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EDITORIAL NOTE

Implementation of competency based medical education (CBME) is the next target of AUBFM's curricular
reform. In this issue of PrimeTimes, Dr. Ramzi Sabra provides a brief review of CBME: its definition, rationale,
limitations, and a plan for its implementation, and challenges the AUBFM community to develop an innovative
hybrid of CBME and the traditional approach. Dr. Kamal Badr reviews the proceedings of an important
international conference held in September 2018 at AUBFM on humanism, technology and the physician of
tomorrow, the recommendations of which have instigated an international drive to drastically modify medical
and premedical curricula. Finally, a group of medical students report on a study conducted at AUBFM to
examine students’ and faculty’s views about student attendance of lectures, the results of which can inform
educational practice. We also present our regular features on research in medical education and resources
for medical educators.

COMPETENCY BASED MEDICAL EDUCATION AT THE AUBFM

Ramzi Sabra

Competency based medical education (CBME) has become a buzzword within the medical education field.
Initially developed for residency training, it has now also permeated undergraduate medical programs
worldwide. At AUBMC, our residency programs already adopt this approach since it has become a
standard for accreditation by the ACGME International. Although not mandated by accrediting bodies of
undergraduate medical programs as yet, AUBFM’s Impact Curriculum did aim to establish CBME during
the MD program. Over the past few years, we have been introducing aspects of CBME into our program;
however, we have recently begun an effort to more fully and uniformly achieve that goal. What is CBME,
why did it come about, what distinguishes it from the traditional approach and what does it entail?

What is CBME?

The main principle of CBME, in contrast to traditional curricula, is that the focus of education and training
should be the desired outcomes for learners, rather than the structure and process of the educational
system. Indeed, it is the achievement of intended outcomes that indicates that the educational system has
effected the transformation it aims to produce in the students.

Traditional education in medicine has been discipline-centered and time-based. Students spent a specific
time within a clerkship during which they were expected to learn the content and the skills expected
through observing, absorbing and participating. Teaching was focused mainly on knowledge and its
application, with little attention to other skills, attitudes and behaviors. The main forms of assessment were
summative and focused on knowledge. However, there was hardly any direct observation of students’
performance (i.e. their actual encounters and interaction with patients) by their seniors. Importantly,
feedback was rarely given to students in a consistent, personal and constructive manner.



Rationale for CBME

While this traditional approach did produce competent and even excellent physicians, it became
increasingly clear that it was failing to produce physicians that could deal with the changing times: e.g.,
the increasing complexity of the medical profession, the increasing demands from society for specific
physician attributes, the shortened hospital stays of patients and consequently the limited opportunity
for students to engage with patients over time, and the growth of the patient safety movement which
curtailed student access to patients, among many others. Physicians were now expected to be competent
in communication, professionalism, teamwork, and patient-centered care, and to work within a much
more complex health care system and environment. These required skills that were beyond the classical
emphasis on gaining knowledge and applying it in practice, which were hallmarks of the older approach.
Therefore, with all these simultaneous demands on learning, it was crucial to define and standardize the
learning outcomes required of the student, and build the educational system around them. Time spent
in a clerkship was no longer the main criterion for student advancement; rather, the demonstration of
competence and the achievement of specific levels of performance became paramount.

CBME, therefore, requires major revisions of the curriculum, including the methods of instruction and,
most importantly, the methods of assessment of students. A very robust and comprehensive assessment
program must be developed in which assessment tools are matched to the performance expected, and
thresholds of performance are specified that determine whether the outcomes are achieved or not.
Students are, therefore, assessed based on absolute, not relative, standards of performance and are
graded as such and not on their relative standing to each other. In this context, evaluation of students
should reflect “real-world” observations — i.e. work-based assessment, and must consist of a diverse array
of assessment tools appropriate for the various domains being assessed.

It is clear that a most important aspect of CBME is the standardization of the outcomes of education for all
students. At the same time, CBME realizes that students differ in their cognitive, psychomotor and affective
abilities and inclinations. It is highly probable that some students will achieve the outcomes more quickly
than others. CBME de-emphasizes time-based in favor of competency-based education, and this requires
individualization of the learning process and monitoring of students. Standardization and individualization
are hallmarks of CBME.

What is required to implement CBME?

