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Abstract
Background  The adoption of integrated curricula in medical schools has grown globally, emphasizing the need to 
understand academic medical staff satisfaction as a crucial factor influencing successful implementation.

Aim  This study aimed to assess satisfaction levels among academic medical staff with integrated medical curricula, 
identifying socio-demographic and work-related predictors of dissatisfaction.

Methods  A cross-sectional, online multinational survey was conducted from December 2023 to April 2024 
among 525 academic medical staff. A structured, self-reported questionnaire was used to assess satisfaction levels, 
demographic characteristics, and work-related factors. The data were analyzed using descriptive and inferential 
statistics, including logistic regression analysis, to identify predictors of dissatisfaction.

Results  The study revealed a low satisfaction rate (44.2%) among medical staff, with significant dissatisfaction 
influenced by nationality (Jordanian: OR = 7.74, and Egyptian: OR = 4.68), male gender (OR = 3.27), over ten years of 
teaching experience in integrated curricula (OR = 4.25), and employment in governmental universities (OR = 4.23). 
Dissatisfaction was particularly high with aspects such as the integration of basic and clinical sciences, assessment 
methods, and implementation schedules. Faculty from private universities demonstrated significantly higher 
satisfaction (65.1%) compared to those in governmental institutions (41.3%). Younger staff < 45 years reported higher 
satisfaction rates (50.9%) compared to their older counterparts ≥ 45 years (39.1%), reflecting greater adaptability to 
curriculum changes.

Conclusions  The findings highlight substantial dissatisfaction among academic medical staff with the design 
and implementation of integrated curricula, particularly in governmental institutions and among senior faculty. 
Institutions must address challenges in curriculum design, resource allocation, and faculty support to enhance 
satisfaction. Revisiting conventional curriculum components or adopting a hybrid approach may help balance 
innovation with faculty preferences, fostering a more conducive educational environment.
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Introduction
Medical schools around the world have faced significant 
changes in their curricula where the integrated curricu-
lum becoming increasingly popular worldwide to bridge 
the gap between basic and clinical sciences with promot-
ing early clinical exposure and ongoing integration of 
biomedical and clinical sciences. Integration was defined 
as the organization of teaching material to interrelate or 
unify subjects frequently taught in separate academic 
courses or departments. This organization can take place 
across a spectrum of time periods or depths both within 
and among subjects along an integration ladder. The rele-
vant curriculum models included are horizontal (integra-
tion across disciplines), vertical (integration across time), 
and spiral which is the ideal form with integration across 
time and disciplines [1].

Concerning the issue of integration, some researchers 
described integration in curriculum reform as a cycliz-
ing issue. It refers to the recurring nature of discussions 
and debates surrounding curriculum integration without 
significant progress in implementation. This pattern has 
been observed by researchers like Hopkins et al. (2015), 
who highlight that despite repeated recommendations 
and discussions in medical education, no substantial 
changes have emerged. The focus tends to be on altering 
the curricular structure rather than addressing the spe-
cific learning needs of the medical education community. 
This misalignment between structural changes and the 
practical educational needs of educators and students 
contributes to the ongoing struggle with successful inte-
gration. Hopkins and colleagues argue that medical edu-
cators from different disciplines might aim for diverse 
learning outcomes, which complicates the implementa-
tion of an integrated curriculum. The persistent challenge 
lies in the fact that structural reforms fail to engage with 
the individual learning goals of medical educators, lead-
ing to a sense of “change without difference” in medical 
curriculum reforms [2]. Also, Muller et al., 2008 discuss 
this cyclizing issue and how the process of integrating 
medical school curricula often involves repetitive cycles 
of discussion and recommendation without meaningful, 
lasting change. The authors explain that while the idea 
of integration continues to be revisited, the focus fre-
quently remains on structural adjustments rather than 
on the deeper, more nuanced challenges faced by educa-
tors and students in achieving genuine integration across 
disciplines. It was emphasized that this repeated revisit-
ing of curriculum reform often results in what is termed 
“integration without transformation,” where the changes 
implemented fail to address the root educational needs of 
medical faculty and students [3]. Thus, despite its exten-
sive global adoption in many medical schools, the ben-
efits of the integrated curriculum over the traditional one 
have not been conclusively confirmed [4].

