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General introduction

Chapter 1

Preface
When I was 16 years old, I experienced my first organizational change process.
I worked for a supermarket that was taken over by another company. During a
kick-off meeting I was sitting next to our senior greengrocer, who, unmotivated,
reclined in his chair. Naive enthusiastically, I thought we were all looking forward
to this meeting, thrived to be involved in the processes that were going on in this
organization. Looking at my neighbor, I found out that apparently not everybody
in this organization felt the same. “Why this change again”, “We have had so
many changes over the years”, “I’m done with all these changes”. I laughed, said
something about ‘chances’, ‘new energy’ and ‘opportunities’, but really, he could
not care less. At that moment, I realized that bringing about change in organizations was not easy. As it was not my role to understand what was going on this
greengrocer’s mind, I left the opportunity aside to dive deeper into his thoughts
and feelings. I didn’t think of the whole situation until, 10 years later, when I
encountered another major change process; the change of an undergraduate
medical curriculum at the University of Groningen. Again I observed how difficult
it was to bring about change, and that these processes cause a lot of hassle and
tensions in medical schools and its related hospitals. This time, I decided to follow
the path I left aside ten years before, and took the opportunity to explore the
educational change processes through the eyes of several stakeholders, aiming to
better understand the complexities of bringing about change in medical schools.
General introduction
Undergraduate medical curriculum changes are difficult processes, in which the
dynamics in medical schools are seriously challenged. Scholars in the field of
medical education emphasized the lack of research on medical curriculum change
processes.1 Similar to those,1 and other scholars,2 we observe that, both in our
own schools’ practices as well as in the health professions education scientific
journals, we tend to spend considerable time on the content and pedagogical
designs of our curricula, neglecting the importance of the underlying organizational processes that will, ultimately, make or break our beautiful curriculum
ideas. Having an idea is not enough; the process of bringing ideas into practice is
a long and difficult one. Although overviews of important factors for curriculum
change,1 and practical tips,3 are available, empirical evidence of what undergraduate medical curriculum change looks like in practice, and the actual experiences
of stakeholders involved in these processes, is still scarce. As curriculum changes
are frequently recurring, resource intensive processes, taking a lot of time and
energy of a large number of stakeholders, it is in everyone’s interest that these
processes are going as smooth as possible. Learning from previous processes
might help us in supporting future processes. Therefore, in order to support future change processes, this thesis focusses on better understanding the complex-
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ities of enacting change in undergraduate medical curricula. We will address this
topic from different stakeholder perspectives and at different levels; personal (the
change leader), interactional (stakeholder involvement), organizational (governance processes) and transnational (the role of context).
The remainder of this chapter is organized as follows. First, the context
of undergraduate medical curricula in the Netherlands will be described. Hereafter, some developments in change management literature as well as medical
educational change literature will be addressed. Finally, the differences between
linear and complex processes will be shortly discussed, followed by the outline of
the separate research papers of this thesis.
Context of undergraduate medical curricula in the Netherlands
In the Netherlands, undergraduate medical curricula have to align to what is
called ‘Raamplan 2009’4 (soon updated), also known as ‘the Dutch blueprint’ for
undergraduate medical education. The blueprint is developed by the Netherlands
Federation of University medical centers (NFU), in which all university medical
centers in the Netherlands are represented. In this blueprint, the required competency (knowledge, skills and attitudes) levels of students at the end of their
undergraduate training are determined, following the Canadian Medical Education Directives for Specialists (CanMEDS) model. Medical schools have considerable amounts of freedom in how they are going to facilitate students to reach
these competency levels within their curricula. Therefore, in the Netherlands,
the undergraduate medical curricula differ in their curriculum design, underlying
educational philosophies and use of teaching and learning methods.
Prescribed by law, all Dutch undergraduate medical curricula exist of six
years. These six years are divided in a Bachelor and Master phase, in line with the
European agreements of the Bologna declaration.5 Generally speaking, the first
three years (Bachelor phase) focus predominantly on gaining a firm base of basic
science and medical knowledge, and the development of competencies. In this
phase, students will have their first experiences with patients.6 In the last three
years (Master phase) the competency development continues, however training is
now largely clinical.6
In this thesis, the focus is on (major) change processes in the Bachelor
phase of undergraduate medical curricula.
Curriculum change
Medical curriculum changes are recurring, high-stake undertakings at medical schools. Reasons for change vary per institute, however, political changes,
changes in medical knowledge and health care practices, societal needs and
expectations regarding healthcare professionals, as well as advancements in our
understanding of teaching and learning, usually play a central role.7 A particular

9

Chapter 1

driving force in the Netherlands is also the national blueprint, ‘Raamplan’, to
which Dutch undergraduate medical curricula have to align (see former paragraph).4 Furthermore, as the accreditation system in the Netherlands act as major
driving force for curriculum changes in medical schools, most change processes
start from an initiative from higher-management.
Generally speaking, over the years, the Dutch medical schools have made
a shift in their curricula. Traditionally, most curricula were discipline and knowledge oriented, in particular in the Bachelor, using conventional teaching methods
such as lectures, which was followed by clinical skills training in the later years.
Courses were predominantly delivered in silos; each discipline provided its own
educational courses in the curriculum. Nowadays, we see a shift towards more
integrated, competency based curricula in which various clinical and preclinical
specialties provide integrated education.6,29
In this thesis, the focus is on major curriculum changes. In chapter 2, we
defined ‘major curriculum change’ as changes that are not about the yearly, regular adjustments at course level, but are centrally organized, intentionally initiated
change projects that affect the entire curriculum and organization involved in the
curriculum. The ways in which the curriculum and organization will be affected
will of course differ between schools, and is very much dependent of the context
and types of changes that are initiated. Our definition resonates with what other
scholars called ‘curriculum innovations’.8,9 The idea of innovations is that they
generate added value. An innovation does not only concern an idea or concept,
but also the actual translation of an idea into reality.9 In education, this means
that the innovation is reflected in educational practice, and therefore the behavior of the people involved. One speaks about innovation when the new behavior
is embedded in people’s daily routine.9
As van der Klink states: “A characteristic of educational innovation is
that it involves changes that have a major impact on the behavior of teachers
and students and on their intended learning outcomes.” (original in Dutch)8
For example, one could think of changing from a traditional teacher-centered,
discipline-oriented curriculum to an integrated, problem-based-learning (PBL),
and competency-based curriculum. Stated shortly, in such curricula the aim is to
acquire and assess competencies, and stimulate active and collaborative learning.
Teachers from various (pre)clinical disciplines work together to create integrated
courses and materials, using active learning approaches, such as PBL. In PBL-curricula students learn collaboratively with peers, for example in small groups on
realistic patient cases. Such major changes have implications for teachers, as their
role changes more towards being a coach, instead of using frontal, teaching centered methods. Similarly, a change in the behavior of students is expected, since
they will have to take more initiative in their learning, and have to work more
collaboratively with their peers. Additionally, changes are expected in the organi-
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zation, such as the necessity of more alignment between teachers because of the
integration. Furthermore, also the facilities need to be adjusted, such as changing
the learning environments/areas and ICT facilities to facilitate collaborative, and
small-group learning. Finally, also the outer world needs to be informed about
the changes, for instance the hospitals and other health professions domains
where the ‘new’ students are going to work, but also potential, future students.8
As one could see, such major changes are an interesting fusion of very practical
and more fundamental issues that, all together, have to be addressed.
Developments in change management literature and medical educational
change literature
As outlined in the book of Smith and Graetz about the various ‘philosophies of
organizational change’, ideas and conceptions about change in organizations
have shifted over time.10 For a long time, theorists and practitioners of the ‘traditional’ change agenda perceived change to be a controllable and orderly process,
“a simple case of ‘unfreezing’, ‘moving’ and ‘refreezing’.”10 (p.3) In this perspective,
the charismatic and inspiring leader plays a central role. This is someone who is
able to change the organization with his/her powerful new vision, using strategic
plans to reach the final goal of change.10 In this perspective, change is perceived
to be a predictive, orderly and linear affaire, that could be best approached with
a well-thought plan and change models that describe the right steps to take (e.g.
Kotter’s model of the ‘eight steps to change an organization’11).10 However, other
scholars challenged this perspective. Critique was expressed concerning the assumed linear and predictable nature of change processes, and the underestimation of the human factor in organizational change processes.10 Should the reality
of change not be considered to be a fuzzy, hardly predictable, emerging and
complex process in which intangible factors such as interacting systems, humans
and organizational cultures play an important role?10 Although the rational perspective was considered to be a useful, initial guide for enacting change, a more
comprehensive, holistic view on change processes became advocated, in which
the incorporation of other change perspectives (such as the political, cultural,
systems and psychological perspectives) was emphasized.10 “It is the interplay
between different perspectives that helps one gain a more comprehensive understanding of organizational life, because any one theoretical perspective invariably
offers only a partial account of a complex phenomenon.”12 (p.510)
Although the amount of literature about change processes in medical
schools is less extensive, a variety of perspectives is recognizable throughout the
publications. Some scholars use a more practical approach to change processes,
reflected in providing handbooks for change,13 and the “twelve tips” for curriculum renewal in which Kotter’s eight steps are emphasized.3 On the other hand,
also more complex, comprehensive views on change processes are reflected. One

11

Chapter 1

prominent publication about curriculum changes in medical schools in which this
complexity is recognized, is the review of Bland et al.1 In this paper, the main
success factors for bringing about change in (medical) curricula were described.
The authors emphasized the leader as a central person in the change process,
and additionally described other features that are of importance for successful
curriculum change; among which, communication, mission and vision, resource
allocation, politics, a cooperative climate, and human resource development.1
With their review, they show the broad range of aspects that medical schools and particularly the leaders of the change process - need to take into account
to bring about curriculum changes. In their conclusion, they “wholeheartedly
agree with Krackov and Mennin’s characterization of the innovation process as
a ‘‘complex interaction among many elements.’’1 Indeed, more recently, Mennin
and other scholars started explicitly elaborating on complexity as a perspective to
look at medical education,14,15 and its curriculum change processes.16,17
Linear and complex processes
Linear processes assume a certain degree of regularity in which similar outcomes
could be expected when the process is repeated. In linear processes, the predictability of outcomes is rather high,18 as there is usually a relatively simple formula
behind these processes in which A+B leads to C.14 Common examples are piecing
together a jigsaw, following a cookbook recipe, and a thermostat that regulates
the temperature.14 In organizational change processes, a linear, project-based
approach is suggested when both the goal of a change process, and the way to
go, is clear.19 If this is not the case, which is usually the case with major change
processes, project-based approached are not going to work, as they do not take
the dynamics of more complex processes into account, that ask for more flexible
approaches.19
In contrast to linear processes, complex processes suffer from low predictability. This low predictability is caused by the fact that numerous (potentially
unlimited) variables are interacting together, creating a situation that is constantly
subject to change.16 In institutions like medical schools, these interacting variables
could be the various people (e.g. teachers, deans, students, educational scientists, and secretary staff), from various backgrounds and contexts (e.g. hospital,
research departments, educational support units), organizational structures (e.g.
formal curriculum committees, rules and regulations) and objects (buildings,
rooms, schedules, books and technology) involved in curriculum changes. Within
these interactions, the process and curriculum emerge.16 Therefore, while in
linear processes the whole equals the sum of the parts, in complex processes the
whole is more than just the sum of the parts.14 These more complex processes
call for adaptability and flexibility, in which change leaders rely on various change
perspectives and approaches.10
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Scholars and change practitioners emphasize that linear approaches
usually fall short in organizational change processes,10 but often these linear
approaches are still embraced.10,20,21 According to Hawick et al., the reason why
change processes in medical schools are so challenging, might be because “medical curriculum reform is often seen as linear but yet medical curricula themselves
are complex and messy.”17 (p.337) In this thesis, complexity is perceived to be a
paradigm,18 a way of thinking and therefore a lens through which one perceives
the organizational world and its processes.20 In adopting this complexity lens,
we look at the curriculum change processes as dynamic, non-linear unfolding
processes, in which medical schools and related hospital(s) are perceived to be
complex adaptive systems (that in itself again exist of other, numerus amounts of
smaller adaptive systems). Complex adaptive systems (CAS), big or small, consist
of multiple people that function together, and whose actions are interconnected.18 A hospital and medical school for example exist of multiple smaller CAS,
such as administrative, health, research, and educational departments, all kinds
of committees, student cohorts and teachers belonging to a particular course.
Usually the people in one CAS have multiple connections, and/or also belong to
other CAS. Therefore, in curriculum change processes, a multitude of stakeholders need to work together, and the new curriculum, ultimately, emerges from
these interactions.16,20
Outline of studies
From the outline provided above it becomes clear that the leader plays a central
role in (curriculum) change processes. Although much is written about these
change leaders and what they are expected to do, not so much is written about
how they perceive these curriculum change processes themselves. There is a body
of literature studying leadership roles in medical education,22,23 however, little
research has focused on these leaders’ roles in curriculum change processes and
how these leaders enact and direct undergraduate medical curriculum change.
Furthermore, the studies available, have predominantly been conducted at single
medical schools,22-25 and were not focused on major changes. Therefore, in
Chapter 2, we dive into the individual perspective of change leaders who lead or
led a major undergraduate medical curriculum change process in their institute,
including all 8 medical schools in the Netherlands. This chapter addresses the
research question: How do curriculum change leaders conceive of the process of
enacting change, and what strategies do they rely on to succeed in their efforts?
Using interviews, we explore their unique experiences in bringing about change
and we summarize their main challenges and strategies.
Due to the level of complexity, we explore these change processes from
different angles. In addition to knowing what is said about the processes, we are
also interested in better understanding how people talk about these processes.
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Therefore, in Chapter 3, we use a novel analysis method in medical education,
called Membership Categorization Analysis. In this chapter, we explore the same
data as presented in Chapter 2, this time analyzing the change leaders’ discourse
about one particular stakeholder group: educational scientists, who are working
in educational departments within a medical school.26 This chapter addresses the
research question: How do change leaders represent and talk about educational
scientists in an interview about a major curriculum change process? By conducting a Membership Categorization Analysis we explore how change leaders refer
to educational scientists (use of category terms) and what they say about them
(predicates) in relation to the change process.
In Chapter 4 we dive into an important organizational aspect; governance (the means by which decisions in medical curricula are made, implemented
and monitored)2. In medical education journals, critical questions arise to what
extent our change efforts actually result in true, institutionalized, changes in
the curriculum in action.17,27,28 One under-explored aspect that presumably plays
a role in this unsatisfying result, is the role of governance. It is stated that one
of the key mistakes that lead to failed change efforts is focusing on curriculum
change while ignoring the organizational, governance, processes.2 To better
understand the role of governance in undergraduate change efforts, chapter 4
addresses the question: What is the role of governance in the process of translating the original goals, outlines and philosophies of the curriculum into institutionalized curriculum change at micro-level? For this study, we interview teachers,
and we use a relatively new method called Rich Pictures. In three medical schools
in the Netherlands we explore the governance processes, and their consequences
for the actual curriculum outcomes.
In Chapter 5, we bring our perspective on curriculum change processes again to another level. In order to get a better understanding of the role of
context in curriculum change, we explore the challenges of adopting jointly developed learning modules in different medical school across Europe, as part of a
European project on health literacy education. In this study, we interview project
leaders and several local stakeholders of three participating project partners in
Germany, Slovakia and Italy. This chapter addresses the following research question: What are the contextual aspects impacting the adoption of newly developed
learning modules, in health professions curricula in different countries?
In Chapter 6 we provide a summary and discussion of our findings and
their implications for medical curriculum change processes. In addition, strengths
and limitations, and recommendations for future research are discussed.
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CHAPTER 2
Navigating the Complexities of
Undergraduate Medical Curriculum Change:
Change Leaders’ Perspectives

Chapter 2

Abstract
Purpose
Changing an undergraduate medical curriculum is a recurring, high-stakes undertaking at medical schools. This study aimed to explore how people leading major
curriculum changes conceived of the process of enacting change and the strategies they relied on to succeed in their efforts.
Method
The first author individually interviewed nine leaders who were leading or had led
the most recent undergraduate curriculum change in one of the eight medical
schools in the Netherlands. Interviews were between December 2015 and April
2016, using a semi-structured interview format. Data analysis occurred concurrently with data collection, with themes being constructed inductively from the
data.
Results
Leaders conceived of curriculum change as a dynamic, complex process. They
described three major challenges they had to deal with while navigating this process: the large number of stakeholders championing a multitude of perspectives,
dealing with resistance, and steering the change process. Additionally, strategies
for addressing these challenges were described. The authors identified an underlying principle informing the work of these leaders: being and remaining aware
of emerging situations, and carefully constructing strategies for ensuring the
intended outcomes were reached and contributed to the progress of the change
process.
Discussion
This empirical, descriptive study enriches the understanding of how institutional leaders navigate the complexities of major medical curriculum changes. The
insights serve as a foundation for training and coaching future change leaders. To
broaden the understanding of curriculum change processes, future studies could
investigate the processes through alternative stakeholder perspectives.
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Introduction
Renewing an undergraduate medical curriculum is a regularly recurring process
at medical schools around the world. Enacting curriculum change is a complex
endeavor1 involving multiple organizational structures (e.g., university and affiliated hospital(s)), each housing multiple departments and a variety of staff, faculty
members, and doctors in training.1 Curriculum change thus involves many stakeholders, all with a uniquely vested interest in the new curriculum.2 Successfully
spearheading such a complex process requires strong leadership skills. Although
there is a body of literature studying leadership roles in medical education, little
research has focused on these leaders’ roles in curriculum change processes.3,4
Little scholarly attention has been paid to how institutional leaders enact and
direct undergraduate medical curriculum change processes. This leadership work
requires much more research attention because curriculum reform is a highstakes undertaking, requiring significant human and financial resources. Curriculum change leaders must be adequately prepared to overcome the challenges
they will inevitably face. If we knew more about the processes and the techniques
that leaders employed to overcome these challenges, we could better support
future leaders to successfully bring about curriculum change.
Three bodies of literature that can underpin investigations of the challenges related to medical school curriculum change are complexity theory (to
understand the multifaceted nature of the processes and contexts in which
change occurs)5–7; organizational change literature (to investigate the tools used
to enact change)8; and within this organizational change literature, the literature
on change leadership (to understand the role of the individual who is leading
and managing the change process).9–14 Although all three subjects can inform
research into curriculum change, we are interested in better understanding the
complexity of medical curriculum change from the leader’s perspective, exploring
how that individual navigates this complex context and deals with change-related
challenges. Thus, we build on the change leadership literature.
This literature emphasizes the role of change leaders in bringing about
organizational change.9–14 We define a change leader as the individual primarily
responsible for renewing or significantly changing an undergraduate medical
curriculum. A limited amount of medical education research directed specifically
at studying change leaders is available. Bland et al9 state that leaders of medical
curriculum change fulfill a critical role because they “control or substantially influence nearly all the other features essential for success.”(p.592) They identify important change leadership behaviors as including “assertive participative and cultural/
value-influencing behaviors, to be ‘flexible,’ to view the organization through a
variety of perceptual frames and to mobilize others to maintain the change momentum.”9 (p.580)
Recent empirical studies about change leaders in medical education
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have predominantly been conducted at single medical schools3,4,15,16 and were
not focused on major undergraduate program revisions. To gain a better understanding of the challenges faced by leaders across different institutions, our study
focuses on insights from curriculum change leaders at multiple medical schools.
We wanted to know how curriculum change leaders conceive of the process of
enacting change, and the strategies they relied on to succeed in their efforts.
Method
Participants
Study participants were individuals who were currently leading or had recently
led a major undergraduate medical curriculum change process in one of the eight
university medical centers (UMCs) in the Netherlands. (These are, in alphabetic
order: AMC [Amsterdam], Erasmus MC Rotterdam], LUMC [Leiden], Maastricht
UMC+ [Maastricht], Radboudumc [Nijmegen], UMCG [Groningen], UMCU
[Utrecht], and VUmc [Amsterdam]. Each school accepts an average amount of
~400 students annually.) We define “major curriculum change” as changes that
were not about the yearly, regular adjustments at course level, but were centrally
organized, intentionally initiated change projects that affected the entire curriculum and organization involved in the curriculum. Seven UMCs reported having
one individual in this position, and one UMC reported having two individuals in
this lead position. Thus, our study is based on data from nine participants, representing all eight UMCs. For timelines of the change processes, see Figure 1 and
Table 1.

start, first ideas/plans
for new curriculum

designing/outlining > preparing/developing

running current curriculum (last time year 1)

implementation new
curriculum at the start of
academic year

first time running new curriculum year 1
(in most cases they start with year 1,
next year with year 2, etc.
‘old’ curriculum is fading out per year

Figure 1. Schematic timeline of most of the curriculum change processes at eight university
medical centers, from a study of leaders’ perspectives on undergraduate medical curriculum
change, the Netherlands, December 2015–April 2016.
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Table 1. Timeline Information About the Curriculum Change Processes of All Eight University Medical Centers, From a Study of Leaders’ Perspectives on Undergraduate Medical Currich.2
tabel
1 The Netherlands, December 2015 – April 2016
ulum
Change,

University
medical center
(random)

Start of the process; ﬁrst plans /
ideas about new curriculum

Actual implementa>on of new
curriculum (ﬁrst year)a at the start
of academic year (September)

A

First half of 2013

September 2016

B

Second half of 2009

September 2012

C

First half of 2013

September 2014

D

First half of 2009

September 2011

E

Second half of 2012

Not applicableb

F

Second half of 2012

September 2015

G

First half of 2014

September 2015

H

First half of 2012

September 2015

a
Usually most university medical centers first implement year 1, next academic year they
implement year 2, etc.
b
Exception, no central implementation; several sub-projects are and will be implemented.

