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ABSTRACT
Introduction: Medical and allied health educators around the globe agreed
that an optimal educational climate is a vital aspect for effective learning to
take place. Without a doubt, appraisal of the educational climate has been
emphasized as a key to the delivery of high quality medical education. In
addition, the appraisal provides useful feedback to particular institution to
improve their curriculum. Objective: This study was employed as part of
the School of Medical Sciences (SMS) Universiti Sains Malaysia
curriculum review process. It aimed to explore the strengths and weaknesses
of the current medical curriculum thus could provide useful information to
guide the curriculum review committee during the review process. Method:
A cross sectional study was conducted on a total of 656 medical students
from the first, third and fifth year of study. Purposive sampling method was
applied. DREEM was administered to the medical students to evaluate the
educational climate in the studied medical school. Result: A total of 511
(77.9%) medical students completely responded to the 50 statements of
DREEM. The mean global score across phases of medical training was
128.36/200. The global scores for year 1, year 3 and year 5 were
138.94/200, 122.27/200 and 125.49/200 respectively. Results showed that;
1) the medical school had reasonably level of educational climates across
phases of medical training; 2) the medical teachers were knowledgeable and
well prepared for the teaching; 3) the students were overloaded with factual
knowledge; 4) the medical teachers were quite harsh to students during
teaching session especially in clinical phase; 5) students experienced a
significant amount of stress that led to poor memory; 6) the learning process
was inclined toward teacher-centered rather than student-centered learning;
7) students had a considerable healthy social relationships with peers as well
as others; and 8) academic dishonesty became more apparent in the clinical
phase. Conclusion: The medical school’s educational environment across
different phases of study was more positive than negative. However, there
are plenty of rooms for improvement as perceived by the medical students.
The medical school should address various important issues highlighted in
this article during the curriculum review process.
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Introduction
Medical and allied health educators around the
globe agreed that an optimal educational climate
is a vital aspect for effective learning to take
place (1-5). Likewise, a favourable educational
climate has favourable impacts on students’
professional development, academic completion
and personal well-being (4-8).Without a doubt,
appraisal of the educational climate has been
emphasized as a key to the delivery of high
quality medical education (1-5).
Over the past 15 years, medical and allied health
educators in various educational settings across
the world have widely used the Dundee Ready
Educational Environment Measure (DREEM) to
appraise their institutions’ educational climate
(3, 8-16). This valuable tool was originally
designed in English (13) and has been translated
into various languages such as Swedish, Greek
and Spanish (17-19). These papers have shown
that DREEM is internationally accepted as a
useful tool to provide feedback on strengths and
weaknesses of the educational climate at
particular educational institutions. One of the
most important implications of DREEM is that it
provides a standardized way for international
comparisons between medical schools as well as
allowing them to benchmark their educational
climate (3, 15, 16, 20). Likewise, it may locate
areas of concern shared by the majority of
students that might be unintentionally neglected
by educators (3, 15, 16).

Lanka, and Nepal) ranged between 96.5 and 130
(24, 26-29). In addition, the total score of
DREEM perceived by medical students at the
para-clinical phase (i.e. the transitional phase to
clinical years whereby the basic sciences and
clinical clerkship subjects are integrated) at two
institutions in Sri Lanka and Malaysia ranged
between 109.7 and 117.9 (8, 26). Despite
variation of the reported findings between
institutions and phases of medical training, these
facts demonstrated the ability of DREEM to
appraise a particular institution’s strengths and
weaknesses as well as to make comparative
analyses of student’s perceptions between
different educational setups (31).
This study was employed as part of the School of
Medical Sciences (SMS), Universiti Sains
Malaysia curriculum review process. It aimed to
explore the strengths and weaknesses of the
current medical curriculum thus providing useful
information to guide the curriculum review
committee during the evaluation process. This
study was designed to answer 5 questions which
include 1) What is the overall education climate
in the medical school? 2) What is the educational
climate status at different stages of medical
training in the medical school? 3) What are the
common areas of concern shared by the different
stages of medical training? 4) What are the
specific areas of concern at each stage of medical
training? 5) What are the recommendations that
could be derived from these results?
Method

