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Abstract

Curriculum is an integral part of any educational cycle. Curriculum development is a systematic process involving 
designing, implementing, evaluating and redesigning. There are different types of curriculums being practiced by 
institutions. Subject based curriculum is a widely used but competency based curriculum is the best. There is an urgent 
need to have relook at the existing curriculum as it is beset with many problems. The faculty development (FD) is one 
factor affecting curriculum development. We need to identify the other issues and address them.

Presently Dermatology postgraduate training is more concentrated in imparting more knowledge based learning. 
Acquiring and assessing skills not included in the program.The curriculum is decades old and does not address the 
present needs. The classification of diseases can be modified. Evaluation methods have to be structured to assess 
knowledge and skill. Dermatosurgery, dermatotherapeutics and cosmetic dermatology needs to be added to the 
curriculum. The teachers, institutions and regulatory authorities to plan strategies to bring about these changes to 
present to the society a knowledgeable, skillfull, sensitive and ethically correct. 
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Introduction

Curriculum development is an integral part of 
medical educaƟ on. Since decades it has seen 

no changes. The lack of this has resulted in a more 
knowledge oriented medical educaƟ on. We the 
teachers, insƟ tuƟ ons and regulatory authoriƟ es have 
to idenƟ fy defects and take remedial acƟ ons.

Post graduate dermatology training is also suff ering 
from the same malady. A review at the dermatology 
curriculum is urgently warranted. This arƟ cle tries 
to look at the present status of curriculum in both 
medicine in general and dermatology in parƟ cular and 
discuss the possible means to improve eff ect changes 
in dermatology curriculum.

The educaƟ on system is an ever evolving process 
and this process is called the EducaƟ onal cycle. The 
educaƟ onal cycle is a dynamic cycle consisƟ ng of 4 
components to achieve the target of competency 
in that subject. The components are curriculum 

development, training, assessment and gap analysis. 
When done systemaƟ cally the educaƟ onal system can 
be improved to fulfi ll the present needs. Curriculum is 
an essenƟ al part of educaƟ onal cycle.

Curriculum is defi ned as “A course of study off ered 
by an educaƟ onal insƟ tute”. It is the foundaƟ on of 
every educaƟ onal system. The curriculum needs to be 
developed by systemaƟ cally organizing what will be 
taught, who will be taught, and how it will be taught. 
Each component aff ects and interacts with other 
components. Methods of how content is taught are 
aff ected by who is being taught, their characterisƟ cs, 
and the seƫ  ng. According to the model of Kern et al 
for curriculum development in medical educaƟ on, the 
fi rst steps are idenƟ fying the problem and performing 
a need assessment. Need assessment is defi ned as the 
diff erence between the ideal approach of addressing 
an idenƟ fi ed need and the current approach.1 

There are six essenƟ al consideraƟ ons while developing 
a curriculum for any course. They are :- 
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1. IdenƟ fi caƟ on of the issue- which is what to teach.

2. Know the character of the learner – that is the 
who

3. The importance and relevance of the content.

4. The expected outcome.

5. The best methods to make the learner achieve the 
goal – The how of it.

6. Developing methods to evaluate the work done so 
that lacunas can be idenƟ fi ed and the system is 
improved.

Simply put there needs to be a goal or an objecƟ ve 
to achieve which should be taught using eff ecƟ ve 
teaching methods and evaluated periodically. 
Curriculum development requires team work. The 
team discusses the issue, collects the data about the 
exisƟ ng system. A single system is selected, alteraƟ ons 
are made according to local needs considering the 
cultural, social and disease diversity. The team then 
systemaƟ cally analyses the learner’s characters, 
intended outcome, content and evaluaƟ on methods 
before implemenƟ ng. The designed curriculum is 
either implemented as a pilot project or fully. This is 
monitored throughout the course. EvaluaƟ on is done 
using eff ecƟ ve measureable methods. If saƟ sfactory 
the curriculum is implemented or redesigned as 
required. This is also called the ADDIE model- Analysis, 
Design, Development, ImplementaƟ on and EvaluaƟ on.