Within each institute in the Netherlands there are different organizational structures and different names and responsibilities for people in similar or comparable
positions, which are summarized in Figure 2.
Each UMC in the Netherlands is governed by a board of directors. On the
board, the dean is responsible for research and the undergraduate and postgraduate health professions curricula. At most institutes, hierarchically positioned
under the dean, the associate dean of education is responsible for overseeing the
health professions curricula as a whole. On behalf of the dean, most institutes
have a program director being responsible for further executing and overseeing the undergraduate medical curriculum. Below this position, there are - at a
more daily, executive level - usually two coordinators who are responsible for the
content, quality assurance, and coherence of one of two parts of the medical
curriculum; the bachelor’s coordinator (first three preclinical years undergraduate
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medical program), and master’s coordinator (last three clinical years undergraduate medical program).
Four participants fulfilled the change leading role within or in addition to
their job as program director, and three as bachelor’s coordinator. The remaining
two participants were professors in the medical education curriculum who did

Board of Directors
responsible for governing the UMC
Dean - Research & Education
responsible for research and education (all undergraduate
and postgraduate health professions curricula)
Associate Dean of Education
on behalf of the Dean, responsible for (all) undergraduate
and postgraduate health professions curricula

Program director
responsible for the undergraduate medical curriculum
Bachelor coordinator a
responsible for the bachelor curriculum (first three
years) of the undergraduate medical program
Responsible for the master curriculum (last three years) of the undergraduate
medical program most medical schools have a Master coordinator.

a

Figure 2. Schematic overview of hierarchical structure at eight university medical centers,
from a study of leaders’ perspectives on undergraduate medical curriculum change, the
Netherlands, December 2015 - April 2016. Most participants were in the last two positions. Exact names of functions and responsibilities will vary across institutes.
Abbreviation: UMC indicates university medical center.
a
Responsible for the master’s curriculum (last three years) of the undergraduate medical
program. Most medical schools have a master’s coordinator.
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not fulfill a formal position as outlined above but were asked to lead the curriculum change. In all cases, participants were appointed by the dean or the associate
dean of education to lead the school’s curriculum change process, and so were
accountable to the dean or associate dean. All participants (eight males, one female) had substantial experience - in various positions - within medical education
and the medical school, and were still or had been in leading positions in preclinical, clinical, or research departments.
Data collection
Working from a constructivist orientation,17 one researcher (F.V.) conducted
individual face-to-face interviews between December 2015 and April 2016.
Three pilot interviews took place with other health professions curriculum change
participants (i.e., individuals outside our target population) to refine the interview
protocol. The protocol consisted of four parts. The interviews started with two
visualizing prompts. The first was a short drawing exercise about how leaders
visualized the curriculum change. Second, participants were asked to choose 1
photo card from 52 “briefing cards”18 that resonated with their feelings about
their curriculum change experience. These visual techniques encouraged participants to recall professional and personal experiences with curriculum change. The
third part of the interview followed a semi-structured interview protocol exploring
participants’ perceptions of the change process and context (e.g., involvement of
stakeholders, challenges experienced, accelerators and decelerators of the process) and the leaders’ experiences as leader of the curriculum change effort (e.g.,
preparation, personal drives, support, lessons learned). In the fourth part of the
interview, participants were asked to select another photo card that depicted the
story of curriculum change; this was used to wrap up the interview. Interviews
lasted 1.5 to 2 hours. All interviews were audio-recorded and rendered anonymous in the transcription process. The visuals (i.e., drawings and selected cards)
were photographed but were not incorporated into the analysis for this study.
They were simply meant as a prompt for the conversation rather than additional
research material. To give readers an impression of the type of pictures chosen
and the accompanying explanations, see Appendix 1 (page 36).
Data analysis
We employed qualitative content analysis, which has been described as a:
“dynamic form of analysis (…) oriented towards summarizing the informational contents of that data.”19 (p.338) Data analysis occurred concurrently with data
collection, with themes being constructed inductively from the data, resulting in
a detailed descriptive summary19 of participants’ conceptions of the process of
curriculum change and their strategies for successfully carrying-out that change.
Data analysis began with three members of our research team (F.V.,
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H.D., and A.J.) discussing each transcript after the interview. Once all data were
collected, four researchers (F.V., L.V., H.D., and A.J.) participated in several team
discussions and constructed an initial set of data themes, which were used as
starting point for coding the data in Atlas.ti software, version 7 (ATLAS.ti Scientific Software Development GmbH, Berlin). One team member (F.V.) led the coding
process, and regularly discussed the evolving ideas and changes to the coding
structure with two of others (H.D. and A.J.), who also reviewed data samples and
contributed to refining themes and interrelations. These meetings were systematic checks to ensure accuracy and to reach agreement. Because the interviews
were conducted in Dutch, one of us (L.V.) was not able to participate in the
coding of the raw data. To reach agreement with the whole team, we held regular team meetings to discuss the process and our evolving interpretations. We
especially relied on L.V.’s input (e.g., asking questions about the code definitions
and their scope of inclusion; about possible connections between codes, etc.) to
link individual codes into major, overarching themes. Throughout the entire process, the lead researcher (F.V.) noted developing reflections and analysis memos.
These notes were reviewed and vetted during team discussions. One researcher
(E.H.) joined the team at this later stage and reviewed the coding processes and
analyses. To enhance the trustworthiness of our interpretations, E.H. read the
transcripts and helped refine the codes and overarching themes.
Team composition
The research team consisted of one junior (F.V.) and four senior researchers in
medical education (L.V., E.H., H.D., A.J.). One (F.V.) has a background in social
psychology and was trained by L.V. in the techniques and processes of conducting research interviews. One (L.V.) is an associate professor and an experienced
qualitative researcher in the health professions education domain. One (E.H.)
is an elderly care physician and medical educator with expertise in qualitative
research. One (H.D.) is a senior educationalist chairing a task group on education
innovation during a major curriculum change process, and one (A.J.) is a professor in health professions education.
Translations
Portions of each transcribe were translated to English by one of our team (F.V.).
Two researchers (E.H. and A.J.) reviewed the translations to confirm these. In case
of doubt, a bilingual colleague was consulted. When working with quotes used
in the report, one team member (L.V., a native English speaker) edited the manuscript several times, checking and offering suggested changes to the text including the quotes. One of us (F.V.) always verified these changes to ensure that the
new phrasings accurately reflected the original Dutch transcripts.
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Results
To support anonymity, all participants are referred to in the masculine gender.
Illustrative quotations are attributed by respondent number.
Participants described curriculum change as a dynamic, complex process involving
many interacting factors. As one participant stated when describing the picture
he chose of a railroad crossing: “[This card] shows the complexity of the process;
very many things need to converge to lead to something” (R5) (see Appendix 1,
page 36). Participants reported that the experience of enacting change was challenging. Participants experienced curriculum change as a collaborative exercise in
which a lot of information had to be processed and decisions had to be made at
many levels and via various channels.
We identified three core challenges faced by all participants, and several associated strategies for resolution. The central challenge was dealing with a large and
diverse groups of stakeholders. The other two challenges were contending with
stakeholders’ resistance, and steering the change process. Participants mentioned
other challenges, but did not describe strategies for addressing those challenges.
Therefore, these other challenges are not described in this report.
Challenge 1: Dealing with a large group of diverse stakeholders
Participants described curriculum change as a collaborative exercise; however,
dealing with the large and diverse groups of stakeholders (e.g., administrative
staff, educationalists, students, teachers, department heads, internal committees,
and board members) was challenging. These stakeholders had different backgrounds and represented different parts of the organization, each having a stake
in the process at different times. Stakeholders had different perspectives regarding the medical curriculum and the process of enacting change. Interweaving
these perspectives was a challenge the leaders needed to face:
“Curriculum change is a power play in which many people (…) think
from their own specific expertise. Of course that is very good, however,
at some point decisions have to be made and you have to interweave
that; not everything one wants is possible (...) The challenge is trying
to bring people from various backgrounds together, trying to motivate
them to make one, joint product.” (R4)
Participants employed different strategies to get stakeholders on board with their
vision for change. For instance, gaining explicit support of the associate dean,
dean, and/or board for their proposals was, for some participants, a necessary
precondition for curriculum change:
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“As always (…) the Board of Directors needs to take a stance, otherwise
nothing happens (…) Getting the organization with you starts with the
Board of Directors. They have to fully support it, otherwise you can really forget it. They have to speak out loud (…) to the entire organization
that: a) they think that it is important that this happens, and b) if the
blueprint1 is ready, that they fully support that this is their blueprint. And
not my blueprint.” (R5)
Participants emphasized needing the teaching staff, the largest stakeholder
group, on board with the curriculum change plans. Some stated that only the
core group of teaching staff already numbered 100 to 200 people. Participants
developed strategies for including the teaching staff (either hospital-based clinical
teachers or basic science teachers) at an early stage in the change timeline, by
informing these stakeholders about change ideas and progress:
“I thought that was important to do, because you don’t want to drop
it like a bomb in the hospital, because then it will not land very well.
You have to talk with everybody (…) Continuously informing people,
checking whether everything is still ok. I think that is the most important.” (R6)
Participants organized meetings, created websites, and wrote newsletters in their
efforts to keep stakeholders informed. Some emphasized deliberately addressing
individual stakeholder groups with tailor-made approaches:
“For students I had a different story compared to the formal exam and
educational committees, and again another story for coordinators, as
well as for teachers. With the idea: communication should be focused
on the target group, otherwise it does not work well.” (R7)
Creating opportunities for stakeholders to participate early on in the curriculum
change process was another strategy leaders employed. Participants talked about
organizing large-scale activities to generate discussions about initial plans including, for instance, public discussion meetings (with as many as 150 people in attendance). Early inclusion served two aims: collecting input to build on stakeholder knowledge, and encouraging their committed buy-in. At a later stage, during
1
A blueprint is a document outlining the new curriculum on paper. Many schools created a blueprint to map out
the ideas and create discussion with stakeholders about what the new curriculum should look like. In many cases it
was seen that designing the blueprint of the new curriculum formed an essential part of the change process. After
agreement on the final blueprint, the document served as an important guide for actual development and implementation of the new curriculum.
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actual development of the new curriculum, small-scale engagement efforts were
implemented, such as working groups with a deliberate mix of people to stimulate input from multiple perspectives:
“Each working group consisted of people who really had to deal with
[the curriculum] in practice (…) [A] mix of coordinators, teachers and
students. And if necessary, people from the organization: educationalists, assessment-experts (…) who delivered input from that perspective.
Well, and finally, consensus was there.” (R7)
As a final strategy, some leaders acted as facilitators of the curriculum change
process, explicitly harnessing stakeholders’ expertise and perspectives by leaving curriculum content discussions to the professionals. In addition to engaging
people in the change process, this strategy helped prevent, or at least diminish,
resistance to change.
Challenge 2: Dealing with resistance
When dealing with stakeholders, participants had to contend with resistance.
Resistance was triggered by stakeholder’s concerns or disagreements about the
new curriculum’s directions or the change process. More specifically, stakeholder
discontent was related to many issues, including concerns about educational jobs,
worries about the quality of the new curriculum, and concerns about whether
the professions were sufficiently reflected in the new program. Participants managed this opposition proactively by anticipating resistance, and in the moment by
actively dealing with resistance.
Anticipating resistance
Participants tried to anticipate resistance as they were cognizant of the negative effects such discontent could have on the change process. Some described
including the “disruptive individuals,” the “utterly conservative people,” and
the “naysayers” early on in the change process. This strategy was expected to
mitigate potential future opposition from those individuals, but was also used to
profit from their critical voices:
“I choose [to engage] people who dare to challenge me, otherwise it
does not help me.” (R1)
To retain the buy-in of resisting stakeholders, leaders used strategies similar to
those they relied on to get people on board originally. For instance, in anticipation of resistance, participants sought consensus around specific elements of the
curriculum change process (e.g., the new curriculum’s blueprint, or the founda-
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tion principles shaping the new curriculum). The change leaders achieved this by
creating early engagement opportunities and continuous communication with
stakeholders. Consensus-building seemed to work as a method to increase buyin, thus diminishing future resistance.
Addressing resistance
Despite efforts to anticipate resistance, participants described facing both direct
and indirect resistance from stakeholders. Direct resistance came from those who
were opposed to curriculum change ideas and decisions. Strategies for managing
this resistance involved seeking dialogue with resistors via one-on-one dialogue;
listening carefully to their reasons for resistance; and negotiating to a compromise:
“I will talk to these people, to better explain it. To show: this is the idea
behind it. “Come (…) try to think along, because this is what we are
going to do. However, if we have to adjust a bit, then we will certainly
do that (…) I need you in a way that is realistic, so if I go right, and you
will, by definition, go to the left, we are not going to make it. So I ask
you to come along with me a bit.” Well, and that works very well most
of the time.” (R6).
Some leaders also faced indirect resistance. This resistance was less visible,
described as “hidden counter-forces and a mobilizing undercurrent” (R3). In
such situations, people were kind to the change leader in person but “they were
cheerfully knocking my feet out from under me” (R3) when he was not present.
This indirect resistance also manifested itself when stakeholders bypassed the
leader and took their complaints directly to the dean.
When talking and negotiating did not work and resistance truly hampered the
change progress, the change leader employed more aggressive strategies. One
participant described strategically realigning a situation to his benefit by shifting
the context in which resistant individuals were confronted so that those resistors
could not publicly hinder the progress of change. In addition, some participants
described moving resistors to the sidelines or out of the change process entirely.
Another recurring strategy was to fuel the process by including young and new
faculty. As one said:
“A few times I have dismissed people from their position who hindered
the process, including an [educational committee],(…) they were merely
delaying (…) We established a new committee, a generation “underneath” the former, let’s say, who had a different perspective on educa-
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tion (…) And from that moment on, it started running.” (R7)
Finally, some participants sought support from the associate dean, dean, and/
or board to overcome resistance. Sometimes these higher-level leaders acted
as sounding boards to think through ways of tackling specific problems, or as
authorities who could impose their will upon resistors. The importance of the
dean or associate dean was also evident when his or her support for the change
process was not perceived to be helpful by participants (e.g., conflicting beliefs
on how to approach resistors), or was not present at al. For example, one participant felt that the associate dean undermined his plans and decisions immediately
when critiques were expressed by members of the organization:
“There had to be only one person screaming “BOOOO!!” and everything had to change again.” (R3)
Although the lack of support was hard to solve, participants described dealing
with unsupportive leadership by strategically choosing whether or not to involve
the associate dean or dean.
Challenge 3: Steering the change process
The third challenge participants faced had to do with difficulties related to
steering the change process. The steering process was difficult because the route
to the desired curriculum changed and the precise end-goal of the change was
often evolving throughout the curriculum change process:
“I also don’t know exactly where this is going or how it has to be done.
However, I do have something in mind and that is approximately the
margin, and then you have to navigate (…) I mean, that is part of the
process, it is not a predetermined route (…) I know roughly where I
want to go to, and [that] is of course getting more concrete (…) I mean,
right now I know that more precisely than a year ago. With that uncertainty I have to be able to live.” (R5)
Additionally, participants struggled with the need to find a balance between being responsible for the process and therefore actively willing to direct the change
process, and at the same time providing enough freedom to stakeholders for
them to direct change and so feel invested in the success of the process. Safeguarding a good process in the organization was emphasized to be important:
“I hope people did not experience me as too decisive (…) That you have
given enough room to everyone, I hope I did that (...) People may feel
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insufficiently listened to. I hope not (…) I wish people have experienced
[enough room]. [That is important] because that benefits the process.
If you have the idea that I push something through, while somebody
might have come up with a very good idea, then that is not good for
the process.” (R4)
The strategies participants employed for directing the curriculum change process
included selecting the “right” people to work together:
“What you are constantly doing is bringing those people together that
will make things happen.” (R1).
The “right” people were, for example, those who could collaborate with the
same enthusiasm for the new curriculum, and those with new and fresh ideas.
Given this focus on the power of bringing the right people together, some participants spent considerable time investing in relationships:
“I know my teachers and I’m consciously looking for young talent. I ask
for suggestions from department heads, then I get a list of names of
young staff or newly appointed professors with whom I’m scheduling
an appointment. So I just have a list available of young talent, as well
as emeriti and senior teachers (…) [When] we have to develop the new
program I know exactly who I need.” (R1)
Another strategy participants used was making sure to have an overview of the
change processes:
“[The challenge is related to] creating commitment, retaining commitment, and monitoring the process (…) We have to monitor that the old
curriculum is not secretly returning in disguise. We want to get signals if
the development drifts away from what was actually intended.” (R9)
Participants sought to be attuned to the development of new curriculum content
and to the organization’s changing processes. In relation to curriculum content,
regular “alignment sessions” were organized between the leader, the curriculum
change team members, and various working groups to ensure a coherent curriculum. To stay up to date about the changing processes in the organization, leaders
kept “feelers” out at all levels of the organization, talking regularly with people
and committees, listening carefully for signals of problems or resistance:
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“I think, getting insensitive to signals from the organization is the greatest danger because you are so busy with getting the organization on
the move to reach September (…) You always have to keep on listening
carefully (…) If you don’t do that you will go blindly in the wrong direction. You need to be willing to keep on adjusting, while still having the
final goal in mind.” (R5)
Managing challenges and implementing strategies strategically
Change leaders relied on several strategies to bring about curriculum change.
While we described the challenges separately, in reality they interacted, taking
place simultaneously, along with multiple other emerging issues.
In managing this complex and continually evolving process of leading
curriculum change, the leaders needed to remain aware of what was going on
across stakeholders and the change processes. Creating this awareness of evolving situations and individuals’ reactions enabled leaders to modify their strategies
to suit changing circumstances:
“You have to be aware that a lot more can be playing a part than you
possibly think if you only think very(…) let’s say systemically from A to
B, like process-based. Sometimes things (…) do not work because you
apparently did not push the right button (…) If it does not go well you
have to say “and now we are going set things right.”(…) However, the
situation determines how much space you have to give freedom or that
you have to be more direct [and make decisions] (…) Flexibility is, in any
event, important in this kind of large organization.” (R2)
Discussion
In this study, we developed an understanding of how change leaders conceive
of the process of enacting curriculum change and the strategies they relied on to
succeed in their efforts. These leaders talked about curriculum change as a complex process, fraught with several challenges. Three challenges of particular note
were dealing with the large and diverse groups of stakeholders; contending with
resistance; and steering the change process. To manage these challenges leaders relied on several different strategies. To successfully apply these strategies,
change leaders tried to remain aware of the evolving contextual situations and
adapted their strategies accordingly to bring about curriculum change.
Our empirical study - conducted across all eight university medical
centers in the Netherlands - supports and extends the idea that the process of
curriculum change does not unfold as a linear, orderly, and predictable process.8
Instead, enacting curriculum change in a medical school and its affiliated hospitals is an emerging, complex process. Our study enhances the work of Bland et
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al.9 about how to succeed with medical curriculum change by providing a more
detailed, empirical description of the main challenges faced by change leaders
and the strategies they harnessed to deal with it.
We found that central to the process of navigating the complexities of
major curriculum change was maintaining awareness of ever-changing contextual
situations. Change leaders used a variety of methods to be aware of what was
going on, to make decisions about what actions to take in response, and who to
involve, at what time, in the process. To make sure the process was going in the
desired direction, change leaders adapted their strategies to meet the demands
of the emerging situations. This is not to say that the entire process was spontaneous, evolving without thoughtfully created plans. Instead, our analysis demonstrated that simply “planning and executing” curriculum change is not how
change is realized. Situations continuously change, requiring the change leader to
maintain situational awareness and to adapt strategies to ensure success.
This aligns with the “reflection strategy” described in change leadership
literature.20 Van de Ven and Sun advocate the reflection strategy for leaders to
bringing about change in organizations, rather than the more favored “action
strategy.” They argue that leaders in organizations are continuously confronted
with changing circumstances and situations that could cause “breakdowns” (i.e.,
situations where what is seen in reality does not align with expectations). This
means that change leaders need to examine whether the faced reality (i.e., the
emerging situation) still fits with their chosen strategies or if they need to adapt
their strategy to align with the new reality. This stands in contrast to the “action
strategy,” where change leaders do not alter their strategies but instead try to
change the reality or the people involved. While the action approach is popular,
it often fails to be effective in the face of the complex contexts of change.20 The
change leaders’ awareness and goal-directed flexibility also resonates with the
concept of “situation awareness.”21,22 Central in this concept is the need for an
ongoing awareness and flexibility in responding to ever-changing, complex situations.
This points towards the importance of change leaders having an awareness of several organizational change perspectives and strategies to enact
change: “It is the interplay between different perspectives that helps one gain a
more comprehensive understanding of organizational life, because any one theoretical perspective invariably offers only a partial account of a complex phenomenon.”23(p.510) To navigate the complex curriculum change processes, reflecting on
and being aware of emerging situations is vital. Carefully adapting one’s broad
repertoire of strategies to increase the probability that the intended outcomes are
reached is an important approach to realize change.
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Strengths and limitations / methodological reflections
Just one researcher (F.V.) conducted all participant interviews. Her novice status
and her position outside all the organizations represented in the study enabled
participants to feel unthreatened in the conversation, supporting a frank and
open dialogue. However, she does not have personal experiences as a change
leader. This limited the scope of her probes, a scope that another interviewer
(e.g., one with more experience enacting change) might have explored. This
debate is inherent to qualitative research; different interviewers will gather different data. In this study, we felt that having an interviewer who was naive to the
challenges of leading major organizational change would support open and rich
conversations in which participants could share their personal thoughts, feelings,
and concerns.
Additionally, there will be a recall bias for people when asked about processes that occurred up to 6 years ago. An advantage, however, might be that
looking back on a process after a while allows for reflection and critical thinking
about what was of utmost importance and what was not.
We chose to examine the process of enacting curriculum change from
the perspective of the change leader; however, equally valuable insights could
be developed by exploring the perspectives of those affected by the curriculum
change (e.g., educators). Studying the change processes with other stakeholders
would enrich our understanding of the complexities of curriculum change and
will be part of our ongoing program of research. While one of the strengths of
our study is the multi-institutional approach, we cannot assume that the findings
will be representative for other medical schools around the world.
Implications
The results of our study could be used in a variety of ways. The insights we
developed could serve as resources for training and coaching future curriculum
change leaders. In a broader sense, our findings might inform change leaders
in other areas related to medical education (e.g., research, healthcare24). The
insights developed through our research should make future curriculum change
leaders more aware of the challenges involved in enacting curriculum change, the
possible strategies to address those challenges, and the importance of their own
reflections and situational awareness while in the process.
Conclusion
The process of enacting medical curriculum change is a complex endeavor in
which change leaders are faced with several challenges. To navigate in this complex process, change leaders rely on several strategies. An important underlying
principle common across these strategies was remaining aware of current and
newly emerging situations in order to make decisions that further the progress of
change.
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Appendix 1
Examples of Pictures Chosen to Elicit Responses About the Curriculum Change
Process and the Corresponding Explanations, From a Study of Leaders’ Perspectives on Undergraduate Medical Curriculum Change at Eight University Medical
Centers, The Netherlands, December 2015–April 2016
(the visual representation of the appendix is adjusted for this thesis)

“[This card] shows the complexity
of the process; very many things
need to converge to lead to something.”(R5)
“[I chose this picture] because of
connecting the different - also
divergent - visions and wishes of
those involved.” (R4)

“What I see is a group that has
achieved a goal. They absolutely must
have done it together. The view is
beautiful, and when they were at the
bottom, it was not exactly clear what
they could expect on top, however, in
the end, everybody is happy that we
reached the goal. For me, this picture
represents the whole educational organization, so everybody. (…) it was a
hell of a job… but we did it.” (R2)
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“[I chose this card] based
on the idea: people are
put together in a boat and
they have to try together to
get through the turbulent
water.” (R8)

“Well I think you should work really
strategically and tactically, thereby letting the right people knowing the right
things, in the right way, at the right
moment in time. And then, sometimes,
you have to wait to talk. Prepare things
and then show it at the right moment.
This card fits with that.” (R6)
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CHAPTER 3
“My right-hand man” vs. “We barely make use of
them”: change leaders talking about educational
scientists in curriculum change processes.
A Membership Categorization Analysis