For the last 15 years, literature showed that the
global score of DREEM across different
educational settings (i.e. UK, Canada, Australia,
Malaysia, Turkey, Nepal, India, Nigeria, Saudi
Arabia, Chile, Sri Lanka, Trinidad and Yemen)
ranged between 89 and 143 out of 200 (8, 9, 11,
12, 14, 21-35). Specifically, the global score of
DREEM perceived by medical students at the
clinical phase across institutions (i.e. Saudi
Arabia, India, Trinidad, Turkey, Australia, Sri
Lanka, Chile, Malaysia and Nigeria) ranged
between 86.4 and 143 (22-31). Likewise, the
total score of DREEM perceived by medical
students at the pre-clinical phase across
institutions (i.e. Saudi Arabia, India, Turkey, Sri
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A cross sectional study was conducted and
purposive sampling method was applied. The
researcher selected first, third and fifth year
medical students (i.e. a total number of 656) in
the School of Medical Sciences, Universiti Sains
Malaysia as study subjects. The first, third and
fifth year of study were selected due to it will
represent the different phases of medical training
which were pre-clinical, para-clinical and
clinical. This study was approved by the medical
school for its curriculum review process.
The medical school provides a self-directed,
problem-based, integrated, community-oriented
© www.eduimed.com
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and spiral medical curriculum (36-39). This five
year programme is divided into three phases.
Phase I (year 1) is the fundamental year focusing
on basic sciences subjects through the organbased systems. Phase II (years 2 and 3) is the
para-clinical phase, which is a transitional phase
to clinical years that continues the systems-based
approach and introduces the basics of clinical
clerkship. The major learning method in the
Phase II is problem-based learning (PBL). Phase
III (years 4 and 5) is the clinical phase whereby
the students are rotated through all the clinical
disciplines.
Data was collected by a guided self-administered
questionnaire during a face-to-face session in a
hall. Completion of the DREEM inventory was
voluntary and the medical students were
informed that failure to return the inventory
would not affect their progress in the medical
course. The forms were immediately collected
after they were completely filled in. Data was
analysed by Statistical Package for Social
Sciences (SPSS) version 20. A descriptive
analysis of the collected data was done.
The DREEM inventory was developed as a tool
to measure educational climate (13, 40) and was
claimed as a ‘cultural-free’ instrument (40).
There are 50 items measuring five aspects of
educational environment based on students’
perception which include students’ perception of
learning (SPoL), students’ perception of teaching
(SPoT), students’ academic self-perception
(SASP), students’ perception of atmosphere
(SPoA) and students’ social self-perception
(SSSP) (13, 41). Each item is rated based on five
Likert-scales ranging between 0 and 4 (0 =
strongly disagree, 1 = disagree, 2 = unsure, 3 =
agree and 4 = strongly agree). There are 9
negative items that must be scored in a reverse
manner prior to analysis and interpretation; item
4, 8, 9, 17, 25, 35, 39, 48 and 50 (Roff, et al.,
1997).
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The DREEM inventory has been translated into
various languages and the reported overall
Cronbach’s alpha coefficient ranges between
0.89 and 0.93 (3, 12, 15, 16, 18-20, 30). Items
with a mean score of 3.5 or more are true
positive points. Items with a mean score of 2.0 or
less should be examined more closely, as they
indicate problem areas. Items with a mean
between 2.0 and 3.0 are aspects of the
educational environment that could be enhanced.
The original version of DREEM was used in this
study. The guidelines for interpreting the overall
DREEM score are 0–50, very poor; 51–100,
many problems; 101–150, more positive than
negative; and 151–200, excellent (41). To
indicate the different areas of the educational
environment, the DREEM items are grouped into
5 subscales:
1. Students’ Perception of Learning
(SPoL) has 12 items, with a maximum
score of 48 (satisfactory score = 24).
2. Students’ Perception of Teaching
(SPoT) has 11 items, with a maximum
score of 44 (satisfactory score = 22).
3. Students’ Academic Self-Perception
(SASP) has 8 items, with a maximum
score of 32 (satisfactory score = 16).
4. Students’ Perception of Atmosphere
(SPoA) has 12 items, with a maximum
score of 48 (satisfactory score = 24).
5. Students’ Social Self-Perception (SSSP)
has 7 items, with a maximum score of
28 (satisfactory score = 14).
Result
A total of 511 (77.9%) respondents completed
the 50 statements of the DREEM inventory.
Most of them were female (61.1%), third year
(38.4%) and Malay (52.1%) medical students
(table 1).
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Table 1: Demographic profile of participants
Variables
Year of study

