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Section 2 - The Education Philosophy

8IMU LEARNING PHILOSOPHY, 
LEARNING MODEL AND 
GRADUATE ATTRIBUTES

Victor Lim, Vishna Devi Nadarajah and Chia Chee Fen
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8.1 Background

There is increasing concern that the present education 

systems do not adequately prepare students for life and 

work in the 21st century. A skills gap currently exists 

worldwide and both rich and poor countries alike must 

overhaul their educational and training systems. The same 

is also true in the case of health care professionals.

The health care system of the 21st century is radically 

different from that of the 20th century. To have a positive 

effect on health outcomes, those involved in health 

professional education must design new instructional and 

institutional strategies (Julio et al., 2010). Health care in 

the 20th century tended to focus on scientifi c, medical and 

technological means to conquer disease, reduce mortality 

and morbidity. As a result, it marginalised public health and 

primary care and affected equity and health for all.

Health care in the 21st century is characterised by rising 

expectations as a result of wealth and education. 

There will be a large elderly population who will use a 

disproportionate amount of resources. Advances in IT and 

connectivity allow everyone, both healthcare professionals 

and the public, to have ready access to information. 

Advances in genomics make it possible to better predict 

future disease and to employ novel diagnostic methods 

and therapies. There will be an increasing burden of disease 

related to lifestyle and there will be changing emphasis 

to extending wellness and improving health rather than 

treatment of disease.

The Institute of Medicine has identifi ed the following major 

challenges for health professionals in the 21st century 

(Institute of Medicine, 2001). We need to better serve 

the needs of the chronically ill and make more effective 

use of information technology. We have to manage the 

knowledge base and ensure that we have the skills to 

do so. We need to better coordinate care across patient 

conditions, services and settings over time. We need to 

work more effectively in teams and we need to improve 

performance by incorporating care processes and outcome 

measures into daily work.

Unfortunately health professional education, including 

medicine, has not kept pace with these challenges. 

Curricula remain fragmented, outdated and static. There 

is a mismatch of competencies to patient and population 

needs. Inter-professional education is not well developed 

and this results in poor teamwork due to a lack of 

understanding of one another’s roles. There is persistent 

gender stratifi cation of professional status. Medical and 

health professional education tends to have a narrow 

technical focus without broader contextual understanding. 

Experiential learning is through episodic encounters rather 

than continuous care and training is done predominantly in 

hospitals at the expense of primary care. There exists both 

quantitative and qualitative imbalances in the professional 

labour market and most importantly there is a lack of 

strong leadership to improve health-system performance.

There is therefore an urgent need to review current 

curricula and implement curricular changes. The curriculum 

should be driven by the needs of the community – the so 

called “demand side” curriculum. This is as opposed to 

traditional curriculum design where content is determined 

primarily by professors and lecturers and where the 

“loudest” professor often gets a disproportionate amount 

of curriculum time for his specialty. Modern curricula are 

outcome or competency-based where the outcomes or 

competencies are determined after discussion with the 

major stakeholders which will include patients, professional 

societies, potential employers and government. The 

curriculum should be dynamic and responsive to societal 

needs and changing local conditions. 
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8.2 IMU’s Vision, Mission and Learning Philosophy

Our Vision is to be an innovative global centre of excellence 

in learning and research, supporting a community of 

scholars and professionals committed to serving society, 

promoting the development of students to reach their 

true potential in becoming competent, ethical, caring and 

inquiring citizens; and visionary leaders.

To meet the demands of 21st century health care systems 

the IMU had adopted a learning philosophy that is 

focussed on producing health care professionals who 

are prepared for the workplace and are fi t-for-purpose. 