Chapter 3

Abstract
Health professions education scholarship units (HPESUs) are increasingly becoming a standard for medical schools worldwide without having much information
about their value and role in actual educational practices, particularly of those
who work in these units, the educational scientists. We conducted a linguistic
analysis, called Membership Categorization Analysis, of interviews with leaders of
recent curriculum changes to explore how they talk about educational scientists
in relation to these processes. The analysis was conducted on previously collected
interview data with nine change leaders of major undergraduate medical curriculum change processes in the Netherlands. We analyzed how change leaders categorize HPESUs and educational scientists (use of category terms) and what they
say about them (predicates). We noticed two ways of categorizing educational
scientists, with observable different predicates. Educational scientists categorized
by their first name were suggested to be closer to the change process, more
involved in decisional practices and positively described, whereas those described
in more generic terms were represented in terms of relatively passive and unspecified activities, were less explicit referenced for their knowledge and expertise
and were predominantly factually or negatively described. This study shows an
ambiguous portrayal of educational scientists by leaders of major curriculum
change processes. Medical schools are challenged to establish medical curricula
in consultation with a large, diverse and interdisciplinary stakeholder group. We
suggest that it is important to invest in interpersonal relationships to strengthen
the internal collaborations and make sure people are aware of each other’s existence and roles in the process of curriculum development.
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Introduction
Health professions education scholarship units (HPESUs),1 are increasingly becoming a standard for medical schools worldwide; however, information about roles
and contributions of their organizational members in actual educational practices is limited. The available literature focuses predominantly on (successes of)
research and scholarship contributions,2-11 whereas, in contrast, the more practical, ‘service’ related roles within the local institutional context (supporting the
advancement of medical programs), remain largely understudied. The continuous
growth of new HPESUs is argued to be evidence of their value in itself,12 and it is
assumed that their members have a role in supporting curricular change processes.13 However little is known about what their value and roles looks like in actual
practices. To start exploring these roles, our study focuses on one particular organizational member of these HPESUs, the educational scientists.
Similar to Varpio et al.,1 we use the name health professions education
scholarship units, noting that various other designations could be found in the
literature, such as department, office, division, center, extra-departmental units,
and other name variations alike.1,9,12,13 What they have in common is that members of these units try to find a balance between delivering a service to their
local, institutional context, and contributing to a broader, international research
agenda.12,14,15 In the scarce body of medical educational literature that touches
upon the more ’service’ related roles, HPESUs and its members are characterized
as valuable resources.10,13 They are considered to be ‘an essential requirement for
any medical school’, having a role as “service providers, helping (…) with aspects
of teaching and learning, advising, providing expertise and offering support.”13
(p.674 and 669)
Within these units Varpio et al. identified three common roles; the
clinician educators, research scientists, and administrative leaders.1 We focus on
the role of research scientists, however, in this article we refer to this group as
educational scientists, as we believe this term resonates better with our setting.
Educational scientists are trained in social and behavioral disciplines like
education, pedagogy and (educational) psychology.1,12,13,15 They usually engage
both in scholarship as well as service activities,1 however, the balance of time
spend on service or scholarship varies per institute.10 In contrast to those ‘delivering’ the curriculum, i.e. teachers with (pre)clinical curriculum-content knowledge,
educational scientists have specific knowledge about what a medical curriculum
should look like in terms of didactics, teaching methods, assessment and other
educational aspects. However, apart from the assumed value, we do not know
much about the involvement of such educational scientists, specifically during
curriculum change processes.
In an earlier study, we interviewed change leaders responsible for the enactment of a major undergraduate medical curriculum change process. We found
that dealing with a large and diverse group of stakeholders involved was one of
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the main challenges.16 While working with these data we got interested by the
language used by the change leaders when describing collaborations during the
change process, specifically when talking about the group of educational scientists. Combined with anecdotal evidence, at least within the Netherlands, suggesting that educational scientists hold ambivalent positions in medical schools,
we decided to explore this in more detail. Therefore, to get a better insight
into the roles and conceptions of educational scientists within HPESUs during a
curriculum change process, we conducted a linguistic analysis on the previously
collected interview data.16
In this study we wanted to better understand how educational scientists
are perceived by change leaders, addressing the question how change leaders
represent and talk about educational scientists in an interview about a major
curriculum change process. To reach our goal, we used a novel method in medical educational literature, called Membership Categorization Analysis. A closer,
detailed, look at language used by those leading the change process provides
insight into how they represent educational scientists in the context of curriculum
changes, and how leaders – by doing so – construct a specific social reality. The
value of such an analysis is that it reveals their assumptions about educational
scientists as social actors in this particular process.17
The language people use is a way of representing the world the speaker
lives in. Language provides people with methods – such as words, phrases and
intonations - by which they construct their realities. For example, by presenting something as a fact (e.g. ‘it is a pleasant hospital’) we construct a different
reality than by representing it as an opinion (e.g. ‘I find it a pleasant hospital’).
Also, we can choose to present an event as ordinary or as exceptional, and in a
similar manner, a person can be referred to in different ways (e.g. ‘this man’, ‘my
brother’, ‘the doctor’, ‘he’) each of which establishes a different version of reality.
Linguistic choices are methods by which we bring about different realities.18-20 In
this study we use language, and in particular the linguistic means for categorizing
persons, as a lens to deepen our understanding of how people conceptualize
others in relation to themselves and the processes in which they are involved.
Method
The Dutch Association for Medical Education (NVMO) ethical review board approved this study (number: 592).
Participants
Nine change leaders who lead or led the most recent major undergraduate
medical curriculum change processes in one of the eight University Medical
Centers (UMCs) in the Netherlands were included in this study. In one institute
two leaders were identified, leading to nine participants (1 female, 8 male). In
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our research, we define ‘major curriculum changes’ as: “changes that [are] not
about the yearly, regular adjustments at course level, but were centrally organized, intentionally initiated change projects that impacted the entire curriculum
and organization involved in the curriculum.”16 (p.1504) Assigned, and delegated by
the Dean/Board of Directors, the change leaders were responsible for the change
process, which distinguishes them from ‘important others members’ in the
change process. They all (had) fulfilled leading positions in (pre)clinical or research
departments, and had been involved in medical education and the medical school
in various positions, for many years.
Design
Our previous publication based on this data showed, among others, that change
leaders faced the challenge of dealing with a large and diverse group of stakeholders,16 of which educational scientists were one. As we were interested in the
language used when referring to educational scientists as a resource in curriculum changes, we conducted a Membership Categorization Analysis on this
previously collected data. The semi-structured, individual face-to-face interviews
were conducted by FV between December 2015 and April 2016, lasting 1.5 to 2
hours. Participants were invited to talk about different themes and topics related
to curriculum change, such as who were important stakeholders for them in the
process to enact change, and how they dealt with them, the accelerators and
decelerators of the process, (personal) challenges and lessons learned. Interviews
were audio-recorded, and subsequently transcribed and anonymized.
Context of educational scientists
In the Netherlands, educational scientists are employed in a HPESU of which
exact names and organizational structures vary depending on the organizational
context to which they are aligned (e.g. some are institutes or departments within
a medical school, others belong to hospital division structures, etc.). However,
overall, the educational scientists have similar roles in doing research and providing services to the local community related to, but not exclusively, didactics,
curriculum design, teaching methods and assessment. With a few exceptions,
these individuals neither teach in the medical program, nor provide patient care.
They are primarily entrusted with the task to support the medical program(s) and
its teaching community as advisors, and/or do research.
Data analysis
Stance and orientation
Linguistic analyses, an umbrella term for studies that analyze language use, focus
on “talk and texts as social practices, and on the resources that are drawn on
to enable those practices.”21 (p.7) Linguistic analyses are constructivist in that they
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assume “that basic assumptions with regard to being, self and the world are constructed by individuals living in a historical and cultural context which is produced
and reproduced by their speech acts.”22 (p.673) This also means that, in line with
Ahearn, we perceive language to be a form of social action, in which “meanings are co-constructed by participants, emergent from particular social interactions.”23 (p.111) Therefore, with language we create and constitute our realities.
In line with Ten Have,18 we take the ethnomethodological perspective
that sees social reality as produced by methods and practices of participants in
that reality. This perspective assumes a continuity between interviewee practices within and outside the interview. Thus interviews reflecting on a reality (the
curriculum change process) as well as that referred reality itself, are part of one
and the same reality. Therefore, we assume a continuum between the language
an interviewee uses to construct representations of educational scientists during
the interviews and ways they interact and collaborate with educational scientists.
Both what and how the respondents say about the educational scientists informs
us about the representations of, as well as the interactions with this group during
the change process.
Suiting our goal to understand how change leaders represent educational scientists and talk about them in the interviews, we conducted a particular linguistic
analysis, called Membership Categorization Analysis.17,18,24 Membership Categorization Analysis (MCA) is an ethnomethodological approach that particularly
focuses on identifying ‘categories’ speakers use to make sense of others and
themselves in social interactions in our daily lives (for examples see analytical
procedure below).17,18,24 When people describe others, they use categories, and
by using categories, and so called category-bound predicates (statements about/
related to the person one is referring to), we show that we recognize people “as
certain sorts of people”.24 (p.1) It is suggested that “categories store ‘a great deal of
the knowledge that members of a society have about the society’25 … Each category carries a different set of category-bound activities, predicates, or rights and
obligations that are expectable for an incumbent of that category to perform or
possess.17 (p.282) Thus, using categories is an important resource for people in their
dealing with each other, and since language is one of the primary ways we ‘deal’
with each other, MCA focuses on language use in naturally occurring speech,
such as conversations and speeches, but also written pieces of text.24
Analytical procedure
Our first step was to create a so called collection of the interview data we
wanted to analyze.17 This collection consisted of all the category terms referring
to HPESUs, educational scientists and their corresponding predicates. Category
terms are words or word combinations used to refer to someone/a group. As an
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example, ‘educational specialist’, ‘employees of the medical educational department’, and ‘support staff’, are all category terms for potentially the same person/
group. Additionally, a predicate contains the characteristics, actions and activities
ascribed to the person or group (the category term), and therefore provides information about the subject it refers to.24 For example, in the following sentence
‘The supporters’ is the category term, followed by the predicate in italics: ‘The
supporters are all the people who are involved in education but do not teach
themselves’. Together, various category terms could form one category. We
stored the collection of category terms and corresponding predicates in Excel.
This program was also used for further analysis.
As MCA, like various other analyses of qualitative data, starts as an open,
explorative process, two researchers, FV and HD, first made themselves familiar with the data by reading and re-reading, and made observations about the
various category terms and predicates.17 The observations were discussed with
the entire team, having TK as linguistic analysis specialist shaping the process.
Subsequently, more detailed observation rounds led to working hypotheses on
what was said about educational scientists. The hypotheses were further shaped
by team discussions, resulting in the final results presented below.
Reflections
Our interdisciplinary research team consisted of researchers having various
backgrounds, providing a range of different perspectives on the topic of study.
FV, who conducted the interviews, has a background in social psychology, and
is interested in the use of language to construct our worlds. EH is an elderly
care physician, experienced qualitative researcher, and clinical educator. HD is a
senior educational scientist chairing a task group on education innovation during
a major curriculum change process. TK is a professor in language and social
interaction, with expertise in MCA and other linguistic analyses, who guided the
analysis. AJ is a professor in health professions education research and directs
a HPESU, staffing, amongst others, educational scientists. These various positions led us to experience and look at the research subject differently. During
our team discussions, we deliberately built on our diverging perspectives, e.g.
personal experiences with either being part of a group of educational scientists,
or as teachers/leaders working together with educational scientists in curriculum
change processes.
In 8 out of 9 interviews, FV conducted the interviews with participants
from medical schools different from her own school, and had never met them
upfront. Only in her own school, she formally knew the participant, however,
as FV had not been actively involved in the change process in this school they
had never talked before. For the team members AJ and HD this participant
was known, and HD had worked with this person on a regular basis during
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the change process. The participant did not consider this to be a problem and
explained to feel free to speak about the process from his own perspective. In
two other cases AJ and the participants knew each other, however, also in these
cases the participants did not consider this a limitation to speak freely to FV. As
FV carefully anonymized the transcripts, the participants and their institutes were
unrecognizable for the team members.
Translations
The interviews were conducted in Dutch. Therefore, as a Dutch team, we could
all be deeply involved in a rich, in-depth analysis of the data. Having skilled
English writers in our team, we translated some quotes for this article after the
analysis. In case of doubt we consulted a bilingual colleague.
Results
The way HPESUs and educational scientists were mentioned and described varied
across and within the interviews. We will start with the HPESUs, followed by the
use of category terms to refer to educational scientists within these units.
HPESUs
“Educational institute” was the most common category term used to refer to
HPESUs, and in various interviews respondents also used the local name.
For some respondents the “educational world” (P7, P8) was another, and different world compared to what they were used to. Compared to working in a
hospital, the educational institute was described as “a very different world, that
is different from the way you are used to work with each other in the hospital”.
This referred for example to having a more “more gamma-ish” way of looking
at reality, and having “much longer mutual consultation[s]”. (P7). This participant did a master in education to “better understand the scene” and “learn
the language of the people with whom you are going to work, that is a different language and a different way of thinking.” (P7). Another one warned that
educational departments could become an “ivory tower” (P6), a feeling that was
reinforced by the location the educational institute “at the far end of the corner
of the hospital.” (P3)
The use of category terms for educational scientists
We observed two ways of categorizing educational scientists by respondents.
One way, applied by three respondents, was to use person names that explicitly refer to individual persons called by their first name. The another way, and
observed in all interviews, was using more generic category terms which contain
information related to educational scientists’ academic backgrounds and expertise/knowledge (“educational scientist(s)”, “assessment experts”), tasks/functions
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(“people from faculty development”), supportive role (“people who are supportive
in education”, “the supporters”) and their belonging to the educational departments (“people from the educational institute”, “employees of the educational
institute”). Most of the generic category terms were plural, assuming a collection
of people, apart from a small number of exceptions such as “an educational
scientist”.
Hereafter, we will describe these two ways of categorizing in more detail; first providing a general impression of what has been said about the category
term, followed by a description of our observed differences in proximity to the
change process/change leader, and differences in evaluation.
To ensure anonymity, names in the examples are fictitious.
Person name category and the corresponding predicates
When looking more closely to the predicates that respondents related to those
called by name, we saw that much that has been said about these individuals
was rather specific, and explicitly referring to their knowledge and expertise as an
educational scientist, for example:
“That is also Richard’s expertise as educational scientist, he wants to be
more definite about [the route and goals], much more [than I do].” (R3)
“Peter (…) he knows what it should be like with this [particular type of
educational method]. (…) He is leading the way in developing this [particular type of educational method]”] (R6)
Proximity to the process and/or change leader
By calling individuals personally by name change leaders presented these individuals as known to them as persons and as working closely with the change leader.
More specifically, these individuals were also presented as actively engaged in
decisive moments in the change process. They were for example part of a group
of people “where actually the real decisions are made” (R3), or who created the
first draft of the new curriculum:
“David (…) is a senior educational scientist who also played an important role in other curriculum change processes. (…) The [curriculum plan]
was made with the help of David.” (R4)
This proximity was also shown in the expressions such as a specific person being
someone’s “right-hand man” (R3).
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Evaluation
Individuals called by name were consistently positively represented. The respondents explicitly used positive terms when ascribing personal characteristics, such
as in this example representing Peter to be well informed:
“A great educational expert. (…) I really want Peter to be involved
because I know that he has very good ideas, because he knows what is
going on in the world.” (R6)
The only little more critical remark was found in the same case, where educational scientist Peter was described to be part of the change leader’s important stakeholder group, sitting in a boat but not being allowed to row, as he was going to
steer in the direction of ideas that were beautiful, “but not feasible” (R6).
Generic category and the corresponding predicates
When looking more closely to the predicates that respondents used in relation
to the generic category terms, we found that much that was said about educational scientists was about what they did or were supposed to do in the process.
What educational scientists contributed was related to activities such as providing
support, giving advice and thinking along. Participants did not provide much
more details about what this exactly involved or meant. Generally, these activities seemed to be passive, such as executing and following orders and tasks,
rather than referring to educational scientists being in more pro-active, leading
or decisive roles, as were the individuals for which change leaders used personal
category terms. Like in this example where the task was presented as something
that was expected from educational scientists and was also given to them:
“(…) and the educational scientists have to help with creating the [student] assignments, and they get those from various groups.” (R3)
With few exceptions, what was said about these generically categorized groups
of educational scientists remained relatively unspecified, such as in the following
example where the teachers were emphasized to be the main group, having the
educational scientist ‘in support of’:
“So the project groups are mainly borne by teachers. It is mainly teachers, and besides that - in support of - there is an educational scientist.”
(R9)
Although some category terms contained words suggesting expertise and knowledge of education, not so much of what was said about this group related to this
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expertise or to how this knowledge was applied or used in the curriculum change
process.
Proximity to the change process and/or change leader
In some cases, educational scientists referred to with generic terms were mentioned to be consulted if other people experienced difficulties regarding educational issues, but one-on-one “we barely make use of them” (P6), or were only involved, “if considered necessary” (R1). Rather than being presented as a structural
part of the process, educational scientists were in these conversations represented as consultants-on-demand. This minimal involvement sets the impression of a
distance to the process and to the change leader.
In some other cases, change leaders stated that educational scientists were part
of internal educational committees, which suggests a more closely involved position to the change process:
“There is of course - I forgot to mention but that speaks for itself - an
educational scientist in our committee, and this person has written the
semester guidelines.” (R2)
In this example, the educational scientist has a relatively clear activity: writing
semester guidelines. However, apart from this example, similarly to what was previously mentioned, on many occasions it remained unspecified what they exactly
did in these committees.
Only in very few predicates, some more explicit proximity to the change leader
and the process was suggested, such as this example illustrates with ‘around me’:
“And of course I had some driven educational scientists around me who
said things like: ‘this is not okay and good enough, too little change.’”
(R2).
Evaluation
Compared to the consistently positive predicates related to those called by name,
the predicates associated with the generic category terms were either more factual/neutral, or were explicitly negative.
In the negative expressions, educational scientists were for example
associated with causing delays because of poor communication between them
and another group, or because they did not do what the change leader expected
of them. In addition, sometimes direct frustrations about their performances and
characteristics/attitudes were expressed:
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“Well, I have not become very impressed by the general quality of the
educational support and the pace in which this goes. And I could express that in even much much stronger terms.” (R8).
“People who strongly advocate for [this type of education]. (…) Especially when it is posited with presumed authority like: I am the educational
scientist here, so I know how it is and we do it all wrong.” (R5)
Discussion
This study explored how change leaders represent and talk about educational
scientists in a curriculum change process, using MCA, a novel linguistic analysis
method in health professions education research. Doing this analysis showed
us how change leaders make sense of their reality,24 and describe their world,17
by using different categories, terms and qualifications for a group that is by us,
and in literature, ‘just’ categorized as educational scientists. The results revealed
a diverse array of perspectives about this group, ranging from barely-not-being-included in the process to notions of strong one-on-one collaborations.
Our findings suggest that educational scientists who were referred to in a more
personal way by the change leader, are more closely involved in the change process compared to those referred to in more generic terms. Without claiming that
those mentioned in more generic terms are of less value for the change leader,
it is at least remarkable how explicitly positive change leaders talk about these
personally known individuals compared to the more factual/neutral, and even
negative expressions related to generically categorized educational scientists.
Our results led us to believe that in various institutes these educational scientists
do not always seem to be optimally visible, engaged and connected, which is
inconvenient both for the units and educational scientists itself, as well as for the
broader organization in general.
This paper contributes to the literature on curriculum change processes,
specifically focusing on the involvement of a particular stakeholder group, the
educational scientists. Although much is written about the importance of stakeholder involvement in curriculum change in general,26,27 and about the roles of
teachers,28 and students particularly,29 no attention have been paid to this group
of educational scientists in HPESUs that are a common, and growing phenomena.1,13 Our results therefore enhance our understanding of the involvement of this
particular group, and shows us that differences might occur in various change
processes regarding their involvement and wider collaborations within medical
schools.
Our findings resonate with findings of Hu et al.30 We see a similarity in
the struggle of being a non-clinically trained individual in a predominantly clini-

50

cally-trained environment: trying to be visible and being similarly credited as your
clinically trained colleagues if you do not have a medical background in a medical
school.30 All change leaders in our study had (pre)clinical backgrounds, and some
talked explicitly negative about educational scientists. Elaborating on the work
of Hu et al.,30 our findings suggest that being known as a person is important
to overcome this non-clinical barrier, to be able to show your added value and
being credited as a serious partner. Being this non-clinical group ‘far away in the
corridor of the hospital’ does not help in creating visibility and becoming such a
partner, making it more difficult to be involved.
Our findings also correspond with another linguistic study that showed
that explicitly identifying a particular person or a group in a speech act is never a
prelude to criticism. In their study, Koole et al. found that criticizing a particular
group was done by using more anonymized references, (e.g. the oppressors),
whereas when it was talked about a group that had done something positive,
they were explicitly named or identified (e.g. the Canadians).31 This is an interesting discursive strategy indicating that criticizing combines easier with anonymized
referents than identifiable referents, even in cases like ours, where participants
were ensured that the data will be anonymized and treated confidentially.
As Stivers et al. describe, the use of particular references “is not just,
indeed not primarily, about giving and receiving information but about navigating
social relations.”32 (p.19) When the use of personal references reveals something
about the relationship between the change leader and the educational scientist
that is referred to, referring to someone by name establishes a closer relationship, compared to those referred to in general terms. This is apparent also in our
finding that the personally identified educational scientists were more positively
described and associated to be closer involved in the process. In line with the
ethnomethodological perspective,18 we assume that a continuity exists between
the language an interviewee uses to construct representations of people during
the interviews and ways they interact and collaborate with them. Therefore, the
analysis of the language used in the interviews does not only gives us insight in
the practices change leaders use in answering interview questions, but also in the
practices they use in dealing with the staff of HPESUs.
Building on our interpretation of the data, we suggest that it is important
to invest in interpersonal relationships to strengthen the internal collaborations
and make sure people are aware of each other’s existence, and roles in the process of curriculum development. One could think of organizing activities, such as
educational seminars in which educational scientists and faculty (such as curriculum leaders and teachers) come together and share research ideas and practical
implications. This, and other imaginable activities that foster collaborations, might
facilitate the visibility and enhance the comprehension of each other’s language
and ways of thinking, and therefore, ultimately strengthen the relationships.
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Reflections/limitations
In the present study, we analyzed naturally occurring conversations (interview
data) which suits the method of MCA that could be applied to all kinds of speech
related data.24 During the interviews we asked all the respondents about the important stakeholders in the change process, and deliberately elaborated on their
answers. Analyzing these data gave us the opportunity to explore what is being
said about educational scientists spontaneously. We could have asked change
leaders explicitly about their opinion on educational scientists, but that might
have resulted in socially acceptable answers. Therefore we assume that the most
significant information was included in the existing data containing information
that had come up unrestrained and spontaneously.
Reflecting on our team composition, and inherent to qualitative research,
other researchers might have focused their analysis on other aspects of the
conversations, possibly resulting in different interpretations. By critically examining the various points of view regarding the data and interpretations, and at
the same time keeping the interview context in mind in which utterances were
placed, we believe that we were able to come to a valuable representations of
the data. We encourage other researchers to try additional approaches in this
area of interpersonal, professional relationships that is ripe for further sociological
research.
One gender remark we would like to make is the fact that most UMCs
choose to have a male change leader (8 out of 9), and that the educational scientists that where personally referred to, were only males. Therefore, the results
might not be representative for other institutes. Having males predominantly in
leadership positions resonates with the well-known trends of gender disparity
in leadership positions.33 However, why the participants only personally identify
male educational scientists cannot be answered based on our data. Future studies
might want to study whether gender indeed plays a role or not in collaborations
between curriculum leaders and educational scientists.
Additionally, to get a more comprehensive view of the representations of
other stakeholders (either by a leader of the process or from other stakeholders),
and what this indicates for the interpersonal relationships and collaborations, future research might want to explore the perspectives of other stakeholders in the
change process. Finally, although the results of our study refer to, and originate
from, specific local contexts that are – in itself – perhaps not directly transferable
to other contexts, we do believe that the overall message of ambiguity towards
educational scientists should invite readers to reflect on their own particular setting.
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Conclusion
This study shows an ambiguous portrayal of educational scientists by leaders of
major curriculum change processes. Medical schools are challenged to establish medical curricula in consultation with a large, diverse and interdisciplinary
stakeholder group. We suggest that it is important to invest in relationships to
strengthen the internal collaborations and make sure people are aware of each
other’s existence and roles in the process of curriculum development.

53

Chapter 3

Reference list
1.

Varpio, L., Gruppen, L., Hu, W., O’Brien, B., Ten Cate, O., Humphrey-Murto, S., Irby, D. M., van der
Vleuten, C., Hamstra, S. J., & Durning, S. J. (2017a). Working definitions of the roles and an organi
zational structure in health professions education scholarship: Initiating an international conversation.
Academic Medicine, 92(2), 205-208.

2.

Arnold, L. (2004). Preface: Case studies of medical education research groups. Academic Medicine,
79(10), 966-968.

3.

Elam, C. L. (2004). Medical education research at the university of Kentucky college of medicine. Aca
demic Medicine, 79(10), 985-989.

4.

Gruppen, L. D. (2004). The department of medical education at the university of Michigan medical
school: A case study in medical education research productivity. Academic Medicine, 79(10), 997-1002.

5.

Hodges, B. (2004). Advancing health care education and practice through research: The university of
Toronto, Donald R. Wilson centre for research in education. Academic Medicine, 79(10), 1003-1006.

6.

Irby, D. M., Hodgson, C. S., & Muller, J. H. (2004). Promoting research in medical education at the
university of California, San Francisco, school of medicine. Academic Medicine, 79(10), 981-984.

7.

Norman, G. (2011). Fifty years of medical education research: Waves of migration. Medical Education,
45(8), 785-791.

8.

van der Vleuten, C. P. M, Dolmans, D. H. J. M., de Grave, W. S., van Luijk, S. J., Muijtjens, A. M. M.,
Scherpbier, A. J. J. A., Schuwirth, L. W. T., Wolfhagen, I. H. A.P. (2004). Education research at the facul
ty of medicine, university of Maastricht: Fostering the interrelationship between professional and educat
ion practice. Academic Medicine, 79(10), 990-996

9.

Varpio, L., Bidlake, E., Humphrey-Murto, S., Sutherland, S., & Hamstra, S. J. (2014). Key considerations
for the success of medical education research and innovation units in Canada: Unit director perceptions.
Advances in Health Sciences Education, 19(3), 361-377.

10.

Varpio, L., O’Brien, B., Hu, W., ten Cate, O., Durning, S. J., van der Vleuten, C. Gruppen, L., Irby, D.,
Humphrey-Murto, S., & Hamstra, S. J. (2017b). Exploring the institutional logics of health professions
education scholarship units. Medical Education, 51(7), 755-767.

11.

Wolf, F. M., Schaad, D. C., Carline, J. D., & Dohner, C. W. (2004). Medical education research at the
university of Washington school of medicine: Lessons from the past and potential for the future. Aca
demic Medicine, 79(10), 1007-1011.

12.

Gruppen, L. (2008). Creating and sustaining centres for medical education research and development.
Medical Education, 42(2), 121-123.

13.

Davis, M. H., Karunathilake, I., & Harden, R. M. (2005). AMEE education guide no. 28: The development
and role of departments of medical education. Medical Teacher, 27(8), 665-675.

14.

Albert, M., Hodges, B., & Regehr, G. (2007). Research in medical education: Balancing service and
science. Advances in Health Sciences Education, 12(1), 103-115.

15.

van der Vleuten, C. P. M. (2014). Medical education research: A vibrant community of research and
education practice. Medical Education, 48(8), 761-767.

16.

Velthuis, F., Varpio, L., Helmich, E., Dekker, H., & Jaarsma, A. D. C. (2018). Navigating the complexities
of undergraduate medical curriculum change: Change leaders’ perspectives. Academic Medicine, 93(10),
1503-1510.

17.

Stokoe, E. (2012). Moving forward with membership categorization analysis: Methods for systematic
analysis. Discourse Studies, 14(3), 277-303.

18.

Ten Have, P. (2004). Understanding qualitative research and ethnomethodology. London: Sage.

19.

Potter, J. (1996b) Representing Reality. Discourse, rhetoric and social construction. London: Sage.

20.

Edwards, D. (1997) Discourse and Cognition, London: Sage.

21.