Sex

Race

First year
Third year
Fifth year
Male
Female
Missing data
Malay
Chinese
Indian
Other
Missing data

Frequency (%)
(N=511)
156 (30.5)
196 (38.4)
159 (31.1)
175 (34.2)
312 (61.1)
24 (4.7)
266 (52.1)
170 (33.3)
43 (8.4)
7 (1.4)
25 (4.9)

Table 2: Mean score of the 50 items of DREEM according to its domain.

No. & statement
Students’ Perception of Learning (SPoL)
Q1. I am encouraged to participate during teaching sessions
Q7. The teaching is often stimulating
Q13. The teaching is student-centred
Q16. The teaching helps to develop my competence
Q20. The teaching is well-focused
Q22. The teaching helps to develop my confidence
Q24. The teaching time is put to good use
Q25. The teaching over-emphasizes factual learning*
Q38. I’m clear about the learning objectives of the course
Q44. The teaching encourages me to be an active learner
Q47. Long-term learning is emphasized over short-term learning
Q48. The teaching is too teacher-centred*
Total mean score
Maximum score
Students’ Perception of Teachers (SPoT)
Q2. The teachers are knowledgeable
Q6. The teachers adopt a patient-centred approach to consulting
Q8. The teachers ridicule the students*
Q9. The teachers are authoritarian*
Q18. The teachers have good communication skills with patients
Q29. The teachers are good at providing feedback to students
Q32. The teachers provide constructive criticism here
Q37. The teachers give clear examples
Q39. The teachers get angry in teaching*
Q40. The teachers are well-prepared for their teaching sessions
Q50. The students irritate the teachers*
Total mean score
Maximum score
Students’ Academic Self-Perception (SASP)
Q5. Learning strategies that worked for me before continue to
work for me now
Q10. I am confident about my passing this year
Q21. I feel I am being well prepared for my profession
Q26. Last year’s work has been a good preparation for this year’s
work
Q27. I am able to memorize all I need
Q31. I have learnt a lot about empathy in my profession
Education in Medicine Journal (ISSN 2180-1932)

Overall

Mean (SD)
Year 1
Year 3

Year 5

2.85 (0.75)
2.78 (0.84)
2.47 (0.99)
3.00 (0.80)
2.82 (0.81)
2.68 (0.89)
2.79 (0.81)
1.34 (0.83)
2.80 (0.77)
2.86 (0.74)
2.80 (0.74)
2.01 (0.95)
31.18 (5.43)
48

3.09 (0.73)
2.99 (0.83)
2.91 (0.82)
3.10 (0.83)
3.11 (0.70)
2.98 (0.78)
3.05 (0.73)
1.13 (0.80)
3.00 (0.70)
3.03 (0.69)
2.99 (0.77)
1.96 (1.07)
33.33 (5.64)
48

2.74 (0.76)
2.61 (0.83)
2.27 (0.98)
2.85 (0.84)
2.61 (0.87)
2.37 (0.97)
2.63 (0.85)
1.36 (0.81)
2.60 (0.83)
2.76 (0.82)
2.63 (0.78)
1.97 (0.91)
29.40 (5.27)
48

2.74 (0.70)
2.80 (0.83)
2.27 (1.01)
3.09 (0.70)
2.79 (0.74)
2.77 (0.77)
2.73 (0.77)
1.52 (0.84)
2.84 (0.71)
2.82 (0.66)
2.81 (0.62)
2.12 (0.87)
31.30 (4.61)
48