This learning philosophy which is consistent with our 

Vision and strives to ensure that the IMU graduates are 

adequately prepared for work. The graduate attributes 

that are essential for work readiness are identifi ed and 

drives the learning-teaching processes. The learning 

philosophy is one that emphasises learning and where 

the primary role of faculty is not to teach but to arouse 

the curiosity of the student and ensure that the student 

has learnt. Our learning philosophy promotes of lifelong 

and inculcates in the student the culture of life-long 

learning. Learning should be student-centred and 

curricula are outcome and competency-based with the 

adoption of current best practices which ensure that the 

outcomes and competencies are achieved.

8.3 The IMU Learning Model

In 2008, the IMU crafted its Learning Model. This was 

the fi rst time a document was produced that aligned the 

Vision of the university with its educational philosophy and 

educational outcomes. This Learning Model now serves as 

the basic template for all programmes in the university and 

takes into account the graduate attributes that are essential 

for work readiness. 

The Learning Model was designed to enable the IMU to 

achieve its Vision as envisaged by its founders. The Learning 

Model also reinforces the University’s declared pedagogical 

philosophy that emphasises learning. A key element of 

the Learning Model is the reiteration that programmes in 

the IMU will be outcome-based. For this purpose the eight 

outcome domains which were originally identifi ed for the 

medical course are now extended to all other programmes. 

They are in the domains of: 

1. Application of basic sciences in the practice of the 

profession

2. Psychomotor skills 

3. Family and community issues in health care

4. Disease prevention and health promotion

5. Communication skills

6. Critical thinking, problem solving and research

7. Self-directed of lifelong learning with skills in 

information and resource management

8. Professionalism, ethics and personal development

All IMU programmes now adopt the above domains 

to develop their specifi c educational outcomes. These 

outcomes will drive all aspects of the curriculum in terms of 

content and organisation, delivery and educational settings, 

assessment and quality activities.

Curriculum mapping is a crucial element in the Learning 

Model. Each programme is expected to develop a detailed 

curriculum map specifying the outcomes at the point of exit 

as well as at every stage of the programme up to individual 

lesson outcomes. The lesson outcomes must be clearly 

stated and be related to one or more of the university’s 

educational outcome domains. Students will be provided 

with a learning plan which is based on the educational 

outcomes. This will be a logical plan that will guide the 

student through a pre-determined path. This plan will guide 

student learning and provide them with the opportunity of 
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refl ecting on their individual learning achievements upon 

completion of each stage of the programme.

The content of the programme should cover all the stated 

outcomes. It is often diffi cult to specify the breadth or 

depth of content but the student will be informed of the 

depth and breadth required to pass an assessment. Every 

encouragement and resource will be provided for students 

to go beyond what is required for passing. Students who 

surpass this “minimum” should be appropriately rewarded. 

Although informing students of the so-called “minimum” 

would make sense, it may sometimes be self-defeating as 

students may opt to strive only for the bare minimum in 

order to progress.

 

The organisation of the content should provide for 

both horizontal and vertical integration and provide 

opportunities for students to revisit concepts and principles 

(the spiral curriculum) as well as to acquire integration skills.

A variety of methods are used to deliver the content, 

selecting the most appropriate delivery tool to help the 

student achieve the lesson outcomes. Learning rather than 

teaching is emphasised and the delivery methods should 

be so designed to promote learning. There should also be 

strong and signifi cant elements of independent learning, 

integration skills, critical thinking and problem solving. 

To ensure successful independent learning the necessary 

support and infrastructure like broad-band wireless Internet 

and Intranet access are provided for the students. There is 

a logical progression from directed self-learning to self-

directed learning as the student progresses to the later 

semesters. There is a rigorous and continuous evaluation 

of teaching and learning strategies to ensure that they 

are in line with the best available evidence. 

There is a need to enable and encourage coordination 

among the various programmes to promote inter-

professional education. We have to strive to make all 

our teaching environments exemplars for the future of 

health care delivery. The delivery methods place emphasis 

on the preparation of the student for the workplace and 

appropriate industry linkages have been developed to 

achieve this. Both curricular and extra-curricular activities 

contribute to helping students achieve the desired 

educational outcomes.