Potter, J. (1996a). Discourse analysis and constructionist approaches: Theoretical background. In J. T.
Richardson (Ed.), Handbook of qualitative research methods for psychology and the social sciences (pp.
125-140). Leicester: BPS Books.

22.

Pedersen, O. K. (2011). Discourse analysis. In B. Badie, D. Berg-Schlosser & L. Morlino (Eds.), Internation
al encyclopedia of political science (pp. 672-676). London: Sage.

23.

Ahearn, L. M. (2001). Language and agency. Annual Review of Anthropology, 30(1), 109-137.

24.

Day, D. (2012). Conversation analysis and membership categories. In C. A. Chapelle (Ed.), The encyclo
pedia of applied linguistics. Oxford, UK: Wiley-Blackwell.

25.

Sacks, H. (1989). Lecture six: The MIR membership categorization device. Human Studies, 12(3/4), 271281.

54

26.

Edwards RA, Venugopal S, Navedo D, Ramani S. Addressing needs of diverse stakeholders: Twelve tips f
or leaders of health professions education programs. Med Teach. 2017:1-7.

27.

Bland CJ, Starnaman S, Wersal L, Moorhead-Rosenberg L, Zonia S, Henry R. Curricular change in medical
schools: How to succeed. Acad Med. 2000;75(6):575-594.

28.

Venance SL, LaDonna KA, Watling CJ. Exploring frontline faculty perspectives after a curriculum change.
Med Educ. 2014;48(10):998-1007.

29.

Atkins KM, Roberts AE, Cochran N. How medical students can bring about curricular change. Acad
Med. 1998;73(11):1173-1176.

30.

Hu, W. C. Y, Thistlethwaite, J. E., Weller, J., Gallego, G., Monteith, J., & McColl, G. J. (2015). ‘It was
serendipity’: A qualitative study of academic careers in medical education. Medical Education, 49(11), 1
124-1136.

31.

Koole T. (2003). Merging frames. In T. Senink and C. Sauer (Eds.), The Art of Commemoration: Fifty
Years After the Warsaw Uprising (pp. 193-210). Amsterdam/Philadelphia: John Benjamins Publishing
Company.

32.

Stivers T, Enfield NJ, Levinson SC. Person reference in interaction. In: Person reference in interaction:
Linguistic, cultural, and social perspectives. Cambridge University Press; 2007:1-20.

33.

Hoyt CL. Women, men, and leadership: Exploring the gender gap at the top. Social and Personality
Psychology Compass. 2010;4(7):484-498.

55

Floor Velthuis
Remco Coppoolse
Hanke Dekker
Debbie Jaarsma
Esther Helmich
Submitted

CHAPTER 4
The art of balancing the hard
and soft sides of governance in
curriculum change processes

Chapter 4

Abstract
Introduction
In the midst of continuous reforms in health professions curricula, critical questions arise to what extent all these change efforts and beautiful ideas on paper
result in real changes in educational practice. Often, the curriculum in action does
not look like what was aimed for. One under-explored aspect that might play
a role in this unsatisfying result, is the role of governance. This paper aimed to
explore the role of governance in the process of translating the educational goals
and concepts of a curriculum to real changes in educational practice.
Method
In three Dutch medical schools, the first and third author individually interviewed
19 teachers who also hold an educational middle management position. Interviews were between March and May 2018, using the rich pictures method.
A qualitative content analysis was performed, conducting an inductive coding
process, with data collection occurring concurrently with data analysis.
Results
Different governance processes were observed, each having its own effects and
consequences on the actual curriculum and organizational responses. In Institute
1, participants described an unclear governance structure resulting in implementation chaos in which an abstract educational concept could not be fully realized
in practice. In Institute 2, participants described a top-down and strict governance structure that contributed to a relatively successful implementation of the
educational concept, though also led to demotivation of teachers, who started
rebelling to recover their perceived loss of freedom. In Institute 3, participants described a relatively fragmentized process in which they received a lot of freedom
that contributed to contentment and motivation; however, the process did not
fully support the intended outcomes.
Discussion
Our paper empirically illustrates the importance of governance in curriculum
change. Defining and explicating the hard and soft governance processes in place
are vital to advancing curriculum change processes and improving their desired
outcomes.
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Introduction
Worldwide, medical schools seem to be in a constant state of reforming their
health professions curricula. Increasingly, however, critical questions arise to
what extent all these efforts and ideas on paper result in true, institutionalized,
changes in the curriculum in action.1-3 These concerns have been phrased in the
health professions education literature as the curricular carousel, “the recurrence
of reforms with limited change”,1 (p.283) or “the [continuous] model of endless
epicycles”.3 (p.800) These phrases point to a major problem. Despite seeing so many
beautiful ideas in curriculum designs on paper, the actual translation at the more
micro-level (e.g. teacher-student) does not result in what was intended or aimed
for.3 One under-explored aspect that might be a part of this repetitive dilemma,
and presumably plays a role in this unsatisfying result, is the role of governance.
Academic governance - the means by which decisions are made, implemented and monitored in a curriculum - is a vital, yet relatively rarely considered
subject in medical education practices.4 As Casiro and Regehr argue, discussions
about content and pedagogy should be complemented with discussions about
governance frameworks that enable curriculum change. “Focusing on curricular
changes and program evaluation while ignoring the processes of change (the
mechanisms of decision making and implementation) is one of the key mistakes
that lead to failed change efforts”.4 (p.2) Therefore, a better understanding of the
governance processes in curriculum change implementation might prove to be
helpful in gaining a deeper understanding of how to be successful in translating
curriculum philosophies and concepts (e.g. problem-based learning) to actual,
real changes in the curriculum in action.
For academic medical centers,5-7 and higher educational institutes sep8-10
arately,
recent publications have shown some interest in governance. Most
papers focus on greater institutional, macro-level governance, such as governance characteristics to ensure the prosperity of the tripartite mission of academic medical centers,6,7 or ways in which universities perceive shared governance
in their strategic plans.9 However, the governance processes on the lower levels,
such as within an undergraduate medical curriculum, operating in a challenging
context, remain understudied.
Those curricula face unique governance challenges as medical schools are situated in complex institutional interdependencies between universities and healthcare
systems in which the curriculum is embedded. Additionally, there is a large variety
of internal and external stakeholders feeling to have a stake in the process and
‘final product’.4 On the curriculum enactment level, complex interactions exist
between a large number of staff, teachers, course coordinators and overall curriculum leaders.4,11 Furthermore, governance processes often remain implicit as discussions tend to focus on curriculum content and design, rather than explicating
decision making practices.4 This is particularly problematic as medical curricula are
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dynamic, evolving, multiyear, high-stake programs, thus prone to many changes.
Therefore, medical schools should carefully consider these important organizational matters in order to function effectively: “effective academic governance is
critical to effective curriculum delivery”.4
What we know about good/effective governance is that it encompasses
hard and soft aspects.12 (‘Hard’) formal rules, procedures, and processes function as scaffolds of governance structures of an institute,6 and include elements
like committee structures, lines of reporting, and clearness about responsibility,
accountability and authority.4 Within this scaffold, various other (‘soft’) human
processes further shape the governance system’s functioning. This concerns
leadership and trust,10 relationships, participation, communication, and perceived
fairness, transparency and legitimacy of the decision making processes by those
involved.4 However, empirical studies on how these governance processes work
in actual, lower-level curriculum change practices and shape the implementation
are lacking.
In undergraduate medical education in the Netherlands, teachers in
middle management positions (e.g. the overall curriculum director and course
coordinators) act on this lower-level, and therefore fulfill a key role in translating
curriculum ideas into actual curricular practices. Although they play a vital role
in curriculum enactment, not much is known about how they perceive governance processes in curriculum change. Knowing more about their perspectives on
struggles and experiences with governance will help us better understand how
decisions are made and implemented. This deeper understanding of what difficulties are faced will shed a light on deficiencies and needs of support to further
improve academic governance practices. Therefore, this paper aims to explore the
question: what is the role of governance in the process of translating curriculum
goals and concepts into institutionalized curriculum change at micro-level?
Method
The Dutch Association for Medical Education ethical review board approved this
study (number: 965).
Context
Out of the eight medical schools in the Netherlands, we approached three
schools that implemented a new educational concept/philosophy, resulting in
a major curriculum change process. We define major curriculum change as:
“changes that [are] not about the yearly, regular adjustments at course level, but
[are] centrally organized, intentionally initiated change projects that affect the
entire curriculum and organization involved in the curriculum.”11 These changes
were made in the first three years (Bachelor phase) of the undergraduate medical
curriculum, which in total consists of six years. In this Bachelor phase, the focus
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is predominantly on gaining a firm base of basic science and medical knowledge,
and the development of competencies, following the CanMEDs model. Usually,
schools start with the first patient encounters in this phase; however, this is intensified in the last three years (called Master phase) of the undergraduate program,
which is predominantly clinically oriented. Annually, each school accepts an average number of ~ 400 students.
Design
We carried out interviews with 5-7 teachers from each medical school who hold
an educational middle management position (overall curriculum directors and
course coordinators). We used Rich Pictures, a drawing tool from systems engineering, to augment data collection, which will be further explained below.13,14
Our study was conducted from a constructivist orientation, as we believe that
knowledge is co-constructed between participants and researchers, and that
multiple realities occur in social processes,15 like curriculum change.
These realities are constructed in the curriculum change context, but also (re)constructed during the drawing and interviews. As a team, we further co-constructed
the interpretations of our analysis during frequent team discussions. Therefore,
our backgrounds also serve as an important factor, shaping our results: FV studied social psychology and is interested in organizational processes of curriculum
change. HD is a senior educationalist chairing educational development taskgroups, and RC is a senior curriculum innovation consultant. They are both daily
dealing with curriculum (change) matters such as governance. AJ is a professor
in health professions education, having experiences with curriculum changes in
several institutes. Finally, EH is an elderly care physician and an experienced rich
picture researcher.
Participants
All participants (7 female, 12 male) had been teaching for many years within
medical education and worked as basic scientists or physicians. Some had been
part of the preparation phase of the curriculum change process, others were
primarily involved in the implementation phase of translating the ideas into actual
curricular practices. Deans of education were asked for permission to conduct
research in each medical school. FV elaborately informed them about the study
and the intended participants; teachers in middle management positions (courseand overall curriculum directors) that were engaged in the curriculum change and
who could share their experiences with the governance processes. The deans of
education introduced the study and FV by email to a variety of potential participants as they saw fit. Those who were interested to participate were invited to
contact FV.
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Data collection
FV conducted 15 individual face-to-face interviews using the rich pictures method between March and May 2018. After instructions and practicing together, 4
interviews were carried out by RC. To develop the interview guide, FV studied the
literature on (academic) governance, and developed the final guide in frequent
consultation with the team. To refine the interview guide, FV conducted two
pilot interviews with a curriculum director and course director outside the target
population.
The rich pictures method is useful in describing and understanding messy or
complex problems, as the pictures aim to reflect on a ‘reality’, with all its interacting elements such as people, objects, emotions, beliefs and relationships.13
Rich pictures capture these interplays in one drawing, and provide insights into
the multiple interactions taking place simultaneously.14 As we were to explore the
complexity of curriculum change governance, this method suited our goals.
One week before the interviews, participants received a short introduction to governance (informed by Casiro and Regehr 2018 and Kezar 2004),4,10
followed by the instruction to think about a case illustrating the governance
processes in their curriculum change implementation. This was repeated during
the actual interview, and thereafter participants were asked to draw their illustrative case, covering in the picture all that mattered for them (people, objects,
relationships, emotions, etc.). Each participant drew for half an hour (they were
left alone with a large white paper and color pencils), followed by a semi-structured interview that used the rich picture to tell the participant’s story. In addition
to explorative questions about the drawing and its meaning to the participant,
the interview included questions like: what are consequences of the described
governance processes for the educational outcome/educational practices? How
does this process help or hinder the implementation/translation process? What is
your opinion about the final result; is that what was aimed for realized in practice? Sessions lasted between 1-1.5 hours. The drawings were photographed,
and interviews were audio-recorded and rendered anonymous in the transcription process. For the Results section, the drawings are anonymized and, if used,
native words are translated to English.
Data analysis
We employed qualitative content analysis, a “dynamic form of analysis of verbal
and visual data that is oriented towards summarizing the informational contents
of that data.” 16 (p.338) Qualitative content analysis is an inductive coding process,
with data collection occurring concurrently with data analysis. The result is a
descriptive summary of the event of study.16
FV started with detailed, open coding of five interviews using Atlas.ti 8
(ATLAS.ti Scientific Software Development GmbH, Berlin), followed by discussions

62

with EH and AJ who shared their reflections on the same interviews. We reached
consensus about the coding. Thereafter FV conducted more focused coding of
all the interviews from one institute, and wrote summaries of each interview
to grasp the main messages. To bring the storylines of one institute together,
FV used the Atlas.ti network-tool to create an overview of the codes and their
connections. FV discussed the developing network with EH, HD and AJ to ensure
accuracy and reach agreement about the interpretations. Subsequently, FV
repeated this process for the other two institutes (coding, summarizing, creating
networks). Intermittently, regular team meetings were held to discuss the process
and our evolving interpretations.
The pictures were analyzed as an illustrative addition to the stories. After
each interview round, FV discussed the drawings with the research team. The
most remarkable aspects, figures and metaphors were identified in this stage. In
the Results section, we used parts of the pictures to visually enrich the storylines
of each institute. Finally, we performed a member check, and all participants
agreed with the way the results of their institute were presented.
Results
Each of the three institutes will be discussed separately by describing and visually
illustrating the main characteristics of governance processes in place and their
role in bringing about the desired changes in curriculum practices.
Institute 1: The big brown mess
The strategy of Institute 1 was to implement one central educational concept in
every year, with additional goals aiming at more coherency between the educational courses and teachers, and the integration of clinical and preclinical subjects. Implementing these assumptions proved to be somewhat problematic. To
illustrate, the striking metaphors in the drawings of participants were a ‘great pile
of shit’ to explain the governance processes (figure 1), and the use of the ‘ugliest
colors’ to draw a ‘dirty plate of spaghetti’ that represented the chaos of decision
making (figure 2). This big brown mess illustrated an ambitious, yet frustrating
and chaotic curriculum change process, in which clear decision making was
perceived to be lacking, causing troubles that persisted during the entire change
process.
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Figure 1: Decision making
explained as ‘a great pile of
shit.’ (P11)

Figure 2: from left to right:
The curriculum committee,
the initiators and the Board
of Directors. (P9)

The messiness was there from the beginning. As participants explained, the idea
was to radically change the curriculum. According to those who were involved
in earlier stages of the curriculum change, the starting point was an outline on
paper about the new educational concept, which was considered too philosophical, and therefore vague and abstract. Together with a lack of time and a strong
focus on progression from those in leadership positions, there appeared to be no
room for a more in-depth discussion to further the understanding of what was
meant with the new educational concept, or how it should be understood. As
one described:
“No time has been taken to come to one interpretation of how we are
going to translate this [educational concept].” (P9)
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Additionally, participants experienced the discussions in the curriculum committee to be endless, as no final decisions were officially made, resulting in repeatedly re-discussing issues that had been already decided upon, creating ambiguity.
This was claimed to be mainly due to a lack of clarity about who was ultimately
responsible for decision making, and vagueness about roles, tasks, authority, and
leadership.
This perceived lack of clear decision making, referred to as resulting in
“implementation chaos”, created more time pressure, with teachers experiencing
the governance processes to be top-down. As one described and illustrated this
as heavy bags thrown from the tower:

“One man shouts from the tower and throws down (…) the assignment
into the organization with some background information: “you have
to develop the new curriculum and make sure that it works.” That was
done under very high time pressure. According to me we knew half a
year before what we actually had to do, so that felt like as if, all of a
sudden, a heavy bag falls down on you.” (P8)

Figure 3: The head of the curriculum throwing the new curriculum as an assignment into
the organization. (P8)
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Figure 4: Students swimming
between different educational
materials/tools with a teacher
who wants to save them but is
also uncertain himself about what
to do and what is expected of this
new curriculum. (P8)

Additionally, participants were unsatisfied
with the decisions made regarding the support structures. They experienced that both
the educational scientists from the faculty
support department and the scheduling/
logistics department were not optimally
involved (or, in turn, were not sufficiently
supported themselves), and therefore insufficiently able to be of support for the curriculum change. This was said to be hindering
the radical changes that were aimed for. In
addition, the lack of time, and therefore high
time pressure, was explained to be resulting
in teachers predominantly focussing on their
own work rather than working together,
which did not support the desired integration
of subjects in the curriculum. Overall, especially in the first year many teething troubles were experienced, and students were
‘swimming’ in the chaotic situation (Figure
4). To improve this, students’ voices were
an important factor in the decision making
processes concerning adjustments.

Looking back, participants thought that the disruptive approach supported shaking up everything to really try to create something new; however, the final result
was not to everyone’s satisfaction. The governance processes in place did not
help in getting clear what was meant and aimed for with this new educational
concept. As this affected the entire process, teachers ended up making their own
interpretations, which resulted in a wild variation of methods and translations of
the concept, causing uncertainty and ambiguity among students. Additionally,
time pressure and a lack of support were claimed to be resulting in many teachers also (re)using their old courses and materials. As one looked back:
“Learning from that [period] I now think: at least governance needs to
be clear before we start working on something.” (P11)
Following the curriculum change implementation, a new governance structure
was put into place. Within this new structure, several people were involved in
discussions about adjustments, but the final decisions were now made by one
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curriculum director who is ultimately responsible for the curriculum. With this
new structure, clearness around decision making was perceived to be greatly
improved.
Institute 2: The blueprint as Bible
In Institute 2, one central educational concept was chosen to be implemented
in every year. Additional goals were to create more coherency between courses,
and integration of clinical and preclinical subjects. A document outlining the new
curriculum on paper, in Dutch medical schools is usually referred to as ‘curriculum
blueprint’2. Not surprisingly, the blueprint also turned out to be the core element
in the drawings and stories about governance in this medical school. The blueprint as central governance instrument was broadly applied within the formal
decision making structures; a metaphor of the Bible represented the overall
image of a formal, clear, strict and centrally managed structure, through which
curriculum decisions were made.
“So, this is my Bible, so to say. And
similar to the Bible you can question some stories, however, this
just happens to be the principle/
the starting point of the creed that
is called our new curriculum. This
Blueprint, therefore, decreed that
the chosen educational concept
plays a central role in our curriculum.” (P5)

Figure 5: the Blueprint represented
as blue Bible in a church. (P5)

2
Raamplan 2009 (Framework 2009, also known as ‘the Dutch Blueprint’) describes the attainment targets to which
medical programs in the Netherlands have to align.
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A formally installed curriculum committee monitored the compliance with this
blueprint during the implementation, and recalled course coordinators and teachers in case they deviated:
“There are also a few educationalists [in this committee] that, every time
when too much freedom is created, by me, or by teachers, they push
me back to the blueprint.” (P5)
To get the new curriculum’s concept implemented, the centrally organized governance structure was also put into place to increase cohesion and avoid the so-described ‘islands’ of the former curriculum in which teachers worked too much in
isolation. As one explained:
“That was also deliberately chosen, and that was also said in advance:
we have to go to a more centrally organized structure in which course
coordinators no longer play the king over their own educational course.
(…) In the past, that was a process that got out of hand (…) where did
the consistency remain in the curriculum? In that sense I do understand
[this approach], (…) but that also creates tensions of course.” (P1)
Many participants experienced the process as top-down and restrictive:
I fail to achieve my objectives in adhering to a holy grail of educationalists. And ultimately, if I don’t do that, the King [the curriculum director]
says: listen to the holy-, he knows how it works, do what he says.” (P2)

Figure 6:: The educational scientist with
the holy grail pointing at the outlines of the
curriculum. (P2)
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Figure 7: The curriculum director
represented as a king. (P2)

Figure 8: People worshipping an external Oracle. (P1)

Another example of a top-down experience was that participants complained
about curriculum leaders worshipping ‘an Oracle’ (an external expert in medical
education) instead of listening to the ideas or suggestions from faculty (Figure 8).
In this strict governance structure, participants experienced a strong loss of freedom and autonomy, both in classroom practices and during the change process.
The blueprint dictated what teachers had to do in the new curriculum, with regards to content and pedagogy. Additionally, a repeatedly mentioned complaint
was that only a small group of people was involved in decision making about the
new curriculum, with teachers not experiencing enough opportunities to think
along or have a say in this process. This led to feelings of not being acknowledged for their expertise.
In response to this strict approach, participants described how they deviated from
the blueprint. They sought freedom/space to pave their own path, because they
experienced that the new methods seemed good on paper but did not work well
enough in practice. They experienced a mismatch between the dictated educational methods and the content of their teaching, perceived tensions between
more time consuming methods and amount of study materials that had to be
taught in the already limited time, and felt that it was sometimes artificial to integrate teaching subjects. As a result, participants created workarounds:
“We discuss this with the other directors in our course (…) but of course
we are not going to mention all these small changes to [the head of the
curriculum] (P6)
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These deviations in turn created tensions amongst participants themselves. For
example, some participants seemed to interpret the resistance from others as an
unwillingness to change or a failure to take the change seriously:
“For a strikingly long period of time people are allowed to disagree
(…) According to me, too structurally, there are people who think like:
okay, the new curriculum, I will do the old one and I put a little tuft of
whipped cream on top of that and then it’s enough. I think that that is,
in general, pretty much tolerated. (P4)
In general, the top down, centralized and strict structures and procedures, with
the blueprint as main instrument, was supportive in getting the new concept off
the ground. However, teachers experienced the governance structure to be so
top-down, resulting in a lack of support for the decisions that were taken by only
a select group of people. Teachers’ lack of autonomy in decision making created
tensions, making them look for workarounds to reclaim their loss of freedom. All
in all, these deviating responses threatened the aspired cohesion of the curriculum, as well as the motivation and enthusiasm of teachers.
Institute 3: Fragmentation
The overall goal of this curriculum change was to stimulate student’s active learning by using several methods. Additionally, Institute 3 strived for more cohesion
and integration of knowledge and competencies, and clinical and preclinical
subjects. In this institute, we could not identify a central symbol or image. This
was reflected both in the lack of real drawings (the rich pictures were primarily
word-maps and organizational schemes rather than visualizations) and in the
stories; the overall impression we got was an undefined or unclear image. A new,
yet developing, more centralized governance structure was described in which
many people were still seeking for their own, others’ and committees’ roles and
positions. Furthermore, considering the curriculum, we observed the use of a
variety of methods, hailing from different educational philosophies and principles.
As one summarized this:
“We adopt a number of aspects and that still feels a little fragmented,
different themes, it is not one structure, like ‘we work from problem
based learning’ for example, or ‘we do everything via team-based-learning and that is how we design our curriculum’. The advantage is that
you could do your own thing, which is nice, however, sometimes it’s
a disadvantage that I think: to what extent is this clear for students?”
(P18)
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A curriculum committee had developed the outlines of the new curriculum.
However, this committee was dissolved right before the implementation, causing
a gap of someone having the entire overview of the new curriculum. This decision was claimed to be a shortcoming for the solidity of the new curriculum, and
it kept on being experienced as problematic for those further developing and
implementing the new curriculum:
“They were the only ones having an overview, also in detail, what
happened where [in the new curriculum]. (…) It is still very difficult to
get an overview of what is happening where. (…) The fundament, the
solidity of the curriculum, the source for that, was in that committee
and they were dissolved.” (P15)
The new curriculum was accompanied by a new governance structure:
“I think it’s good that this [new educational management] is there
because otherwise there wouldn’t have been any decision making. Then
the only decisions taking place were my decisions about the course.
And now, the [new educational management] monitors, I assume, the
whole. I assume they try to create unity.” (P13)
However, at the time of interviewing, the new structure did not seem to be fully
mature yet. Although the institute strived for more centralization, decision making and outcomes of the new curriculum seemed to be predominantly based on
individual person’s actions and initiatives. Autonomy for faculty was valued:
“It is actually up to [faculty] to decide how the Raamplan is going to be
transposed, to a certain extent.” (P14)
Participants experienced a lot of freedom to pave their own path and make
decisions about what their course should look like. Although this freedom and
autonomy were highly appreciated, they also threatened the aspired curriculum
alignment and cohesion. Participants described how they worked predominantly
on their own educational course or observed others doing that, without connecting to each other. Integration of subjects therefore appeared in many situations
to be depending on each other’s willingness to collaborate and integrate, making
the educational outcomes vary and dependent on those relationships and interactions. As one explained how decisions about involvement in other courses took
place:
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“That depends on the relationship with a course director and if they
have asked for that or indicate that they appreciate it. The course
director assembles that [group]. I think that [it is based on whether] he
thinks that this is important for his course. (…) We have always actively
approached the course director to ensure that we got time in the new
curriculum.” (P17)
Some people therefore worried about the coherency of the curriculum. On the
question of who was having an overview of the entire curriculum to ensure
coherency, participants pointed at the management board, however, nobody was
sure whether they actually had this overview:
“I think there is some annoying overlap now and then [in the curriculum], but also gaps, that it’s assumed that students know something
however, they actually never got that taught, properly. If all is well, our
management has an overview on that, but I cannot estimate that very
well.” (P15)
Also in this institute, students’ input played an important role in decision making
about adjustments in the curriculum. Participants experienced a clear evaluation
structure through which the curriculum is evaluated with students, however,
some believe that not so much is done with these evaluations afterwards:
“There is an evaluation meeting with the student year-representatives
and the director of the entire year. (…) However, nothing is done with
the evaluation report. I will extract some things I could use, but furthermore, nothing is done with that.” (P13).
The governance structure in which autonomy was perceived to be provided to
faculty contributed to faculty’s motivation and happiness. However, it did not
seem to be perceived as successful for bringing about all the desired changes.
The integration of subjects, and activation of students did not always reach the
level of what was aimed for, and it was doubted by some participants whether
the coherency of the program was clear for students. Many activities were described to take place based on people’s own initiatives and at one’s own discretion. Whether things take place or whether ideas are implemented seemed to be
depending on those individual initiatives. Ongoing efforts to keep on improving
the central management of the curriculum were claimed to be made. As one
articulated:
“It is all very informal. (…) For the next curriculum change we cannot
work like this, we need to work more formally.” (P14)