3.21 (0.69)
2.81 (0.83)
2.18 (0.93)
1.90 (0.90)
2.92 (0.82)
2.61 (0.87)
2.67 (0.80)
2.77 (0.75)
2.15 (1.02)
2.74 (0.82)
2.09 (0.99)
28.04 (4.94)
44

3.30 (0.69)
2.95 (0.83)
2.36 (1.07)
2.03 (0.97)
3.03 (0.75)
3.00 (0.72)
2.91 (0.82)
3.02 (0.67)
2.29 (1.13)
3.05 (0.73)
2.33 (1.15)
30.28 (4.97)
44

3.16 (0.70)
2.63 (0.85)
2.22 (0.78)
1.85 (0.82)
2.75 (0.91)
2.37 (0.92)
2.44 (0.82)
2.53 (0.81)
2.27 (0.92)
2.46 (0.86)
2.10 (0.84)
26.77 (4.86)
44

3.19 (0.66)
2.89 (0.77)
1.94 (0.90)
1.84 (0.92)
3.01 (0.71)
2.54 (0.82)
2.72 (0.68)
2.81 (0.68)
1.86 (0.98)
2.77 (0.73)
1.83 (0.94)
27.42 (4.24)
44

2.63 (0.85)

2.73 (0.96)

2.58 (0.83)

2.61 (0.75)

2.60 (0.94)
2.55 (0.92)
2.57 (0.92)

2.81 (0.96)
2.91 (0.85)
2.81 (0.83)

2.56 (0.94)
2.18 (0.90)
2.39 (0.98)

2.44 (0.87)
2.64 (0.84)
2.57 (0.87)

1.89 (1.00)
2.95 (0.72)

2.28 (1.01)
3.04 (0.70)

1.69 (0.96)
2.84 (0.82)

1.74 (0.92)
3.01 (0.59)
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Q41. My problem-solving skills are being well developed here
Q45. Much of what I have to learn seems relevant to a career in
healthcare
Total mean score
Maximum score
Students’ Perception of Atmosphere (SPoA)
Q11. The atmosphere is relaxed during ward teaching
Q12. This school is well time-tabled
Q17. Cheating is a problem in this school*
Q23. The atmosphere is relaxed during lectures
Q30. There are opportunities for me to develop my interpersonal
skills
Q33. I feel comfortable in class socially
Q34. The atmosphere is relaxed during class/seminars/tutorials
Q35. I find the experience disappointing*
Q36. I am able to concentrate well
Q42. The enjoyment outweighs the stress of the course
Q43. The atmosphere motivates me as a learner
Q49. I feel able to ask the questions I want
Total mean score
Maximum score
Students’ Social Self-Perception (SSSP)
Q3. There is a good support system for students who get stressed
Q4. I am too tired to enjoy the course*
Q14. I am rarely bored in this course
Q15. I have good friends in this course
Q19. My social life is good
Q28. I seldom feel lonely
Q46. My accommodation is pleasant
Total mean score
Maximum score
Overall mean score (maximum = 200)
* Negative item

2.75 (0.72)
2.92 (0.69)

2.96 (0.71)
3.04 (0.72)

2.58 (0.76)
2.83 (0.73)

2.77 (0.62)
2.91 (0.59)

20.87 (4.49)
32

22.59 (4.90)
32

19.64 (4.19)
32

20.68 (3.87)
32

2.23 (1.05)
2.46 (1.04)
2.22 (1.26)
2.74 (0.85)
2.86 (0.72)

2.81 (0.83)
2.96 (0.86)
2.56 (1.19)
2.99 (0.79)
3.06 (0.67)

1.93 (1.06)
2.29 (1.02)
2.52 (1.15)
2.66 (0.85)
2.73 (0.78)

2.03 (1.01)
2.19 (1.05)
1.53 (1.19)
2.61 (0.88)
2.83 (0.64)

2.85 (0.73)
2.72 (0.80)
2.26 (0.99)
2.69 (0.78)
2.49 (0.89)
2.84 (0.70)
2.58 (0.91)
30.96 (6.31)
48