Our students need to learn how to improve health for 

populations and communities, as well as individual patients. 

Emphasis is placed on the training of skills needed to 

improve health, as well as the theory and computational 

skills necessary to comprehend the new biological sciences, 

as well as the social and behavioural sciences.

Our future health professionals should also be imbued 

with a strong sense of professionalism, ethics and social 

accountability during their early training. The importance of 

role modelling in the learning of ethics and professionalism 

is recognised and measures are put in place to ensure that 

the faculty are themselves professional and ethical.

 

The power of IT should be fully exploited for learning. 

The use of technology to make delivery of learning 

more effi cient and effective is actively promoted but 

it is important to recognise that learning will drive the 

technology and not the other way round. All stated 

outcomes are assessed with an appropriate sampling across 

all outcomes. As in teaching and learning methodologies, 

a variety of methods are employed, selecting the most 

appropriate for each specifi c purpose. Students in the 

IMU experience a range of assessment methods in their 

programmes. There are both formative and summative 

exercises and remedial measures are put in place for those 

identifi ed to need them. Criterion referencing is used and 

a passing mark that is appropriate is established through 

standard setting.
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The Learning Model also emphasises the importance of a 

quality system to ensure that the outcomes are achieved 

at each stage of the programme. For all activities the 

programmes must ensure that the quality cycle is complete 

with appropriate remedial actions to close the loop. Regular 

feedback is obtained from all stakeholders including 

students, faculty, alumni, employers and the public. Finally 

we also to need to develop, recognise and reward those 

who teach and conduct research on clinical education.

8.4 Work Readiness and Graduate Attributes 

Work readiness has been defi ned as the extent to which 

graduates are perceived to possess the attitudes and 

attributes that make them prepared or ready for success in 

the work environment (Caballero & Walker, 2010). In the 

past academic achievement had been used as the main 

criterion for selection of graduates for a job. More recently 

employers are beginning to recognise the importance of a 

range of personal attributes outside the domain of academic 

prowess that are as important for success at work. 

The Institute of Medicine’s vision for the education of 21st 

century health professionals is that all health professionals 

should be educated to deliver patient-centred care as 

members of an interdisciplinary team, emphasising 

evidence-based practice, quality improvement approaches, 

and informatics (Greiner & Knebel, 2003).

 

Five core competencies were identifi ed:

Provide patient-centred care - Identify, respect, and 

care about patients. differences, values, preferences, and 

expressed needs; relieve pain and suffering; coordinate 

continuous care; listen to, clearly inform, communicate 

with, and educate patients; share decision making 

and management; and continuously advocate disease 

prevention, wellness, and promotion of healthy lifestyles, 

including a focus on population health.

Work in interdisciplinary teams - Cooperate, collaborate, 

communicate, and integrate care in teams to ensure that 

care is continuous and reliable. 

Employ evidence-based practice – Integrate best 

research with clinical expertise and patient values for 

optimum care, and participate in learning and research 

activities to the extent feasible. 

Apply quality improvement - Identify errors and hazards in 

care; understand and implement basic safety design principles, 

such as standardisation and simplifi cation; continually 

understand and measure quality of care in terms of structure, 

process, and outcomes in relation to patient and community 

needs; and design and test interventions to change processes 

and systems of care, with the objective of improving quality. 

Utilise informatics - Communicate, manage knowledge, 

mitigate error, and support decision making using 

information technology.

Other selected publications on health professional attributes 

are shown in Table 1. 

Deakin University in Australia had developed a work 

readiness instrument that measures the work readiness 

of graduates based on four factors namely (a) personal 

characteristics (b) organisational acumen (c) work 

competence (d) social intelligence. (Caballeroet al., 2011). 

