical competencies.'"'? The achievement of milestones for each competency is
required for residency training.?? Current trends in translating competencies into clini-
cal practice, such as entrustable professional activities (EPAs)?'?? (see Chapter 4), pro-
vide additional direction and requirements for Step 3 (Goals and Objectives), Step 4
(Educational Strategies), and Step 6 (Evaluation and Feedback), while grounding curri-
cula in societal needs (Step 1, Problem Identification and General Needs Assessment).

A SIX-STEP APPROACH (FIGURE 1.1)

Step 1: Problem Identification and General Needs Assessment

This step begins with the identification and critical analysis of a health need or other
problem. The need may relate to a specific health problem, such as the provision of
care to patients infected with an emerging infectious disease, or to a group of prob-
lems, such as the provision of routine gynecologic care by primary care providers. It
may relate to qualities of health care providers, such as the need for them to develop

1. Problem Identification and
General Needs Assessment
- Health Care Problem

- Current Approach
- Ideal Approach
[
1\
6. Evaluation and
F/ezt.it.);clj 2.Targeted Needs
i Ln wiaua g >0 Assessment
caners . @~ > - Learners
- Program 1 ;
- Learning
Environment
5. Implementation
- Obtaining i X
Political support @ € > ® 3.Goals and
- Securing Resources Objectives
- Addressing Barriers - Broafi Goals
- Introducing the Curriculum - Specific
- Administering the Curriculum \L Measurable
™Y Objectives
4. Educational Strategies
- Content
- Methods

Figure 1.1. A Six-Step Approach to Curriculum Development
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as self-directed, lifelong learners who can provide effective care as medical knowledge
and practice evolve. Or it may relate to the health needs of society in general, such as
whether the quantity and type of health care workers being produced are appropriate.
A complete problem identification requires an analysis of the current approach of pa-
tients, health professionals, the health care education system, and society, in general,
to addressing the identified need. This is followed by identification of an ideal approach
that describes how patients, health professionals, the health care education system,
and society should be addressing the need. The difference between the ideal approach
and the current approach represents a general needs assessment.

Step 2: Targeted Needs Assessment

This step involves assessing the needs of one’s targeted group of learners and their
learning environment(s), which may be different from the needs of learners in general. It
enables desired integration of a specific curriculum into an overall curriculum or educa-
tional program. It also develops communication with and support from stakeholders,
and it aligns one’s curriculum development strategy with potential resources.

EXAMPLE: Problem Identification, General and Targeted Needs Assessment. The problem identifica-
tion and general needs assessment for a curriculum designed to improve the provision of cost-effective/
high-value care (HVC) revealed that, while the United States had the highest per capita spending on
health care, it ranked twenty-fourth out of 188 nations in health outcomes and behind many less devel-
oped countries. Costs were becoming unsustainable. The major driver of unnecessary expenses was
physician ordering of tests and procedures. There was consensus regarding the importance of HVC train-
ing and some guidelines for such training. While curricula were emerging in HVC at the residency and
medical school level, none existed at all levels of medical school training. Most physicians identified a
lack of any formal education in this area. In addition, the hidden and informal curricula in many institu-
tions did not reinforce HVC practice. Ideally, training in HVC would address the knowledge, attitudes,
skills, and behaviors related to cost-effective ordering. It would be ongoing and incremental throughout
training. At the curriculum developers’ medical school, curricular mapping revealed that HVC was not
being formally taught. A targeted needs assessment of third-year medical students revealed that a mi-
nority were able to define or provide an example of HVC. The opportunity existed to integrate a HVC
curriculum into an existing four-year curriculum in health systems science.?®

Step 3: Goals and Objectives

Once the needs of targeted learners have been identified, goals and objectives for
the curriculum can be written, starting with broad or general goals and then moving to
specific, measurable objectives. Objectives may include cognitive (knowledge), affec-
tive (attitudinal), psychomotor (skill), and behavioral (real-life performance) objectives
for the learner; process objectives related to the conduct of the curriculum; or even
health, health care, or patient outcome objectives. The development of goals and ob-
jectives is critical because they help to determine curricular content and learning meth-
ods and help to focus the learner. They enable communication of what the curriculum
is about to others and provide a basis for its evaluation. When resources are limited,
prioritization of objectives can facilitate the rational allocation of those resources.