One of the very essenƟ al parts of curriculum 
development is to have an eff ecƟ ve InstrucƟ onal 
Design (ID). Here instrucƟ on is the thing that helps 
one to learn and design is that which improves the 
quality of that help. The ID can be behavioral approach 
or cogniƟ ve approach. In Behavioural Approach the 
theorist expects to achieve immediate, recognizable 
changes in the behaviour by framing instrucƟ onal 
goals in specifi c, behavioural, observable terms. 
In CogniƟ ve Approach learners build their own 
understanding based on their unique experience. 
Here, the instrucƟ onal goals are framed in empirical 
terms, thereby proposing the learner problems, 
learner control over the environment, acƟ viƟ es to be 
engaged and how these acƟ viƟ es can be shaped by the 
instructor.2 

Types of curriculum: There are 5 types of curriculum 
followed by various insƟ tuƟ ons:-

1. Subject based – Perhaps is the most widely 
pracƟ ced all over. It is a scienƟ fi c, evidence based 
and Ɵ me tested curriculum. Unfortunately there 
is disconnect between what is taught and what 
should have been learnt. There is no direct contact 

with paƟ ents and oŌ en exposure to unusual cases 
rather than common

2. Integrated – Here independent disciplines like the 
ScienƟ fi c and clinical discipline are fused to make 
learning meaningful. It is a pure independent 
discipline. This core curriculum is under evaluaƟ on.

3. Competence based – This probably is the best 
curriculum structured around competency. The 
aim is to produce a graduate who responds to 
local needs. The student is allowed to master 
basic performance objecƟ ve. The emphasis in 
on how much the learner knows and also how 
he performs. EducaƟ on an experiment. In the 
discipline of medicine it is called Competency 
Based Medical EducaƟ on (CBME).The important 
aspect of this curriculum is competence, which 
is easily measureable hence can be assessed 
regarding its quality of acquisiƟ on. However 
implemenƟ ng this requires new skills for teacher 
–i.e faculty development.

It is per  nent here to defi ne competence “Competency 
is an observable ability of health professional, 
integraƟ ng mulƟ ple components such as knowledge, 
skills, values and aƫ  tudes. Since competencies are 
observable they can be measured and assessed 
to assure their acquisiƟ on. Competencies can be 
assembled like building blocks to facilitate progressive 
development.” 

The advantages of Competency based educaƟ on are a) 
It clarifi es what is important and makes performance 
expectaƟ ons more explicit in Competency-based 
postgraduate medical educaƟ on (PGME). It is unlikely 
that will be gained through the increased use or 
implementaƟ on of competency-based approaches 
in residency educaƟ on lead to faster compleƟ on of 
PGME. However, with the addiƟ onal focusing on 
learning, teaching and assessment, it will be easier to 
overcome the current challenges to meet the training 
requirements. b) Competency -based approaches 
illustrate the need for enhanced assessment pracƟ ces 
and tools c) competency based PGME would benefi t 
integraƟ ng a competency-based model that includes 
explicit expectaƟ ons and assessment yet being 
cauƟ ous and avoiding the risk of deconstrucƟ on of 
pracƟ ce into ever smaller units of competence or of 
focusing on only those competencies that are easy to 
describe and assess3 

1. Hybrid Blend of face to face in class teaching 
with web based teaching such as online course, 
discussion board etc.

2. Problem based 
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Where are we in Post Graduate Medical 
Curriculum

“The medical curriculum needs to look at developing 
a doctor who is trained to look at health in holisƟ c 
manner which goes beyond a narrow clinical and 
technology driven educaƟ on. The doctors should be 
technically competent, socially sensiƟ ve, ethically 
correct and respond to diverse demands of our health 
needs. Hence there is an urgent need to look afresh at 
our curriculum”. Dr. Manmohan Singh, Former Prime 
minister of India.

