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Abstract

Background: Since the implementation of
Competency-Based Medical Education (CBME) for
undergraduate medical education in India,
stakeholders have expressed diverse perspectives.
While many appreciated its structured framework
and emphasis on competency development, others
voiced concerns about implementation challenges,
assessment strategies, and overall institutional
readiness. Objective: The present qualitative meta-
synthesis explored the converging and diverging
factors influencing the implementation of
CBME. Methods: Using a systematic search
strategy, we selected seven qualitative and mixed-
methods studies published between 2019 and 2025
from PubMed, Scopus, and Google Scholar. The
integration of qualitative findings across studies was
guided by Critical Interpretative Synthesis. A total
of 130 descriptive codes were developed and
categorized under six curricular components:

competencies, curriculum content, teaching-
learning  methods,  assessment, curriculum
governance, and student support and faculty

development. Results: Key challenges included
difficulties in framing competency objectives,

overlapping content in foundation courses, limited
faculty training in self-directed learning and
assessments, inadequate support for simulation-
based teaching, and misalignment between student
priorities and curricular goals. Notable enablers
included small-group teaching, simulation-based
sessions, well-organized timetables, motivated
faculty, and constructive student engagement.
However, systemic issues such as infrastructure
constraints, inadequate staff, their training in new
methodologies, and poor interdepartmental
coordination hindered full-scale
implementation. Conclusion: The study explored
the collective dissonance experienced by
stakeholders across various curricular components.
Effective implementation of CBME would require
committed faculty, adaptive leadership, and a
context-sensitive regulatory framework that enables
innovation and local relevance. This synthesis
offers insights for educators, curriculum planners,
and policymakers to refine CBME design and foster
improvements in medical education in India.
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Introduction

In 2019, the erstwhile Medical Council of India
(MCI) introduced the Competency-Based Medical
Education (CBME) curriculum to ensure that
medical graduates acquire essential competencies
through a structured, outcome-based approach
rather than the traditional medical education system.
The traditional curriculum in India was focused on
knowledge acquisition with compartmentalization
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of disciplines.! In contrast, new CBME curriculum
shifted the focus to competencies such as clinical
skills, communication, professionalism, leadership
and teamwork, lifelong learning, critical thinking
and research skills.> While building on principles
from the 1997 regulations,” CBME introduced an
outcome-driven model aligned with global trends. It
emphasizes both horizontal and vertical integration
while preserving subject-based instruction.** This
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transformation strengthened curricular governance,
with enhanced roles for Curriculum Committees,
Medical Education Units, supported by the National
Faculty Development Programme. All medical
colleges regulated by the medical regulator in India,
both private and government, except Institutions of
National Importance (INIs) across the country are
mandated to implement the new CBME
curriculum.®

Following its implementation for undergraduate
medical education in India, stakeholders expressed
a range of perspectives. Some welcomed CBME’s
structured approach,’ justified its rationale in the
Indian context;® while others raised concerns on
factors influencing medical education in India and
institutional ~preparedness.” Several published
reactions highlight these diverse viewpoints,
underscoring the need for continuous evaluation
and adaptation. As the CBME curriculum continues
to be implemented, it is important to understand and
manage stakeholder experiences and challenges to
improve its acceptance and effectiveness.
Qualitative meta-synthesis is a systematic method
for synthesizing findings from multiple qualitative
studies to generate comprehensive and collective
insights into complex phenomena.'” Unlike
individual qualitative studies, qualitative meta-
synthesis aggregates diverse perspectives, offering
a broader understanding of recurring patterns,
contradictions, and contextual nuances. In complex
tasks like curriculum reform, where institutional
differences make standard evaluations difficult,
meta-synthesis helps identify the factors that
facilitate or hinder its adoption. By integrating
findings from various studies, it builds shared
understanding of cross-cutting problems, explores
interpretive variations, and offers directions to
faculty development programmes, and institutional
readiness. This approach is particularly valuable in
resource-constrained settings, where large-scale
formative quantitative evaluations are often
unfeasible due to logistical and financial constraints.
Objective

The purpose of the present qualitative meta-
synthesis was to collate the converging and
diverging  factors  reported  during  the
implementation of various curricular components
within the CBME framework for medical
undergraduates in India.