Personal characteristics would include resilience, fl exibility 

and the ability to cope with stress. Organisational acumen 

are factors like knowledge of workplace policies and 

procedures, maturity and personal development. Technical 

knowledge and skills are included under work competencies 

while social intelligence encompasses communication skills, 

teamwork and managing interpersonal confl ict.
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8.5 IMU Graduate Attributes

It is essential to clearly defi ne the desirable attributes 

of the IMU graduates that are required for work 

preparedness in order to form learning and teaching 

strategies. The university’s vision identifi es some of these 

desired traits namely, a commitment to serve society, being 

competent in their work, being a caring individual, having 

an inquiring nature and visionary leadership.

The current IMU outcome domains stress the importance 

of application of knowledge, having good psychomotor 

skills, being aware of family and community issues, disease 

prevention and health promotion, communication skills, 

critical thinking, problem-solving and research, lifelong 

learning, digital literacy and professionalism and ethics.

The university’s core values emphasises certain basic 

traits that should be inculcated into our graduates. 

Trustworthiness encompasses reliability, integrity and 

commitment. Responsiveness means being responsive 

to the needs of people, responsive to timeliness and 

responsive to change. Unity embraces teamwork, 

fellowship and collaboration while Service requires one to 

always provide the best to all stakeholders, clients and the 

community. Tenacity envisions perseverance, persistence 

and cohesiveness.

A Senior Management Retreat was held in January 2015 to 

identify the IMU graduate’s attributes. Taking cognisance 

of our vision, existing learning outcome domains, the 

university’s core values as well as the current needs of the 

health industry; each School presented its list of graduate 

attributes. Even though there were some variations in 

detail, there were more commonalities than differences.

There was general consensus for the following attributes:

Work competence attributes
•  Sound technical knowledge and good clinical skills

•  Patient centredness

•  Digital literacy

•  Industrial experience

•  Entrepreneurship

Social Intelligence
•  Communications skills

•  Teamwork

•  Confl ict management and resolution

Personal characteristics
•  Trustworthiness and integrity

•  Leadership

•  Professionalism and ethics

•  Responsibility and accountability

•  Critical thinking and problem solving

•  Innovation and creativity

•  Resilience

Organisational acumen
•  Professional development and lifelong learning

In order to nurture these attributes in our graduates, the 

IMU needs to provide an environment that is conducive to 

the development of these traits and values. This is discussed 

in Chapter 3.
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Table 8.1 Graduate Attributes in Health Professionals

Discipline Medicine Nursing Nursing/Medicine College Graduates

Journal 

Reference

Med Teach. 

2012;34(2):123-35. 

Preparedness 

for practice: the 

perceptions of 

medical graduates 

and clinical teams.

Morrow G1, 

Johnson N, Burford 

B, Rothwell C, 

Spencer J, Peile E, 

Davies C, Allen M, 

Baldauf B, Morrison 

J, Illing J.

J Adv Nurs. 2001 

Dec;36(5):626-34.

Undergraduate 

student nurses’ 

expectations and 

their self-reported 

preparedness for 

the graduate year 

role.

Heslop L1, 

McIntyre M, Ives 

G.

Nurse Educ Today. 2013 

Feb;33(2):116-22

Work readiness of 

graduate health 

professionals.

Walker A1, Yong M, Pang 

L, Fullarton C, Costa B, 

Dunning AM.

Are They Really Ready To Work?

Employers’ Perspectives on the Basic 

Knowledge and Applied Skills

of New Entrants to the 21st Century 

U.S. Workforce

http://fi les.eric.ed.gov/fulltext/

ED519465.pdf

Measurement A fi ve-point Likert 

response scale, 

ranging from 1 for 

‘not at all prepared’ 

to 5 for ‘fully 

prepared’.