3.00 (0.75)
2.93 (0.80)
2.19 (1.17)
2.87 (0.77)
2.87 (0.74)
3.04 (0.66)
2.94 (0.78)
34.21 (6.40)
48

2.72 (0.78)
2.54 (0.81)
2.33 (0.92)
2.56 (0.81)
2.28 (0.93)
2.73 (0.73)
2.30 (0.94)
29.58 (5.71)
48

2.86 (0.64)
2.75 (0.71)
2.24 (0.89)
2.68 (0.74)
2.38 (0.87)
2.79 (0.65)
2.59 (0.87)
29.48 (5.74)
48

2.34 (1.04)
2.23 (1.09)
2.00 (1.16)
3.15 (0.84)
2.89 (0.86)
2.31 (1.02)
2.39 (1.10)
17.30 (3.80)
28
128.36
(21.81)

2.80 (0.95)
2.37 (1.11)
2.17 (1.24)
3.18 (0.79)
3.01 (0.80)
2.53 (1.00)
2.47 (1.22)
18.54 (3.98)
28
138.94
(23.08)

2.12 (1.01)
2.27 (1.05)
1.88 (1.14)
3.16 (0.85)
2.89 (0.82)
2.21 (1.07)
2.35 (1.03)
16.87 (3.59)
28
122.27
(20.19)

2.16 (1.00)
2.04 (1.08)
1.99 (1.07)
3.10 (0.88)
2.78 (0.95)
2.21 (0.95)
2.35 (1.06)
16.62 (3.59)
28
125.49
(18.55)

Bold italic indicated areas of concerns

The analysis of the SPoL subscale (table 2)
showed that the global scores for year 1, year 3
and year 5 were 33.33/48, 29.4/33 and 31.3/48
respectively. Across the years of study, item 25
(the teaching over-emphasizes factual learning)
consistently scored less than 2.00, meaning that
students agreed with the statement. At the preclinical years (i.e. year 1 and 3), item 48 (the
teaching is too teacher-centred) scored less than
2.00, indicating students agreed with the
statement. In year 1, item 1 (I am encouraged to
participate during teaching sessions), item 16
(the teaching helps to develop my competence),
item 20 (the teaching is well-focused), item 24
(the teaching time is put to good use), and 44
(the teaching encourages me to be an active
learner) scored more than 3.00, indicating the
strengths of educational environment in the year
1.

Education in Medicine Journal (ISSN 2180-1932)

The analysis of the SPoT subscale (table 2)
showed that the global scores for year 1, year 3
and year 5 were 30.28/44, 26.77/44 and 27.42/44
respectively. Across years of study, item 2 (the
teachers are knowledgeable) consistently scored
more than 3.00, indicating the strengths of
educational environment in SMS. In the year 3
and 5, item 9 (the teachers are authoritarian)
scored less than 2.00, indicating that as a whole
the 3rd and 5th year medical students agreed with
the statement. In the year 5, item 8 (the teachers
ridicule the students), item 39 (the teachers get
angry in teaching) and item 50 (the students
irritate the teachers) scored less than 2.00,
indicating the year 5th agreed with the
statements. Item 18 (the teachers have good
communication skills with patients) scored more
than 3.00 by the 1st and 5th year students,
indicating they perceived positively about
teachers’ communication skills with patients.
© www.eduimed.com
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Item 37 (the teachers give clear examples) and
item 40 (the teachers are well-prepared for their
teaching sessions) scored more than 3.00 by the
1st year students, indicating the strengths of
teachers in delivering teaching content. Overall,
item 9 (the teachers are authoritarian) scored
less than 2.00, indicating the weakness of
educational environment in SMS in this aspect.
The analysis of SASP subscale (table 2) showed
that the global score for year 1, year 3 and year 5
were 22.59/32, 19.64/32 and 20.68 respectively.
Overall, item 27 (I am able to memorize all I
need) scored less than 2.00, indicating students
disagreed with the statement. The item 27 also
scored less than 2.00 in the year 3 and year 5.
The analysis of SPoA subscale (table 2) showed
that the global score for year 1, year 3 and year 5
were 34.21/48, 29.58/48 and 25.48/48
respectively. Item 11 (the atmosphere is relaxed
during ward teaching) scored less than 2.00 by
the 3rd year medical students, indicating they
disagreed with the statement. Item 17 (cheating
is a problem in this school) scored less than 2.00
by the 5th year medical students, indicating they
agreed with the statement.
The analysis of SSSP subscale (table 2) showed
that the global score for year 1, year 3 and year 5
were 18.54/28, 16.87/28 and 16.62/28
respectively. Item 14 (I am rarely bored in this
course) scored less than 2.00 by the 3rd and 5th
year medical students, indicating that they were
bored with this course.