Materials and Methods

Planning and pre-registering the qualitative
meta-analysis: We referred to Preferred Reporting
Items for Systematic Reviews and Meta-Analysis
(PRISMA) for evidence-based reporting. As the

present meta-synthesis was based on qualitative
data from educational research, it was not eligible
for registration in the Prospective Register of
Systematic Reviews. We have preregistered it to
Open Science Framework (OSF) Registries.!" We
used Nested Knowledge platform, which is a
comprehensive software platform designed to
manage the systematic review and meta-analysis
process.'? The steps followed in qualitative meta-
synthesis are described below.

Conceptual framework: Given the purpose of the
study, nature of studies included and the type of
data, we decided to use a combination of the
Kirkpatrick framework' and Critical Interpretative
Synthesis (CIS)."* Collating contextual findings
from qualitative studies that employed varied
approaches for a common purpose posed a
significant challenge, requiring careful abstraction
to ensure methodological coherence across diverse
frameworks. To address the complexity of the topic,
we used CIS as a guiding framework to
systematically integrate qualitative findings across
studies. While CIS is conventionally employed for
theory generation, we adopted a pragmatic
application of this approach to support the
structured aggregation and interpretation of findings
relevant to our context. Within CIS, three strategies
employed were: 1) Reciprocal Translational
Analysis (RTA); 2) Refutational Synthesis; and 3)
Line of Argument (LOA) synthesis. RTA helped us
identify shared themes. Refutational synthesis
allowed us to examine and make sense of
contradictory findings. LOA synthesis then brought
together these diverse insights to generate general
interpretations that reflect the breadth and
complexity of the evidence. This approach enabled
a comprehensive, context-sensitive synthesis that
aligns with our purpose of informing practice rather
than generating a theory.

Developing the search strategy: We included all
primary studies that utilized qualitative and mixed
methods research on the Competency-Based
Medical Education (CBME) curriculum for
undergraduate medical education in India. To
ensure comprehensive coverage, we employed a
broad search strategy, prioritizing sensitivity to
avoid missing potential studies. The search strategy
for Google Scholar and Scopus was:

CBME AND undergraduate AND curriculum AND
India. For PubMed it was: (((("cbme"[All Fields])

AND  ("undergraduate"[All ~ Fields])) AND
("curriculum"[All  Fields])) AND ("india"[All
Fields])).
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We searched electronic databases such as Medline
and Scopus for published articles from 2019 to
2025. Additionally, we conducted searches on
Google Scholar, reviewing all articles appearing
within the first 15 pages of search results.

Selection of primary studies and their appraisal:
In initial mapping, we obtained a total of 202
articles. After removing 47 duplicates, we screened
the titles and abstracts of the remaining 155 articles.
We excluded 138 articles from the initial screening
as they were not relevant to the study’s purpose. We
then assessed the full text of 17 articles and
excluded 10 primary studies based on the following
inclusion criteria: Original qualitative and mixed-
methods research related to the CBME curriculum
for medical undergraduates, published between
2019 and 2025. Articles included must have used
qualitative research designs and presented rich
interpretative data in the form of descriptions of
themes or illustrative quotes from the participants.
Ten articles were excluded for the following
reasons: eight were quantitative studies, one was a
letter to the editor, and one was not relevant to the
topic. The process of selecting articles for the study
followed the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA)
flow diagram shown below (Figure 1). We then
assessed the full text of all seven selected articles'>
21 to identify the parts of primary studies that relate
to the purpose of the meta-synthesis. The
background details of the selected studies and their
code contribution are given in Table 1.

We adopted a pragmatic orientation in conducting
this meta-synthesis, where studies of various
qualitative designs are integrated. Given our
objective to aggregate and describe, we decided to
remain open by following a ‘meta-analytic
principle’ that values the contribution of each
study.”? However, to balance inclusivity and rigor,
authors also applied Critical Appraisal Skills
Programme (CASP)* checklist questions to assess
methodological quality and ensure that selected
studies met minimum standards. The final decision
on inclusion of the study was made in consensus
among all authors. While the authors could not
make a decision on one CASP question “Has the
relationship between researchers and participants
been adequately considered?” due to insufficient
information in primary studies, they unanimously
agreed that all articles met the criteria for the
remaining nine questions. In addition, Table 1
outlines the distribution of codes derived from each

study, indicating the extent of their contribution to
the overall meta-synthesis.