Step 4: Educational Strategies

Once objectives have been clarified, curriculum content is chosen and educational
methods are selected that will most likely achieve the educational objectives.
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EXAMPLE: Educational Strategies. Based on the above example of Steps 1 and 2, training-level-
appropriate objectives were developed for knowledge, attitudes, and skills of first- through fourth-year
medical students. Educational content related to understanding: the components of HVC; the impact of
systems and individual behaviors on HVC practice; the impact of systems issues, such as reimburse-
ment and insurance, on the practice of HVC; how to apply this knowledge to clinical decision-making
both at the provider level and in provider-patient shared decision-making; and how to behave as an ef-
fective change agent at the clinical and systems levels. Topics were covered in three stages: (1) preclini-
cal (basic understanding, systems issues, cognitive skills related to clinical decision-making, change
agency), (2) an interval one-week block between clinical clerkships (applications to clinical decision-
making, change agency), and (3) a final-year bootcamp preparing students for residency (applications
to clinical decision-making). Educational methods focused on team-based learning (see Chapter 5) with
didactics, session pretests, and application exercises. Application exercises included discussion for
Stage 1, didactics and case discussion for Stage 2, and simulated patient exercises with feedback and
discussion for Stage 3.23

EXAMPLE: Congruent Educational Methods.

Lower-level knowledge can be acquired from reading, in-person lectures, or online learning
opportunities.

Case-based, problem-solving exercises that actively involve learners are methods that are more likely to
improve clinical reasoning skills than attendance at lectures.

The development of physicians as effective team members is more likely to be promoted through
their participation in and reflection on interprofessional cooperative learning and work experiences than
through reading and discussing a book on the subject.

Interviewing, physical examination, and procedural skills will be best learned in simulation and
practice environments that supplement practice with self-observation, observation by others, feedback,
and reflection.

Step 5: Implementation

Implementation involves the implementation of both the educational intervention and
its evaluation. It has several components: obtaining political support, identifying and pro-
curing resources, identifying and addressing barriers to implementation, introducing the
curriculum (e.g., piloting the curriculum on a friendly audience before presenting it to all
targeted learners, phasing in the curriculum one part at a time), administering the curricu-
lum, and refining the curriculum over successive cycles. Implementation is critical to the
success of a curriculum. It is the step that converts a mental exercise to reality.

Step 6: Evaluation and Feedback

This step has several components. It usually is desirable to assess the performance
of both individuals (individual assessment) and the curriculum (called “program evalua-
tion”). The purpose of evaluation may be formative (to provide ongoing feedback so that
the learners or curriculum can improve) or summative (to provide a final “grade” or eval-
uation of the performance of the learner or curriculum).

Evaluation can be used not only to drive the ongoing learning of participants and
the improvement of a curriculum but also to gain support and resources for a curricu-
lum and, in research situations, to answer questions about the effectiveness of a specific
curriculum or the relative merits of different approaches.

EXAMPLE: Evaluation. The initial evaluation plan for the HVC curriculum described in the above exam-
ples was resource-limited but included several elements. Stage 1 knowledge acquisition was assessed
using a knowledge exam pre- and post-intervention, with a comparison group who had not been exposed
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to the curriculum. Letters to a politician were used to assess application of serving as a change agent.
Behaviors related to the practice of HVC and to serving as a change agent were assessed via end-of-
clerkship evaluation forms completed by housestaff and attendings (Stage 2). Skills related to practic-
ing HVC were assessed in simulation encounters during boot camp (Stage 3). Students ratings of the
curriculum and its various components were collected via post-intervention surveys (Stages 1-3).2%