environment at SMS were more positive than
negative. The highest global score was in year 1,
followed by year 5 and year 3. There was a
decreased pattern of educational environment
throughout years of study.
The mean global score across the years of study
was 128.36/200 (table 2), indicating that the
educational environment at the School of
Medical Sciences (SMS) were more positive
than negative. The mean global score across the
years of study for SPoL was 31.18/48; SPoT was
28.04/44; SASP was 20.87/32; SPoA was
30.96/48; and SSSP was 17.3/28. The students
perceived educational environment positively for
all 5 DREEM subscales. Across years of study,
out of 50 statements, 2 items scored more than
3.00 (indicating the areas of strength), 45 items
scored between 2.00 to 3.00 (indicating areas for
improvement), and 3 items scored less than 2.00
(i.e. indicating areas of concern).
In summary, these results clearly showed an
increasing number of areas of concern
throughout different stages of medical training
(table 3). The highest number of areas of concern
was in the Year 5 (n=8) and the lowest was in
the Year 1 (n=2) (table 3). There were three
shared areas of concern that related to the
teaching, teacher and students’ learning ability
(table 3). The highest number of strong areas was
in Year 1 (n=15) and the lowest was in Year 3
(n=2) (table 4). There were two shared strong
areas which were related to teacher and social
support (table 4).

The global scores for year 1, year 3 and year 5
were 138.94/200, 122.27/200 and 125.49/200
respectively (table 2). The global scores indicate
that across the years of study, educational
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Table 3: Specific and overall areas of concern (i.e. mean score less than 2.00) by years of study

Year 1
Q25. The teaching overemphasizes factual
learning*
Q48. The teaching is too
teacher-centred*

Year 3

Year 5

Overall

Q25. The teaching overemphasizes factual learning*
Q48. The teaching is too
teacher-centred*
Q9. The teachers are
authoritarian*
Q27. I am able to memorize all
I need
Q11. The atmosphere is
relaxed during ward teaching
Q14. I am rarely bored in this
course

Q25. The teaching overemphasizes factual learning*
Q8. The teachers ridicule the
students*
Q9. The teachers are
authoritarian*
Q39. The teachers get angry in
teaching*
Q50. The students irritate the
teachers*
Q27. I am able to memorize all
I need
Q17. Cheating is a problem in
this school*
Q14. I am rarely bored in this
course

Q25. The teaching overemphasizes factual learning*
Q9. The teachers are
authoritarian*
Q27. I am able to memorize all
I need

* Negative item

Table 4: Specific and overall strong areas (i.e. mean score more than 3.00) by years of study

Year 1
Q1. I am encouraged to participate
during teaching sessions
Q16. The teaching helps to develop
my competence
Q20. The teaching is well-focused
Q24. The teaching time is put to good
use
Q44. The teaching encourages me to
be an active learner
Q2. The teachers are knowledgeable
Q18. The teachers have good
communication skills with patients
Q37. The teachers give clear examples
Q40. The teachers are well-prepared
for their teaching sessions
Q31. I have learnt a lot about empathy
in my profession
Q45. Much of what I have to learn
seems relevant to a career in healthcare
Q30. There are opportunities for me to
develop my interpersonal skills
Q43. The atmosphere motivates me as
a learner
Q15. I have good friends in this course
Q19. My social life is good

Year 3
Q2. The teachers are
knowledgeable
Q15. I have good friends
in this course