Data extraction and analysis: The published
qualitative results from seven selected studies were
extracted to form the corpus for analysis. The data
consisted of narratives, participant quotes,
categories and themes. We carried out descriptive
coding of all relevant text data from the results
sections of selected papers using the free version of
QDA Miner Lite software. As part of CIS, under
RTA, we identified common themes and metaphors
across multiple studies to develop a cumulative
understanding of the subject matter. This approach
allowed us to synthesize insights from diverse
sources, strengthening overarching conceptual
frameworks. Under Refutational Synthesis, we
examined contradictions and disagreements
between studies, critically evaluating divergent
perspectives to challenge assumptions and refine
interpretations. Finally, LOA Synthesis was applied
when studies focused on different aspects of a
phenomenon. This method integrates varied
perspectives by assembling distinct pieces of
evidence across curricular components, creating a
comprehensive and coherent argument that
enhances the depth of analysis.

The descriptive results were presented as
converging and diverging factors under various
headings of curricular components. Converging
factors refer to supportive forces or viewpoints that
strengthen a particular change, while diverging
factors represent resisting or opposing forces that
work against it. The first author (AD) conducted the
initial analysis, which was then reviewed by the
other two authors (PD and HP) through an iterative
process of discussion, revision, and re-analysis. The
description of themes, interpretation and discussion
of manuscript was written in consensus. Text
enclosed in square brackets represents the author’s
statement, while text in /zalics denotes direct quotes
from the primary studies.

Reporting framework and credibility check: We
followed the 'Enhancing Transparency in Reporting
the Synthesis of Qualitative Research' framework
for meta-synthesis.**

Ethical Implications: The present qualitative meta-
synthesis did not require submission to the ethics
committee clearance as per the addendum to
National Ethical Guidelines for Biomedical and
Health Research involving human participants by
the Indian Council of Medical Research (2024).%
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Results: Seven studies were included in the present
qualitative meta-synthesis, primarily led by private
medical colleges in the southern region of India.
The coded content is organized into curricular
categories. We used 130 descriptive codes to code

the relevant content and then organized it under six
categories, with competencies (1), curriculum
content (28) and teaching-learning methods (24),
curriculum governance (28), student support and
educational environment (19), student assessment

Figure 1: PRISMA flowchart to demonstrate the flow of search resulting in the inclusion of
related articles

Records identified through

Additional records identified

Identification

Screening

Eligibility

Included

PubMed (n=43) and Scopus through Google scholar
(n=50)
Total records screened (n= 202) —) Duplicates excluded
(n=47)
Records screened based on title Records excluded
and abstracts (n=155) (n=138)
Full-text articles assessed for Full-text articles
— =
eligibility (n=17) excluded (n=10)
Quantitative — 8
one letter to editor and
Studies included in synthesis
(n=7)
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Table 1: Details of articles used in the qualitative meta-synthesis and their code contribution
Sr. T t Cod
L Authors Year Journal Title Region Arge Study design ] Objective 0 e. .
No group contribution
Quantitative and qualitative
evaluation
BLDE : . The study was
Universit of perception of medical faculty intended to evaluate
1 Teli et al ° 2021 Journal ¥ ofl toward Karnataka Faculty Mixed methods] the faculty perception| 3 (2.3%)
Health Sciences | competency-based medical and concepts toward
education the CBME.
for undergraduate curriculum
TOuTTaT oT
) . . To evaluate  the
Advances in]Implementation and Evaluation mechanism  adopted
i t i f CBME in Phase [ of] litati
2 So];mdanya 2022 Medlca'l of € n ase AO Puducherry Faculty Quél atve in the process off15(11.5%)
al Education and]undergraduate medical design . .
Professi lis leurriculum implementation of]
rofessionalis CBME
T 1 hers’
Perspectives of teachers at o © CXP ore teachers
) i ‘ Qualitative perceptions across
Shanmueham Indian Journalfmedical colleges across India design India at  medical
u
3 16 £ 2023 of CommunityJregarding CBME curriculum — A] Tamil Nadu Faculty 18 (13.8%)
et al o . colleges on newly
Health qualitative, manual, theoretical implemented CBME
thematic analysis (multi-centric P
study) curriculum
National Effect on students’ perception To study the effect of]
Medical of learning environment among I vear medical CBME curriculum on
. i . i . .
4 Selvi et al'® 2023 first-year ~medical  students]Puducherry Y Mixed methods|students’ perceptions|34 (26.1%)
Journal of] . students . .
. exposed to CBME curriculum — of their learning
India . . :
a mixed methods evaluation environment
International To assess the
Challenges in implementing Students challenges faced by
Journal of CBME in India — Stakeholder all stakeholders of]
5 Sulena et al?! 2024 Applied and R R Karnataka Mixed methods R R 23 (17.6%)
. . perspective: A mixed methods various medical
Basic Medical . o
analysis Faculty institutes and explore
Research .
Administrators solutions
Annals of the|Perspectives of Indian medical o To explore students’
. . Qualitative .
National students  regarding CBME . perceptions across
Shanmugam et R o . design X
6 alV? 2024 Academy offcurriculum - A qualitative,| Tamil Nadu Students India on newly] 15 (11.5)
Medical manual, theoretical thematic (multi-centric implemented CBME|
Sciences analysis study) curriculum
Journal of]
T luat th
Advances  in|Evaluation of CBME curriculum il’i’)l lerr:rft;t?oen oef
Soundariya et Medical implementation for phase II Qualitative P .
7 2 2025 . . Puducherry Faculty . phase II  medical]22 (16.9%)
al Education and]medical undergraduates: A design
. . . undergraduates: A
Professionalis [qualitative study .
- qualitative study