Pedagogical strategies, methods and practices of teach-
ing are crucial for translating structural innovations 
into meaningful learning experiences. These approaches 
determine how content is delivered, how students inter-
act with the material, and how feedback is provided. 
One meta-analysis shows that formative feedback, active 
learning, and student engagement strategies are power-
ful tools in enhancing student performance, often sur-
passing the direct benefits of infrastructural changes 
alone [5]. Structural reforms and pedagogical approaches 
must ultimately align to support the achievement of 
clear learning outcomes as noted by Biggs, 2003 who 
found that teaching methods and assessment tasks are 
aligned with the desired learning outcomes, and this is a 
powerful framework for achieving educational effective-
ness. Without a focus on learning outcomes, structural 
changes run the risk of being superficial improvements 
that do not address the deeper goals of education [6].

The transition to such curriculum forms represents a 
significant shift from traditional, and discipline-based 
approaches, which necessitates a thorough evaluation of 
faculty perceptions and satisfaction to ensure successful 
implementation and ongoing improvement. The satis-
faction of academic medical staff with integrated medi-
cal curricula is a crucial aspect of medical education that 
has garnered increasing attention in recent years [3]. 
Academic medical staff play a pivotal role in the delivery 
and success of integrated curricula. Their satisfaction is 
linked to various factors including curriculum design, 
teaching workload, administrative support, and profes-
sional development opportunities. Studies have indicated 
that when faculty members are satisfied with the curric-
ulum, they are more likely to be committed to teaching, 
mentoring, and continuous curriculum development [7].

This study aimed to explore satisfaction with the inte-
grated medical curriculum and its associated socio-
demographic and work characteristics among academic 
medical staff. Unfortunately, despite the widespread 
global adoption of integrated medical curricula, there 
remains a significant gap in understanding the satis-
faction levels of academic medical staff, particularly in 
diverse multinational contexts. Addressing faculty satis-
faction is crucial because educators play a pivotal role in 
the successful implementation of any curriculum reform. 
Their perceptions directly impact curriculum delivery, 
student outcomes, and the overall success of educational 
programs. Furthermore, there is limited published data 
on this subject, especially in regions where the inte-
grated curriculum is relatively new or where faculty have 
had substantial experience with traditional curricula. 
By exploring the satisfaction levels of academic medi-
cal staff and identifying predictors of dissatisfaction, this 
study can inform necessary adjustments to curriculum 
design and implementation, ultimately contributing to 
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the advancement of medical education. Conducting this 
research not only addresses a critical knowledge gap but 
also provides actionable insights for improving curricu-
lum strategies that align with the needs of both faculty 
and students in diverse settings.

Methods
Study design and setting
An online multinational survey was conducted dur-
ing the academic year 2023–2024. Data were collected 
through filling a Google form built from a structured 
questionnaire. The survey continued over a period of 5 
months starting from December 2023 to April 2024.

Study population
The study population was a sample of academic medi-
cal staff (525) who were invited to fill the study form. 
The participation was voluntary through using an online 
google form. The overall response rate among the invited 
medical teachers was 67% (525/783). Non-participation 
was due to lack of interest and incomplete forms. Par-
ticipation also, may be overlooked if the respondents 
were not highly invested in curriculum reforms. The 
main problem always summarized in time constraints as 
medical educators often face academic demands includ-
ing teaching, administrative, and research commitments. 
These time constraints may lead to hesitance in commit-
ting to even brief surveys, especially if they require reflec-
tive responses or cover multiple curriculum dimensions.

Inclusion and exclusion criteria
Eligible invited persons to this study were academic 
medical staff of different specialties who were working 
in different countries, affiliated to both governmental 
and private medical schools that adopted and applied the 
integrated curriculum in their universities. The persons 
who were lacking any of the previous inclusion criteria 
were excluded from the study.

Sample size calculation
Based on the maximum expected prevalence of medical 
teachers’ satisfaction with the integrated medical cur-
riculum, it was assumed to be 50%. Using Daniel formula 
[8]: N = Z2P (1-P)/d2whereas, Z = 1.96 (at 95% confidence 
level), P = 0.50 (the expected prevalence) and d = 0.05 (the 
margin of error) thus, the estimated sample size has to be 
at least 384. In order to overcome the non-responders, 
we added 15% to the estimated sample size to be finally 
at least 442.