Adoption and implementation of CBME requires a major effort by the faculty, staff and students that aims
to achieve the following:
« Identify and define the outcomes (competencies) needed for graduation as an MD
» Determine the benchmarks or performance indicators describing the expected outcome for
each competency
« |[dentify the knowledge, skills, attitudes and behaviors underlying each competency, and state them in
clear measurable language. When summed these should reflect the achievement of the competency
* Determine milestones of development for the competency and the thresholds for achieving it
* Determine how, when and where to teach the competencies
* Determine, develop and match the right assessment tools to the competency in order to
evaluate outcomes
» Ensure that this evaluation reflects real-world observation

It is obvious that this entails a major change in the culture of assessment at the institution. The assessment
of students can no longer be based on assigning numbers on a checklist, but must include a descriptive
account of the student and a qualitative assessment. Providing direct and immediate feedback is an
indispensable part of the faculty’s interaction with the student.

Challenges and Limitations

CBME is time- and resource-intensive because it requires direct observation of students by multiple
assessors along the students’ journey and not only a the end of their allotted time in the course or
clerkship. Many faculty have not been trained in a CBME system and are not familiar with several of

the “competencies” since they did not encounter them in their own training. It is important, therefore,
that a strong faculty development program be developed to educate and train the faculty to run CBME,
and that the faculty themselves buy-in to the process. In this respect the AUBFM has already begun to
establish a core of medical educators (the Van Dyck Medical Educators) who will assume a major role in
implementing CBME. In addition to faculty training, students also must be trained in CBME, in particular,
to adopt a more active approach to their learning.



It is also critical that there be good alignment between the students’ learning and the practice patterns in
their learning environment. Thus, faculty must model ALL the competencies in their practice, something
that is not always ensured. In addition, setting up a system that de-emphasizes time-based education

in favor of competency-based education and individualizes student follow-up poses a major logistical
challenge and is very difficult to achieve. Indeed, in most medical schools that have adopted CBME in the
undergraduate programs, very few if any have succeeded in implementing a time-variable system.

Other than the logistical and practical limitations above, there are some conceptual challenges as well.
Critics point out that CBME inevitably lowers the standards of performance, that it emphasizes routine skills
(i.e. teaching to the test), and that it fails to address complex aspects of the students’ development that are
not amenable to easy measurement and assessment, particularly in areas of social responsibility, moral
development, communication, establishing relationships with patients, and professional development as

a whole.

The Path Forward and the Challenge to AUBFM

The benefits of CBME are clear, intuitive, and are supported by emerging evidence in the literature. It is
important, however, not to implement CBME blindly. Medical education, after all, is a form of graduate
university education, and must not be rendered a series of reductionist competencies that are restricted
to what is easily measurable. There are educational goals that not easily measureable and not reducible
to milestones and prescribed outcomes. These may require emphasis on the learning process rather than
assessment of circumscribed outcomes, and may also necessitate time-based immersion of students with
senior, experienced professionals within a conducive environment. Education is a complex, frequently
poorly understood process that transcends simple training and coaching. While competencies are
effective tools to achieve proper training, the deep and truly transformative education of individuals
should not be totally subsumed under that system, particularly in relation to personal development,
professional identity formation, empathy, contextual thinking, judgment, scholarship and excellence,
aspects that are not easily defined in measurable and objective terms. Our challenge at AUBFM is

to develop a system that draws on the positive aspects of CBME in areas where it works best, while
simultaneously ensuring the more subtle and nuanced development of the student.

RESOURCES FOR MEDICAL EDUCATORS

The Alliance for Clinical Educators (ACE) and the Guidebook for
Clerkship Directors

The Guidebook for Clerkship Directors (http:// t GUidebOOk fOI’

e Guidebook for Clerkship Directors p://www.gegensatzpress. oy

com/5%-ace-guidebook.html), now in its 5™ edition, is published by Clerkshlp Directors

the Alliance for Clinical Education (http://allianceforclinicaleducation. 5th edifion

org/), which is a multidisciplinary group formed by organizations*

devoted to medical student education in order to enhance clinical

instruction of medical students. The book offers medical educators

high-level and detailed information and guidance on the best ways to

organize a clerkship, develop, evaluate and implement a curriculum,

and assess the students’ performances within it. All faculty interested

in or already involved in undergraduate medical education will

also benefit from the book’s content, with its focus on professional

development and personal career development. g.s-""‘“**«.%
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ACE publishes other books and offers multiple resources for those oo

interested in medical education and medical student affairs.