72

Discussion
This paper explores the role of governance in the process of translating curriculum goals and educational concepts on paper to actual curriculum practices. Our
findings indicate that the way decisions are made, implemented and monitored
plays a prominent role in the enactment of the new curriculum. In our study,
each institute had different governance structures in place, each having its own
consequences for the actual curriculum and the way the organization responded. The results demonstrate the interactions between ‘hard’ (e.g. structures,
procedures, authority), and ‘soft’ sides (the interpersonal, social interactions and
relationships) of governance.12 In Institute 2, with the strict, top-down governance structure, we observed a focus on the ‘hard’ governance aspects with the
blueprint as central governance instrument and its centrally managed structures
around it. Whereas in the other two institutes - albeit on different levels - these
(clear) governance structures and processes were less apparent or were experienced to be lacking. On the other hand, in Institute 2 with the strict, top-down
governance structure the involvement of faculty - the ‘soft’ governance aspects
- was experienced to be overlooked, resulting in teachers disagreeing and looking
for workarounds to reclaim their freedom and autonomy, threatening the institutional and curriculum cohesion and motivation of teachers. In Institute 1, with the
unclear experienced governance structure, we observed similarities in teachers’
experiences of an imposed, top-down process; in Institute 3, with the more free,
teacher-centered governance structure, this was almost the opposite. Here, we
observed contentment and happiness about the amount of freedom they received in the limited centralized curriculum; however, at the same time, this was
also claimed to be contributing to a lack of coherency in the new curriculum and
structural collaboration to establish curriculum integration. This shows that either
way, each governance process will have its pros and cons, and that finding “the
right way of doing” is challenging and highly context depending.
Our study empirically illustrates many governance aspects described in
the paper of Casiro and Regehr.4 One aspect that particularly struck us was the
observation of people circumventing the system. Teachers disagreed with the
governances processes; it was not always perceived as legitimate, and communication and participation were missing as important governance aspects.4,10 This
contributed to teachers’ workarounds to recover their loss of freedom, and by
making adjustments to the program without reporting this. They acknowledged
the risks of fragmentation, as well as curriculum bloating, with students ultimately being negatively affected. Additionally, this circumventing behavior also
resonates with the concept of ‘micropolitics’ in schools.17,18 Teachers are known
to use strategies and tactics to further their interests, represented in trying to
maintain their preferred work conditions, protecting them against changes and
trying to recover them if necessary.18 Thus, in order to reach the desired curricu-
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lum change goals, awareness of this behavior seems vital.
More broadly, our study illustrates the importance of academic governance in medical schools. In order to bring curricular practices in line with educational concepts and ideas, the importance of defining and explicating governance
procedures is emphasized.4 The illustrative example of ‘the big brown mess’ of
Institute 1 shows indeed what happens when governance is not clearly defined
and explicated. In this example, the experienced lack of leadership, clear decision making, and a well-thought educational concept, created “implementation
chaos”, where teachers ended up making their own interpretations, resulting
in a variation of methods and translations of the educational concept. Although
researchers emphasize that changing procedures and structures are not the main
solution for improving malfunctioning governance processes,10 our study shows
that they also should not be underestimated. In line with others,12 we believe that
governance procedures and structures function as a fundamental foundation for
governance systems, alongside the informal social powers that are negotiated in
interactions and relationships among stakeholders in that same system. Scholars
emphasize that one should perceive governance in, and match it with, its local
environmental, historical and cultural context.5,8, 9,12 Various governance structures might work well, however, as with many efforts, it depends heavily on the
culture and people involved.5,12 Our study empirically endorses these observations
in medical educational curriculum enactment.
Strengths and limitations
One of the strengths of this paper was the use of the relative new method in
medical education research; rich pictures. The rich picture method enabled us
to embrace the complexity of governance processes in curriculum change in
one ‘snapshot’. Participants were able to explore the entire process, covering all
elements that mattered. Rich pictures helped us map a complex story of multiple
interacting factors and actors, a story that might get lost when told in a linear
prose.14 Both a strength and limitation of our study approach was the sampling
of participants. We left the selection (partly) to the local curriculum leaders. They
knew their context better than anyone else and could help us with the invitations.
On the other hand, we therefore did not had full control of whom we talked to,
as this depended on who was asked and responded. Furthermore, for each institute we planned three fixed interviews days, which might have caused another
selection bias due to availability issues. A limitation of the study design is that
we asked participants at one moment in time to look back at the entire process,
therefore creating a recall bias. Future studies could follow governance processes
over time, to better understand its course and influence at different moments
in the process. Additionally, we considered governance from one perspective;
teachers in mid-level positions. Future research, therefore, could cover other
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perspectives to further enrich our understanding of the role of governance, and
what possibilities and difficulties are experienced in other stakeholder positions,
e.g. teachers without directing positions, board members and students. Finally,
our study was conducted in three Dutch medical schools, and shows the highly
context-relatedness of governance, and the importance of alignment to local
contexts. Therefore, in itself, our study makes a plea for looking at governance in
other systems worldwide to further the scholarly debates, as well as our practical
understanding to support all stakeholders operating in the system.
Conclusion
Acknowledging the role of governance in curriculum change processes is crucial.
Our paper highlights the importance of paying more attention to governance
in curriculum changes processes, at the critical translation level - from paper
to people - in medical schools. To advance curriculum change processes and
improve their desired outcomes it seems important to define and explicate both
hard and soft governance processes.
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CHAPTER 5
Contextual elements impacting the adoption of
transnational curriculum innovation projects