Study instrument
A structured self-reported online questionnaire was 
constructed to collect the data. The survey instrument 
was developed utilizing the literature and informal 

discussions with many academic medical staff. The con-
tent validity was determined by consulting a panel of 
experts. To ensure reliability, the questionnaire was pre-
tested on a pilot sample and modified accordingly. The 
Cronbach alpha of internal consistency was calculated 
to be 0.85 for curriculum design subscale, 0.87 for cur-
riculum implementation and 0.92 for the overall satisfac-
tion scale. The questionnaire was finally edited in English 
version and consisted of 2 main sections: The First Sec-
tion inquires 8-items on some socio-demographic and 
work characteristics of the respondents. The Second Sec-
tion explores satisfaction of medical teachers about some 
issues related to the integrated curriculum. Satisfaction 
scale was subdivided into 2 subscales: first is 6 items on 
satisfaction with curriculum design, second is another 6 
items on satisfaction with curriculum implementation 
(questions’ answers for both subscales were reported on 
3-point response: satisfied, unsatisfied, and unknown) 
[9].

Data management
The collected data were coded, processed and analyzed 
using Statistical Package of Social Science (SPSS) pro-
gram version 26. Descriptive statistics were presented as 
numbers (n), and percentages (%).

Each question in satisfaction scale was scored between 
0 (= unsatisfied/unknown) and 1 (satisfied). The overall 
satisfaction rate was calculated considering the cut of 
point = 7 which was the median score for the all 12 ques-
tions of the satisfaction scale whereas, ˃7 was considered 
satisfied, and ≤ 7 was unsatisfied.

The association between categorical variables and sat-
isfaction score was tested using Pearson’s chi-square test 
for Table (2 × 2), while, Monte-Carlo test was used for 
table (> 2 × 2). Significant variables on univariate analysis 
entered into Logistic regression model (enter-method) to 
specify the most significant predictors of staff unsatisfac-
tion with the integrated curriculum. Adjusted odds ratios 
(AOR) and their 95% confidence interval (CI) were cal-
culated. P-value ≤ 0.05 was considered to be statistically 
significant.

Results
Table (1) shows the sociodemographic and work charac-
teristics of the studied group which revealed that more 
than half of them were males (55%) and aged ≥ 45 years 
(57%). The majority of the studied staff had MD/PhD 
qualification (83.2%), of Jordanian nationality (43.4%) 
followed by Egyptian nationality (37.3%). They were 
largely affiliated to governmental universities (88%). 
Furthermore, most respondents (54.8% in conventional 
and 79.4% in integrated curricula) stated that they had 
more than 10 years of teaching experience. The table 
also, shows that the overall satisfaction rate among the 



Page 4 of 10Sharkas et al. BMC Medical Education         (2024) 24:1483 

studied medical teachers was only 44.2% however, 55.8% 
were unsatisfied. Age illustrated a statistically significant 
association with satisfaction levels regarding integrated 
curriculum where, younger staff members (< 45 years) 
reported higher satisfaction rates (50.9%) compared to 
their older counterparts (≥ 45 years) who had a satisfac-
tion rate of 39.1% (p = 0.007). The table shows that the 
unsatisfied group had significantly higher percentage of 
male teachers (61.9%) compared to higher percentage of 
female teachers (51.7%) in the satisfied group (p = 0.002). 
Medical teachers with higher qualification (MD/PhD) 
expressed more unsatisfaction (56.3%) although, it was 
statistically non-significant (p = 0.6). Furthermore, among 
studied staff, Egyptian and Jordanian nationality showed 
significantly unsatisfaction dominance with integrated 
system (64.3% and 61.8% respectively) compared to only 
25.7% with other nationality (p < 0.001). The result also 
revealed that staff dissatisfactions with integrated cur-
riculum were more significantly associated with working 
in governmental institutions (58.7%), and having experi-
ence ˃10 years in teaching both old and new curriculum 
(61.8%, and 60.4% respectively with p < 0.001).

Figure  (1) depicts the percentage distribution of self-
reported satisfaction levels among academic medical 
staff regarding the design and implementation of an inte-
grated curriculum. The data reveals a notable split, with a 

significant portion of the staff expressing varying levels of 
satisfaction and dissatisfaction. It shows that the lowest 
satisfaction percentage with curriculum design questions 
was for the internationally oriented curriculum (44.8%), 
followed by integration of clinical sciences (50.1%) and 
integration of basic with clinical sciences (54.1%). How-
ever, the lowest satisfaction rate with curriculum imple-
mentation questions was for the students’ performance 
(42.7%) followed by implementation schedule (48%) and 
assessment methods (49%).