THE INTERACTIVE AND CONTINUOUS NATURE
OF THE SIX-STEP APPROACH

In practice, curriculum development does not usually proceed in sequence, one step
at a time. Rather, it is a dynamic, interactive process. Progress is often made on two or
more steps simultaneously. Progress on one step influences progress on another (as
illustrated by the bidirectional arrows in Figure 1.1). As noted in the discussion and ex-
amples above, implementation (Step 5) actually began during the targeted needs as-
sessment (Step 2). Limited resources (Step 5) may limit the number and nature of ob-
jectives (Step 3), as well as the extent of evaluation (Step 6) that is possible. Evaluation
strategies (Step 6) may result in a refinement of objectives (Step 3). Evaluation (Step 6)—
for example, pretests—may also provide information that serves as a needs assessment
of targeted learners (Step 2). Time pressures, or the presence of an existing curriculum,
may result in the development of goals, educational methods, and implementation
strategies (Steps 3, 4, and 5) before a formal problem identification and needs assess-
ment (Steps 1 and 2), so that Steps 1 and 2 are used to refine and improve an existing
curriculum rather than develop a new one.

For a successful curriculum, curriculum development never really ends, as illustrated
by the circle in Figure 1.1. Rather, the curriculum evolves, based on evaluation results
(Step 6), changes in resources (Step 5), changes in targeted learners (Step 2), and
changes in the material requiring mastery (Step 1). It undergoes a process of continous
quality improvement (see Chapters 6, 8, and 10).
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Many reasons may prompt someone to begin work on a health care curriculum.
Indeed, continuing developments in medical science and technology call for efforts to
keep health professions education up to date, whether it be new knowledge to be dis-
seminated (e.g., new information about an emerging virus like Ebola or SARS-CoV-2)
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or a new skill to be mastered (e.g., point-of-care ultrasound). Sometimes, educational
leaders issue a mandate to improve performance in selected areas based on feedback
from learners, suboptimal scores on standardized examinations, or recommendations
from educational accrediting bodies (e.g., national standards for competency-based
training or patient safety and quality). Other times, educators want to take advantage
of new learning technology (e.g., simulation/virtual reality) or need to respond to
changes in the learning environment (e.g., virtual conferences that allow for distance
learning to overcome geographic separation). Regardless of where one enters the cur-
riculum development paradigm, it is critical to take a step back and consider the re-
sponsibilities of an educator. Why is a new or revised curriculum worth the time and
effort needed to plan and implement it well? Since the ultimate purpose of health pro-
fessions education is to improve the health of the public, what is the health problem or
outcome that needs to be addressed? What is the ideal role of a planned educational
experience in improving such health outcomes? This chapter offers guidance on how
to define the problem, determine the current and ideal approaches to the problem, and
synthesize all of the information in a general needs assessment that clarifies the gap
the curriculum will fill.

DEFINITIONS

The first step in designing a curriculum is to identify and characterize the health care
problem that will be addressed by the curriculum, how the problem is currently being ad-
dressed, and how it ideally should be addressed. The description of the current and ideal
approaches to the problem is called a general needs assessment. Because the difference
between the current and ideal approaches can be considered part of the problem that
the curriculum will address, Step 1 can also simply be called problem identification.

IMPORTANCE

The better a problem is defined, the easier it will be to design appropriate curricula
to address the problem. All of the other steps in the curriculum development process
depend on having a clear understanding of the problem (see Figure 1.1). Problem iden-
tification (Step 1), along with targeted needs assessment (Step 2), is particularly helpful
in focusing a curriculum’s goals and objectives (Step 3), which in turn help to focus the
curriculum’s educational strategies and evaluation (Steps 4 and 6). Step 1 is especially
important in justifying dissemination of a successful curriculum because it supports its
generalizability. Steps 1 and 2 also provide a strong rationale that can help the curricu-
lum developer obtain support for curriculum implementation (Step 5).

DEFINING THE HEALTH CARE PROBLEM

The ultimate purpose of a curriculum in health professions education is to equip
learners to address a problem that affects the health of the public or a given population.
Frequently, the problem of interest is complex (see Chapter 11). However, even the sim-
plest health issue may be refractory to an educational intervention, if the problem has
not been defined well. A comprehensive definition of the problem should consider the
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epidemiology of the problem, as well as the impact of the problem on patients, health
professionals, medical educators, and society (Table 2.1).