Bruce Z. Morgenstern, M.D.
Editor-in-Chief
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Alliance for Clinical Education

* List of Member Organizations:

» Association for Surgical Education

« Clerkship Directors in Internal Medicine

» American Academy of Neurology

« Association of Directors of Medical Student Education in Psychiatry
« Association of Professors of Obstetrics and Gynecology

» Council of Medical Student Education in Pediatrics

« Society of Teachers of Family Medicine

« Clerkship Directors in Emergency Medicine




TRANSFORMATION OF MEDICAL EDUCATION IN THE
NEW ERA

The impending impact of Artificial Intelligence on healthcare will lead to radical disruption of the entire
edifice of medical education and practice. In this new era, diagnostic accuracy and therapeutic options
will be more reliably provided by machines, re-focusing the role of the physician on the personalized
approach to patient care, and on the humanistic, and social determinants of illness. Personalization of
care in the new era will, in turn, require that physicians acquire new knowledge and skills in two major
domains hitherto underrepresented in premedical and medical curricula, namely: Technology/Al, and
Medical Humanities/Narrative Medicine. Knowledge and skills in Technology/Al will be essential for
physicians to address competently three questions: How is my patient’s body unique? How is my patient’s
disease unique? How is my patient’s treatment unique? Knowledge and skills in Medical Humanities/
Narrative Medicine to answer the question: How is my patient’s story unique?

These changes in how medicine will be practiced in the new era will dictate radical revisions of the entire
edifice of medical education, starting with the undergraduate (“pre-med”) curriculum and extending to
graduate medical education.

These changes will also present a major challenge to the teaching faculty at academic health centers, and
to how schools of medicine will work symbiotically with the medical centers/systems which serve as their
teaching institutions, especially that medical education is no longer encapsulated in a four-year program,
but spans the lifetime of a physician from pre-medical years to formal medical education, and throughout
his/her career through continuing medical education. Currently, medical education is fragmented

and maladapted to the needed knowledge, skills, and attitudes of future physicians; a comprehensive
transformation of the curriculum is inevitable. The resulting model should generate an evolving
curriculum that integrates humanism and technology, and is malleable to incorporate rapid continued
advancements in both.

The Conference:

With this backdrop, and a clear need to empower academic healthcare centers to transform,

adapt, and thrive in a continuously evolving landscape, the Association of Academic Health Centers
International (AAHCI) MENA Regional Office organized the inaugural AAHCI MENA Regional Conference,
“Transformation of Medical Education in the New Era: Humanism, Technology, and the Physician of
Tomorrow” in September 2018 to discuss and identify the needed competencies for “a doctor to be a
doctor in the 21st century”. The conference was hosted at the American University of Beirut's Medical
Center (AUBMC).

More specifically, the objectives of this meeting were to pose two major challenges, and propose
strategies and goals aimed at meeting them.
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Challenge #1: How do we prepare and select future physicians to be competent in both humanities and
technology?

Challenge #2: Will technology and Al further alienate doctors from patients and widen the gap in health
disparity between rich and poor, or will they provide a disruptive change that will restore and deepen the
doctor-patient relationship, and make healthcare more widely affordable?

Over the course of three days, six panels and four plenary sessions, with speakers from around the world,
the conference provided a platform to critically discuss and challenge the traditional methods of medical
education and to highlight new trends and technologies, and recommend the required competencies for
the physicians of tomorrow. Discussions also included the need for overhaul of the evaluation systems of
medical students and graduates.

The conference began with a journey through the history of medical education, “From Galen to Google”.
A series of sessions then examined the importance of medical humanities in the new curriculum. This
included discussions on the pre-medical and medical education curricula, the inclusion of arts and
humanities in the formation of students and a focus on the theories of Narrative Medicine and how to
teach the principles and practice of Narrative Medicine, as we shape doctors to also be healers. Panelists
also discussed the importance of mitigating the divides in healthcare delivery and embracing humanism
with science, rejecting the thesis of a negative dialectic between the technical and intimate faces of
medicine, but rather striving for a symbiotic unity.

Panelists went on to discuss the Artificial Intelligence and its role in personalized medicine, as well as the
necessary changes in the pre-clinical curriculum to include the required skills and competencies for the
new era of Al. These changes in the curriculum will also necessitate the complete evolution of medical
student competencies assessment. The format of the MCAT exam and its use as a main component

for admissions was also discussed. Technology will be a key transformative factor in the evolution of
assessment.