Figure (2) is a Pareto chart that shows the distribution 
of various causes of dissatisfaction with integrated cur-
riculum among medical staff and highlights their cumu-
lative impact. The chart reveals that integration of basic 
with clinical sciences and integration of clinical sciences 
both have the highest percentages of dissatisfaction as 
each contributing slightly above 50% followed by dissat-
isfaction with assessment methods and implementation 
schedule which were around 45–50%. The chart indicates 
that internationally oriented curriculum and students’ 
performance contributed the least to overall dissatis-
faction each with percentages just under 45%, but they 
were still significant. The cumulative line, shown in red, 
helps to inform that by the time if we include the first 
three causes: integration of basic and clinical sciences 
and assessment methods, we reach over 150% cumulative 

Table 1  Association between satisfaction score with socio-demographic and some work characteristics of the studied academic 
medical staff
Staff characteristics Total N = 525 Overall Satisfaction Scorea p-value

Satisfied n = 232 (44.2%) Unsatisfied n = 293 (55.8%)
Age:
  < 45 years
  ≥ 45 years

226 (43.0)
299 (57.0)

115 (50.9)
117 (39.1)

111 (49.1)
182 (60.9)

0.007*

Gender:
  Male
  Female

289 (55.0)
236 (45.0)

110 (38.1)
122 (51.7)

179 (61.9)
114 (48.3)

0.002*

Qualification:
  MBBCh
  M.Sc.
  MD/PhD

15 (2.9)
73 (13.9)
437 (83.2)

7 (46.7)
34 (46.6)
191 (43.7)

8 (53.3)
39 (53.4)
246 (56.3)

0.6

Nationality:
  Egyptians
  Jordanians
  Othersb

196 (37.3)
228 (43.4)
101 (19.2)

70 (35.7)
87 (38.2)
75 (74.3)

126 (64.3)
141 (61.8)
26 (25.7)

< 0.001*

Affiliated university:
  Governmental
  Private

462 (88.0)
63 (12.0)

191(41.3)
41 (65.1)

271 (58.7)
22 (34.9)

< 0.001*

Teaching experience in conventional medical curriculum:
  ˃10 years
  ≤10 years

283 (54.8)
233 (45.2)

108 (38.2)
124 (53.2)

175 (61.8)
109 (46.8)

< 0.001*

Teaching experience in integrated medical curriculum:
  ˃10 years
  ≤10 years

417 (79.4)
108 (20.6)

165 (39.6)
67 (62.0)

252 (60.4)
41 (38.0)

< 0.001*

a: Cut of point = Median = 7 (˃7 = satisfied and ≤ 7 = unsatisfied). *: Statistically significant at p ≤ 0.05

b: Others include Saudis, Americans, Palestinians, Sudanese, and Iraqis
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dissatisfaction. This means that addressing these top 
concerns could alleviate the majority of dissatisfaction 
among faculty.

Table (2) shows the percentages of dissatisfaction 
causes among academic medical staff, stratified by 
rank and nationality. This stratification reveals that the 

dissatisfaction rates among senior staff of Jordanian and 
Egyptian nationalities are generally higher than those 
among junior and “other” nationalities whereas, senior 
Egyptian report 34.5% dissatisfaction with curriculum 
support, 28.7% with resources and 20.7% with workload, 
higher than their counterparts from juniors and other 

Fig. 2  Causes of dissatisfaction with integrated curriculum among the studied academic medical staff

 

Fig. 1  Percentage distribution of self-reported satisfaction scale (design & implementation) among the studied academic medical staff
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nationalities. However, the table shows that junior Jorda-
nian staff report higher dissatisfaction rate of 20.7% with 
institutional support and 17.2% with assessment methods 
than their counterparts of senior and other nationalities.

Table (3) shows logistic regression analysis of the stud-
ied sociodemographic and work characteristics. It illus-
trates that the significant predictors of unsatisfaction 
with integrated system among medical staff were having 
Jordanian nationality (OR = 7.74) followed by Egyptian 
nationality (OR = 4.68), having experience more than 
10 years in teaching integrated curriculum (OR = 4.25), 
working in governmental universities (OR = 4.23), and 
lastly having male gender (OR = 3.27).