Binary response 

(Yes or No) for 

the following 

categories: Very 

well prepared, 

Well Prepared, 

Satisfactory, 

Unprepared, Very

Unprepared 

Participants discussed a total 

of 92 critical incidents; 52 

related to helping and 40 

to hindering work readiness 

factors that impacted 

graduates’ transition and 

integration experiences. A 

follow-up thematic analysis 

identifi ed four critical work 

readiness factors: social 

intelligence, organisational 

acumen, work competence 

and personal characteristics

Note to IMU: we 
may want to explore 
the themes in a 
questionnaire format

Employer respondents were asked 

to indicate which basic knowledge

and applied skill areas they rate as 

“not important,” “important” or 

“very important” for new entrants’

successful job performance. The 

fi ndings indicate that, for the most 

part, what employer respondents 

rate as “very important” for 

entry-level jobs is similar across the 

three educational levels. However, 

their responses indicate that, in 

general, the importance of the 

basic knowledge and applied skill 

requirements for entry-level jobs 

increases as the educational level

of those recent hires increased.
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Discipline Medicine Nursing Nursing/Medicine College Graduates

Domains for 

graduate work 

preparedness

1. Complex 

communication 

2. Practical 

procedures

3. Self-direction 

4. Professionalism 

5. Multiprofessional

working 

6. Paperwork 

7. Examination 

skills 

8. Clinical 

judgement 

9. Professional 

development 

10. Leadership

1. Knowledge

2. Clinical experience

3. Skill level

4. Time management

5. Decision making

6. Caring for six to

 eight patients

7. Caring for patients

 with complex health

 problems

8. Communicating

 with doctors

9. Communicating

 with patients

10. Communicating

 with other 

professionals

11. Communicating

 with relatives or

 signifi cant others

1. Social intelligence

 (Ability to 

communicate,

 team work, manage

 interpersonal confl ict,

 seek support)

2. Organisational 

acumen (Knowledge 

of Ward, Hospital 

Policy and Procedures, 

Maturity and 

Professional

 Development)

3. Work competence

 (Clinical Skills Technical 

Knowledge,

 Experience, 

Confi dence,

 Responsibility)

4. Personal characteristics

 (Resilience, Flexibility,

 Stress Management)

Employers rankings of

important attributes

1. Oral Communications*

2. Teamwork/Collaboration*

3. Professionalism/Work 

Ethic*

4. Written 

Communications*

5. Critical Thinking/

6. Problem Solving*

7. Writing in English

8. English Language

9. Reading Comprehension

10. Ethics/Social 

Responsibility*

11. Leadership*

12. Information Technology

 Application*

13. Creativity/Innovation*

14. Lifelong Learning/Self

 Direction*

Participants

of Study

New graduates

Colleagues from 

fi rst work posting

(doctors, nurses, 

pharmacists)

3rd year fi nal graduating 

nursing students

Medical, Nursing 

Graduates, Organisational

Representatives

Employers

Setting UK Australia Australia USA
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The IMU needs to improve its ability to identify health 

sector workforce demographics and needs (both nationally 

and internationally) in order to inform university as well as 

learning-teaching strategies. In collaboration with industry 

and governmental agencies, the Schools and Programme 

leads should develop a streamlined process for workforce 

data collection, transmission, storage, and reports. The IMU 

also needs to strengthen its ability to use workforce data 

including employer feedback on work readiness of the IMU 

graduates to strategically inform educational initiatives.

8.6 Implementation of the Learning Philosophy and 
Learning Model

The IMU learning model is a statement of our learning 

philosophies with descriptions of teaching learning 

concepts to be applied and practised by all schools in the 

university. The word ‘learning’ rather than teaching is 

emphasised in the learning model, with expectations that 

the IMU community have the correct understanding of 

concepts related to Outcome- based education, Refl ective 

Learning, Self-directed learning, Inter Professional Learning, 

Workplace-based Learning, Assessment for learning and 

Technology to enhance learning.

 

In relation to introducing teaching and learning philosophies 

and ensuring transfer of skills to both students and 

teachers, the 4 phase process of initiation, implementation, 

ramping up and fi nal integration is suggested to be norm. 