The realizaƟ on that medical graduates are failing to 
serve the health needs of the society has compelled 
the medical educaƟ onists and regulatory authoriƟ es 
worldwide to review the medical training. A 
medical curriculum oriented towards developing the 
key competencies that enable a fresh graduate to be 
delivering socially responsive health care is seen as a 
promising step towards alleviaƟ ng this problem. This 
calls for a departure from the tradiƟ onal approach 
of organizing the curricular components around 
educaƟ onal objecƟ ves, to a competency-based 
approach for planning the curriculum.4 

Any limitaƟ ons in implemenƟ ng change in 
postgraduate medical educaƟ on will likely result from 
a lack of imaginaƟ on in those planning postgraduate 
medical educaƟ on and their inability to bring about the 
necessary changes. To avoid a growing gap developing 
between what is possible educaƟ onally and what is 
delivered, it is clear that we need a new paradigm 
for postgraduate medical educaƟ on.5 In the future the 
post graduate educaƟ on should develop in to a more 
need based training to cater to the need of populaƟ on, 
the course becomes more fl exible depending on the 
learners capabiliƟ es, more technology enhanced with 
emphasis on life long learning. The training needs to 
be value for money as training is expensive and it will 
be more personalized with conƟ nuous clinical and 
educaƟ onal supervision in the early years and greater 
freedom in the last year of training.6 An enormous 
shortage of medical teachers exists and the shortage 
is expected to increase in the future in view of the 
rise in the number of medical colleges. Poor training 
in research methodology is a hallmark of the current 
PG system, although PGs spend a considerable part of 
their Ɵ me preparing a research dissertaƟ on as per the 
requirements. The level of skills is also unsaƟ sfactory 
since the curriculum does not lay much emphasis on 
the development of skills, being primarily oriented 
to the acquisiƟ on of knowledge.7 A teacher plays 
an important role in improving and implemenƟ ng 

curriculum. Teacher should act as an informaƟ on 
provider in the lecture, in the clinical context, role 
model on-the-job, and in more formal teaching 
seƫ  ngs learning facilitator. The role also includes as 
student assessor, resource material creator, and study 
guide producer. He or she need to plan the curriculum 
and course and evaluate them periodically.8 

Faculty Development (FD) is one of the most important 
aspect in improving curriculum and achieving our goal. 
Many insƟ tuƟ ons have iniƟ ated FD programs through 
Medical educaƟ on Units (MEU) which is mandatory for 
MCI recogniƟ on in India. 

What is faculty development?

FD is a planned program (i) to improve an individual’s 
knowledge and skills in teaching, educaƟ onal research 
and educaƟ onal administraƟ on and (ii) to prepare 
insƟ tuƟ on and faculty members for their various roles. 
In medical educaƟ on, faculty development deals with 
the sensiƟ zaƟ on and training of teachers in carrying out 
their professional tasks, which lead to improvement in 
the quality of teaching and learning that contributes to 
the competence of health professionals.. The theme of 
faculty development is how best to sensiƟ ze, equip and 
empower teachers for discharging their professional 
responsibiliƟ es. 

Why faculty development is needed in 
medical education?

Teaching is a demanding and complex task. George 
Miller observed, “It is curious that so many of our 
most important responsibiliƟ es are undertaken 
without signifi cant preparaƟ on. Marriage, parenthood 
and teaching (in medical schools) are probably most 
ubiquitous illustraƟ ons”. It is necessary for the present 
day teacher to be aware of and become part of far 
reaching changes that are taking place in medical 
educaƟ on.

Problems with faculty development

As observed above there is acute shortage of teachers. 
There is no well-developed FD policy by the regulaƟ ng 
authoriƟ es, however there is belated realizaƟ on of 
this and measures have been taken in this regard at 
insƟ tuƟ on, University and government level. Majority 
of teachers are not moƟ vated as the incenƟ ves 
are meager. Resource defi ciency for FD is another 
major hindrance. The recommendaƟ ons are, provide 
fi nancial support for undergoing FD. RecogniƟ on and 
encouragement to implement what has been learnt, 



NJDVL



8

incorporate medical educaƟ onal techniques in PG 
training. It is important to have funcƟ onal MEUs in 
medical colleges.9 

Curriculum Development for Post 
Graduate (PG) training in dermatology

Dermatology is a vast subject incorporaƟ ng other two 
very important branches, Venereology and Leprosy. 
The laƩ er two are prevalent in this part of the world 
and are of public health importance. With advances in 
DermatotherapeuƟ cs, Dermatosurgery, Cosmetology 
and AestheƟ c Dermatology there is heightened 
interest among medical graduates to pursue post-
graduaƟ on in Dermatology. Hence we need to look at 
exisƟ ng dermatology curriculum, idenƟ fy lacunas and 
suggest remedial measures.