Discussion
Integrated curriculum has been a popular concept in 
medical education for decades, however, the satisfac-
tion of academic medical staff with integrated medical 

curricula has garnered increasing attention in recent 
years [10].

Analyzing the responses from the studied 525 academic 
medical staff members showed that 44.2% were satisfied 
versus 55.8% were unsatisfied with the integrated cur-
riculum. Also, the current percentage distribution of self-
reported satisfaction levels among medical staff indicated 
that most of the staff members were not in favor with the 
integrated curriculum’s current design and implementa-
tion, highlighting several potential areas for improve-
ment. Previous literature stated that Faculty members felt 
that the integrated program might not be helpful in bet-
ter performance in the professional examinations [11]. In 
a study by Khanna, et al., faculty satisfaction varied sig-
nificantly based on resource availability and institutional 
support. Institutions with better support structures 
reported higher satisfaction [7]. However, lower satisfac-
tion in some cases was reported by a previous study due 
to the complexity of implementing integrated curricula 

Table 2  Percentages distribution of dissatisfaction causes by rankings and nationality of studied medical staff
Cause of Dissatisfaction* Senior Jordanian Senior Egyptian Senior Other Junior Jordanian Junior Egyptian Junior Other
Curriculum Support 35/115 (30.4%) 30/87 (34.5%) 20/75 (26.7%) 25/87 (28.7%) 20/70 (28.6%) 15/91 (16.5%)
Adequate Resources 28/115 (24.3%) 25/87 (28.7%) 15/75 (20.0%) 22/87 (25.3%) 18/70 (25.7%) 12/91 (13.2%)
Manageable Workload 22/115 (19.1%) 18/87 (20.7%) 12/75 (16.0%) 20/87 (23.0%) 15/70 (21.4%) 10/91 (11.0%)
Institutional Support 18/115 (15.7%) 15/87 (17.2%) 10/75 (13.3%) 18/87 (20.7%) 12/70 (17.1%) 8/91 (8.8%)
Effective Assessment Methods 15/115 (13.0%) 12/87 (13.8%) 8/75 (10.7%) 15/87 (17.2%) 10/70 (14.3%) 7/91 (7.7%)
*: Categories are not mutually exclusive

Table 3  Logistic regression analysis of sociodemographic and work predictors of unsatisfaction among the studied academic medical 
staff
Predictors β p-value AOR (95% CI)
Age:
  < 45 years
  ≥ 45 years

0.360 0.120 1 #
1.43 (0.91–2.26)

Gender:
  Female
  Male

1.186 < 0.001* 1 #
3.27 (1.98–5.40)

Nationality:
  Others
  Jordanians
  Egyptians

2.046
1.543

< 0.001*
< 0.001*

1 #
7.74 (3.88–15.41)
4.68 (2.58–8.49)

Affiliated university:
  Private
  Governmental

1.442 < 0.001* 1 #
4.23 (2.01–8.88)

Teaching experiences in conventional curriculum:
  ≤ 10yrs
  > 10yrs

0.075 0.754 1 #
1.08 (0.67–1.72)

Teaching experiences in integrated curriculum:
  ≤ 10yrs
  > 10yrs

1.447 < 0.001* 1 #
4.25 (2.49–7.27)

Modelχ2
% correctly predicted
P-value

13.68
52.89%
≤ 0.001*

β: regression coefficient, #: reference group; CI: confidence interval, AOR: adjusted odds ratio

*: statistically significant at p ≤ 0.05
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and the resistance from experienced faculty [12]. Addi-
tionally, studies have found that integrated curricula can 
significantly increase faculty workload due to the need 
for additional preparation, new teaching strategies, and 
administrative demands. Faculty often express dissatis-
faction when their workload increases without adequate 
compensation or support [13]. Furthermore, larger stu-
dent groups make small group activities and personalized 
instruction more difficult to manage, especially when 
physical spaces such as classrooms or laboratories are 
insufficient. Limited resources, such as available rooms 
for small group learning or technological support, can 
hinder the success of an integrated curriculum [14]. Also, 
the reliance on certain instructional methods, particu-
larly lectures, can undermine the goals of integration if 
they fail to promote active learning, critical thinking, and 
application of knowledge across disciplines [15].