In defining the problem of interest, it is important to explicitly identify whom the prob-
lem affects. Does the problem affect people with a particular disease (e.g., frequent dis-
ease exacerbations requiring hospitalization of patients with asthma), or does the prob-
lem affect society at large (e.g., inadequate understanding of behaviors associated with
acquiring an emerging infectious disease)? Does the problem directly or indirectly affect
health professionals and their trainees (e.g., physicians inadequately prepared to partici-
pate effectively as part of interprofessional teams)? Does the problem affect health care
organizations (e.g., a need to foster the practice of patient-centered care or to meet the
needs of the populations it serves)? The problem of interest may involve different groups.
The degree of impact has implications for curriculum development because a problem
that is perceived to affect many people may be granted more attention and resources.
Educators will be able to choose the most appropriate target audience for a curriculum,
formulate learning objectives, and develop curricular content when they know the char-
acteristics and behaviors of those affected by the health problem of interest.

Once those who are affected by the problem have been identified, it is important to
elaborate on how they are affected. What is the effect of the problem on clinical out-
comes, quality of life, quality of health care, use of health care services, medical and non-
medical costs, patient and clinician satisfaction, work and productivity, and the functioning
of society? How common and how serious are these effects?

EXAMPLE: Problem Identification. A trauma-informed physical exam curriculum published on MedEd-
PORTAL included a succinct, referenced problem identification in the introductory paragraph. Their prob-
lem identification includes a definition of “trauma” with examples of categories of trauma, notes a prev-
alence of a history of trauma in over 89% of people living in the United States based on a national survey,
cites an association between trauma and chronic health conditions (such as depression, diabetes, car-
diovascular disease, and substance use), and references evidence that trauma can negatively affect
health outcomes through altering patients’ sense of safety, autonomy, and trust, their relationships with
health professionals, and their utilization of health care services.’

Table 2.1. Identification and Characterization of the Health Care Problem

Whom does it affect?
Patients
Health professionals
Medical educators
Society

What does it affect?
Clinical outcomes
Quiality of life
Quality of health care
Use of health care and other resources
Medical and nonmedical costs
Patient and provider satisfaction
Work and productivity
Societal function

What is the quantitative and qualitative importance of the effects?
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GENERAL NEEDS ASSESSMENT (TABLE 2.2)

Current Approach

Having defined the nature of the health care problem, the next task is to assess current
efforts to address the problem. The process of determining the current approach to a prob-
lem is sometimes referred to as a “job analysis” because it is an assessment of the “job”
that is currently being done to deal with a problem.? To determine the current approach, the
curriculum developer should ask what is being done by each of the following:

a. Patients (including their families, significant others, and caregivers)

b. Health professionals (including the systems within which they practice)

c. Health professions educators (including the environments in which they teach)
d. Society (including community networks, health care payers, policymakers)

Knowing what patients are doing and not doing regarding a problem may influence
decisions about curricular content. For example, are patients using noneffective treat-
ments or engaging in activities that exacerbate a problem, behaviors that need to be
reversed? Or are patients predisposed to engage in activities that could alleviate the
problem, behaviors that need to be encouraged?

Knowing how health professionals are currently addressing the problem is espe-
cially relevant because they are frequently the target audience for curricula. In the gen-
eral needs assessment, one of the challenges is to determine how health professionals
vary in their approaches to a problem. Many studies of clinical practice between and
within countries have demonstrated substantial variations in both adherence to recom-
mended practices and use of either ineffective or harmful practices.®-5

EXAMPLE: Current Approach by Health Professionals. The ABIM (American Board of Internal Medicine)
Foundation reported that three out of four physicians surveyed agreed that the frequency with which

Table 2.2. The General Needs Assessment

What is currently being done by each of the following?
Patients
Health professionals
Medical educators
Society

What personal and environmental factors affect the problem?
Predisposing
Enabling
Reinforcing

What ideally should be done by each of the following?
Patients
Health professionals
Medical educators
Society