Discussion
On the whole, the medical school was perceived
by its students as having more positive than
negative educational climate (the mean global
score was 128/200). These results demonstrated
Education in Medicine Journal (ISSN 2180-1932)

Year 5

Overall

Q16. The teaching helps to
develop my competence
Q2. The teachers are
knowledgeable
Q18. The teachers have
good communication skills
with patients
Q31. I have learnt a lot
about empathy in my
profession
Q15. I have good friends in
this course

Q2. The teachers are
knowledgeable
Q15. I have good friends
in this course

that there were rooms for improvement if
appropriate measures are taken by the medical
school. Likewise, the educational climate in the
medical school was comparable with other
medical schools across the globe which was
reported in literature to show global DREEM
© www.eduimed.com
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scores ranging from 89 to 143 (9, 11, 12, 14, 2135). In fact, the educational climate recorded in
this study was better than the finding of a
previous study that was conducted in the same
medical school (i.e. 117.9/200) (8). As is
observed in this study, there were three overall
areas of concern which were the teaching overemphasizes factual learning, the teachers are
authoritarian and difficulty in memorizing study
subjects (table 3). These findings are consistent
with several previous studies (8, 9, 11, 23, 24,
26, 27). Two lessons can be learnt from these
findings. First, the medical school should look
carefully at the potential overlapping of content
across phases of study. This is to ensure that the
students are not overloaded with unnecessary
and irrelevant information. It should be
highlighted that previous studies reported that
one of the major stressors for medical students
were too much content to be learnt within limited
time (42-44). Perhaps a proper rearrangement of
medical curricula content across phases of study
during the curriculum review may produce
beneficial impacts on the medical students’
learning ability. Likewise it may buffer the
unwanted impact of medical education on
medical students’ wellbeing (44, 45). Second, the
medical school should perhaps design a module
through a series of faculty development
workshops that could train and certify its faculty
members on basic competencies of teaching and
learning in medical education. Faculty
development is the key to improve quality of
medical teachers in the art and science teaching
and learning (46) leading to improvement of the
overall educational climate.
Apart from that, there were two overall areas of
strength which were: the medical teachers are
expert in their field and the medical students
have a good relationship with their peers (table
4). These results indicated that the faculty
members in the medical school are the content
experts in the field and the social relationships
between students are in a healthy state. These
findings are consistent with previous studies (7,
11, 27, 30). It is worth to mention that a student
who feels well supported is less likely to
experience burnout and psychological distress
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thus leading to a better learning experience (43,
47, 48).
Our results showed that each phase of medical
training had its own strengths and weaknesses. In
general, based on the global DREEM score it
appeared that the lowest score was in the paraclinical phase (122/200) and the highest was in
the pre-clinical phase (139/200). Even so, all
phases of medical training showed more positive
than negative educational climates. This finding
suggests that there are plenty of rooms for
improvement for each phase. In addition, our
results clearly showed that the number of
weaknesses was more apparent in the clinical
phase, while the number of strengths was more
apparent in the pre-clinical phases (table 3 and
table 4). Likewise, previous studies found similar
pattern of educational climate in their institutions
(24, 27, 29). These facts suggested that our
medical school’s educational climate is
comparable with other medical schools’
educational environment.
In fact, our
educational climate at the pre-clinical phase is
better than the reported figures from previous
studies that ranged between 96.5 and 130 for a
similar phase of a medical programme (24, 2629).
The unique weaknesses at the clinical phase were
‘the teachers ridicule the students’, ‘the teachers
get angry in teaching’, ‘the students irritate the
teachers’ and ‘cheating is a problem in this
school’. It reflected that the medical students
perceived they were poorly treated during
teaching sessions and they had a concern about
academic dishonesty among their peers. Quite a
number of studies reported that medical students
at clinical phase felt that they were poorly treated
by teachers during teaching sessions (9, 24, 28).
Likewise, several studies reported that academic
dishonesty among medical students in clinical
phase was an area of concern (9, 30). In contrast,
a few studies did not report academic dishonesty
among their students (24, 28) as well as their
students felt being poorly treated during teaching
session (25-27) as problematic areas in their
institution An interesting finding from a previous
study reported that under-achiever students
significantly had higher concerns about cheating
© www.eduimed.com