Furthermore this process can take years to reach fi nal 

integration (Hendricson et al., 2007). Figure 1 , shows the 

four phase process; as depicted, the initiation phase forms 

the inner circle of teachers who are usually small in numbers, 

intellectually and personally motivated to plan and implement 

the innovation/philosophy related to teaching and learning. 

These groups of staff would probably have attended specifi c 

Faculty Development Activities (FDAs) (either externally or 

internally) to gain skills related to the innovation/philosophy. 

The next stage of implementation usually involves the larger 

outer circle, who may usually be in the dark of the innovation/

philosophy. The outer circle usually would need training 

and convincing on why an innovation/philosophy is needed, 

i.e. why is there a need to change. FDAs related to the 

innovation/philosophy needs to be shared with and given to 

the outer circle to ensure buy in, as resistance may cause the 

innovation/philosophy to fail at this stage. The next ramp-

up phase, will eventually involve a larger group including 

students and support staff. Training or briefi ng on the need 

for change and skills /resources needed will be given here 

(i.e. a larger circle). However the ramp-up phase also differs 

as this is the stage to identify problems and fi ne tune the 

innovation/ philosophy. Quality indicators for the effectiveness 

of the innovation/philosophy may also be introduced here. 

Importantly the FDAs are essential in this phase too as 

feedback from a larger circle can help improve the innovation/

philosophy. The outermost circle is the integration stage, 

whereby the innovation/philosophy is already part of routine 

and no longer considered new. 

What roles do IMU Students, Faculty, Management, Schools 

and support centres have in ensuring that the learning 

model is integrated, practised and alive in the IMU?

Figure 8.1 Phases while implementing a new teaching 

learning philosophy (Hendricson et al., 2007).

Initiation phase
• Inner circle initiated

Implementation phase
• Involvement of outer circle

Ramp up to 
Satisfactory phase

Integration phase
• Blending and not new
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8.6.1 Role of Students

We begin with students as they are inevitably at the heart 

of the university. At the IMU, our students are studying 

subjects related to healthcare and will undoubtedly make 

an impact in healthcare delivery in Malaysia. As healthcare 

practitioners continuing professional education is necessary 

hence lifelong learning skills are akin to survival skills for 

our graduates. At the IMU, our teaching learning methods 

help inculcate lifelong learning skills through self-directed 

learning methods. Self-directed learning is a process in 

which individuals take the initiative in diagnosing their 

learning needs, designing learning experiences, locating 

resources and evaluating their learning. Literature has 

shown that this process is benefi cial to students as retention 

of knowledge is better, students are more confi dent, they 

have an awareness of their strengths and weakness and 

are resourceful (Murad et al., 2010). Teaching learning 

methods that promote self-directed learning at the IMU 

are problem-based learning, task-based learning, research 

projects, student-led assignments and presentations 

(Dolmans & Schmidt, 2006). While the above mentioned 

teaching learning methods are usually small group learning 

sessions, our large group teaching learning methods also 

have elements of self-directed learning. For example the 

e-learning portal caters to a large number of students 

however, the instructional design of the e-learning materials 

promotes assessment for learning with opportunities for 

students to test themselves and receive feedback on their 

performance (McKimm et al., 2003). Similarly lectures in 

the IMU are not just information giving sessions, through 

the concept of fl ipped classrooms, students are required 

to participate in pre-lecture activities such as reviewing 

learning materials so that during the lecture teachers are 

able to engage students learning activities that assess the 

students’ understanding of the learning materials. 

The success of these activities requires much initiative 

from the students, hence the more motivated the students 

the better the learning experience. Students are also 

encouraged to develop and continuously refl ect on their 

performance by maintaining learning portfolios (Driessen 

et al., 2007). At the IMU, learning activities are usually 

conducted in the context of the respective students’ future 

healthcare settings, the aim here is for the students to 

experience settings that are authentic and refl ective of 

their future profession (experiential learning) (Yardley et 

al., 2012). To facilitate experiential learning, the IMU works 

closely with the Ministry of Health Malaysia to ensure 

students have the relevant clinical exposure in various 

healthcare settings.