One of the significant findings in the present work 
is the association between age and satisfaction levels. 
Younger staff members (< 45 years) exhibited higher sat-
isfaction rates (50.9%) compared to their older counter-
parts (≥ 45 years), who had a satisfaction rate of 39.1%. 
This disparity could be explained by the idea that young 
staff might have higher satisfaction rates due to fear of 
speaking up, being less involved in coordination, and not 
comparing old and integrated teaching methods or might 
be more adaptable to innovative teaching methodolo-
gies and changes inherent in the integrated curriculum. 
They might also have had less exposure to the conven-
tional curriculum, making them less resistant to the new 
system. Conversely, older staff may have more ingrained 
teaching practices and preferences for conventional sys-
tem, leading to dissatisfaction with the newer integrated 
approach. Similar studies have found that younger faculty 
members were generally more open to and satisfied with 
innovative teaching methods, including integrated cur-
riculums [16].

This study found that gender differences also emerged 
as a notable factor, with male staff reporting significant 
lower satisfaction (38.1%) compared to higher satisfac-
tion among female staff (51.7%). This might suggest that 
females are more resilient to changes and less resistant 
than males. Additionally, reflects varying expectations 
and perceptions of support and effectiveness within the 
integrated curriculum. Female educators might find the 
integrated curriculum more inclusive or better aligned 
with their teaching style and professional expectations. 
Alternatively, male educators might experience more dif-
ficulty adjusting to or perceiving value in the new cur-
riculum structure. A previous study revealed that female 
educators often prefer and perform better in collabora-
tive and integrated teaching environments [17].

Our study interestingly, found that qualification level 
(MBBCh, M.Sc., MD/PhD) did not significantly impact 

satisfaction (p = 0.6), indicating that the level of educa-
tion or academic achievement is not necessarily associ-
ated with integrated curriculum satisfaction. However, 
this study showed that nationality had a significant effect, 
with Egyptian and Jordanian staff members reporting 
lower satisfaction rates (35.7%, and 38.2% respectively) 
compared to those from other nationalities (p < 0.001). 
This suggests that cultural and educational backgrounds 
might influence acceptance and perception of the inte-
grated curriculum. Staff from different educational sys-
tems may have different expectations and experiences 
that shape their views on curriculum integration.

Institutional affiliation played a critical role in staff 
satisfaction levels. Staff from governmental universities 
reported significant lower satisfaction (41.3%) compared 
to those from private universities (65.1%), with a highly 
significant difference (p < 0.001). This could be explained 
by differences in resources, support, and flexibility 
between governmental and private institutions. Private 
universities might offer more robust support systems and 
resources, facilitating smoother transitions to the new 
integrated curricula, and accordingly showing higher 
satisfaction among their staff. Our current result is sup-
ported by findings in other study, which suggest that pri-
vate institutions typically provide better resources and 
support for implementing integrated curriculula [18].

This study also found that the length of teaching expe-
rience in both conventional and integrated curricula was 
also a determining factor. Staff with over ten years of 
experience in the conventional curriculum were less sat-
isfied (38.2%) compared to those who had less than ten 
years (53.2%), with a significant difference (p < 0.001). 
Similarly, those with extensive experience in the inte-
grated curriculum reported higher dissatisfaction com-
pared to their less experienced counterparts (60.4%, and 
38.0% respectively with p < 0.001). These findings sug-
gest that longer exposure to conventional curriculum 
may create a resistance to change, or being convinced 
that conventional system is the best. However, those who 
were new to the integrated curriculum might be more 
open and adaptable to its methodologies even if they 
were never being exposed to the conventional approach 
at all. Our result aligns with findings from previous study 
which highlights that experienced faculty may find it 
challenging to shift from traditional methods to inte-
grated approaches. A study reported that experienced 
educators often face difficulties in adapting to new, inter-
disciplinary teaching methods due to entrenched prac-
tices and a preference for traditional, discipline-specific 
instruction [14]. The effectiveness of integrated curricula 
often depends on the duration of implementation and 
how well institutions support the transition process. For 
example, it has been observed that early implementation 
phases are challenging due to unfamiliarity and resistance 
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to change, but over time, institutions and faculty tend 
to adapt better when continuous support is offered [3]. 
Moreover, it was reported that faculty development pro-
grams are essential to help educators adapt to integrated 
curricula, particularly for those accustomed to traditional 
teaching methods. Institutions that provide regular pro-
fessional development opportunities report higher levels 
of faculty satisfaction and smoother transitions to new 
curricula [16].