The aim of Dermatology training should be to 
formulate the Minimum Required Knowledge (MRK) 
in each areas of dermatology. There is lack of defi ned 
boundaries of minimal knowledge regarding each 
desired aspect of learning according to diff erent levels 
of achievements. Nowhere the required minimum 
knowledge is quanƟ fi ed for diff erent levels. In present 
era of exponenƟ al growth of knowledge in each 
subject, it has become more important to draw the 
fronƟ ers of MRK about each desired aspect of learning 
according to level of achievement.10 

Presently the dermatology curriculum is beset with 
many problems :- 

1. There is no uniformity in curriculum or teaching.

2. There are no guidelines as to what extent a topic 
in dermatology is to be taught and how to teach.

3. The curriculum is decades old.

4. It is a subject based curriculum with more 
emphasis on knowledge than skill.

5. Shortage of trained teachers.

6. Limited or no research work

7. The PG’s are not given opportunity to teach 
undergraduates.

8. EvaluaƟ on methods are almost obsolete.

9. No weight age for internal assessment

The above factors have made dermatology learning 
diffi  cult. The students and faculty are confused 
as to what to teach and learn. Most dermatology 
departments are not equipped to provide a training 
program which can produce a knowledgeable and 
skilled dermatologist.

Measures for improvement

Many people have worked on tackling these lacunas 
and have suggested various methods. The suggested 
measures.

1. Subject needs to be divided into must know, 
should know and good or desirable to know.

2. Teaching should be towards developing clinical, 
diagnosƟ c, surgical and dermatopathology skills 
than just the knowledge about the subject.

3. Teaching and learning methods need to be 
changed.

4. Emphasis to be laid on developing and conducƟ ng 
research projects, both basic and community 
based.11 

5. Post graduate should be mandatorily posted in 
related subjects on rotaƟ on basis.

6. Sub specialƟ es of dermatology needs to be given 
importance. But not over emphasized.

7. Include under graduate teaching in PG curriculum 
and encourage PG’s to take up teaching.

8. Evolve and encourage development of newer 
teaching techniques.

9. EvaluaƟ on should be made formaƟ ve than 
summaƟ ve. The evaluaƟ on is sƟ ll based on 
theoreƟ cal and clinical knowledge. Many newer 
evaluaƟ on methods have been suggested and are 
being implemented in many universiƟ es. (Table 1)

Dermatology training consists of case discussion both 
in outpaƟ ent and wards. Each disease in itself carries 
an unlimited universe of knowledge. This includes 
epidemiology, eƟ ology, geneƟ cs, pathogenesis, 
available invesƟ gaƟ ons, variaƟ on in diff erenƟ al 
diagnosis according to clinical presentaƟ ons, recent 
therapeuƟ c advances in the light of evidence based 
medicine. A student becomes totally perplexed when 
he is confronted with so varied aspects and that too 
without any defi ned limitaƟ on.10

Rehanuddin et al10 suggested a review classifi caƟ on of 
skin diseases according to prevalence and treatability 
of the condiƟ on. This classifi caƟ on is devised in 
contrast to exisƟ ng classifi caƟ on used in both local and 
internaƟ onal literature which is either system based 
or according to eƟ ology. The points of concerns in 
classifying diseases is that both trainers and examiners 
neglect common and treatable condiƟ ons and 
students remain entangled in complex, confusing and 
untreatable condiƟ ons. (Table1)