8.6.2 Role of Faculty

While students are at the heart of the university learning 

experience, our faculty members act as facilitators for the 

students’ learning experience. At the IMU every faculty 

member is constantly reminded that their role is to ensure 

that the student has learnt, with emphasis on learning 

rather than teaching. Faculty development programmes 

(FDP) are crucial in ensuring that the IMU teachers are 

in sync with the learning model of the University. The 

planning, resources and implementation of FDP at the IMU 

are targeted to a multi-professional and multi-national 

faculty representing the different academic programmes. 

The FDP at the IMU consists of training activities that aim 

to develop, improve and update faculty knowledge, skills 

and attitude in relation to their roles in the institution. 

This defi nition of FDP is similar to published literature 

(Steinert & Mann, 2006; Steinert et al., 2012). Through the 

FDP, the IMU faculty receive training relating to teaching 

and learning by the IMU Centre for Education (ICE) and 

the Human Resources Department. These courses are 

conducted using signifi cant fi nancial resources, skilled 

human resources (either internal or external) in organising, 

conducting and evaluating the training. Hence it is 

reasonable for the IMU to expect improved teaching, 
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research and administrative competencies in a faculty that 

has attended activities in a FDP. However, the success of 

faculty development programmes is attributed to several 

factors, this includes (i) the instructional design of the 

programme and the adult learning processes it supports, 

(ii) consideration of learner attributes and (iii) resources for 

a sustainable programme (Hendricson et al., 2007; Loucks-

Horsley et al., 2010; Steinert et al., 2012). 

When considering the instructional design of a faculty 

development activity, the following processes has 

been attributed to enhancing effectiveness; the use of 

experiential learning (opportunities to show how and 

do), giving timely and relevant feedback on performance, 

a chance to demonstrate or use skills learnt soon after 

training, inclusion of activities that have peer mentoring 

and collegial interaction, use of multi-professional 

perspectives and diverse experiences and opportunities 

for continuous improvement after training (for example, 

post training feedback) (Hendricson et al., 2007; Steinert 

& Mann, 2006). These abovementioned factors are related 

to strategies on enhancing the transfer of training (ability 

to generalise and maintain trained skills on the job), 

whereby poor planning or lack of activities during, 

pre- and post-training can be detrimental to a FDP (Saks 

& Belcourt, 2006).

Teacher learning attributes are equally important 

considerations in developing FDP. Sessa and London 

suggested that adults learn by (i) Adaptation, (ii) Generation 

and (iii) Transformation (Sessa & London, 2006). Adaptation 

means learning by adapting to changes in the environment, 

hence this learning can be intentional or unintentional. 

Generation means learning by creating new knowledge, 

opportunities or events, this learning is related to the 

cognitive ability of the learner, for example being able to 

refl ect and identify areas of improvement within oneself. 