Panelists presented the new landscape of healthcare delivery and demonstrated and discussed the use

of simulation and technology in training and in clinical practice. Discussions revolved around how to
integrate the modern and technologically advanced physician with the delivery of the most compassionate
care. The convergence of engineering, data sciences with clinical and biomedical research is upon us, and
it is crucial to graduate doctors capable of integrating into this new arena.

Transformations in healthcare through decentralized care was discussed, particularly the application

of block chain technology and Al in diagnostics, therapeutics and patient data management. Panelists
went on to discuss and demonstrate examples of technologies that have added value to clinical practice,
such as Al applications in medical imaging, smart accommodating lenses and Al in Ophthalmology, and
augmented reality in the training and delivery of specialized healthcare. Maintaining a humanistic angle,
discussions also revolved around how technology can be used to service the poor and, in fact, if embraced
appropriately, many of these technologies will address and help mitigate some of the major global health
challenges in access to healthcare.



The round table and open forum sessions discoursed the symbiotic synthesis of humanism and technology
in shaping the future of medicine. There is a disruptive transformation in medicine as we know it and we
will change how we think, deliver and measure healthcare. Technology is taking medicine a leap forward,
but a balance is necessary between science and humanism while maintaining the patient at the center.

Conclusions and Recommendations:

Consensus was reached on the urgent need for: A new medical education model, which will graduate
physicians committed to a symbiotic synthesis of humanism, Al, and technology and that restores the
direct intimate doctor-patient relationship, and provides wider access to healthcare. To this end, a
recommendation is raised to the AAHC to form a global task force of experts and thought leaders charged
with radical revision of the structure and duration of medical training, radical revision of the premedical
and MD curricula, and integration of medical education within holistic (cross-professional) healthcare
training from the outset.

AUBMC and AAHCI:

As the host of the AAHCI MENA office, AUBMC aims to establish a platform to address regional needs and
challenges and to develop programs with region-specific interests. It will also foster regional networking
opportunities, educational programs, exchange of best practices, data collection and analysis as well

as promote the understanding of the academic health center concept to government, industry, and the
public. Finally, it will lend a voice from this region to the North American and European institutions to gain
guidance and share experiences and success stories.

RESEARCH IN MEDICAL EDUCATION
What is the Optimal Duration of Clinical Clerkships? *

The duration of clerkships in the clinical years is largely an arbitrary matter. There is hardly any
empirical data to support a particular duration necessary for students to acquire what is expected of
them. Indeed, in recent years voices have been raised to reduce medical school duration from 4 years
to 3. On the other hand, many medical schools have transformed their curricula whereby preclinical
education is shortened and students begin clerkships earlier than usual (e.g. in middle of second year).
When this is undertaken there will be a transitional year when old and new students may overlap within
the clerkships. In order to prevent this overlap, the University of Michigan Medical School resorted to
shortening the clerkships for the incoming students by 25%. This provided an opportunity to compare
student performance in shorter clerkships with that in the traditional longer clerkships. The authors
hypothesized there would be decreased performance of students in the former group. Several

student outcomes were assessed in 3 cohorts of students in 3 successive years, 2 following the longer
clerkships and one following the shortened clerkship. The results showed that there were no significant
differences in performance on NBME subject exams between the shortened clerkship cohort and the
preceding year traditional cohort, but scores declined significantly over the three years for one exam
only. Perceptions of clerkship quality improved for three shortened clerkships; there were no significant
declines. Student perceptions of the learning environment were not worse for the shortened clerkships.
There were no significant differences in performance on the clinical skills exam or in the students’
perceived stress, resiliency, and well-being. This study provides preliminary evidence to suggest that
accelerating clinical education may be feasible — at least for the outcomes measured: more empirical
data is needed, however, to properly determine the optimal duration of clinical clerkships and medical
education as a whole, needed to produce competent graduates.

*S. Monrad, N.L. Zaidi, L. Gruppen,D. Gelb, C. Grum, H. Morgan, M. Daniel, R. Mangrulkar, S. Santen. Does Reducing Clerkship
Lengths by 25% Affect Medical Student Performance and Perceptions? Academic Medicine. 93(12):1833-1840, December 2018




LECTURES AT AUBFM: WHY DO STUDENTS SKIP THEM
AND WHAT DO FACULTY MEMBERS THINK?