(17), and faculty development (13). A summary is
presented in Figure 2 where the size of the arrows
approximately represents the number of items under
the given category.

Competencies: Framing objectives to numerous
competencies (under CBME curriculum) was
perceived as a challenge necessitating the refresher
training for it."” Coordination and preparing a lesson
plan for an integrated session was reported to be a
time-taking activity.'

Curriculum content: The curriculum,
incorporating both vertical and horizontal
integration of content,'® has been analyzed through

several converging and diverging factors. Students
found the Foundation Course instrumental in
helping them adjust to their new academic
environment.!” Ice-breaking activities and sports
played a crucial role in fostering peer connections
within the cohort.'” However, while the Foundation
Course was considered important, its extended
duration was perceived as overwhelming by some
students, leading to content overlap, repetition, and
exhaustion—factors that risked fostering an
aversion to the subject.!”?® Faculty suggested
reducing the duration of the Foundation Course to
enhance its effectiveness.'®
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Figure 2: Converging and diverging factors across various CBME curricular components

[Converging factors}

[Curriculum componeuts}

Diverging factors

® ECE and integrated
sessions were engaging

e AETCOM (Empathy
and communication)
Yoga

¢ Framing objectives to numerous
competencies

Long duration of FC

Overlapping content in FC

ECE in the early phase was distracting
Theoretical sessions in AETCOM
Vague norms of FAP

Developing session plan for integrated
sessions

® Case-based learning
| ® Hospital visits

o MCQs
¢ Feedback mechanism

Assessment

[

® Meticulous timetable

e Resource allocation
Departmental
co-ordination

Curriculum
governance

Educational
environment

e Small group teaching J [Teaching-Learning] [' Theoretical sessions

=0

® Lack of guidelines on SDL sessions

u Designing MCQ questions

e Lack of faculty training in formative
assessment, OSCE/OSPE

e Assessment of written reflections

e Assessment of integrated sessions

o Lack of formative assessment
Maintaining reflective writing for ECE, SDLs,

\__logbooks, was burdensome for students

=

Inadequate resources (1T support, skills lab)\
Appointment of non-medical faculty

Low faculty-student ratio

Lack of periodic evaluation and incremental
improvement in modules )

N

/....\

e [ow motivation among students,
e [ower attendance,
Tendency to prioritize postgraduate entrance

exam preparation

(s Interactive teachi

Faculty development]

ng training

e Awareness of new
developments
Inter-departmental
collaboration

(e Extra-curricular )
activity
¢ Faculty mentorship
® Assistance for low
achievers
e Peer support
e Ragging free campus

¢ Resistance to adopting new changes

e Lack of faculty training in CBME

¢ Lacked orientation on preparing materials
for active learning strategies
Lack of teamwork and collaboration

o

Abbreviations: FC- Foundation Course, ECE-Early Clinical Exposure, FAP — Family Adoption
Programme, AETCOM — Attitude, Ethics and Communication, SDL — Self-directed learning

Students noted that Early Clinical Exposure (ECE)
sessions helped bridge basic science concepts with
clinical situations. Similarly, Cardiopulmonary
Resuscitation (CPR) and Basic Life Support (BLS)
sessions instilled a sense of professional identity."”