Transformation is a follow on of both adaptation and 

generation but goes a few steps further as transformation 

means being able to create, apply and bring change 

through what has been learnt. Hence what are the 

learner (in this context a faculty member) attributes that 

can affect the positive effects of adaptation, generation 

and transformation? In a study exploring a teacher’s will 

to learn, Van Eekelen et al., (2006), showed that there 

are certain behaviours or personality characteristics that 

suggests a will to learn. These include for example, asking 

questions after sessions, openness to diverse opinions, 

being able to link outcomes both positive and negative to 

internal causes, being proactive and showing interest to 

discover learning process (Van Eekelenet al., 2006). This 

study also notes that there are 3 manifestations of the 

will to learn, including interestingly ‘not seeing why there 

is a need to learn’, faculty with this attitude usually hold 

on to old habits, are not self-refl ective or self-critical, and 

is unable to apply or assess a learning experience (Van 

Eekelen et al., 2006). The other 2 manifestations include 

‘wonder how to learn’, meaning they clearly want to learn 

but don’t know how and ‘eager to learn’ meaning they 

are faculty who are both willing and able to learn. At the 

IMU, continuous but different engagement strategies with 

these 3 groups of teachers are needed. For example ICE can 

identify and engage those who are ‘eager to learn’ when 

developing a specifi c FDP, this can help increase the buy in 

of the outer circle of implementation shown in Figure 1. 

The other groups should also be engaged by ICE, time-to-

time to identify barriers and strategies for their involvement 

in learning.

8.6.3 Resources

In order to ensure a sustainable FDP programme and 

achieve full integration of the learning model in the IMU 

community, there needs to be resources available for the 

Schools and the academic Support centres (for example, 

ICE, Academic Services, Student Services). Resources 
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can be considered as either fi nancial, learning spaces, 

information technology, human resource (faculty, training 

experts and administrative support) or collaborations 

(for example, sharing of best practices between schools 

or external clinical teaching sites). Both the Schools and 

academic support centres are continuously engaging with 

one another to ensure the best use of resources when 

implementing teaching learning activities that embody the 

learning model. 

8.7 Monitoring Progress

Monitoring is an essential element of the University’s quality 

assurance and quality enhancement processes. Monitoring 

allows Schools and the University to assure themselves 

that the courses and programmes we deliver meet the 

expectations of staff and students and to continually look 

for opportunities to develop and enhance provision. The 

follow-up improvements must be communicated to all 

the stakeholders to close the feedback loop and to ensure 

that actions and outcomes are reported to colleagues 

and students. For remedial measures to be effective 

and continuous improvements to be put in place, all 

interventions need to be planned using good quality data.

8.7.1 Sources of Data

The main source of information is obtained by the IMU 

Centre for Education (ICE). ICE conducts evaluation of 

courses, faculty and the learning environment. This is 

undertaken together with the Associate Deans of each 

School and the programme coordinators to design relevant 

questionnaires suitable for each programme and to ensure 

the appropriate timing for conducting the surveys. Students 

are the respondents to these questionnaires. Basic analysis 

of the data is performed by ICE and the results are fed back 

to the various schools and programmes. Other sources 

of information for quality assurance include curriculum 

reviews, external examiners, external evaluators (e.g. MQA, 

PEAC, Academic Council) and appointed advisors. Feedback 

is also obtained from employers, faculty and partner 

universities.

 

8.7.2 Acting on the Data

The IMU has established an academic system to address 

all gaps and defi ciencies identifi ed through analysis of the 

data and the recommendations of various individuals or 

committees tasked with reviewing the academic quality of 

programmes. The results and recommendations are initially 

discussed at the respective Curriculum and Assessment 

Committees. Gaps and lacunae are identifi ed and 

interventions proposed to remedy the defi ciencies. 

The proposed interventions are subsequently tabled at 

Faculty Board for adoption. Major changes to curricula are 

brought to the attention of Senate for further discussion 

and endorsement. 

8.7.3 Closing the Loop

To close the loop, the effectiveness of these interventions 

will be gauged through subsequent re-evaluations. Faculty 

evaluation is similarly analysed and data are provided to 

the staff member concerned and their respective deans. 

The ability to refl ect on one’s performance as a teacher 

and to establish a personal development plan in teaching 

scholarship is expected of all IMU faculty.

8.7.4 Ensuring the Closing of Loops and 
the Effectiveness of Interventions

To ensure that loops are closed and interventions are 

successful, an annual monitoring process at university 

level should be established. The aim of this process is to 

highlight and record interventions that have been shown 

to be effective over the previous year and to identify those 
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in which the need for further improvement is essential in 

order to further enhance the student experience.
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