Chapter 5

Abstract
Introduction
To foster economic growth, employment, equal opportunities, and inclusion
within Europe, the European Union actively supports transnational curriculum
development. Since one of the challenges of the implementation of transnational
educational programs pertains to the variety of contexts in which the program
will be adopted, this study aims to dive deeper into the contextual elements impacting the adoption of newly developed learning modules, in health professions
curricula in different countries.
Method
In June 2018 the first and last author held individual, face-to-face interviews with
project leaders of IMPACCT, a transnational innovation project within Europe
that develops a health literacy program for medical and nursing students. Additionally, 5 to 7 stakeholders at three participating sites - Germany, Slovakia and
Italy - were interviewed. We conducted a template analysis, a form of thematic
analysis, in which researchers develop a coding template based on themes and
topics that are found in the data.
Results
In the contextual elements the participants defined, we observed two overarching themes in which differences appeared between the included institutions: the
drivers of change and the processes of change. The drivers of change contained
the different institutional perceptions about the topic the project addresses, variances in current related courses that are already in place in the different schools,
particular attitudes towards health illiterate patients, and varying motives for participation. The processes of change had to do with the project leaders’ different
institutional positions, the various implicit and explicit rules of governance, timing
and availability of resources.
Discussion
This study shows that each context has different needs and asks for different
approaches to make the adoption of learning modules happen. Stakeholders involved in the development and implementation of transnational curricula change
projects should take the contextual factors into account when implementing
learning modules in different contexts.
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Introduction
To build a knowledge economy,1 and foster economic growth, employment,
equal opportunities and inclusion within Europe, and therefore greater competitiveness, the European Union actively supports transnational curriculum development projects in various domains,2 among which are the health professions.
These collaborative projects aim to foster the development, transfer and implementation of innovative education.3 These projects fit into the overall aim of the
EU to improve and harmonize European education.1 Knowing that the enactment
of educational change in medical schools’ undergraduate curricula is a complex
process,4,5 one could imagine the challenges of these transnational, collaborative
curriculum innovation processes. Local single case,5 and multiple national case
studies4 have shown the challenges of undergraduate curriculum change efforts,
and also emphasized the importance of the context in which curriculum changes are implemented.5,6 However, as Whitehead states, so far, the recognition of
context relevance did not result in many studies specifically addressing the influence of context in curriculum changes in medical education.6 “More explicit and
deliberate study of specific contexts of medical education will help our community better attend to the sociocultural, political, historical, and economic factors
in which these various curricular reforms are implemented.”6 (p.284) Since one of
the challenges of the implementation of transnational educational programs will
be the variety of contexts in which the program needs to be adopted, this study
aims to dive deeper into the role of context by exploring three participating project sites in an EU-funded transnational curriculum innovation project.
Scholars in the field of medical education highlight the lack of attention
that is usually paid to the role of context in medical educational practice and
research.7,8 Context is described to be an elusive concept, a phenomena that
is difficult to grasp, understand and investigate.8 Defining and understanding
context is a challenge partly because the singularities that are responsible for its
uniqueness become invisible for its participants through a process of acclimatization.7 Nevertheless, context influences the design, implementation, and outcomes
of research and curriculum innovations.9 As described by Ellaway et al., each institutional context could be perceived as a complex educational ecology that could
not be considered to be stable, therefore shaping both research and innovation
outcomes.9 For implementation research, and therefore adopted by us as a working definition in this study, “context is the set of circumstances or unique factors
that surround a particular implementation effort”.10
The implementation of new educational materials in different countries
is a phenomena that is related to the globalization of education. Therefore, one
cannot escape the inevitable tensions between creating uniform education and
adaption towards different contexts.7,11,12 “Standards exist to determine goals,
shape operations and the measurement of them. Standards once dealt only with
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the material world but they are present now in most forms of human process
and performance,” of which education is one.1 (p261) However, the diversity of
educational contexts asks for adaptations to ensure alignment with local needs
and goals.7 Former studies on curriculum change processes have shown that,
whether it is about a new educational approach,13 or an entire new program,14
the adaption to the local context is vital to make the curriculum changes into a
success.10,13,14 Implementing educational materials from one place into another is
not simply a matter of copy-paste.14,15 Finding the right balance between ‘being
globally responsible and locally engaged’,7 is a long-lasting, essential discussion
as globalization tends to be ever more present in health care practices and its
related education.11,12
Previous studies considering the role of context focused predominantly
on clinical contexts,8,16 or studied the implementation of existing health professions curricula that were developed in one setting and entirely transferred to
another.14 However, the implementation of collaboratively developed educational modules by different undergraduate courses in different countries was
not studied yet. As globalization moves on, we anticipate that these innovation
and harmonization projects will become more and more common. To advance
our knowledge of transnational curriculum innovation projects we explored the
pre-implementation phase, the adoption phase,17 of a European innovation project. In the adoption phase “people initially acquire and process information about
the innovation and make their decision about using the innovation.”17 (p.1) We
turned to the stakeholders involved in this innovation project, exploring the question: What are the contextual aspects impacting the adoption of newly developed
learning modules, in health professions curricula in different countries?
Method
Background of the project
We used the IMPACCT project as study object. IMPACCT stands for “IMproving
PAtient-centered Communication Competencies: To build professional capacity
concerning health literacy in medical and nursing education”.18 The project is
funded by the European Union, via the ERASMUS+ Program focusing on strategic partnerships in higher education.18 Health Literacy is the ability of patients
to understand the information they receive from healthcare professionals, to
read and comprehend drug prescriptions, but also the ability to navigate health
services, and manage one’s own health conditions.18-20 Low health literacy is most
prominent among vulnerable groups in society, such as migrants and refugees,
those in financially deprived situations, low socio-economic status, low education, and older adults, and has serious negative health consequences.19,20 With
an ageing population in Europe, and other vulnerable groups such as non-native
language speaking migrants, the problem of low health literacy becomes ever
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more important to deal with. However, there is a lack of education on this topic
in most health professions curricula. Therefore, IMPACCT aims to strengthen
health literacy competencies of future health care professionals, by improving the
education of medical and nursing students in Europe with an evidence-informed
program on health literacy.18 The IMPACCT project group exists of seven partner
organizations, including universities, a regional governmental health office and
an EU-association for higher education, from different countries (Ireland, Italy,
Slovakia, Germany, Belgium and the Netherlands). Together, these partners create the learning modules that are meant to be implemented in the participating
countries’ undergraduate health professions curricula (e.g. nursing, physiotherapy
and medical education), and ultimately could be widely disseminated over Europe
and beyond.
Design
To better understand the contextual elements impacting the adoption of these
newly developed learning modules in each particular context, we held interviews at three participating sites: Germany, Slovakia and Italy. The Netherlands
was eliminated as we considered it hard to question our own context, and the
team in Belgium was not related to a university and was therefore not able to
participate. We discussed with the remaining four partners who were interested
to participate in our study, and the partners from Germany, Italy, Ireland and
Slovakia responded positively. Ireland served as a pilot location for the further
development of the interview guide.
This study was conducted from a constructivist paradigm, assuming that
multiple perspectives on reality in social processes exist, and that our knowledge
is shaped in interaction with others and the environment.21 Interviews are therefore seen as co-constructions between researchers and participants.21 When
analyzing the data, our team further co-constructed the interpretations, making
our own backgrounds an important factor that inherently shaped our results. FV
studied social psychology and explores in her PhD trajectory the complexities of
enacting change in undergraduate medical curricula. MC is an internal medicine
physician and medical educator from Brazil. AdW is a senior researcher in health
literacy and communication, and head of the IMPACCT project. EH is an elderly
care physician and senior researcher in medical education. Finally, AJ is a professor in health professions education, and is therefore also frequently involved in
curriculum change processes.
Context and participants
In each country we held individual, face-to-face interviews with the project leaders and 5 to 7 stakeholders with whom the project leaders were collaborating to
make implementation of the learning modules happen. The three included coun-
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tries differed in the types of participating institutes. In one country, the project
leaders were situated in a health psychology department within a medical school
that offered various health professions courses. In another country, the project
leaders were situated in a regional healthcare governance institute. They sought
connection with the local medical school that offered various health professions
courses. Finally, in one country the project leaders were situated in a health
psychology department within a university that did not have a medical school.
Therefore, they sought connections with other medical schools.
We asked the project leaders to select and invite the stakeholders. In
total, we held 25 interviews: seven in Germany, ten in Slovakia, and eight in Italy.
The gender distribution was nine men and sixteen women. The invited stakeholders had various backgrounds, mostly in health professions education, such as
medicine, nursing, speech therapy, physiotherapy, and (health) psychology. They
worked as healthcare professionals and/or researchers, teachers, course coordinators, vice Deans for medical education, board members of a hospital or university, and in some cases outside academia in managerial positions of regional or
government-related health offices.
Ethical consideration
In this study, the standards of the Declaration of Helsinki were maintained.
Participants received an information letter describing the background and goals
of the study, possible risks and benefits of participating, and how we assured the
confidentiality of their data. We explained that participating was voluntary, that
participants could withdraw at any time in the study, and that the data would
be used for publication in an international journal. All participants agreed to
participate in the study after reading the letter and signed the informed consent.
The audio-files and transcripts were saved and stored anonymously using a code
name, and transcripts were carefully anonymized by FV, before analysis.
Data collection
FV developed the interview guide in consultation with the research team, and
was informed by literature addressing cultural and other contextual aspects of
curriculum change processes and cultural studies in organizations in general (for
example Braun and Kramer).22 To refine the interview guide, two pilot interviews
were conducted with IMPACCT project leaders from Ireland. In June 2018, FV
first conducted the interviews in Germany, and subsequently, FV and AJ conducted the interviews in Slovakia and Italy. At all sites, the interviewer(s) stayed
for a couple of days with the project leaders to experience the local educational
contexts. To ensure alignment, FV provided AJ the instructions for the interviews,
and the first interviews in Slovakia were conducted together, and evaluated
afterwards.
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We started the interviews by repeating the aims of the study, and signing
the informed consent. Hereafter we asked about participants’ backgrounds and
relation to the IMPACCT project, their personal views and opinions about health
literacy (HL), the perceived needs for HL in the educational programs and the
opinions of others in their institutes related to this subject. Then, we dived deeper
into the contextual and cultural elements by exploring the hypothetical question
what would be the do’s and don’ts for us if we, as outsiders, would come to their
institute to implement HL modules. Follow-up questions explored the hierarchical,
power and governance structures in their institute, the important stakeholders
to collaborate with, and how their organizations support change initiatives like
IMPACCT. Follow-up questions were all the time related to better understanding
what the answers told us about the culture or context, whether the described
views and perspectives were typical for this institute or even this particular country, where these views were based on, and how these views and perspectives
affected the adoption of the learning modules. The interviews were wrapped-up
by asking the participant to summarize the main barriers and facilitators for the
adoption of the HL modules in their institute. Interviews lasted between 1-1.5
hours, and were audio-recorded. All conversations were conducted in English,
and in some cases, interpreters were used to facilitate those participants who did
not feel comfortable enough to express themselves in English. All interviews were
transcribed verbatim.
Data analysis
We conducted a template analysis, a form of thematic analysis, in which researchers develop a coding template based on themes and topics that are found
in the data and their own preexisting knowledge.23 The template is shaped and
revised while analyzing new interview transcripts, finally resulting in one template containing all the information that is considered relevant to answer the
research question.23 In line with Brooks et al,23 FV, the main researcher, carried
out a preliminary coding of three interviews of one country, leading to a preliminary template, and proceeded with analyzing more interviews that informed the
developing coding template. In between, frequent team meetings further shaped
the template. After coding half of the interviews, EH and AJ added their perspectives by reading both three different transcripts and comparing those with the
themes and topics in the template. FV further analyzed the remaining interviews
and refined the template. To avoid an exclusively feminine and Dutch perspective,
MC joined the team. He read two transcripts of each country, and joined the
team meetings. By having frequent discussions with the research team about the
data analysis we reached consensus on the final interpretations. At a later stage,
AdW carefully read the results and substantially contributed to the refinement of
the entire manuscript.
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Results
In the contextual elements that impacted the adoption of learning modules we
observed two main overarching themes, which we called ‘the drivers for change’
and ‘processes of change’. Within these themes, we clustered the sub-themes
that were most apparent. For the driver for change the sub-themes were the perceptions about the topic the project addresses, current related courses that are
already in place in the different schools, particular attitudes towards health illiterate patients, and varying motives for participation. For the processes of change
the sub-themes were the institutional positions of the project leaders, the various
implicit and explicit rules of governance, timing and availability of resources. To
ensure anonymity, we report on a general level about the contextual aspects,
thereby not specifically referencing to the participating countries or institutions.
Drivers for change
Perceptions about the importance of the topic of the learning modules
In general, almost all participants saw a need for the learning modules that address knowledge and skills on how to deal with health illiterate patients. However, participants explained that these needs were not always similarly perceived
by others in the organization. For example, some participants explained that
the dominant opinion of teachers and physicians in their medical school is that
clinical subjects and cognitive skills are more important than social skills such
as communication. Contrary, participants in another institute emphasized that
social skills are generally highly valued by their faculty. This was explained to be
due to the university’s long humanistic tradition in health professions curricula,
something that was also reflected in a university magazine in which faculty wrote
about human care and humanistic perspectives such as psychology, ethnography,
and anthropology.
“I think that many old school teachers at [this university] have had a
large humanistic background in literature, music, the arts, and when it
comes to narrative medicine, or narrative nursing, it is always an enrichment in addition to the scientific parts. (…) Within the [nursing] courses
there are workshops (…) on the relationship with the patient, on communication, and on health promotion.” (participant institute A)
Furthermore, some participants expressed that physicians in their institutes consider health literacy to be more important for nurses than physicians, as nurses
were explained to have more contact and time to spend with patients. Although
participants emphasized a serious need for improving the communication of
health professionals, especially physicians, and therefore the need to adapt their
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training programs, they reported a lack of interest and perceived need by doctors
in their society, as well as higher management. These differences in interest and
perceived needs also seemed to be reflected in the willingness and openness of
teachers and others involved in the existing curricula towards adopting the learning modules.
Current related courses in schools
In relation to the different perceptions about the importance of the topic, we
also observed differences in the availability of communication and other social
skills courses that were already provided by the participating institutes. This (un)
availability of courses resulted in variances in the degree of change that had to
take place in the institutes, and the possibilities and willingness to adopt the new
learning modules. For example, in one country, the nursing curriculum included
some communication related courses in which possibilities were explored for the
health literacy modules. However, communication courses or other social skills
and subjects like health psychology, were not addressed in the core parts of the
medical curriculum. Communication was only offered as a general, intra-university voluntary course in English, that was open for all students, therefore primarily reaching foreign students, and not particularly addressing doctor-patient
communication. Getting a topic like communication for medical students on the
university’s agenda was already a struggle, making it even more challenging to
get this very specific health literacy topic to the attention of doctors, teachers and
decision makers. A strategy seemed to be developing optional (elective) courses
for students in which the learning modules could be implemented.
“It’s not ideal, but it’s something. We start a non-compulsory program,
then we will move one step forward and then maybe, hopefully, some
compulsory [program].” (participant institute C)
In another country, the main partner university did not offer health professions
curricula itself and was therefore relying on courses from other schools to make a
broader implementation of the learning modules happen. In general, the invited
stakeholders emphasized their interest in the topic and shared several ideas about
where to incorporate the learning modules in various health related programs.
Concerning the medical curricula, one participant explained that communication skills training was already well-established in their core curriculum, creating
a good opportunity for the adoption of the learning modules. However, in this
case, the problem was experienced that students were complaining about the
overload of emphasis on social skills, and therefore their lack of motivation for
communication training:
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“It is some kind of exhaustion in the students about the topic of communication. They are tired of training in communication. One female
student told me, “we are receiving more training in communication
than in surgery.” (…) So, this, I have to talk about with the boss of our
program.” (participant institute B)
In the country with the long humanistic tradition, the communication and other
social skills courses were described to be a well-established part in nursing and
paramedical studies. This type of courses was less represented in the medical
curriculum. In this institute we observed a true enthusiasm of teachers to start
working with the learning modules, preferably sooner than later. Compared to
the other institutes, the interviews in this institute were already more about the
practical implications on how to organize the implementation, how to teach the
teachers, and the availability of program materials:
“I’m ready to start if you give me your material and your support.” (participant institute A)
Attitudes towards health illiterate patients
Another aspect was the way participants talked about the varying opinions
about health literacy and related patients within their institutes as well as society
in general; these opinions held imaginable consequences for the interest and
‘marketability’ of the learning modules. For example, in one country the group
that suffered mostly from health illiteracy was an ethnical minority group. As perceived by various participants, this group is, in general, disrespected in society:
“There is like, generally in [Country], if you speak about racism, people
say they are not racists. So this is something what we kind of find also
in the healthcare to be racist towards [these] people, it’s fine and it’s not
even perceived as racism. So it’s a kind of normal thing. It’s normal to
put [these particular] women in separate rooms. It’s normal to shout at
them. It’s normal to not to deal with them like with other patients. No
equality. When they explained the reasons for this, it’s kind of racism
which they can justify.” (participant institute C)
Similarly, in another country, in which the money-making focus of healthcare
was frequently emphasized by participants, someone explained that patients with
health illiteracy are usually not the most favorite patients, as they usually cost
more than they yield. Both perspectives point to the (potential) difficulty of bringing this very specific topic into peoples’ interest if the main target groups are
not respected or particularly valued. The challenges here are to motivate others
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to invest in a problem that addresses an unfavorable patient group, making the
learning modules a product that is difficult to sell.
Motives for participation
As mentioned, all participants shared the importance of addressing health literacy
in health professions curricula, however, the drivers or motivation for collaborating with the project group members were different. It could be to improve
patient care, but also seizing the opportunities to implement curricular reform or
opportunities to do research, and even moral obligations. The motivation to participate was not only content-driven, but also strategic, which made reaching the
commitment sometimes challenging. For example, according to some, for higher
management the reasons to be part of this program were somewhat different,
such as leaders seizing this opportunity to show others that they are involved in
EU projects, which brings institutional rewards regarding the university’s rankings
and attracting international students. Although participants did not bother this
‘advantage taking’ per se, their main concerns were related to a lack of support
and investment from those in higher management positions, as explained by one:
“If they [higher management] report their successes, we are there. But if
it requires some additional activities from them, they are not so happy.
Now we are creating problems. They are happy that we got this project,
but they don’t want to be very involved in those duties that it brings.
(…) Yes, this is [our countries] way of… don’t making things for themselves too complicated. All things are done pro forma. For example, if
the European Union wants some changes in the education system it
mostly changes pro forma, but the content is still the same.” (participant
institute C)
Processes of change
Positions of the project group members
The positions of the project group members in their local context were of importance for the adoption process. The power or influence of the project group
members varied, and the steps needed to bring about change were different.
One group explained their own position to be weak which made it hard to get
things changed or done in the medical curriculum:
“Usually psychologists have very, very little power in the medical faculty,
because we are not medical doctors. (…) So we are considered like, a
bit like less valuable beings. (…) Nobody is expecting anything else from
our department, like they don’t expect us to teach, to change their old
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ways, to change the curriculum. Our duty is just to do research and
publish and improve the [department’s] rating.” (participant institute C)
For these participants, relationships with important others were expressed to be
vital to compensate for their experienced weak position. Getting things done
was explained to be highly depending on personal connections, particularly with
people in influential positions like department heads and other leaders in the
university/hospital. The dependence on personal connections was experienced to
be frustrating by participants in weaker positions and without good connections.
Some explained this importance of connections dated back from a particular part
in history when strong networks were considered highly important. This was
claimed to be still vibrant in the current generation of those in leadership positions:
“So sometimes we are joking they [people in leading positions] have to
die to change something. And that’s true, we also discussed this today.
But yes, this is a problem.” (participant institute C)
In another institute, as mentioned before, they did not offer medical or nursing
programs themselves, which meant that the project leaders had to look for collaborations with other universities. This need for collaboration was explained to
be challenging as it made them very depending on connections, interest and willingness of others, outside their own institute to make implementation happen.
Having a broad network was therefore important for the project leaders.
The importance of knowing the implicit and explicit rules
For those implementing the change it seemed crucial to understand the implicit
and explicit rules of governance. Not only between, but also within the countries,
different institutes had different rules to follow to make changes happen. As
one participant explained, knowing and understanding the local context is very
important for such transnational projects:
“So I think you will need more time to learn about our culture, faculty
and university, and the most important point would be to come to our
university to watch, to speak with colleagues that you get an idea what
I spoke about. Just to hear in this interview is not enough to decide
what’s the right way to bring this idea to [our university].” (participant
institute B)
This ‘right way’ was related to different formal and informal routes to follow.
These different routes had to do with the experienced hierarchies and distribution
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of power in the institutes. For example, many participants described both universities and hospitals to have strong hierarchies, in which heads of department
and board members make the final decisions, however, some also emphasized
that the formal power differs from the actual, informal, power structures. Being
aware of that is really important for those initiating the change, to know where
to start and find the right ways to get things done. Some interviewees strongly
recommended following the formal routes first, as explained:
“It’s something [country] style. It’s always you have to firstly inform
the chief of every kind of services or- and then he is responsible for
this problem and then he could delegate other people that are in the
organization. That’s the rule in [country]. It could be a big problem [if
you don’t do that] because they could stop the project because if you
start speaking- really, we start [here], yes. (…) Obviously in a little region
like this we have lots of informal linkage to people. So, we spoke with
some person in university and they were very, very interested but the
first thing they asked was have you informed the dean?” (participant
institute A)
In contrast, others emphasized the need to first follow the informal routes to get
personal connections on board, building a lobby, and subsequently following the
formal procedures, such as consulting faculty councils. Knowing these internal
procedures seemed vital:
“But I did not speak to leadership and I will not do that at all. (…) It’s
always important to first talk to the colleagues and not just start from
talking to leadership or management, including the deans, for example.
So sometimes it’s really important to get the deans into the boat too,
but in general it’s much more faculty driven. (...) I think sometimes it’s
different with institutions here in [our country] like the colleges, which
do the nursing studies nowadays. There it’s just imperative to have
the consent from leadership. (…) They would probably not be able
to decide anything because it’s always leadership driven.” (participant
institute B)
In one country we observed a strong emphasis on the need for clarity about
terms and conditions before collaborations could be established:
“So we have a lot of possibilities to use [the learning modules], but we
have to know exactly the circumstances and conditions to use it. (…) If
there are open [unanswered] questions, we will get a lot of problems
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and everybody would say ‘no, that’s not for us’. So probably we would
need a cooperation agreement to decide whether we would do it really
for the next years.” (participant institute B)
Timing
Also the timing of the learning modules played a role in the adoption and willingness of people to cooperate. For example, in one institute the upcoming accreditation procedures were perceived to be supporting the likelihood that people
wanted to be involved, as this period of time created space to make adjustments
to the program. Contrary, in another institute, the accreditation was a reason
to be a bit more hesitant under the guise of ‘never change a winning team’, in
this case a successful, and worldwide acknowledged, nursing curriculum. Also
national developments, such as a growing dissatisfaction with current healthcare
delivery (e.g. the way doctors treat patients), were mentioned to be of help to
get this project on the agenda of decision makers. Investing in better communication of doctors was explained to be a solution to the current lack of trust and
satisfaction in this country.
Resources
A struggle with resources, e.g. time, money, qualified people and support of
higher management, and the battle to find space in often overloaded curricula
- was a challenge in most institutes and impacted the adoption of the learning
modules. In one country, participants repeatedly mentioned the importance of
economic arguments, both in (private) universities and healthcare institutes, to
convince upper management to invest in this project. For example, one explained
that clerks who spend additional time on communication courses cannot spend
that time with patients, and that is not attractive for the hospital. Therefore higher management should be convinced by economic arguments:
“You have to address the logic of the economic leaders in the hospitals.
They will not change their culture just because they want to be good
human beings, you have to address hard economic facts. (…) Perhaps
it’s a bit astonishing, but I would talk to the one who’s responsible for
public communication, for marketing. They know that the competition
among patients and income of the hospital can be won via medical
excellence and via contact and good treatment of patients. So having
good communication skills in the hospital is a good message they can
use for their own marketing.” (participant institute B)
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In another country, a lack of time was considered more important than money:
“The [country’s] system of teaching doctors in the hospital are public
employees and so they are used to do a lot of things without direct
money or compensation. So that is not a real problem, no. The general
hospital doesn’t have this problem, but the problem with time, yes.
Because everything needs more time, because they are overwhelmed
by everything: patients, wards, examinations, requiring administrative
things, they feel very heavy in sense of time, so IMPACCT could be a
great barrier.” (participant institute A)
Participants also faced the challenge that those projects always come ‘in addition’, therefore taking additional time of teachers in the already limited time
available. The lack of time of teachers also seemed to be related to the lack of
time in the curriculum. This was reflected in the struggle that new, additional
subjects like health literacy have to replace other subjects that, as a result, have
to go out of the curriculum. In some institutes, using the elective courses seemed
to be a solution to avoid curriculum overload.
Discussion
This empirical study - conducted across three different countries in Europe – has
identified a set of contextual aspects that might influence transnational curriculum adoption processes. We observed two overarching themes in which differences appeared between the participating institutions: the drivers of change
and the processes of change. The drivers of change contained the different
institutional perceptions about the topic the project addresses, variances in current related courses that are already in place in the different schools, particular
attitudes towards health illiterate patients, and varying motives for participation.
The processes of change had to do with the project leaders’ different institutional positions, the various implicit and explicit rules of governance, timing and
availability of resources. Our results resonate with the observation of Ellaway et
al. that each institutional context forms a complex educational ecology, in which
various elements interact.9
The meaning of the main research findings
Important drivers of change are the different opinions towards the subject –
health literacy - of this project, and that seemed to have impact on the adoption
process. In some contexts, medical knowledge and cognitive skills were explained
to be strongly valued above social skills, therefore creating a lack of interest
and limited willingness to create space for learning modules addressing health
literacy skills. Similarly, in some contexts, health literacy was associated with a
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less favored patient group, or a group that was generally disrespected in society.
Creating awareness about the importance of health literacy and the related learning modules by teachers and decisions makers was therefore a challenge. These
values and opinions about the subject of the project can frustrate the process
and potentially limit the outcomes. Former studies did address attitude-related
contextual factors in implementation processes (such as educational values and
generational attitudes),9 however, the societal, sometimes deeply rooted, values
shaping the attitudes linked to particular study subjects was not addressed yet.
Similarly, also the differences in norms and values concerning the importance of
communication skills training that appeared between the different healthcare
disciplines should not be forgotten. In general, we had the impression that the
medical curricula in the three countries were usually spending less time on social
skills compared to the nursing and paramedical curricula, making the possibilities,
and therefore strategies for implementing such projects, different. It seems that
some institutes, or sometimes even particular programs within institutes, have
a more favorable ‘culture’ towards the goals of IMPACCT. This indicates that in
some contexts a larger degree of change is needed for successful implementation
of the learning modules. This is important to be aware of when starting such
a change process, because this might asks for adjustments of the project goals
and make, initially, smaller steps in particular contexts to start initiating a bigger
change.
The position and context sensitivity of project group members, the extent
to which developments in the organizations match with the innovation project, and available resources were related to processes of change. Furthermore,
knowing the implicit and explicit rules in each institute seems to be an important
aspect for those involved in such projects. As the variety of formal and informal
routes and approaches in the included institutes in this study showed, mistakes,
following the ‘wrong’ paths, could be easily made if people are not aware of
these local preferences and differences. Generally, in curriculum change projects,
there is a tendency to focus on the content and didactical aspects of the curriculum, often overlooking the important (underlying) organizational processes, such
as governance.24 Our results emphasize the importance of taking these organizational processes into account when initiating change in different institutes.
More broadly, our results show that it is difficult to reach harmonization,
both in the implementation processes and eventual outcomes. In the different
settings we encountered, we observed that everybody needed different strategies
to prepare implementation of at least parts of these learning modules, and that
all the learning modules will be used differently, and transformed into different
formats, matching the local circumstances. Our results therefore resonate with
current conversations about the tensions between standardization and contextualization in medical education.7,11,12,14 As for the EU, standards in education “are
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essential for managing education across Europe within and between states, and
in the new knowledge economy in which it is central.”1 However, we agree with
Bates et al. that “absolute standardization of education”, including its experiences
and outcomes, is impossible due to the inevitable diversity of educational contexts.7 Nonetheless, although absolute standardization of education might not be
feasible, standardization could be approached on multiple levels. Maybe reaching
a standardization in learning practices is not feasible, still the standardization
of learning goals at various places in Europe might be. For such EU projects we
believe that embracing the differences and diversity of each context, and making
such curriculum development projects work in different places should be the
ultimate aim.
Implications
This study empirically illustrates, and therefore supports, the mentioned importance of understanding the contextual elements that play a role in the adoption
of curriculum change.6 To enable transnational curriculum change processes we
suggest to conduct a careful analysis of each partners’ context, schedule early site
visits to be able to understand the particular contexts and explore best ways to
go to make the project into a success, and if needed, ensure capacity building of
project team members to influence their context. We believe that understanding
the different layers of context is vital for successful implementation strategies, but
we wonder how often a deeper exploration of context happens when curriculum
changes are initiated. Additionally, in transnational projects, being particularly
aware of the values and attitudes towards the subject of interest seems crucial
to take into account when considering strategies for implementing curriculum
changes.
Strengths and limitations
One of the strengths of this study is that we address a relatively unexplored, yet
growing phenomenon in medical education, using a multi-institutional approach.
We took the opportunity to study the contextual elements in transnational
curriculum innovation processes, a setting that we anticipate is going to become
more and more common as globalization processes move on. Another strength
of our study is that we included a wide range of stakeholders, including teachers,
coordinators, healthcare professionals from various backgrounds and also people
from higher management levels in the universities or related hospital boards.
However, one perspective that we did not include was those of students. Future studies might want to explore also students’ perspectives on the contextual
elements of curriculum change implementation, through their ‘curriculum users’
point of view. Another merit of this study is that we conducted the interviews
during the development and adoption (pre-implementation) phase. Therefore, we
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assume that participants have been well aware of the challenges they faced while
being in this process.
As a limitation of this study we would like to address the possible language barrier participants perceived. All participants, including the interviewers,
had to speak in English which was not their native language. This might have hindered participants in expressing themselves as they would have done in their own
language. To diminish this potential problem we indicated on forehand whether
participants needed an interpreter. In four cases an interpreter was available,
however, in most cases it turned out people were able to express themselves.
At the end of each interview we asked the participants whether they could have
said what they wanted to say, which was in all cases confirmed. Additionally, the
findings in this study did not include the processes in the other three participating countries, the Netherlands, Belgium and Ireland. Future studies might want
to follow such transnational projects over time to see how the project develops,
and also changes concerning the contextual elements that might be different at
different points in time, and how this might have an impact on successful implementation.
Conclusion
The implementation of transnational curriculum projects is a complex endeavor.
Stakeholders involved in the development and implementation of transnational
curricula change projects should take the contextual factors into account when
implementing learning modules in different contexts.
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General discussion
The main aim of this thesis was to better understand the complexities of enacting change in undergraduate medical curricula, seen through the eyes of various
stakeholders. The exploratory studies aimed to provide empirical enrichment and
illustrations of particular phenomena in curriculum change processes; change
leadership, stakeholder involvement, governance and the role of context. This final chapter summarizes the thesis’ main findings, describes how the results relate
to and extend existing knowledge, discusses practical implications, addresses the
strengths and limitations of the studies conducted, and proposes directions for
future research.
Main findings of this thesis
In chapter 2 we dived into the experiences of curriculum change leaders responsible for enacting change in undergraduate medical curricula. We showed that
change leaders experienced the change processes to be highly dynamic and
complex, fraught with several challenges. Three challenges of particular note
were dealing with the large and diverse groups of stakeholders; contending with
resistance; and steering the change process. We found that change leaders dealt
with the challenges using a variety of strategies, and that central to the process
of navigating these challenges was maintaining awareness of ever-changing
contextual situations. Change leaders used a variety of methods to be aware of
what was going on, to make decisions about what actions to take in response,
and who to involve, at what time, in the process. This empirical study enriches
the understanding of how institutional leaders navigate the complexities of major
medical curriculum changes.
In chapter 3 we explored how change leaders represent educational
scientists in interviews about a major curriculum change process. We showed
that a diverse array of perspectives are held, ranging from educational scientists
barely-not-being-included in the process to notions of strong one-on-one collaborations. Our results led us to believe that in various institutes these educational
scientists do not always seem to be optimally visible, engaged and connected,
which is inconvenient both for the units in which these scientists work and educational scientists themselves, as well as for the broader organization in general.
We believe that it is important to invest in interpersonal relationships to strengthen the internal collaborations and make sure people are aware of each other’s
existence and roles in the process of curriculum change.
In chapter 4 we looked into the role of governance in translating curriculum ideas on paper into educational practice. Our findings show that the way
decisions are made, implemented and monitored plays a prominent role in the
actual establishment of the new curriculum. We observed that each institute had
different governance processes in place, ranging from unclear decision making,
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to strict, top-down driven decision making, to more free, teacher driven decision
making. The way decision making was structured in the institutes influenced the
final outcomes of the curriculum. Therefore, each governance process will have
its pros and cons, and finding ‘the right way of doing’ is challenging and highly
context depending. However, explicating the governance processes in place and
making clear arrangements about the decision making procedures, seems an
important step in any institute.
In chapter 5 we explored the contextual aspects impacting the adoption
of newly developed learning modules about health literacy, in health professions curricula in different European countries. We observed two overarching
themes in which differences appeared between the participating institutions: the
drivers of change and the processes of change. We found for example that the
participating institutes differed in the availability of related courses in which the
learning materials could be adopted. This created differences in possibilities to
offer the learning modules to all students. Furthermore, some negative attitudes
in the institutes or society towards the specific patient groups addressed in the
learning modules, in this case health illiterate patients, were expressed, making
the learning modules in some contexts a product that is difficult to sell. Also important differences in the implicit and explicit rules to follow were observed, such
as following the formal or informal routes first to get things done. The results
showed that each context has different needs and asks for different approaches
to make implementation of learning modules happen, and that awareness about
these differences is therefore of importance for those involved in transnational
curriculum change processes.
Leading curriculum change processes
According to Hawick et al. the reason why change processes in medical schools
are perceived to be so challenging, might be because “medical curriculum reform
is often seen as linear but yet medical curricula themselves are complex and
messy.1 (p.337) This thesis contributes to our understanding of this complexity by
empirically exploring several aspects of curriculum change processes, and shows,
indeed, the dynamic and complex nature of bringing about change in undergraduate medical curricula. Change leaders leading these processes therefore fulfill a
challenging task. Understanding one’s context (chapter 5), dealing with various
stakeholders, institutional resistance and the tensions appearing in steering this
process as a leader (chapter 2 and 3) and keeping sight of the hard and soft sides
of academic governance (chapter 4) – asks for an all-round leader who is able to
oversee and manage all these social and organizational aspects. Being a change
leader therefore asks for the ability to remain situationally aware,2 in order to be
able to respond to the constantly changing circumstances, and adapt a broad
repertoire of strategies to meet the demands of the emerging situations.
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Situational awareness
Situational awareness is mostly known from the domain of aviation and could
shortly being expressed as “being aware of what is going on.”2 (p.1) Situational
awareness is important in dynamic, complex situations with high amounts of
information processing, and where poor decision making may lead to serious
consequences.2 Most studies so far seem to have focused on domains where
serious consequences are most apparent, such as military operations, nuclear
power plants and healthcare environments.3 However, the concept of situational awareness is equally applicable to the dynamic and complex organizational