What are the key differences between the current and ideal approaches?
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doctors order unnecessary tests was a serious problem for America’s health care system. The majority
of American physicians surveyed estimated that the average physician ordered unnecessary medical
tests and procedures at least once a week. The Choosing Wisely campaign encouraged specialty socie-
ties to identify interventions in which there was a discrepancy between recommended and actual use.
Having identified specific health care problems of unnecessary variations in practice, this campaign then
highlighted opportunities for patients and health professionals to work together to reduce waste and
low-value care. Educational efforts on a variety of levels were then directed toward reducing low-value
care and promoting high-value care.%”

Most problems important enough to warrant a focused curriculum are encountered
in many different places, so it is wise to explore what other educators are currently doing
to help patients and health professionals address the problem. Much can be learned
from the previous work of educators who have tried to tackle the problem of interest.
For example, curricular materials may exist already and be of great value in developing
a curriculum for one’s own target audience. A plethora of existing curricula may high-
light the need for evaluation tools to help educators determine which methods are most
effective in achieving desired outcomes. This is particularly important because time and
resources available for education are usually limited. A dearth of relevant curricula will
reinforce the need for innovative curricular work.

EXAMPLE: Interprofessional Education. Reports from the World Health Organization and the National
Academy of Medicine called for greater interprofessional education (IPE) to improve health outcomes
through fostering the development of coordinated interprofessional teams that work together to pro-
mote quality, safety, and systems improvement.®° Those developing curricula in interprofessional edu-
cation should be familiar with the guidelines and competencies established by the Interprofessional
Education Collaborative.'®'" However, even within the guidelines, there is substantial room for variation.
New curriculum developers could learn from a scoping review of published nursing curricula that in-
cludes a table of teaching and learning methods used and evaluation instruments and outcomes.™ Sub-
sequent articles build on this experience and share additional lessons learned from implementation in
specific settings, such as primary care within the Veterans Administration.'® The peer-reviewed website
MedEdPORTAL groups IPE curricula in its Interprofessional Education Collection for easier searching.™

Curriculum developers should also consider what society is doing to address the
problem. This will help to improve understanding of the societal context of current ef-
forts to address the problem, taking into consideration potential barriers and facilita-
tors that influence those efforts.

EXAMPLE: Impact of Societal Approach to Opioid Overdose on Curricular Planning. In 2017, the opioid
crisis was declared a public health emergency in the United States. In designing a curriculum to help
health professionals learn to address drug overdoses, it is helpful to know how society handles the dis-
tribution and administration of naloxone. Medical and pharmacy educators at one institution noted that
their institution was in one of the 30 states with expanded naloxone access for at-risk patients, rela-
tives, and first responders. Therefore, their curriculum included instructions on not only how to prescribe
naloxone but also how to administer it and teach others to do so. They were also able to obtain naloxone
kits to distribute to the trained first responders.®

To understand fully the current approach to addressing a health care problem, cur-
riculum developers need to be familiar with perspectives on human behavior. The eco-
logical perspective emphasizes multiple influences on behavior, including at the individual,
interpersonal, institutional, community, and public policy levels.® Interventions are more
likely to be successful if they address multiple levels of influence on behavior. Most edu-
cational interventions will focus primarily on individual and/or interpersonal factors, but
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some may be part of larger interventions that also target environmental and policy-level
factors to support healthful behaviors (e.g., teaching not just nutritional principles but
also how to inquire about and address food insecurity in partnership with others).!”

When focusing on the individual and interpersonal levels of influence on behavior,
curriculum developers should consider the fundamental principles of modern theories
of human behavior change.'® While it is beyond the scope of this book to discuss spe-
cific theories in detail, three concepts seem particularly important: (1) human behavior
is mediated by what people know and think; (2) knowledge is necessary, but not suffi-
cient, to cause a change in behavior; and (3) behavior is influenced by the environment
as well as by individual beliefs, motivations, and skills.

In the light of these key concepts, curriculum developers need to consider multiple
types of factors that may aggravate or alleviate the problem of interest. Factors that can
influence the problem can be classified as predisposing factors, enabling factors, or re-
inforcing factors.'® Predisposing factors are the knowledge, attitudes, and beliefs that
influence a person’s motivation to change (or not to change) behaviors related to a prob-
lem. Enabling factors are generally personal skills and societal or environmental forces
that make a behavioral or environmental change possible. Reinforcing factors are the
rewards and punishments that encourage continuation or discontinuation of a behavior.

