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Abstract

In Korea, many medical schools have adapted their
curricula to the recent paradigm shift introducing a
professional graduate school system with universal
accreditation criteria for medical education. This
rapid transformation has driven the new adoption of
system-based integrated curriculum, problem-based
learning, team-based learning, and competency-based
assessment. In the hundred years since the publi-
cation of Flexner’s report that suggested a two-phase
educational structure consisting of a basic science
didactic curriculum followed by the practicum of clinical
clerkships, there have been many advancements in
curriculum development for medical education. Medical
education is undergoing a major paradigm shift from
structure- and process-based to competency-based
education utilizing outcome-based assessments. The

authors reviewed the existing medical literature to
provide practical insight into the clinical presentation
curriculum introduced by University of Calgary in 1994,
developing a roadmap to accomplish full implementation
and evaluation. In the clinical presentation based curri-
culum, schemata (schemes) are organized by experts
from terminal objectives, and are considered to have two
functions: first, to serve as frameworks around which
students can learn new information and secondly, to
provide an approach to clinical problem solving. We
conclude that there should be further meticulous review
of this new system and a prospective evaluation of
the students’ ability to benefit from it before launching
a program based on the indiscreet adoption of a
fashionable curricular reform.

Key Words: Curriculum; Medical Education; Compe-
tency-Based Education; Decision Support Techniques;
Problem Solving
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Table 1. The Outcomes Identified for the Dundee Medical School Curriculum

What the doctor does How the doctor approaches his/her practice The doctor as a professional

Doing the right thing Doing the thing right The right person doing it

Clinical skills With understanding of basic and clinical sciences and ~ With an understanding of the role of the doctor
underlying principles and concepts and other health professionals in the health

service

Practical procedures With appropriate attitudes, ethical stance and With an aptitude for personal development
responsibilities

Patient investigation With appropriate decision making, clinical judgment and
critical thinking

Patient management

Health promotion and disease prevention

Communication

Handling and retrieval of information
Ref. 12 with permission from Informa Healthcare

Table 2. A Comparison of the Elements of Structure- and Process-based Versus Competency-based Educational Programs
Educational Program

Variable Structure- and Process-based Competency-based
Driving force for curriculum Content—-knowledge acquisition Outcome—-knowledge application
Driving force for process Teacher Learner

Path of learning Hierarchical (teacher b student) Non-hierarchical (teacher U student)
Responsibility for content Teacher Student and teacher

Goal of educational encounter Knowledge acquisition Knowledge application

Typical assessment tool Single subjective measure Multiple objective measures (***'evaluation portfolio™"")
Assessment tool Proxy Authentic (mimics real tasks of profession)
Setting for evaluation Removed (gestalt) “In the trenches™" (direct observation)
Evaluation Norm-referenced Criterion-referenced

Timing of assessment Emphasis on summative Emphasis on formative

Program completion Fixed time Variable time

Ref. 15 with permission from Wloters Kluwer Health.
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Table 3. Examples of General, Terminal, Enabling Objectives for the Clinical Presentation "loss of consciousness/syncope"

Objective Descriptions

General objective  For a patient with temporary loss of consciousness (usually caused by diminished cerebral perfusion), the student
will take a history designed to exclude seizures. For example, the student will ask how long the episodes last,
whether the patient feels confused afterwards, whether there are any premonitory symptoms, etc.

Terminal objective  For a patient with syncope, the student will take a history designed to determine whether aortic stenosis (e.g.,
obstruction to cardiac output) exists. For example, the student will ask whether the unconsciousness is related to
exertion, whether chest pain or dyspnea precedes syncope, whether the patient has ever been told that he or she

has a heart murmur, etc.

Enabling objective: Using a patient or a drawing of a patient, the student will indicate the aortic valve with an oblique line, parallel to

Anatomy

and just above-but a little shorter than-the line for the mitral valve.

Ref. 18 with permission from Wolters Kluwer Health.
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Fig. 1. Sample of blank clinical presentation cards (Ref. 18 with permission from Wolters Kluwer Health).
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I Urinary frequency I
Increased (polyuria) Decreased or normal
Water Osmotic Urinary Non-infectious External
diuresis diuresis tract urinary tract to lower
infection inflammation urinary
/\ tract
Excessive Excessive
intake loss
‘ Vasopressin ‘ Vasopressin ‘ | Nacl || NaHCO3 | | Others | | Glucose | | Urea | | Others |
deficiency resistance
v v v v v v ¥ v v
Primary Nephrogenic Central Post-obstructive Diabetes Chronic Mannitol Cystitis Interstitial Vulvo-
polydipsia diabetes diabetes diuresis mellitus renal Glycerol Urethritis cystitis vaginitis
insipid; insipidus Saline overuse disease Prostatitis Bladder
Hypokalemi Hypothalami pyelonephritis carcinoma
Hypocalcemia tumor Bladder

Fig. 2. Pictorial representation of scheme for urinary frequency (Ref. 18 with permission from Tylor & Francis).
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