The focus of student assessment has shiŌ ed to the 
use of mulƟ ple-methods for tesƟ ng a wide gamut of 
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learning outcomes, such as higher cogniƟ ve abiliƟ es, 
communicaƟ on skills, IT skills and professionalism 
including ethical behavior. Many of the methods 
lay emphasis on frequent assessment of learning 
outcomes through predetermined agreed assessment 
criteria, using observaƟ on check- lists, or raƟ ng 
scales for scoring. It is, therefore, essenƟ al for our 
teachers to be aware of these new developments 
and suitably adopt them in our medical educaƟ on 
system. Trends in dermatology resident learning style 
preferences should be considered during curriculum 
development. Programs should integrate a variety 
of curriculum delivery methods to accommodate 
various learning styles, with an emphasis on the acƟ ve 
learning styles preferred by residents.12 Although 
lectures are perhaps the most common way to present 
knowledge in the medical seƫ  ng, there is mounƟ ng 
evidence that didacƟ c teaching is inferior to acƟ ve 
learning methods that target disƟ nct types of learning 
(cogniƟ ve, aff ecƟ ve, and psychomotor learning).
Many teaching strategies have been used in inpaƟ ent 
seƫ  ngs, including lectures, bedside teaching, skills 
sessions, quizzes, and online modules, with mixed 
results of tolerability and effi  cacy.We propose 
that specialists use consults as a proxy for needs 
assessment for developing relevant curriculum, and 
should perform criƟ cal assessment of current teaching 
methods to deliver knowledge that measurably 
improves physician performance and paƟ ent care. 
There is need for inpaƟ ent dermatology services and 
a need for novel methods to teach dermatology to 
hospitalists.13 A study among dermatology residents 
showed that they desired more teaching (clinic, 
didacƟ c, and pracƟ ce management) and mentorship 
from their faculty. Residents were most saƟ sfi ed with 
dermatopathology educaƟ on and least saƟ sfi ed with 
cosmeƟ c dermatology  and dermoscopy training. In 

reality, in the subconƟ nent, cosmetology and aestheƟ c 
dermatology take precedence. During residency men 
indicated more interest than women in academics, 
research, and teaching, while female residents were 
more inclined toward pediatric dermatology and 
cosmeƟ c dermatology. An overall trend of decreased 
interest in academic and hospital-based pracƟ ce 
was noted with progression through residency 
training. Recruitment and retenƟ on of women in 
academic dermatology may benefi t from early 
intervenƟ on14 A curriculum including an approach to 
molecular diagnosƟ cs tesƟ ng, which could become 
integral to the pracƟ ce of dermatology should be 
developed.15 Adding teledermatology as part of 
curriculum in Dermatology PG training, specially for 
out paƟ ent consultaƟ on is also a need.16 

There is also a suggesƟ on that Dermatology can be a 
full Ɵ me training (FTT) where Core medical training in 
Medicine and related Dermatology training is imparted 
or less than full Ɵ me training (LTFT) here the training is 
to formulate the minimum required knowledge (MRK) 
in each area of dermatology. Lack of guidelines as to 
what extent a topic in dermatology is to be taught 
and how to deliver are the main concerns in the 
implementaƟ on of these two training programmes.

Majority of the curriculum changes are oŌ en 
abandoned largely because of the insƟ tuƟ ons failure 
to make changes in structure and funcƟ on that will 
support and promote dynamic process of curriculum 
development (Tyler 1970)

To conclude there is an urgent need to develop a 
country wide uniform Dermatology Curriculum so that 
a competent, skilled and knowledgeable dermatologist 
is presented to the community.

Table 1: EvaluaƟ on methods

Theory Prac  cal

6 monthly theory consisƟ ng 
Short structured essay quesƟ on (SEQs).
Modifi ed essay quesƟ ons( MEQ’s) 
PaƟ ent management problems (PMPs)
MCQs

Case presentaƟ on
OSLER(objecƟ ve structured long examinaƟ on record)
OSCE & OSPE
Mini CEX(mini case evaluaƟ on exercise)
CbD(case based discussion)
DOPs(Direct observaƟ on of procedures)
Port folio
MulƟ  source- feed back
360 degrees
PaƟ ent saƟ sfacƟ on quesƟ onnaire

Internal assessment to be considered for fi nal result.
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