The Pareto analysis highlights primary areas of dissat-
isfaction among academic staff with the integrated cur-
riculum. The highest dissatisfaction levels in this Pareto 
focus on the integration of basic and clinical sciences. 
This might suggest that faculty may find it challenging to 
balance these areas due to differences in teaching meth-
ods and assessment requirements. The present finding 
aligns with previous study which reported that integrat-
ing basic sciences with clinical training posed significant 
challenges, especially in institutions with established 
traditional curriculums. Faculty members in their study 
expressed frustration over inadequate time to cover 
essential foundational knowledge while also integrating 
clinical applications [3]. The pareto also shows that dis-
satisfaction with assessment methods, likely reflects con-
cerns over how well these assessments evaluate students’ 
competencies in an integrated learning environment. A 
study conducted on faculty perceptions for assessment 
methods within integrated curriculums and noted that 
traditional exams might not effectively measure interdis-
ciplinary competencies [16]. This misalignment contrib-
utes to dissatisfaction as faculty believe assessments do 
not reflect the true breadth of the integrated curriculum’s 
objectives​. Furthermore, our pareto result reveals fac-
ulty dissatisfaction with the curriculum’s implementation 
schedule points to difficulties in managing the integrated 
curriculum’s demands within limited time frames. This 
is consistent with findings from previous study which 
emphasized that integrated schedules can increase work-
load and reduce flexibility for educators, leading to burn-
out and frustration [15].

The present work revealed a comprehensive view of 
dissatisfaction causes among academic medical staff, 
stratified by rank and nationality. This stratification 
reveals insightful trends and potential areas for targeted 
improvements in medical curriculum integration. The 
results mentioned that dissatisfaction rates among senior 
staff of Jordanian and Egyptian nationalities are generally 
higher than those among junior and “other” nationalities 
while, junior Jordanian staff were more dissatisfied with 
institutional support and with assessment methods than 
their counterparts of senior and other nationalities. Par-
allels to this current results, similar dissatisfaction trends 
with higher dissatisfaction rates among senior staff were 
noted in one study in which senior faculty reported 

challenges with curriculum integration due to inadequate 
administrative and structural support [3]. Another study 
highlights that well-supported institutions reported 
lower dissatisfaction, emphasizing the importance of 
robust curriculum design frameworks [18]. Further-
more, it was reported that dissatisfaction with resource 
availability was common in institutions transitioning to 
integrated curricula [15], and this was aligned with the 
findings from the current study, particularly for Egyp-
tian faculty. Institutions with comprehensive resource 
planning showed improved faculty satisfaction [7]. 
Also, faculty dissatisfaction with workload was similarly 
observed in Peicu et al. study (2019), where junior staff 
often expressed concerns about balancing teaching and 
curriculum-related tasks [13]. It was found that work-
load dissatisfaction decreased with experience, support-
ing the lower workload dissatisfaction rates among senior 
staff in our study [3]. Dissatisfaction with institutional 
support has been a recurring theme in integrated cur-
riculum studies as both emphasized the need for tailored 
support systems to address faculty concerns during cur-
riculum transitions [15, 18]. A previous study explained 
that dissatisfaction with assessment methods was linked 
to misalignment between integrated learning goals and 
traditional assessment structures [18]. This matches the 
trends seen in the current study.

The Logistic regression analysis identified that the rank 
of predictors of integrated system dissatisfaction were 
nationality, years of experience, affiliation, and gender. 
The result of the present study was unique whereas male 
staff with Jordanian and Egyptian nationality, affiliated to 
governmental institutions with extensive experience were 
significantly more prone to unsatisfaction. Clinical fac-
ulty in previous studies reported that increased workload, 
deficiency of resources, and development of competitive 
environment have been very challenging. They also men-
tioned that inadequate knowledge and attitude regard-
ing clerkship planning, and implementation may be due 
to lack of team work, and effective teaching techniques. 
Furthermore, it was reported that curriculum redesign-
ing is a strenuous, tiresome, persistent, and time con-
suming [13]. Other study mentioned that according to 
the qualitative data obtained from the faculty members, 
integration requires facilities and a well-equipped skill 
lab. The integrated approach posed several constrains 
including unsuitability for large groups of students, many 
subject areas are missing, limited cooperation among dis-
ciplines, and some subject areas are not fully covered in 
the allocated 50 min lecture. Furthermore, the integrated 
approach is more stressful than the conventional sys-
tem and students can pass the course without achieving 
the minimum requirements in each discipline. With the 
integrated curriculum, students can leave out some dis-
ciplines according to their weight in the course, and they 
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can, therefore, pass the programme without identifying 
their shortcomings in each discipline separately [9].