Ali El Mokahal, Ali Ahmad, Joseph Habib, Ali Nasrallah, George Francis, Ramzi Sabra, Nathalie K. Zgheib

Over the past decade, the tug-of-war between students and faculty over mandatory lecture attendance
has reached new heights. With the emergence of online-learning and the myriad of resources that come
with it, students are skipping out on traditional lectures, in favor of other modes of information acquisition.
Once filled, lecture halls are often now half empty, as can be seen when we compared current student
attendance rates with the attendance of faculty when they were medical students (Figure 1). In an attempt
to possibly bridge the widening gap between students and faculty, our research team designed and
distributed a survey to best understand the perspectives and motivations of each party with regards to
attitudes towards lectures, attendance policy, and the influence of attendance on professionalism. We
distributed the survey to both preclinical medical students and faculty members.

Do students and faculty value lectures?

First and foremost, we found that both faculty and students overwhelmingly agreed that lectures are

a valuable learning tool, and students still feel that lectures have an important role to play in their
education. However, the majority of students were found to just attend lectures moderately (attendance
rate of 25-75%) (Figure 1). This discordance between attitude and behavior makes it imperative that we
better understand what factors influence student attendance in lectures, particularly those that faculty
could modify in order to boost student attendance.
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Figure 1. Students and faculty’s attendance rates and attitudes towards the value of lectures.

What do students and faculty perceive is the purpose of lectures?

There was a large discrepancy between students and faculty when asked to rank 7 statements on the
purpose of lectures. For students, the purpose of lectures was mainly to provide them with information,
as well as the most recent research. These two purposes ranked lowest for faculty who felt that lectures
ought to teach students how to think and solve problems. Faculty also felt that lectures provide an
important interface through which students can interact with the lecturers (Figure 2).

Students vs. faculty ranking of PURPOSE of lectures
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Figure 2. Ranking of the 7 perceived purposes of lectures by students and faculty.



Therefore it appears that for students, lectures are a conduit for information acquisition: they feel that
lectures ought to provide students with a “finished package” of information for them to retain. If this is not
provided, students will seek other resources to supplement their learning. For faculty, lecture attendance
is more about the journey than the destination: rather than provide students with information, they feel
that lectures ought to teach students to develop their thinking skills, and to provide an interface for
interaction between students and faculty.

What motivates students to attend lectures and what do faculty think?

When asked to rank 8 motivators to attend lectures (Figure 3), both students and faculty agreed that
clinical correlation and interactivity encouraged students to attend. Interestingly, however, students did
not feel that “teaching to the exam” was an important consideration, whereas faculty did. This dispels a
commonly held notion, which is that students are more likely to be motivated to attend if they felt that
lectures are geared towards exams. Thus, targeting lectures towards exams may not be the way to go if
lecturers would like to augment attendance.

Students vs. faculty ranking of MOTIVATIONS to attend lectures
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Figure 3. Ranking of the 8 motivators to attend lectures by students and faculty.

Should there be a mandatory attendance policy?

Faculty and students had different attitudes concerning attendance policies. For instance, students
preferred a non-mandatory attendance to lectures, while faculty did not. This likely represents a global
trend amongst students, as they seem to favor the ability to best tailor the methods by which they learn,
adjusting them according to their learning preferences. This difference is reflected by the following free
comments provided:

’I believe that medical students shouldn’t have more important things to do than attend
learning activities, and therefore should attend everything, otherwise they shouldn’t be in
medical school.” - Faculty member

“Each person has their unique studying style. Lectures are a very passive way to learn and
do not benefit everyone equally, and not all lectures are of the same quality. Obligatory
attendance did not help me learn most of the times.” - Student

Does lecture attendance (or not) reflect any aspect of professionalism?

Faculty near-unanimously found that non-excused absence from a mandatory learning session is a bad
reflection on professionalism, compared to just 27% of students. For faculty, it seems that non-attendance
is a professional failure on the part of the student. Students do not feel that this is the case, as they seem
to decide whether or not to attend a learning session based on the perceived benefits of attending the
session. Thus, for them, non-attendance is not a professional shortcoming, but an indication that they do
not feel their educational needs are being adequately fulfilled.



What can we do?

In light of the agreement that lectures serve an important role in the education of students, we feel that
it is crucial to find ways to address student concerns about lectures, in order to boost attendance levels
without implementing mandatory lecture attendance. We also feel that it is important to emphasize the
heterogeneity of views on the matter amongst both students and faculty themselves, and we caution
against one-size-fits-all solutions. We do feel, however, that any progress on the matter requires
communication between students and faculty, and we recommend that taskforces be set up consisting of
students and lecturers within particular modules, in order to fine tune lectures; this would give students a
more active role in their learning and would likely encourage their attendance.
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