Competency sessions related to disability cultivated
a deeper understanding of patient needs— “The
session on disability competencies made me realize
the huge population with disabilities and their
special needs.”'” However, ECE sessions in Phase 1
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were reported to be overwhelming for teachers and
distracting for students. Faculty observed that
premature clinical exposure led students to jump to
conclusions without fully grasping basic science
concepts, diminishing the effectiveness of these
sessions. '

Students felt that ethics classes in the Attitude,
Ethics and Communication (AETCOM) module,
alongside extracurricular  activities, had a
meaningful impact."® They noted that AETCOM
sessions sensitized them to their responsibilities as
future professionals. The inclusion of ethics,
empathy, and communication topics was highly
appreciated by students, as these are not routinely
taught.>!  Observing simulated doctor-patient
interactions helped students identify weaknesses in
their communication skills. Sessions on “breaking
bad news” and yoga were deemed beneficial,
although students expressed a desire for expert
guidance in yoga.'” Despite its importance,
AETCOM sessions were often perceived by
students as overly theoretical,?! indicating a need for
a more interactive and applied approach.

The Family Adoption Programme (FAP) faced
faculty criticism due to vague norms and
expectations—for instance, guideline suggesting
that enrollment of families outside the field practice
area and preferably underserved by the public
health system.'® [FAP is a longitudinal community-
based activity, where the student is assigned to a few
families typically from rural and underserved area
to adopt and follow throughout their medical
course]. Students proposed the inclusion of
research-related sessions and activity-based
teaching to enhance engagement.'”® The faculty
emphasized the need to align curriculum content
with the National Level Exit Exam to sustain
student interest.”!

Teaching-Learning methods: Teaching-learning
methods were evaluated based on students' and
faculty members' perspectives. Students appreciated
small group teaching, case-based learning, self-
directed learning (SDL) sessions, tutorials, E-
learning, and hospital visits."® They also found
reinforcement sessions beneficial.'-'®% Visits to
health centers were perceived as a valuable
experience by students. At first, they had only seen
such health centers in their residential areas, but
later, through formal exposure visits organized by
the Department of Community Medicine, they
developed the deeper understanding of their
important role in healthcare delivery.'®

Integrated sessions and ECE were perceived as
engaging.!” Overall, students felt that simulation-
based training, training using scenarios were
impactful in better student engagement.?!

Faculty members expressed a need for clarity on
conducting SDL sessions and requested training to
improve their delivery.'!*?! Furthermore, faculty
raised concerns that the SDL approach might not be
suitable for all students [as all might not be ready or
capable of self-directed learning].?! Additionally,
they lacked orientation on preparing materials for
active learning strategies.’® Other challenges
included the extensive time required for planning
integrated sessions, structuring SDL sessions in
absence of guidelines, allocating adequate time, and
ensuring systematic execution.”’ Simulation-based
teaching was also emphasized as a critical
component for maintaining curriculum
effectiveness.?*!

Maintaining reflective writing for ECE, SDLs,
logbooks, and subject records was considered time-
consuming and burdensome for students.!”
Similarly, handwritten assignments were viewed as
a challenge, prompting suggestions to transition to
online typed submissions, given the tech-savviness
of the present generation.

Assessment: Students found multiple-choice
question (MCQ) tests welcoming, as they struggled
to construct logical long-answer responses within
the stipulated time.!” Students considered MCQs as
one of the strengths of the CBME curriculum.'®
However, faculty faced challenges in designing
MCQ-based assessments due to the extensive
groundwork required. Additionally, there was
limited awareness among faculty regarding various
formative assessment tools applicable to lectures
and small-group teaching, resulting in reduced
utilization of formative assessment for integrated
learning. The assessment of the affective domain
and written reflections remained 1nfrequent
primarily due to difficulties in objectively assessing
these components.” In addition, faculty perceived
challenges in conducting assessments in integration
sessions.?’