Limitations and strengths
This study encountered some limitations, first is the 
potential of recall bias as the data collected was self-
reported information provided by medical staff. Another 
limitation was the online method of data collection which 
may influence sample representation. Unfortunately, it is 
noted that only a few junior staff members were included 
in this survey which could be a limitation however, this 
limited inclusion can be attributed to the focus on expe-
rienced academic medical staff, who generally have a 
deeper understanding of both the traditional and inte-
grated medical curricula. Since this study aimed to assess 
satisfaction with curriculum design and implementation, 
it prioritized insights from more seasoned staff members, 
as their extended experience offers valuable perspectives 
on the integration process and potential challenges over 
time. Additionally, junior staff often have limited teach-
ing experience, which may impact their ability to criti-
cally evaluate curriculum effectiveness across disciplines.

Despite these limitations, this is the first study that 
tackles this sensitive issue in different countries and dif-
ferent medical schools. So, it will overlay the way and 
provide baseline data for further studies to design a com-
prehensive intervention that calls for a potential return to 
the conventional medical curriculum.

Conclusions and recommendations
In conclusion, the study provided insightful data on the 
satisfaction of academic medical staff with the integrated 
medical curriculum. The findings reveal a general dissat-
isfaction whereas, more than half of studied medical staff 
were dissatisfied with the integrated curriculum’s design 
and implementation, spotting light on several predictors 
of staff dissatisfaction and potential areas for improve-
ment. This means that addressing these top concerns 
could alleviate the majority of dissatisfaction among fac-
ulty. Dissatisfaction stems largely from challenges in inte-
grating disciplines, misalignment in assessment methods, 
and demanding schedules. Addressing these areas could 
significantly enhance faculty satisfaction with the inte-
grated curriculum.

The key factors influencing dissatisfaction included 
nationality, teaching experience, gender, and the type of 
institution. Specifically, academic staff from governmen-
tal universities, those with more than 10 years of expe-
rience, male educators, and staff from Jordan and Egypt 
were more likely to be dissatisfied. The dissatisfaction 
may stem from challenges such as increased workload, 
insufficient resources, resistance to new teaching meth-
ods, and a preference for the conventional curriculum, 
which many faculty members are more familiar with.

The study recommends that institutions should con-
sider revisiting the structure and implementation of the 
integrated curriculum. They could offer more support, 
particularly in terms of resources, professional develop-
ment, and workload management, to ease the transition 
from the traditional curriculum. However, our study 
revealed faculty satisfaction and familiarity with conven-
tional curriculum over the integrated one that further 
support the effectiveness of old approach. The conven-
tional medical curriculum has several advantages that 
make it a robust and reliable approach to medical edu-
cation. Its structured discipline-specific format provides 
clear educational design and pathway, comprehensive 
coverage of specialties, and easier implementation. Thus, 
returning to the conventional approach can enhance the 
quality of medical education, increase faculty satisfac-
tion and engagement, leading to a more positive educa-
tional environment​, and future well-prepared healthcare 
professionals. So, institutions should consider these fac-
tors when evaluating their educational strategies and 
curriculum designs. However, offering targeted train-
ing programs for faculty, especially those with extensive 
experience in the conventional system, could help them 
adapt to the integrated curriculum. Faculty develop-
ment initiatives should focus on fostering acceptance 
of integrated teaching methods and ensuring that staff 
are comfortable with the changes. Furthermore, private 
universities should be examined for best practices in 
implementing integrated curricula, as the study found 
higher satisfaction rates among staff from these insti-
tutions. Governmental universities might need more 
resources, administrative support, and flexibility in cur-
riculum delivery. Additionally, tailored approaches based 
on age, nationality, and gender might be needed for staff. 
Younger staff appear more adaptable, so incorporating 
their feedback into curriculum reforms might drive more 
innovation. Finally, consideration of reintroducing con-
ventional elements as the conventional curriculum seems 
to retain some advantages, it may be worth exploring a 
hybrid approach that blends elements of both systems. 
This could satisfy faculty who favor the traditional meth-
ods while also maintaining the benefits of an integrated 
curriculum.
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