change processes that also involve a lot of information processing and where
poor decision making might affect the outcomes of the curriculum change, the
organization and its people. The observation of the importance of situational
awareness in curriculum change processes was not only a result of our curriculum
change leaders study in the Netherlands (chapter 2), but could also be drawn as
an insight from our European study (chapter 5), in which the diversity of contexts
calls for situational (contextual) awareness of transnational project leaders.
Furthermore, the finding that curriculum change leaders adapt a broad
repertoire of strategies, resonates with general change management literature.
Various authors emphasize that using different approaches and lenses to look
at change will offer a more comprehensive understanding of what is going on,
compared to single, one-dimensional change approaches,4,5 that suffer from
inflexibility.4 It is unlikely to think that there will be a one-size-fits-all approach to
curriculum changes. Each lens or change approach will have things in common
with other lenses or approaches, and they can add aspects and perspectives that
the other ones overlook. Smith and Graetz identified nine change perspectives,
that all have different underlying assumptions, strengths and weaknesses and
management focus.4 For example, as mentioned in chapter 1 in this thesis, the
rational perspective assumes change to be a linear, planned process with a focus
on leadership, strategy and planning.4 Whereas other perspectives for example tend to emphasize the interconnectedness of change with all aspects of an
organization (systems perspective), or the human psychological perspective with
a focus on people’s transitions and adjustments, and the cultural perspective with
a focus on (interventions on) deep values and rituals.4 Although this book might
be predominantly focusing on the business domain, the different perspectives
could provide valuable insights for medical school’s curriculum change processes,
as it describes the various points of view one could have when perceiving and
approaching change.
Drawing on various change perspectives makes it better possible to
accommodate to the paradoxical nature of change processes.4 Acknowledging
the appearing tensions between different perspectives is important, because that
corresponds to the tensions found in the reality of change in organizations.4 In-
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consistent states exist simultaneously in organizations, creating tensions that are
paradoxical in their nature.6 The next paragraph will elaborate on this.
Dealing with tensions
In change management, one perspective that emphasizes the importance of
dealing with the inevitable tensions that arise in dynamic and complex processes,
is called the dualities perspective. In this perspective, instead of trying to fight
against the tensions and thinking in either-or, one acknowledges the simultaneously existing tensions in organizations and change processes.4 Examples of
arising tensions are between centralization and decentralization, individual and
teamwork, a long-term vision and short-term performance management, collaboration and competition, creativity and efficiency, freedom and control, new
and old, and change and stability.4 These ‘conflicting truths’,7 (p.761) are not there
because of failure of any kind but inherently exist in organizations. In the enactment of undergraduate medical curriculum changes, these tensions are recognizable. Our change leaders experienced similar tensions, such as when dealing with
their responsibilities of being finally responsible and therefore willing to direct
and speed up the change process, and on the other hand providing enough
freedom to stakeholders, striving for their inclusion and ownership. Additionally,
they expressed the tension between being open for adjustments in the curriculum design, but at the same time still having the final goal in mind, not moving
too far away of what was initially intended (chapter 2). Similarly, the governance
study (chapter 4) shows that, at one place, to reach coherency in the curriculum, a strict and top-down decision making structure was established. However,
this created tensions with teachers who experienced a lack of involvement and
undesired loss of autonomy. At another place, teachers received a lot of freedom
in decision making which contributed to their satisfaction, but on the other hand
created tensions with the coherency of the program as potentially too many
people were doing ‘their own thing’. Additionally, in the unpublished parts of the
interviews, the tensions between control and creativity/freedom was noticeable
in the wish to create a revolutionary new curriculum, but feeling ‘caught’ in the
requirements of the national Dutch Raamplan (the national blueprint). Likewise,
the involvement of educational scientists reflects tensions (chapter 3), as becomes
clear in the explanation of the different worlds of the hospital versus the educational support departments, the different ways of thinking and working between
doctors (teachers) and educational scientists, and the varying expectations
between change leaders and educational scientists. Finally, tensions also arise
between a wish for stability at one hand and change at the other. For example,
the logistic support departments benefit most from a long-lasting, stable curriculum that is gradually improved over the years, whereas innovative leaders might
want to change more radically, shaking up the status-quo. “Ironically, change
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management cannot only be about change. The need for both continuity and
change means becoming comfortable with the ever-present dilemma of tensions
between the two.”4 (p.183)
Although for some change leaders these tensions were natural occurring
phenomena (they considered it to be something that is inevitable to escape due
to the nature of these processes), many also expressed the challenges they experienced in dealing with these tensions and the responses of various stakeholders.
Rather than fighting against these paradoxes, trying to ‘solve’ them, which is
impossible in its nature, scholars suggest to embrace these tensions. “Exploring
the links between opposing dimensions and exploiting the tensions that arise
from paradox provide scope for rich insights into the complexities, ambiguities
and nuances of the change management process.”4 (p.185) Exploring these tensions
with all change stakeholders, including the leader(s), and making the tensions
explicit, is a suggested strategy to be able to learn from and deal with these tensions: “Rather than management being the sole responsibility of a few, managing
paradox requires that local actors learn to cope with their tensions (…) Openly
and critically examining [local actors’] polarized perceptions (…) may enable more
dramatic changes in their understandings and behaviors.”7 (p.764)
Preparation and support
Dealing with these, and other challenges that are inherent in complex processes,
asks for preparation and support. Having a broad repertoire of change strategies
is probably common for change managers in other domains, however, could not
be expected to be always available in the repertoire of change leaders in medical
schools. In unpublished parts of our interviews, some change leaders explained
they had followed a course in which, albeit limited, aspects of change management were discussed. Others mentioned to work from their own experiences
in previous leadership positions, and one actively sought help by visiting other
schools that recently underwent a similar major change process to learn from
others’ experiences. Overall, it was mentioned that, unfortunately, visiting each
other’s institute barely happened with the deliberate intention to learn from each
other. At several moments in the change process, change leaders felt lonely in
their job/role, and a common aspect they had missed the most were peer-group
meetings or the possibility to have peer sparring partners. Overall, the various discussions with interview participants in our studies set the impression that curriculum change processes in medical schools are usually underestimated, and that the
support for change leaders in their challenging task is limited. Fortunately, both
nationally,8-10 and internationally,11,12 various initiatives and courses are available
for (medical) educational leaders. However, further research should be conducted
to find out whether those courses fulfill the needs of medical educational leaders
in curriculum change processes. Additionally, establishing peer-group meetings
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to facilitate exchange of experiences, might be a possibility to support change
leaders in their role.
However, notwithstanding the foregoing, the more we dived into these
change processes, the more we see how much of a team effort these curriculum changes are. Creating a team of complementary team members around
the change leader is therefore vital. Concluding from the interviews, curriculum
change committees are most of the time composed of a change leader with a
clinical background, complemented with people having teaching experiences and
content knowledge, and, in some cases, educational scientists drawing attention
to the pedagogical aspects of a curriculum. However, someone who has experience with, and explicitly focusses on, the organizational processes is usually
lacking. We think that adding such a process-person might be of help to ensure
that the organizational processes receive explicit attention, such as keeping sight
on the stakeholder involvement, governance processes and appearing tensions.
Additionally, this person could also help extend the change leaders’ situational
awareness. However, the importance of collaboration does not only apply to
the curriculum change committees, but relates to all the stakeholders that are
involved. The next section will elaborate on people’s individual and collective
agency and the ideas of a shared social identity in curriculum change processes.
Agency
To perceive our studies from a broader perspective, two lenses were applied:
agency and social identity theory. When people try to bring about change in
their organizations they rely on their agency. Expressed the shortest, agency is
described to be a person’s capacity to act.13 At its core, “agency is concerned
with the extent to which individuals are able to exert control in their personal and
social lives”.14 (p.2) Being able to do something is a prerequisite for change, and
agency is about one’s personal power to effect such changes. However, as Enfield
and Kockelman explain “People never really act alone. Our agency is enhanced
when we cooperate with others and when we accept their help.”15 (p.xi) Bandura
explains that agency indeed could be perceived on three levels: personal, proxy,
and collective.16 Personal agency refers to one’s own capacity to act and exert
control, whereas proxy agency refers to peoples’ use of others to reach their own
goals.16 When exercising collective agency people pool their qualities and resources together to reach a shared goal.17
As shown in the studies of this thesis, a tremendous amount of people
from various backgrounds, at various moments in time, having different ideas
and agendas, exercise agency in curriculum change processes. Although various
people were mentioned to be involved, the studies reflect the agency of the
change leaders and educational scientists in chapter 2 and 3, but also the teachers in chapter 4, who exert control through the available governance structures at
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place, trying to navigate through the organizational processes to enact change,
and influence their part of the process and the curriculum. However, in the end,
it is the interplay between the various people that have to work together to reach
the shared goal; a new curriculum. As one of our change leaders mentioned,
“curriculum change is about creating one, joint product together with various
stakeholders involved.” This also becomes clear in chapter 5 again, where people
from several countries work together to create health literacy learning modules
and implement these in diverse social contexts. The study shows that the way
agency is exerted is also strongly context dependent. This is not only reflected in
the explanation of peoples’ experienced weak or strong positions in the institute
to get things done, and their dependence on others and upper management, but
also in the collaborations that were established by project leaders in the different
countries. Some could establish collaborations in their own institutes, others were
depending on collaborations with people from institutes other than their own,
showing even more the importance, and also potential difficulties, of establishing
collective agency.
Finding the ability to act, either as an individual or as a group, is a challenging task in professional organizations, like universities and hospitals. In these
institutes, various formal and informal powers exist, many different cultures,
habits and beliefs are present, and people tend to strongly rely on their own
professional autonomy.18 Being seen and valued is therefore an important asset
for those who work there. As Bandura explained, when people experience a lack
of personal agency, one should look for proxy agency, or join particular groups to
profit from the more powerful collective agency.16,17 Therefore, for those involved
in curriculum change processes it is important to know their capacity to act
and see where they have influence or not. For those who experience a weaker
position (e.g. the health psychologists in chapter 5), it is important to see to what
people or groups they could connect, to benefit from proxy or collective agency
to establish change. This connection process could also be actively supported
or facilitated by those leading changes, in order to benefit from the input of all
relevant stakeholders and build upon each other.
A shared social identity
As the studies in this thesis showed, people from different backgrounds, having
various ideas and convictions about what the curriculum should look like are
involved in curriculum changes. A frequently mentioned issue in the interviews
was the difficulty to understand each other’s’ ‘world’ and language. In the European study in chapter 5 this was probably most literally reflected in the fact that
people from different countries had to work together, and where understanding
the differences between the various societies, institutes and educational programs was of high importance for the development and adoption of the learning
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modules. Overall, participants perceived the most apparent differences between
the ‘hospital world’ and the ‘educational world’ (which predominantly referred to
the different ways of working, talking, doing, and thinking between doctors and
educational scientists in the educational support departments). Bringing these
worlds together, and smoothening the collaborations, was a challenge.
From the perspective of social identities,19 one could say that the people
involved in curriculum change have different social identities. These social identities are derived from the various social groups to which people belong, together
with the value and emotional significance that are attached to these group memberships.19 In our case, with all the different people involved, curriculum change
processes could be perceived as an assembly of various social identities that come
together, and where people have to identify, collectively, with each other and
the same new goal; the new curriculum. To improve intergroup relationships,
“identification with a more inclusive, superordinate identity” is claimed to be
helpful.19 Therefore, actively facilitating this group feeling around the inclusive superordinate identity of a new curriculum might be helpful for curriculum change
processes. Creating the feeling of being a team where your own social identities,
and the shared, new identity, may have a place, takes time. Our advice would
be that within the usually various teams that work on a new curriculum, room
should be made for exploring the different worlds, perspectives, perceptions,
qualities, emotions, relationship, languages and ways of working.
Methodological considerations
One of the strengths of this thesis are the empirical insights into the processes
of undergraduate medical curriculum change. In the literature, predominantly,
important factors to take into account when changing a curriculum have been
described.20-23 The studies in this thesis add to this literature by zooming in into
the processes of change in practice; what does the role of leadership, educational
scientists, governance and context look like in actual curriculum change practices.
Passed and running processes with various stakeholders involved in curriculum
change were explored and evaluated. Therefore, the results provide a rich and
diverse palette of experiences that are of relevance for future change processes.
Furthermore, former studies on medical curriculum change focused on single
medical schools.1,24,25 Our study about curriculum change leaders covered all
eight medical schools in the Netherlands (chapter 2 and 3). Similarly, the studies
about governance and context were conducted in multiple institutes, either in the
Netherlands (chapter 4) or across Europe (chapter 5). This thesis therefore offers
a more comprehensive view on curriculum change processes in addition to the
existing knowledge.
As the studies in this thesis have shown, each curriculum context is unique,
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asking for an awareness about the context-specific needs to bring about change.
However, although differences will exist between curriculum contexts, the results
of this thesis could be used as a starting point for reflection of people involved in
curriculum change processes. We explored the complexity of curriculum change
processes through a variety of stakeholder perspectives in multiple institutes
in different European settings. Therefore, considering the transferability of our
findings,26 we believe that our findings could be meaningful and useful in other
contexts too.
The methodological rigor of this thesis is reflected in the use of different
methodologies and stakeholders, and a diverse research team, which facilitated
triangulation of the research findings. Qualitative approaches are considered
beneficial for exploratory research.26 Accordingly, for data collection, we used
in-depth, face-to-face, one-on-one interviews for our exploratory research questions. By using this qualitative method, we allowed ourselves to dive deep into
participants’ personal stories and experiences with curriculum change processes.27
In addition to this method, we used visual tools such as the ‘briefing (photo)
cards’ in the interviews with change leaders (chapter 2) and the ‘rich pictures’ in
the governance study (chapter 4). By doing so, we enriched not only the interviews, but also the medical educational research domain, with two relatively new
methods. By associating their experiences with a photo card, this method enabled us to start the conversation with the participants on a more personal level.
Additionally, the use of rich pictures enabled us to get a more comprehensive
view on the complexity of governance in curriculum change processes. Although
we cannot say whether we would have had different outcomes when using only
interviews, we experienced the use of rich pictures as an enrichment of the conversations. This method allowed us to discover the complex relationships between
the various aspects in the drawing, and therefore a deeper understanding of the
topic of study.28 We also felt that this method was helpful for most participants
to recall their experiences; drawing asks for making things explicit, either on
paper, or in one’s minds.
Additionally, for the separate papers different analytical methods were
used; qualitative descriptive content analysis (chapter 2 and 4), template analysis (chapter 5), and a new method in medical education research: membership
categorization analysis (chapter 3). Qualitative descriptive content analysis and
template analysis orient towards richly summarizing the contents of interview
data,29 which therefore suited our goal to reach a more comprehensive view on
the various aspects that contribute to the complexities of enacting change in
undergraduate medical curricula. Using a rather different analytical method for
the study on the involvement of educational scientists - the membership categorization analysis - allowed us to explore our data on another level of depth by
focusing on language use on a detailed level.
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Researcher triangulation was strived for by the involvement of people
from different backgrounds, (such as psychology, (veterinary) medical sciences,
educational sciences and linguistics), having different experiences and qualities
related to doing research and the topic of interest (such as distinct knowledge of
doing qualitative research and experiences with the practice of major curriculum
change processes). Furthermore, to ensure accuracy and enhance trustworthiness, we made sure we reached consensus on the coding and the interpretations
by various team discussions.30
To enhance credibility and create a comprehensive set of findings, we
collected data in multiple institutes, from the perspective of various stakeholders.26 Additionally, we carefully described our research steps in the separate
research papers, used illustrative quotes in the results sections, and wrote a
research diary in which the various steps and evolving interpretations of the research were logged.
However, together with the strengths of our research practice, there are limitations to be considered. Since the studies in this thesis are based on interview
data, the results relied on the recall of the participants. Apart from the study
about the role of context in which participants were interviewed who were still in
the process of change (chapter 5), the other studies looked back on the change
processes in the Netherlands that had taken place ranging from less than one
year ago up to six years ago (chapter 2, 3, and 4). Therefore, a recall bias is inevitable. On the other hand, an advantage might be that looking back on a process
after a longer period of time allows for reflection and critically examining the
events, distilling what was of utmost importance and what was not in relation
to the process. Based on the lively descriptions of the participants, we do believe
that our studies revealed worthwhile and meaningful results.
Although a variety of stakeholders were included, there are still more
stakeholder perspectives to consider to enhance our understanding of curriculum
change processes. For example, the role of educational scientists was explored
through the eyes of the change leaders. It might be interesting to also study
educational scientists’ own experiences with being involved in curriculum change
processes. Furthermore, perspectives of students, deans, hospital and university
board members and logistic staff members are not included in this thesis, yet,
worth being studied since they all, in their own ways, contribute to the establishment of the curriculum.
Furthermore, the role of the researchers in qualitative research is important to consider.26 Working from a social-constructivist perspective, I assume
that there is no absolute ‘truth’ in social processes,31 such as curriculum change.
In that same perspective, the ‘reality’ we perceive is always constructed by our
social, historical and individuals contexts.31 In qualitative research, the knowl-
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edge we create is therefore inevitably influenced by our own perspectives and
the interactions with those involved, such as interviewees. Inherent to qualitative research, different interviewers will gather different data. As a psychologist
interested in change in organizations, my attention might have been particularly
prone to the human dynamics in organizational processes, which also inevitably
shaped the data interpretation. Therefore, as described above, a variety of different team members with different backgrounds and experiences were supporting
me, which enabled us to perceive the data from a rich variety of perspectives and
interpretations. Similarly, my novice status in the medical educational domain
might have led to underexposing certain aspects, might have limited the scope
of my probes, and might have steered me in different directions of interest
compared to others. For example, those who have more experience in leading
change, like change leaders, or those being part of change, like teachers. On the
other hand, I have experienced my novice status and relative outsider position to
be an asset. It gave me the opportunity to have open conversations with the various participants I interviewed. People felt comfortable to share their positive, but
also negative personal experiences, their perceptions about the pros and cons of
the change processes in their organization, and provided me rich insights in their
particular contexts.
Future research
This thesis consists of four exploratory studies about the processes of curriculum
change. A next step could be to narrow the focus to some in-depth, follow-up
questions on particular aspects in these processes. We will first provide methodological suggestions, followed by ideas about particular topics to be explored.
One research approach that could serve as a valuable addition to the
methods we used, is phenomenology. “Phenomenology is a form of qualitative
research that focuses on the study of an individual’s lived experiences within the
world,”32 and enables to learn and broaden the understanding of a particular
phenomenon. Agency and social identity development may be interesting topics
to study from a phenomenological research approach. For example, understanding, on a deeper, personal level, where and how people find and perceive their
personal agency in curriculum change might help us further in understanding the
dynamics in these complex processes. “By examining an experience as it is subjectively lived, new meanings and appreciations can be developed to inform, or even
re-orient, how we understand that experience.”32 One could explore how agency
and the abilities to get things done are perceived at the curriculum team level,
or within other groups, such as teachers and educational scientists. Additionally,
another group that might be interesting, and is also marginally studied, is the
group of individuals that are engaged in the logistics and scheduling activities of
the curriculum. As understood from our interviews, this group plays an important
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role in bringing about change on an operational level, yet are easily forgotten in
the process. Similarly, how various stakeholders in curriculum change processes
give meaning to a shared social identity, could be explored with a phenomenological approach.
Another methodology that might be interesting to use is grounded theory. “Grounded theory is recognized as a suitable methodology to gain an understanding of underlying social processes associated with a phenomenon.”33 (p.367)
For example, considering the shared social identity, better understanding peoples’
(de)identification with the new curriculum and its processes might help us better
understanding the mutual relationships and perspectives on such change processes, and might give starting points for improving the necessary in-group dynamics.
Lastly, an ethnographic approach would be valuable. Ethnography is a
social research method, which uses various sources of information: “The ethnographer participates, overtly or covertly, in people’s daily lives for an extended
period of time, watching what happens, listening to what is said, asking questions; in fact collecting whatever data are available to throw light on the issues
with which he or she is concerned.”34 (p.3) In the curriculum change context, this
approach could be of interest to further our understanding of the different
worlds - ‘cultures’ - of the hospital and the educational support departments.
Diving into these different worlds, one could explore the particular characteristics,
the perceptions about each other, and how the different stakeholders deal with
curriculum change processes.
Additionally, future research might want to study the support that is
helpful for curriculum change processes. This could be for change leaders, but
also for curriculum committees who, in our minds, should be well supported to
bring about change. Also the people in middle management positions like course
coordinators might feel a need for support to bring about change on the level of
translating the ideas on paper into educational practice. Investigating the personal and group needs for support could be an important starting point. In our
own medical school, an educational leadership course was developed for middle
management positions like course coordinators. This course also focuses on curriculum change processes such as change leadership, governance and group dynamics. Such trainings are valuable research objects. Understanding and further
improving the impact of such courses could be done by investigating whether
people perceive these trainings to be supportive for their abilities to bring about
change.
Additionally, two particular persons who were repeatedly noted to be of
importance for change leaders were the Dean (Board of Directors) and/or the Associate Dean of Education. Better understanding the dynamics of the relationship
between the (Associate) Dean and the change leader is of relevance, as without these persons the curriculum change leaders reported to be limited in their
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abilities to bring about change. This was shown in the cases where the Dean was
supportive, which helped the process, as well as in the opposite cases in which
the lack of support of the Dean was considered to be seriously damaging and
hindering the process (chapter 2). Similarly, in the interviews of chapter 5, the important role of people in higher management positions was mentioned, and also
differently perceived in different contexts. This shows again that understanding
the different dynamics and relationships, and the way higher management values
and perceives curriculum change, is valuable information for bringing about
change, and therefore worth being studied more specifically. Diving deeper into
this particular relationship could be done from both perspectives; the change
leader and the (Associate) Dean. Knowing more about the dynamics between
these stakeholders not only provides new insights into this mutual relationship,
but also into personal, proxy and collective agency in curriculum change processes.
Practical implications
The results of this thesis contribute to raising awareness about the complexity of
curriculum change processes, which could be useful and insightful for all stakeholders involved. This awareness relates to insights into the challenges of being
a leader that might be helpful for future change leaders to learn from, but also
for others such as those in higher management positions to better understand
the difficulties of this position and the possible needs for support. Furthermore,
this awareness relates to the importance of stakeholder involvement. The chapters in this thesis actually show that curriculum change processes are the shared
responsibility of a variety of stakeholders, rather than one leading person. Based
on this perspective, we have the idea that the emphasis should be much more on
the formation of teams in the organization, in which even the role of a separate, ‘lonely’ change leader could be discussed. Although the feasibility of the
following suggestion should be tested in practice, we suggest that a formation
of a threefold leadership team that co-leads the process could be beneficial for
medical curriculum change processes. This type of collective leadership is referred
to as integrated shared leadership.35 To guarantee the necessary attention paid to
the three main pillars of curriculum change, this threefold team consists of people with credible experience with (pre)medical curriculum content, pedagogical,
and change process aspects. In addition to the usually selected leader with a (pre)
medical background to guarantee the relevant curriculum content knowledge,
the pedagogical leader might safeguard the educational and pedagogical developments and facilitate the better use and positioning of educational scientists
in medicals schools. Additionally, the process leader could pay explicit attention
to the change aspects such as structuring the process by paying attention to
stakeholder involvement, governance and communication. In line with what is
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described previously, considerable time should be spend on the establishment
and functioning of this team.
Around this threefold leadership team should be a strong team of
representative stakeholders, however, also in the broader organization we
believe that the focus should be on strong, collaborative and complementary
teams. Which people to choose, and how many, will be context dependent, and
no finite answer could be provided. Thinking carefully about these decisions is
therefore important. When initiating the development of a new curriculum, we
argue that it is important to explicitly spend time on the development of teams
in which the various stakeholders are well represented. Conducting a stakeholder analysis might be a valuable first step to explore and provide insight into the
various groups existing.36 Similar to the leaders, also in the other teams that are
established in curriculum change processes, time should be spend on the different worlds, backgrounds, languages, conceptions and ideas about each other
and the new curriculum. In this way collaborations could be advanced, and the
potentials of collective agency could be much more utilized.
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Summary
Enacting change in undergraduate medical curricula is an intensive and challenging process. In educational practice, as well as medical education literature, we
observe a tendency to spend considerable time on the content and pedagogical
designs of our curricula, neglecting the importance of the underlying organizational processes that will, ultimately, make or break our beautiful curriculum
ideas. Having an idea is not enough; the process of bringing ideas into practice is
a long and difficult one. Although overviews of important factors for curriculum
change, and practical tips, are available, empirical evidence of what undergraduate medical curriculum change processes looks like in practice, and the actual
experiences of stakeholders involved, is still scarce. As curriculum changes are
frequently recurring, resource intensive processes, taking a lot of time and energy
of a large number of stakeholders, it is in everyone’s interest that these processes
are going as smooth as possible. Learning from previous processes might help us
in supporting future ones. Therefore, in order to support future change processes, this thesis focusses on better understanding the complexities of enacting
change in undergraduate medical curricula. This topic is addressed from different
stakeholder perspectives and at different levels; personal (the change leader),
interactional (stakeholder involvement; educational scientists), organizational
(governance processes) and transnational (the role of context).
In chapter 1, the introduction of this thesis, we first describe the context of
undergraduate medical curricula. In the Netherlands, undergraduate medical
curricula have to align to what is called ‘Raamplan 2009’ (soon updated), also
known as ‘the Dutch blueprint’ for undergraduate medical education. In this
blueprint, the required competency (knowledge, skills and attitudes) levels of
students at the end of their undergraduate training are determined. Medical
schools have considerable amounts of freedom in how they are going to facilitate
students to reach these competency levels within their curricula. Therefore, in
the Netherlands, the undergraduate medical curricula differ in their curriculum
design, underlying educational philosophies and use of teaching and learning
methods. Generally speaking, the first three years (Bachelor phase) focus predominantly on gaining a firm base of basic science and medical knowledge, and
the development of competencies like communication and collaboration. In this
phase, students will have their first experiences with patients. In t he last three
years (Master phase) the competency development continues, however training
is now largely clinical. In this thesis, the focus is on major change processes in the
Bachelor phase of undergraduate medical curricula.
We define ‘major curriculum change’ as centrally organized, intentionally initiated change projects that affect the entire curriculum and organization
involved in the curriculum. This means it is not about the yearly, regular adjust-
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ments at course level. Reasons for change vary per institute, however, accreditation, political changes, changes in medical knowledge and health care practices,
societal needs and expectations regarding healthcare professionals, as well as
advancements in our understanding of teaching and learning, usually play a central role.
Additionally, this chapter also discusses the developments in our thinking
about approaching change in organizations and medical education in particular.
A dominant way of thinking about change in organizations is that change is a
controllable, linear and orderly process, in which good leadership and following
the right steps are key to reach the final goals. However, other scholars challenged this perspective. Critique was expressed concerning the assumed linear
and predictable nature of change processes, and the underestimation of the
human factor in organizational change processes. It was stated that change
should be viewed as a vague, difficult to predict, emergent and complex process
in which intangible factors such as interacting systems, humans and organizational cultures play an important role. In medical education literature we see a similar
development. It is argued that the reason why change processes in medical
education are perceived to be so challenging is because these changes are often
approached as linear processes, which does not match with the complex reality.
In this thesis, complexity is perceived to be a paradigm, a way of thinking
and therefore a lens through which one perceives the organizational world and
its processes. In adopting this complexity lens, we look at the curriculum change
as dynamic, non-linear unfolding processes, in which medical schools and related
hospital(s) are perceived to be complex adaptive systems (that in itself again
exist of other, numerus amounts of smaller adaptive systems). Complex adaptive
systems (CAS), big or small, consist of multiple people that function together,
and whose actions are interconnected. A hospital and medical school for example exist of multiple smaller CAS, such as administrative, health, research, and
educational departments, all kinds of committees, student cohorts and teachers
belonging to a particular course. Usually the people in one CAS have multiple
connections, and/or also belong to other CAS. Therefore, in curriculum change
processes, a multitude of stakeholders need to work together, and the new curriculum, ultimately, emerges from these interactions.
In the enactment of the new curriculum, the change leader, the person who
leads a curriculum change, plays a prominent role. Although much is written
about these change leaders and what they are expected to do, not so much is
written about how they perceive these curriculum change processes themselves.
Therefore, in chapter 2, we dived into their perspective, addressing the following
research question: How do curriculum change leaders conceive of the process of
enacting change, and what strategies do they rely on to succeed in their efforts?
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Nine change leaders, from the eight medical schools in the Netherlands, were
individually interviewed. We found that change leaders experienced the change
processes to be highly dynamic and complex, fraught with several challenges.
Three challenges of particular note were dealing with the large and diverse
groups of stakeholders; contending with resistance; and steering the change
process. We found that change leaders dealt with the challenges using a variety
of strategies, and that central to the process of navigating these challenges was
maintaining awareness of ever-changing contextual situations. Change leaders
used a variety of methods to be aware of what was going on, to make decisions
about what actions to take in response, and who to involve, at what time, in the
process. This empirical study enriched the understanding of how institutional
leaders navigate the complexities of major medical curriculum changes.
In addition to knowing what was said about the processes, we were also interested in better understanding how people talk about these processes. Therefore, in
chapter 3, we used a novel analysis method in medical education research called
‘Membership Categorization Analysis’. We explored the same data as presented
in Chapter 2, this time analyzing the change leaders’ discourse about one particular stakeholder group: educational scientists, who are working in educational
departments within a medical school. These stakeholders focus on the educational aspects of a curriculum, such as curriculum design, educational methods
and assessment. In the literature, they are described to be important stakeholders
for medical curricula, however, little is known about what their value and roles
looks like in actual practices, such as curriculum changes. As a first step, we
wanted to explore how curriculum change leaders talk about these educational
scientists in relation to these change processes. The following research question
was addressed: How do change leaders represent and talk about educational
scientists in an interview about a major curriculum change process? By conducting a Membership Categorization Analysis we explored how change leaders refer
to educational scientists (use of category terms) and what they say about them
(predicates) in relation to the change process. We observed a broad range of
references, in which two categories were distinguished: educational scientists
referred to by their first name, and more general references such as ‘educational
scientists, ‘people from the educational institute’, ‘the supporters’. We observed
differences in what was said about these two categories. Educational scientists
categorized by their first name were suggested to be closer to the change process, more involved in decisional practices and positively described, whereas those
described in more generic terms were represented in terms of relatively passive
and unspecified activities, were less explicit referenced for their knowledge and
expertise and were predominantly factually or negatively described. Our results
led us to believe that in various institutes these educational scientists do not
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always seem to be optimally visible, engaged and connected, which is inconvenient both for the units in which these scientists work and educational scientists
themselves, as well as for the broader organization in general. Medical schools
are challenged to establish medical curricula in consultation with a large, diverse
and interdisciplinary stakeholder group. We suggested that it is important to
invest in interpersonal relationships to strengthen the internal collaborations and
make sure people are aware of each other’s existence and roles in the process of
curriculum development.
In chapter 4 we dived into an important organizational aspect of curriculum
change; governance, the means by which decisions in medical curricula are made,
implemented and monitored. In medical education journals, critical questions
arise to what extent our change efforts actually result in true, institutionalized,
changes in the curriculum in action. It is stated that one of the key mistakes that
lead to failed change efforts is focusing on curriculum change while ignoring the
organizational, governance, processes. To better understand the role of governance in undergraduate change efforts, this chapter addressed the question:
What is the role of governance in the process of translating the original goals,
outlines and philosophies of the curriculum into institutionalized curriculum
change at micro-level? For this study, we interviewed teachers of three medical
schools in the Netherlands, and we used a relatively new method called Rich
Pictures. We observed that each institute had different governance processes in
place. In Institute 1, participants described an unclear governance structure resulting in implementation chaos in which an abstract educational concept could not
be fully realized in practice. In Institute 2, participants described a top-down and
strict governance structure that contributed to a relatively successful implementation of the educational concept, though also led to demotivation of teachers,
who started rebelling to recover their perceived loss of freedom. In Institute 3,
participants described a relatively fragmentized process in which they received a
lot of freedom that contributed to contentment and motivation; however, the
process did not fully support the intended outcomes. The way decision making
was structured in the institutes influenced what the curriculum would ultimately
look like. Each governance process will have its pros and cons, and finding ‘the
right way of doing’ is challenging and highly context depending. However, explicating the governance processes in place and making clear arrangements about
the decision making procedures, seemed an important step in any institute.
In chapter 5, we brought our perspective on curriculum change processes again
to another level. As mentioned in chapter 1, undergraduate medical curricula
differ from each other. Every educational context is different, certainly in comparison with other countries. Each institute has its own history and local situation
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that influences, for example, how things are arranged internally, and what the
curriculum looks like. For transnational educational programs, this variety of
contexts is particularly challenging, as the newly developed program needs to be
adopted in various medical schools in different countries. Therefore, in order to
get a better understanding of the role of context in curriculum change processes,
we explored the challenges of adopting jointly developed learning modules in
different medical school across Europe, as part of a European project on health
literacy education, called IMPACCT. In this study, we interviewed project leaders
and several local stakeholders of three participating project partners in Germany,
Slovakia and Italy. This chapter addressed the following research question: What
are the contextual aspects impacting the adoption of newly developed learning
modules, in health professions curricula in different countries? We observed two
overarching themes in which differences appeared between the participating
institutions: the drivers of change and the processes of change. We found for
example that the participating institutes differed in the availability of related
courses in which the learning materials could be adopted. This created differences in possibilities to offer the learning modules to all students. Furthermore,
some negative attitudes in the institutes or society towards the specific patient
groups addressed in the learning modules, in this case health illiterate patients,
were expressed, making the learning modules in some contexts a product that
is difficult to sell. Also important differences in the implicit and explicit rules to
follow were observed, such as following the formal or informal routes first to get
things done. The results showed that each context has different needs and asks
for different approaches to make implementation of learning modules happen,
and that awareness about these differences is therefore of importance for those
involved in transnational curriculum change processes.
Chapter 6 is the general discussion of this thesis. This final chapter provides a
summary of the main findings and discusses some overarching themes such as
situational awareness, agency and a shared social identity. In addition, strengths
and limitations, and recommendations for future research and practice are discussed.
Situational awareness is highlighted as an important competence for
change leaders to cope with the ever-changing reality in educational change
processes. Furthermore, having different strategies and approaches to bring
about change, to keep it going and to respond to what is necessary in different
situations, seems to be an important competence. It is unlikely to think that there
will be a one-size-fits-all approach to curriculum changes. The reality of change
is too complex and contextual differences determine what is needed in different
situations. Furthermore, dealing with insurmountable tensions in change processes and the preparation and support of change leaders, is discussed. Besides the
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focus on change leaders, this thesis shows how much curriculum changes are
about the various stakeholders involved and the importance of their collaboration. In that respect, we discuss the concept of collective agency and the notion
of a shared social identity. At its core, agency is concerned with the extent to
which individuals are able to exert control in their personal and social lives. When
exercising collective agency people pool their qualities and resources together to
reach a shared goal. This type of agency seems to be important for curriculum
changes, in which knowing and acknowledging each other’s qualities is an important condition for achieving meaningful cooperation. Stimulating cooperation
between the large and diverse groups of stakeholders is a challenge, and bringing the sometimes very differently experienced worlds together asks for active facilitation. This also ties in with having a shared social identity, which assumes that
identification with a more inclusive, subordinate identity (the new curriculum) can
help to bridge differences between groups of people. It takes time to create the
feeling of being a team where your own (social) identities, and the shared, new
identity, may have a place. Our advice would be that within the usually various
teams that work on a new curriculum, room should be made for exploring the
different worlds, perspectives, perceptions, qualities, emotions, relationship, languages and ways of working.
We conclude that the results of this thesis contribute to raising awareness about the complexity of curriculum change processes, which could be useful
and insightful for all stakeholders involved. The chapters in this thesis show that
curriculum change processes are the shared responsibility of a variety of stakeholders. Based on this perspective, we suggest that the emphasis should be much
more on the formation of teams in the organization, in which even the role of
one single change leader could be discussed. We propose to investigate the
possibilities of a triple leadership team, which includes expertise in the field of
medical content, educational sciences and change processes.
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Chapter 8