EXAMPLE: Predisposing, Enabling, and Reinforcing Factors. Correct use of personal protective equip-
ment (PPE) is important in health care settings to reduce the transmission of infectious disease. How-
ever, workers have been shown to have variable usage patterns. In designing curricula for health pro-
fessionals related to improving infection control, it would be helpful for a curriculum developer to be
aware of a paper that systematically reviewed qualitative studies of factors that impact a worker’s ability
to safely don and doff PPE.?° Predisposing factors may include motivations for adhering to recommen-
dations for PPE use, such as self-preservation and perception of risk of transmission. Enabling factors
could include availability of PPE resources, location of specific donning/doffing stations, presence of
environmental cues such as cards, and social influences. Reinforcing factors could include social influ-
ences, independent observers, and rewards for compliance.

By considering all aspects of how a health care problem is addressed, one can de-
termine the most appropriate role for an educational intervention in addressing the
problem, keeping in mind that an educational intervention by itself usually cannot solve
all aspects of a complex health care problem.

Ideal Approach

After examination of the current approach to the problem, the next task is to deter-
mine the ideal approach to the problem. Determination of the ideal approach will re-
quire careful consideration of the multiple levels of influence on behavior, as well as the
same fundamental concepts of human behavior change described in the preceding sec-
tion. The process of determining the ideal approach to a problem is sometimes referred
to as a “task analysis,” which can be viewed as an assessment of the specific “tasks”
that need to be performed to appropriately deal with the problem.>?! To determine the
ideal approach to a problem, the curriculum developer should ask what patients, health
professionals, health professions educators, and society should each do to deal most
effectively with the problem.

To what extent should patients be involved in handling the problem themselves? In
many cases, the ideal approach will require education of patients and families affected
by, or at risk of having, the problem.
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EXAMPLE: Role of Patients/Families. Parents of children discharged from a neonatal intensive care unit
(NICU) generally have not received any instruction about the developmental milestones that should be
expected of their children. Neonatology care teams need to address the role that parents play in ob-
serving a child’s development.?223

Which health professionals should deal with the problem, and what should they be
doing? Answering these questions can help the curriculum developer to target learners
and define the content of a curriculum appropriately. If more than one type of health
professional typically encounters the problem, the curriculum developer must decide
what is most appropriate for each type of clinician and whether the curriculum will be
modified to meet the needs of each type of clinician or will target just one group of health
professionals.

EXAMPLE: Role of Health Professionals. Curriculum developers aiming to improve attention to hospi-
talized patients’ spiritual needs recognized the roles of both physicians and chaplains. They subsequently
developed an interprofessional curriculum in which chaplain trainees were embedded in the medical
team. Chaplain trainees learned about the hospital environment, the culture of rounds, and the medical
team’s thinking about the plan of care. Medical trainees learned from the chaplain trainees about how
to use a spirituality assessment tool to elicit needs and the value of involving chaplains in various pa-
tient care situations.?*

What role should health professions educators have in addressing the problem? De-
termining the ideal approach for medical educators involves identifying the appropriate
target audiences, the appropriate content, the best educational strategies, and the best
evaluation methods to ensure effectiveness. Reviewing previously published curricula
that address similar health care problems often uncovers elements of best practices
that can be used in new curricular efforts.

EXAMPLE: /dentifying Appropriate Audiences, Content, and Methods. Interns and residents have tradi-
tionally been trained to be on “code teams,” but students can also be in clinical situations where im-
proved competence in basic resuscitation can make a difference in patient outcomes. Basic life support
(BLS) and advanced cardiovascular life support (ACLS) training can increase familiarity with cardiac pro-
tocols but have been shown to be inadequate in achieving competency as defined by adherence to
protocols. Deliberate practice through simulation is an educational method that could potentially im-
prove students’ achievement of competency in these critical skills. A curriculum was created, imple-
mented, and evaluated with these outcomes in mind.?®