Faculty also lacked training in the practical aspects
of Objective Structured Clinical Examinations
(OSCE) and Objective Structured Practical
Examinations (OSPE), further complicating efforts
to enhance assessment methodologies.”” Providing
feedback to large numbers of students posed an
additional challenge. Students expressed concerns
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over excessive documentation requirements in

logbooks and suggested streamlining these
processes.”!
Several systemic challenges were identified,

including a lack of student preparedness, their
prioritization of training for postgraduate entrance
exam over curriculum-based learning, and
inadequate faculty training.?! Additionally, resource
constraints—particularly  in  infrastructure—
alongside the need for more frequent assessments,
hindered the development of a robust evaluation
framework."” Faculty emphasized the necessity of
improving facilities such as skills laboratory and
Information Technology (IT) support to enhance the
overall assessment system.?!

Curriculum governance: A  well-organized
timetable and adequate resources, such as increased
availability of cadavers, were identified as
converging factors contributing to effective
curriculum implementation.?’ However, faculty
with the MSc qualification were neither perceived
as effective in facilitating sessions on ECE,
AETCOM, and the Foundation Course, nor in
supporting students in achieving professional
competence.'” Non-medical faculty were observed
to face difficulties in teaching clinical concepts,
though they were considered suitable for tutoring
roles — “Faculty with MSc qualification can be
considered as tutors for teaching paramedics”

(p.34).'6

Several administrative challenges were recognized
by faculty as diverging factors. These included
delays in uploading educational materials to the
Learning Management System (LMS), delays in
distributing logbooks, and the difficulty of adapting
to frequent curriculum changes mandated by
regulatory  bodies.?®  Effective  curriculum
governance was found to depend on departmental
coordination, adequate financial and human
resources, thorough pre-planning, and ensuring a
solid groundwork. Finally, periodic evaluation and
incremental improvement in the skills module was
felt to be a challenge.?

Student support and educational environment:
Apart from one study that emphasized student
support—including assistance for low achievers,
motivation, faculty guidance, peer collaboration,
infrastructure, and a ragging-free campus'® —these
aspects received limited attention in other studies.
Students proposed integrating more extracurricular
activities and outings to enhance engagement.

Additionally, insufficient sensitization regarding
CBME contributed to disengagement with
curricular changes, diminished motivation, lower
attendance, and a tendency to prioritize preparation
for postgraduate entrance exam over regular
coursework.?!

Faculty development: A strong faculty team—
characterized by motivation, expertise, dedication,
punctuality, care, and approachability—was
identified as a key converging factor in driving
meaningful  curricular  change.’®*  However,
resistance to new developments was prevalent
among senior teachers [experienced professors],
who believed the traditional curriculum was
sufficient.!®?! The faculty hesitated to adopt newer
methodologies due to concerns over increased
workload.?! There were concerns about the
insufficient faculty-to-student ratio and the limited
preparedness for the implementation of CBME,
particularly among clinical faculty.'

To address these challenges, the need for training
senior residents and assistant professors in medical
education—particularly interactive teaching—was
emphasized, as many are actively involved in
instruction but lack formal training in pedagogical
techniques.?! Poor interdepartmental collaboration,
lack of teamwork and limited awareness among
faculty from clinical departments further hindered
effective curriculum implementation/learning.?!

Discussion

The present qualitative meta-synthesis could
explore various converging and diverging factors
for various components in CBME curriculum.
Students seem to have a positive response to the
educational reforms under CBME curriculum.
Faculty, however, reported to have faced more
challenges due to disruptions in established
practices, contextual constraints, and frequent
changes in curriculum guidelines and greater
student-faculty ratio. These findings suggest
dissonance due to a break in the status quo that
demands substantial adaptation and governance,
forcing administrators and educators to modify their
ongoing approaches while navigating institutional
and policy-based complexities. According to
Lewin’s framework, this state is called a state of
disequilibrium, where faculty tend to experience
dissonance due to disruption of prior norms.
Application of such adaptive frameworks in
managing challenges have a potential to alleviate
faculty resistance, ensure long-term commitment,®
and provide contextual solutions.?’
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Since 2009, erstwhile MCI and subsequently NMC
have implemented National Faculty Development
Programs (FDPs) to train, guide and support faculty
at all medical colleges in India.?® FDPs for capacity
building in CBME have included Basic Course
Workshop (BCW), Revised Basic Course Workshop
(rBCW), and Basic Course in Medical Education
(BCME) that train faculty members at the level of
Assistant Professor and above with at least three
years’ experience. Advance Course in Medical
Education (ACME) and Curriculum
Implementation Support Program (CISP I to III) are
designed for faculty who become members of
curriculum committee and Medical Education Unit
after having completed the basic course.”? NMC-
accredited Nodal and Regional Centers conduct the
training of faculty through institutional nomination.
The Foundation for Advancement of International
Medical Education and Research (FAIMER)
significantly contributed to the faculty development
movement in India by training fellows through
educational innovation projects with an emphasis
on leadership and change management skills.*
Many of these fellows serve as faculty at NMC
nodal centers and lead medical education units at
their institutions.*!