| e37

as a problem in medical school as compared to
high-achiever students in the clinical phase (23).
One important lesson is that the medical school
should look into these issues carefully to avoid
unnecessary induction of emotional and
psychological pressures to the medical students.
A unique weakness at the pre-clinical and paraclinical phases was ‘the teaching is too teachercentred’. Similar problem was reported by
previous studies (8, 24). Interestingly, the paraclinical phase in the medical school is mainly
conducted in a problem based learning (PBL)
approach, yet the students still perceived the
educational process as more teacher-centered.
One implication is that the medical school should
look carefully at the implementation of the PBL
sessions because poor implementation of PBL
may lead to teacher-centered rather than studentcentered learning.
The only unique weakness at the para-clinical
and clinical phases was the students felt bored in
these phases. Similar finding was reported by
previous studies (8, 24, 26, 27, 30). This is
another interesting finding because these two
phases should be enjoyable phases for medical
students because most of the learning would be
self-directed and tuned toward clinical
application, but surprisingly they perceived it as
a dull phase. The authors believe that the
curriculum review committee must really look
carefully on these issues because it may lead to
unproductive learning experience among the
students. It is worthy to highlight that for
effective learning to occur, a learner must have a
desire to learn, without which effective learning
would not occur (49).
The unique strengths in the pre-clinical phase
were related to the teachers’ quality (the teaching
is well-focused’, ‘the teaching time is put to good
use, ‘the teaching encourages me to be an active
learner’, ‘I am encouraged to participate during
teaching sessions’, ‘the teachers give clear
examples’, ‘the teachers are well-prepared for
their teaching sessions’), healthy atmosphere for
learning (‘much of what I have to learn seems
relevant to a career in healthcare’, ‘there are
opportunities for me to develop my interpersonal
skills’, ‘the atmosphere motivates me as a
Education in Medicine Journal (ISSN 2180-1932)

learner’), and a healthy social status (‘my social
life is good’). These facts suggested that the
medical teachers who were teaching in the preclinical phase provided a high quality of teaching
and learning experience to the students. Perhaps
the medical school should find ways to ensure
such teaching qualities could be sustained
throughout the phases of medical training.
The unique strengths at the pre-clinical and
clinical phases were ‘the teachers have good
communication skills with patients’, ‘I have
learnt a lot about empathy in my profession’, and
‘the teaching helps to develop my competence’.
These facts indicated that while imparting
knowledge, the teachers had also shown a good
role-model to promote development of positive
personal quality among the medical students
across phases of medical training. It is worthy to
highlight that the professional behaviour is an
important area of medical education that has
been long concern to medical educators (50).
In summary, based on the findings discussed
previously, the authors believe that: 1) the
medical school has reasonably level of
educational climates across phases of medical
training; 2) the medical teachers are
knowledgeable and well prepared for the
teaching; 3) the students were overloaded with
factual knowledge; 4) the medical teachers are
quite harsh to students during teaching session
especially in clinical phase; 5) students
experienced a significant amount of stress that
lead to poor memory; 6) the educational process
was inclined toward teacher-centered rather than
student-centered learning ; 7) students had a
considerable healthy social relationships with
peers as well as others; and 8) academic
dishonesty became more apparent in the clinical
phase which might need to be addressed
carefully. Based on these findings the medical
school should organize regular faculty
development activities to address issues on
teacher-centered
versus
student-centered
learning, academic dishonesty among medical
students, over-emphasis on factual learning over
understanding, best practices in clinical teaching,
facilitating PBL, and helping students cope with
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difficulty in learning. These areas should be
addressed during the curriculum review process.
8.
Conclusion
The medical school’s educational environment
across different phases of study was more
positive than negative. However, there are plenty
of rooms for improvement as perceived by the
medical students. The medical school should
address various important issues highlighted in
this article during the curriculum review process.
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