EXAMPLE: /dentifying Best Practices. Since the Institute of Medicine’s Unequal Treatment report, there
have been numerous attempts to address health care disparities in undergraduate medical education.?®
Curriculum developers tasked with developing approaches to health disparities within their local envi-
ronment could search PubMed and find a validated cultural competence assessment instrument, the
Tool for Assessing Cultural Competency Training (TACCT), that could be used in a needs assessment or
evaluation of a curriculum.?” They could also learn how others have developed and described frame-
works for the scope of related domains, such as cultural competence.?® Reading about a consortium of
18 medical schools funded to address health disparities through medical education back in 2004 could
lead not only to shareable curricular resources but also to potential colleagues with experience in teach-
ing this topic.?® Reviewing lessons learned by other educators can prevent unnecessary duplication of
effort and identify opportunities to advance the field.3°

Keep in mind, however, that educators may not be able to solve the problem by
themselves. When the objectives are to change the behavior of patients or health pro-
fessionals, educators should define their role relative to other interventions that may be
needed to stimulate and sustain behavioral change.
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What role should society have in addressing the problem? While curriculum devel-
opers usually are not in the position to effect societal change, some of their targeted
learners may be, now or in the future. A curriculum, therefore, may choose to address
current societal factors that contribute to or alleviate a problem (such as advertisements,
political forces, organizational factors, and government policies). Sometimes, curricu-
lum developers may want to target or collaborate with policymakers as part of a com-
prehensive strategy for addressing a public health problem.

EXAMPLE: Curricula to Influence Social Action. Canadian medical students recognized that homeless
and vulnerably housed populations experienced higher rates of preventable all-cause mortality compared
to the general public. The Canadian Federation of Medical Students established a task force to create a
curricular framework for helping students develop knowledge, attitudes, and skills to care for such pop-
ulations. The task force included not only students and educators but also public health officials and
persons who had experienced homelessness. Among the core competencies they identified based on
literature review and group consensus was “advocacy” —being able to advocate for system-level change
within health care systems and in greater society. Educational strategies discussed included providing
opportunities for community service learning and mentorship with collaborators outside the health care
sector to facilitate social action.®

The ideal approach should serve as an important, but not rigid, guide to developing
a curriculum. One needs to be flexible in accommodating others’ views and the many
practical realities related to curriculum development. For this reason, it is useful to be
transparent about the basis for one’s “ideal” approach: individual opinion, consensus,
the logical application of established theory, or scientific evidence. Obviously, one should
be more flexible in espousing an “ideal” approach based on individual opinion than an
“ideal” approach based on strong scientific evidence.

Differences between Current and Ideal Approaches

Having determined the current and ideal approaches to a problem, the curriculum
developer can identify the differences between the two approaches. The gap identified
by this general needs assessment should be the main target of any plans for addressing
the health care problem. As mentioned above, the differences between the current and
ideal approaches can be considered part of the problem that the curriculum will address,
which is why Step 1 is sometimes referred to, simply, as problem identification.

OBTAINING INFORMATION ABOUT NEEDS

Each curriculum has unique needs for information about the problem of interest. In
some cases, substantial information already exists and simply must be identified. In
other cases, much information is available, but it needs to be systematically reviewed
and synthesized. Frequently, the information available is insufficient to guide a new cur-
riculum, in which case new information must be collected. Depending on the availabil-
ity of relevant information, different methods can be used to identify and characterize a
health care problem and to determine the current and ideal approaches to that prob-
lem. The most commonly used methods are listed in Table 2.3.

By carefully obtaining information about the need for a curriculum, educators will
demonstrate that they are using a scholarly approach to curriculum development. This
is an important component of educational scholarship, as defined by a consensus
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Table 2.3. Methods for Obtaining the Necessary Information

Review of Available Information
Evidence-based reviews of educational and clinical topics
Published original studies
Clinical practice guidelines
Published recommendations on expected competencies
Reports by professional organizations or government agencies
Documents submitted to educational clearinghouses
Curriculum documents from other institutions
Patient education materials prepared by foundations or professional organizations
Patient support organizations
Public health statistics
Clinical registry data
Administrative claims data