Nederlandse samenvatting
Het tot stand brengen van onderwijsveranderingen bij de opleiding Geneeskunde
is een intensief en uitdagend proces. In de onderwijspraktijk, maar ook in de
medisch onderwijs literatuur, zien we een neiging om veel aandacht en tijd te
besteden aan de inhoudelijke en onderwijskundige aspecten van een curriculum.
We lijken daarbij vaak de onderliggende organisatieprocessen te vergeten die
uiteindelijk de curriculum ideeën moeten helpen verwezenlijken. Het hebben van
een idee op papier is niet genoeg; het proces van vertaling naar de praktijk is lang
en moeilijk. Hoewel overzichten van belangrijke factoren die van invloed zijn op
curriculumveranderingen en praktische tips beschikbaar zijn, is empirische kennis
schaars over hoe curriculumveranderingen bij opleidingen Geneeskunde er in de
praktijk uitzien en wat de ervaringen zijn van belanghebbenden (stakeholders) die
bij deze processen betrokken zijn. Omdat curriculumveranderingen bij Geneeskunde terugkerende, resource-intensieve processen zijn, die veel tijd en energie
kosten van een (zeer) groot aantal betrokkenen, is het in ieders belang dat deze
processen zo soepel mogelijk verlopen. Leren van eerdere veranderingsprocessen
kan ons helpen bij toekomstige processen. Om toekomstige veranderingsprocessen te ondersteunen richt dit proefschrift zich daarom op het beter inzicht
krijgen in de complexiteit van het tot stand brengen van curriculumveranderingen
bij opleidingen Geneeskunde Dit onderwerp is vanuit verschillende stakeholdersperspectieven en op verschillende niveaus onderzocht: persoonlijk (de veranderleider), in interactie (betrekken van stakeholders; onderwijskundigen), organisatorisch (besluitvormingsprocessen) en transnationaal (de rol van context).
In hoofdstuk 1, de inleiding van dit proefschrift, wordt eerst de context geschetst van Geneeskunde curricula in Nederland. Anders dan in veel andere landen
kent Nederland een Raamplan Artsopleiding. In dit document staat beschreven
aan welke competentieniveaus (kennis, vaardigheden en attitude) een afgestudeerd Geneeskunde student moet voldoen. Geneeskunde opleidingen moeten
zich dan ook committeren aan deze eindtermen. Zij krijgen echter wel vrijheid in
de manier waarop zij studenten deze eindtermen laten behalen. Daarom verschillen de Geneeskunde opleidingen onderling vaak aanzienlijk in hun curriculumontwerp, de onderliggende onderwijsfilosofieën en het gebruik van onderwijsmethoden. Wel zien we dat de eerste drie jaar van de opleiding (bachelorfase) zich
voornamelijk richten op het verwerven van een stevige basis (bio)medische kennis
en op het opdoen van competenties zoals communicatie en samenwerken. In
deze fase doen studenten meestal ook hun eerste ervaringen op met patiëntencontact. In de daaropvolgende drie jaar (masterfase) gaat de competentieontwikkeling door, maar de opleiding is nu grotendeels klinisch gericht, onder andere
door het volgen van verschillende coschappen. In dit proefschrift ligt de focus op
grote veranderingsprocessen in de bachelorfase.
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Grote curriculumveranderingsprocessen hebben wij als volgt
gedefinieerd: Dit zijn centraal georganiseerde, bewust geïnitieerde veranderprocessen die invloed hebben op het gehele curriculum en de bij het curriculum
betrokken organisatie en gaan dus niet over de jaarlijkse, reguliere aanpassingen
op cursus niveau. Aanleidingen om een curriculum te veranderen verschillen per
instituut maar worden vaak ingegeven door onderwijsaccreditaties, politieke
veranderingen, de continue ontwikkeling van medische kennis en vaardigheden,
verschuivingen in maatschappelijke behoeften en verwachtingen ten aanzien
van zorgprofessionals, evenals ontwikkelingen in onze kijk op leren, lesgeven en
opleiden.
Eveneens gaat dit hoofdstuk in op de ontwikkelingen in ons denken over
veranderingen teweegbrengen in organisaties. Een dominante manier van denken is dat verandering een controleerbaar, lineair en ordelijk proces is, waarbij met
goed leiderschap en het volgen van de juiste stappen het veranderdoel bereikt
kan worden. Kritiek op deze aanpak luidt dat veranderingen echter meestal niet
lineair en ordelijk zouden verlopen en slecht te voorspellen zouden zijn, onder
meer door de weinig stabiele menselijke factor in organisaties. Gesteld wordt
dat veranderingen veel meer bekeken zouden moeten worden als een moeilijk te
voorspellen, emergent en complex proces waarbij lastig grijpbare factoren zoals
interacterende systemen, mensen en organisatieculturen een belangrijke rol spelen. In de literatuur over medisch onderwijs zien we eenzelfde soort ontwikkeling.
Gesteld wordt dat de reden waarom veranderingsprocessen in medisch onderwijs
zo uitdagend zouden zijn, is omdat deze veranderingen vaak gezien worden als
lineair, met een daarbij behorende (te) planmatige aanpak die vaak te kort schiet
in de veel complexere realiteit.
In dit proefschrift wordt complexiteit benadert als een paradigma. Een
manier van denken over en kijken naar organisaties en hun processen. Door
het opzetten van deze lens, hebben wij naar curriculumveranderingsprocessen
gekeken als dynamische, non-lineaire processen, waarbij de medisch faculteit en
aanverwante ziekenhuizen beschouwd worden als complex adaptieve systemen
(die op zichzelf weer bestaan uit talloze hoeveelheden kleinere adaptieve systemen). Complex adaptieve systemen (CAS), klein of groot, bestaan uit meerdere
mensen die gezamenlijk functioneren en wiens acties met elkaar verbonden
zijn. Een ziekenhuis of een medische faculteit bestaat bijvoorbeeld uit meerdere
kleinere CAS, zoals administratieve-, onderzoeks-, zorg- en onderwijsafdelingen,
talloze commissies en raden, studenten cohorten en groepen docenten. Meestal
hebben de mensen in één CAS meerdere connecties met, en/of behoren ze ook
tot andere CAS. Uiteindelijk komt het nieuwe curriculum voort uit interacties tussen allerlei verschillende stakeholders die met elkaar moeten samenwerken vanuit
de verschillende systemen.
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In de totstandkoming van het nieuwe curriculum speelt de veranderleider, de
persoon die een curriculumveranderingen leidt, een prominente rol. Hoewel er
veel over veranderleiders wordt geschreven en wat er van ze verwacht wordt,
weten we weinig over hoe zij zelf dit proces ervaren. In hoofdstuk 2 doken
we dan ook in hun perspectief, met de volgende onderzoeksvraag: hoe kijken
veranderleiders naar het proces van het tot stand brengen van curriculumveranderingen en welke strategieën hanteren zij om hun inspanningen te doen slagen?
Negen veranderleiders, vanuit de acht Geneeskunde opleidingen in Nederland,
zijn voor dit onderzoek individueel geïnterviewd. De uitkomsten waren dat deze
leiders het proces zeker niet als lineair beschouwden, maar als zeer dynamisch,
complex en uitdagend. De drie grootste uitdagingen waren: het omgaan met de
grote en diverse groep stakeholders, het omgaan met weerstand en het sturen
van het proces. We vonden dat deze leiders een grote variëteit aan strategieën
hanteerden om hiermee om te gaan. Centraal in het proces van het navigeren in
deze uitdagingen was het behouden van een continu bewustzijn van de steeds
weer veranderende situaties. We hebben dit geduid als situationeel bewustzijn.
Veranderleiders gebruikten verschillende manieren om op de hoogte te blijven
van wat er speelde en gebeurde, zodat ze konden besluiten hoe ze hierop zouden reageren, wie ze wilden betrekken en op welk moment in het proces. Deze
empirische studie verrijkte ons begrip over hoe veranderleiders navigeren in de
complexiteit van grote onderwijsveranderingen bij Geneeskunde.
Naast het weten wat erover deze veranderingsprocessen werd gezegd waren we
ook benieuwd hoe mensen over deze curriculumveranderingen praatten. Daarom
gebruikten we in hoofdstuk 3 een nieuwe methode in onderzoek van medisch
onderwijs genaamd ‘Membership Categorization Analysis’. We gebruikten dezelfde data als in hoofdstuk 2, maar deze keer analyseerden we het taalgebruik (het
discours) van veranderleiders over een bepaalde groep stakeholders: de onderwijskundigen. Deze stakeholders houden zich bezig met de onderwijskundige
aspecten van een curriculum, waaronder bijvoorbeeld het curriculumontwerp,
de onderwijsmethoden en toetsing. Zij worden in de literatuur beschreven als
belangrijke betrokkenen bij Geneeskunde curricula, maar we weten nog weinig
hierover vanuit de praktijk, bijvoorbeeld bij curriculumveranderingen. Om hier
een eerste stap in te zetten wilden we gaan kijken hoe leiders van curriculumveranderingen over deze onderwijskundigen praten in relatie tot deze veranderingsprocessen. De onderzoeksvraag die centraal stond was: Hoe representeren
en praten veranderleiders over onderwijskundigen in interviews over een grote
onderwijsverandering? Door een Membership Categorization Analysis uit te
voeren, onderzochten we hoe veranderleiders verwijzen naar onderwijskundigen
(gebruik van categorietermen) en wat ze over hen zeggen (predicaten) in relatie
tot het veranderingsproces. We zagen een breed scala aan verwijzingen, waarin
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we twee categorieën opmerkten: onderwijskundigen die bij hun eigen naam genoemd werden in het interview en meer algemene categorie termen zoals ‘onderwijskundigen’, ‘mensen met verstand van onderwijs’ en ‘de ondersteuners’. We
zagen vervolgens verschillen in de manier waarop erover deze twee categorieën
werd gepraat. Onderwijskundigen die bij hun voornaam werden genoemd leken
dichter bij de leider en het veranderingsproces te staan, leken meer betrokken te
zijn bij belangrijke beslismomenten en werden positief beschreven en geprezen
om hun expertise, terwijl de onderwijskundigen die in meer generieke termen
werden aangeduid werden geassocieerd met relatief passieve en onspecifieke
activiteiten, ze werden minder expliciet benoemd om hun kennis en expertise en
ze werden overwegend feitelijk of negatief beschreven. De resultaten impliceren
dat onderwijskundigen in verschillende instituten niet altijd optimaal zichtbaar,
betrokken en verbonden lijken te zijn. Dit is niet alleen ongunstig voor de onderwijskundige afdelingen en onderwijskundigen zelf, maar ook voor de bredere organisatie in het algemeen met het oog op het benutten van beschikbare
mensen en middelen. Geneeskunde opleidingen staan voor de uitdaging om in
samenwerking met een grote, diverse en interdisciplinaire groep stakeholders
hun onderwijsprogramma’s te maken. Het lijkt verstandig om te investeren in de
onderlinge relaties om interne samenwerking te versterken en ervoor te zorgen
dat mensen zich bewust zijn van elkaars bestaan en rollen in het proces van curriculumverandering.
In hoofdstuk 4 behandelden we een belangrijk organisatorisch aspect van curriculumverandering; governance. In het Nederlands kennen wij hier geen goede
vertaling voor, maar kort gezegd hanteren wij hier de beschrijving dat governance de manier is waarop beslissingen in het curriculum worden genomen,
geïmplementeerd en gemonitord. Besluitvorming zal dan ook de verkorte term
zijn die we gebruiken. In tijdschriften over medisch onderwijs rijzen kritische
vragen op in hoeverre al onze inspanningen om een curriculum te veranderen
resulteren in daadwerkelijke veranderingen in de onderwijspraktijk. Verondersteld wordt dat een veel gemaakte fout is dat curriculumveranderingen te veel
gericht zijn op de inhoud en onderwijskundige aspecten, terwijl de belangrijke
organisatieprocessen zoals besluitvorming, weinig aandacht krijgen. Om de rol
van besluitvorming bij curriculumveranderingen bij Geneeskunde beter te begrijpen, gaat hoofdstuk 4 in op de vraag: wat is de rol van besluitvorming bij het
vertalen van de oorspronkelijke doelen en onderwijsfilosofieën op papier, naar
onderwijs in de praktijk (het micro-niveau)? Voor dit onderzoek interviewden we
docenten van drie Geneeskunde opleidingen in Nederland en gebruiken we een
relatief nieuwe methode genaamd Rich Pictures. Onze bevindingen lieten zien
dat opleidingen sterk verschilden in hun besluitvormingsprocessen. In Instituut
1 beschreven deelnemers een onduidelijke besluitvormingsstructuur die leidde
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tot chaos in de implementatie van het in hun ogen zeer abstracte onderwijsconcept, wat in de onderwijspraktijk dan ook niet volledig kon landen. In Instituut 2
beschreven deelnemers een top-down en strikte besluitvormingsstructuur die bijdroeg aan een relatief succesvolle implementatie van het onderwijsconcept, maar
ook leidde tot demotivatie van docenten, die begonnen te rebelleren om hun
verlies van autonomie te herstellen. In Instituut 3 beschreven deelnemers een vrij
losse besluitvormingsstructuur waarin docenten veel vrijheid kregen, wat bijdroeg
aan tevredenheid en motivatie maar wat niet altijd even behulpzaam was voor de
beoogde veranderingen in het curriculum, waaronder het creëren van eenheid.
De manier waarop de besluitvorming in de instituten was vormgegeven, had invloed op hoe het curriculum er uiteindelijk uit kwam te zien. Elke besluitvormingsstructuur heeft voor- en nadelen en het vinden van ‘de juiste manier van doen’ is
een uitdaging die sterk afhankelijk is van de context. Het expliciet maken van de
bestaande besluitvormingsprocessen en het maken van duidelijke afspraken over
de besluitvormingsprocedures leek echter een belangrijke stap in elk instituut.
In hoofdstuk 5 brachten we ons perspectief op curriculumveranderingsprocessen weer naar een ander niveau. Zoals aangegeven in hoofdstuk 1 verschillen
Geneeskunde opleidingen onderling. Iedere onderwijscontext is anders, zeker
ook in vergelijking met het buitenland. Elke instituut kent zijn eigen geschiedenis
en lokale situatie die van invloed is op hoe bijvoorbeeld zaken intern geregeld
worden en hoe het curriculum eruit ziet. Bij de implementatie van transnationaal
ontwikkelde onderwijsprogramma’s is één van de uitdagingen deze verscheidenheid aan contexten waarin het nieuwe onderwijsprogramma zal worden opgenomen. Om beter zicht te krijgen op de rol van context bij onderwijsveranderingen onderzochten we daarom hoe verschillende zorgopleidingen gezamenlijk
ontwikkelde onderwijsmodules proberen te implementeren. Dit onderzoek is
uitgevoerd binnen het Europese project IMPACCT dat zich richt op het thema
health (il)literacy (gezondheidsvaardigheden). Projectleiders en verschillende lokale stakeholders van drie deelnemende projectpartners in Duitsland, Slowakije en
Italië zijn hiervoor geïnterviewd. Dit hoofdstuk behandelde de volgende onderzoeksvraag: Wat zijn de contextuele aspecten die van invloed zijn op de invoering
van nieuw ontwikkelde onderwijsmodules in zorgopleidingen in verschillende
landen? We vonden twee overkoepelende thema’s waarbij we verschillen constateerden tussen de deelnemende instellingen: de drijfveren van verandering en de
veranderingsprocessen. We vonden bijvoorbeeld dat de deelnemende instituten
verschilden in hun beschikbaarheid van aanverwante cursussen (bijvoorbeeld
algemeen communicatieonderwijs) waarin de onderwijsmodules opgenomen
konden worden. Dit creëerde verschillen in mogelijkheden om de modules aan
alle studenten aan te bieden. Verder werden enkele heersende negatieve attitudes besproken ten aanzien van specifieke patiëntgroepen op wie de onder-
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wijsmodules betrekking hebben (de laaggeletterde/laag gezondheidsvaardige
patiënt), waardoor de modules in sommige contexten lastiger te implementeren
waren vanwege desinteresse in dit onderwerp. Ook werden belangrijke verschillen waargenomen in impliciete en expliciete organisatieregels, zoals eerst de
formele of juist de informele routes volgen om zaken voor elkaar te krijgen. De
resultaten laten zien dat elke context verschillende behoeften heeft en vraagt om
verschillende benaderingen om de implementatie van onderwijsmodules mogelijk
te maken. Bewustzijn van deze verschillen is daarom van belang voor degenen
die betrokken zijn bij transnationale curriculumveranderingsprocessen.
Hoofdstuk 6 is de algemene discussie van dit proefschrift. Dit laatste hoofdstuk
vat de belangrijkste bevindingen van het proefschrift samen en gaat in op een
aantal overkoepelende thema’s zoals situationeel bewustzijn, ‘agency’ en het
hebben van een gedeelde sociale identiteit. Daarnaast worden de sterkte punten
en beperkingen van het onderzoek besproken en worden suggesties voor toekomstig onderzoek en de praktijk gedaan.
Situationeel bewustzijn wordt uitgelicht als belangrijke competentie voor veranderleiders om om te kunnen gaan met de steeds weer veranderende werkelijkheid in onderwijsveranderingsprocessen. Ook het beschikken over verschillende
strategieën en aanpakken om verandering teweeg te brengen, gaande te houden
en in te spelen op dat wat er gevraagd wordt in verschillende situaties, lijkt een
belangrijke competentie. Het is niet aannemelijk te denk dat er een one-sizefits-all aanpak zal zijn voor curriculumveranderingen. Daarvoor is de realiteit van
veranderingen te complex en zijn contextuele verschillen bepalend voor wat er
nodig is in verschillende situaties. Verder wordt het omgaan met onoverkomelijke
spanningen in veranderprocessen en de voorbereiding en ondersteuning van veranderleiders besproken. Naast de focus op de veranderleider laat dit proefschrift
ook zien hoe zeer curriculumveranderingen gaan over de verschillende betrokken stakeholders en hun samenwerking. In dat kader, gaan we in op het begrip
collective agency en het hebben van een gedeelde sociale identiteit. ‘Agency’
gaat over de mate waarin individuen in staat zijn invloed uit te oefenen/dingen
gedaan te krijgen in hun persoonlijke en sociale leven. Bij collective agency brengen mensen hun kwaliteiten en middelen bij elkaar om een gezamenlijk doel te
bereiken. Dit lijkt voor curriculumveranderingen een belangrijke vorm, waarbij het
kennen en erkennen van elkaars kwaliteiten een voorwaarde is om tot betekenisvolle samenwerking te komen. Het stimuleren van samenwerking tussen de
grote diversiteit aan stakeholders is een uitdaging, waarin het samenbrengen van
de soms als zeer verschillend ervaren werelden vraagt om actieve ondersteuning.
Dit laatste sluit ook aan bij het hebben van een gedeelde sociale identiteit, wat
ervan uitgaat dat identificatie met een meer inclusieve, bovengeschikte identiteit
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(het nieuwe curriculum) kan helpen om verschillen te overbruggen. Het kost tijd
om het gevoel van een team te creëren waarin ruimte is voor mensen hun eigen
(sociale) identiteit en de gedeelde, nieuwe identiteit. Het advies luidt dan ook
dat binnen de verschillende teams die aan een nieuw curriculum werken, ruimte moet worden gemaakt voor het verkennen van de verschillende werelden,
perspectieven, percepties, kwaliteiten, emoties, relaties, talen en manieren van
werken.
Geconcludeerd wordt dat de resultaten van dit proefschrift bijdragen aan het
vergroten van ons bewustzijn over de complexiteit van curriculumveranderingsprocessen, wat nuttig en inzichtelijk kan zijn voor alle betrokken stakeholders.
De hoofdstukken in dit proefschrift laten zien dat curriculumveranderingsprocessen de gedeelde verantwoordelijkheid zijn van verschillende belanghebbenden, en niet alleen maar van één leidende persoon. Vanuit dit perspectief doen
wij de suggestie dat de nadruk veel meer zou moeten liggen op de vorming
van teams in de organisatie, waarin ook de rol van een enkele, soms eenzame
veranderleider ter discussie kan worden gesteld. De suggestie wordt gedaan om
de mogelijkheden van een drievoudig leiderschapsteam te onderzoeken, waarin
expertise is ondergebracht op het gebied van medische inhoud, onderwijskunde
en veranderingsprocessen.
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Dank aan allen die tot nu toe zijn meegelopen
op mijn weg, in het begin, midden en eind, op
afstand en dichtbij, zichtbaar en onzichtbaar.
Dank aan allen die met mij op pad blijven gaan, op
zoek naar nieuwe avonturen. Ik zie ernaar uit!
Floor
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