Given the complex nature of the education
system—where stakeholders are interwoven in a
non-linear network, emergent behaviors tend to be
unpredictable, and the trajectory of change is
shaped by cumulative reactions and responses.’?
Consequently, the persistence of dissonance, even
after considerable capacity-building efforts, is an
inherent feature of such a complex system rather
than a reflection of inefficacy. A deeper
understanding of both converging and diverging
factors enables institutions to navigate challenges
more effectively and refine adaptive strategies that
actually work. In this context, a collaborative
approach—wherein faculty actively co-develop
strategies tailored to their specific institutional
needs—proves more effective than singular,
externally imposed interventions, as it fosters
ownership, contextual relevance, and sustained
impact.*® Finally, in such complex and uncertain
educational settings, decision-makers at all levels
are encouraged to practice adaptive leadership—
asking challenging questions, pushing out of their
comfort zones and managing the resulting distress.**

Scoping reviews of medical education research in
India indicate that most studies have primarily
concentrated on Kirkpatrick Level 1 evaluations

(satisfaction) among undergraduate students, often
relying on survey methods.>>** For a successful
change, educational researchers should be aware of
the complexity of educational problems, the nature
of evidence in educational research’” and focus on
problem-solving rather than just fact-finding or
verifying research.’® To support this, Design-Based
Research (DBR) in education stands out for its
emphasis on real-world practitioner concerns,
fostering close collaboration among educators,
designers, and researchers. By integrating context-
specific characteristics into interventions, DBR
ensures that solutions are not only theoretically
sound but also practically relevant, leading to
sustainable and adaptive improvements in
educational systems.** Change leaders need to
consider the results of local research, also political,
public, regulatory, and institutional influences while
consensus-building for change management is vital.
Kotter’s eight-step management model offers a
structured approach to bridge the gap between
research evidence, decision-makers at policy level
and practitioners at institute level. It emphasizes the
need to create a sense of urgency, establish a
guiding coalition, articulate and communicate a
clear change vision, empower actions, and inspire
teams to drive meaningful transformation.®
Educational projects focused on solving context-
specific problems should be funded and recognized
as a key component of the professional
development of faculty.*®

The strength of this paper lies in its critical
interpretive synthesis, which not only integrated
diverse perspectives into a cohesive framework, but
grounded the discussion and recommendations in
reflexive analysis of the data, informed by
contextual insights, and aligned with the existing
literature to ensure relevance and coherence. By
consolidating diverse insights from reported
qualitative studies, it offered a comprehensive
understanding of the appropriately complex subject.

Though all included studies were led by private
colleges in southern India, three qualitative studies
adopted a multicentric approach, incorporating
perspectives from various institutions in other
regions of the country. Contextual challenges in
government  medical  colleges may  be
underrepresented. Hence, in future more studies
from such settings can offer value in producing their
context-specific insights. Notably, all uncoded text
data was re-reviewed post-coding to ensure no data
was overlooked. In addition to understanding the
factors influencing CBME curriculum
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implementation, future educational projects should
focus on documenting change management
strategies ~ that  facilitate  the effective
implementation of curriculum in their settings.

insights for curriculum planners and emphasizes the
importance of faculty career development in
leadership and change management. The success of
CBME curriculum implementation would thus

depend on committed faculty, adaptive institutional
leadership, and a context-sensitive regulatory
framework that goes beyond requiring passive
compliance to one that actively supports innovation,
collaboration, and locally relevant reforms.

In conclusion, this meta-synthesis examined the
complex challenges shaping CBME
implementation in India, highlighting key
challenges and the need for change-oriented
research to improve outcomes. It offers practical
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