Use of Consultants/Experts
Informal consultation
Formal consultation
Meetings of experts

Collection of New Information
Surveys of patients, practitioners, or experts
Focus group(s)
Nominal group technique
Group judgment methods (Delphi method)
Liberating structures
Daily diaries by patients and practitioners
Observation of tasks performed by practitioners
Time and motion studies
Critical incident reviews
Study of ideal performance cases or role-model practitioners (appreciative inquiry)

conference on educational scholarship that was sponsored by the Association of Ameri-
can Medical Colleges (AAMC).%? A scholarly approach is valuable because it will help to
convince learners and other educators that the curriculum is based on up-to-date knowl-
edge of the published literature and existing best practices.

Finding and Synthesizing Available Information

The curriculum developer should start with a well-focused review of information that
is already available. A literature review, including journal articles and textbooks, is gen-
erally the most efficient method for gathering information about a health care problem,
what is currently being done to deal with it, and what ideally should be done. An infor-
mationist (health services librarian) can be extremely helpful in accessing the health and
education literature, as well as databases that contain pertinent information. However,
the curriculum developer should formulate specific questions to guide the review and
the search for relevant information. Without focused questions, the review will be inef-
ficient and less useful.
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The curriculum developer should look for published reviews as well as any original
studies about the topic. If a published review is available, it may be possible to rely on it,
with just a quick look for new studies performed since the review was completed. The
Best Evidence in Medical Education (BEME) Collaboration is a good source of high-quality
evidence-based reviews of topics in medical education.3® Depending on the topic, other
evidence-based medicine resources may also contain valuable information, especially the
Cochrane Collaboration, which produces evidence-based reviews on a wide variety of
clinical topics.3* If a formal review of the topic has not yet been done, it will be necessary
to search systematically for relevant original studies. In such cases, the curriculum devel-
oper has an opportunity to make a scholarly contribution to the field by performing and
publishing a review of that health professions education topic. It should include a carefully
documented and comprehensive search for relevant studies, with explicitly defined crite-
ria for inclusion in the review, as well as a verifiable methodology for extracting and syn-
thesizing information from eligible studies.?>-3° By examining historical and social trends,
the review may vyield insights into future needs, in addition to current needs.

For many clinical topics, it is wise to look for pertinent clinical practice guidelines,
because the guidelines may clearly delineate the ideal approach to a problem. In some
countries, practice guidelines can be accessed through a government health agency,
such as the National Institute for Health and Care Excellence (NICE) in the United King-
dom.*? Other organizations also publish clinical guidelines. For example, the American
Diabetes Association publishes its standards for medical care in diabetes annually as a
journal supplement.*' One way to find guidelines is to search PubMed and apply the
“guideline” filter to search results. When different guidelines conflict, the curriculum de-
veloper can critically appraise the methods used to develop the guidelines to deter-
mine which recommendations should be included in the ideal approach.*?

When designing a curriculum, educators need to be aware of any recommenda-
tions or statements by accreditation agencies or professional organizations about the
competencies expected of practitioners. For example, any curriculum for internal med-
icine residents in the United States should take into consideration the core competen-
cies set by the Accreditation Council for Graduate Medical Education (ACGME), specific
milestones for internal medicine, and the certification requirements of the ABIM.*3-4%
Similarly, any curriculum for medical students in the United States or Canada should take
into consideration the accreditation standards of the Liaison Committee on Medical Edu-
cation (LCME) and the core entrustable professional activities (EPAs) that medical school
graduates should be able to perform when starting residency training, as defined by the
graduate medical education accreditation authorities.*64” Within any clinical discipline, a
corresponding professional society may issue a consensus statement about core com-
petencies that should guide training in that discipline. A good example is the Society of
Hospital Medicine, a national professional organization of hospitalists, which commis-
sioned a task force to prepare a framework for curriculum development based on the
core competencies in hospital medicine.*® Often, the ideal approach to a problem will be
based on this sort of authoritative statement about expected competencies. It is also
important to check for updates to such statement. For example, as point-of-care ultra-
sound (POCUS) became possible, leaders needed to consider whether POCUS-training
should be a core competency for hospital medi