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Abstract
At their 2009 consensus conference, the International
{0 advance the field of medical education. Althougt
opportunities, including a greater emp
potential 10 MoOve Away
t0 adoption. This paper examines the concepts of CBME
medical education leaders, health care institutions, and policy-
care system, inter-
complex challenges and questions, and ¢annot e cons
more work is needed 10 engage stakeholders

CBME Collaborators _proposed a num
4 the proposed conceptualizaiion of
hasis. on OUICOMES, 2 mechanism for the promo

from time-based training and credentialing in medicing,
through a broad educational policy lens, identifying considerations for

makers at both the meso { program, institutional) and macro (health

jurisdictional, and international) levels. Through this analysis, it
idered in isolation from the complex systems in which it functions. Much

in dialogue, to debate the issues, and 1o identify possible solutions.

ber of central tenets of CBME in order
CBME offers several advantages and
tion of learner-cenired curricula, and the
it is also associated with several significant barriers

is clear that CBME is associated with a number of

Introduction

As competency-based medical  education (CBME) gains
acceplance as an atttactive framework for health professions
‘education, eduCaLors and learners will face a range of
chatlenges in realizing the full potential of this approach.
Recognizing that the advancementi of CBME requires 4 shared
understanding of iis central tenets, the members of the
Internaticnal CBME Collaborators  group have worked to
articulate core principles and o arrive at a common under-
stancing of terms. During this process, it became apparent that
the implementation of this proposed paradigm will have
fmportant policy implications for institutions, medical educa-
tion leaders, and health care policy-makers. In this paper,

thesefore, we briefly examine the policy dimensions of CBME

in order to stimulate further debate on the issues arising.

Principles. promise, and challenges

The ICBME Collaborators describe three overarching princi-

ples that distinguish & competency-based approach o health

professions education:

e physician competence is “pulticimensional, dynamic,

contextual, and developmental. . [t involves multiple
domains of ahility ... For each domain of competence,
there is & correspording speciim of ability from novice to
master. . [TThe concept of competence [is] aa ever-chan-

ging, contextual construct. . [such that] each physician has a
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Practice points

& Policy development is the pracess of making organiza-
tional or system decisions by considering 2 number of
options and the potential consequences of each.

o CBME has many complex policy implications at the
educational program, instifutional, and system levels.

e As CBME cannot be considered in isolation from the
complex systems in whick it is deployed; stakehoider
engagement i5 needed ‘i discuss the advantages,
opportunities, 15sues and possible solutions.

ations and Development Unit,

e, Oawa, ON. Camada K15 5N8, Tel: (613) T30-3177.

unique constellation of abilities at any time in any O0E
context.” '

e competencies cal e viewed as “ingredients of compe-
tence, which can be assembled from smaller elements of
learning. . IClompeiencies are. . abilities or capabilities and
are the organizing units of CBME.”

e CBME, therefore, is an educational paradigm whereby
curricula are organized with the end — the abilities needed
of graduates —in mind, More specifically, it is defined by the
[CBME Collaborators as “an outcomes-based approach to
the design, implementasion, assessment, and evaluation of
medical education programs using an organizing frame-
work of competencies.” Further, by “working backward
ffrom the desired outcomes], educators cart. . .identify
(ilestones that trainees will need o reach as they acquire

Roval College of Physicians and Surgeons of
ext. 418: fax: (613) 730-8202; email: STaber@rcpsc.edu
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the required competencies. Insiructional methods and
assessment 1ooks for these abilities can then be selected 10
facilitate the development of learners” (Frank et al. 20100,

Program and institutional policy

implications

At the progrm and instinticnal levels. the implemeration of

In comparison with prevailing approaches In contemporary
medlical this concepiualization of CBME
promises greater emphasis on culcomes abilfties and on the
assessment of those abilities at developmental milestones
throughout taining, It also provides a mechanism for the
promotion  of leamer-centred curricula, along with the
potential to move away from time-based training and

education,

credentialing in medicine.
However, by the same woken, CBME presents several

" significant challenges. Beyond the work needed (o identify,

688

define, and assess competencies in all of the domains

important for a practising physician, Frank and coauthors
(2010) describe barriers to the adoption and implementation of
tlis approach in the current medical education and health care
systems, including the effort that will be required to move
away from a time-based system, the resources necessary to
meet the demands of teaching, mfrastruchure, and assessment,
and perhaps even augmented worklorce requirements (see
pp. 638-645 in this issue).

Major policy implications

The term “policy” can be defined in various ways. For the
purposes of this discussion, we apply it broadly to refer to the
process of making orgenizational or system decisions by
considering a number of options and their potential effects
(Torjman 2005). Policy implications can be examined from a
numher of vantage points, including political, management,
financial, and administrative perspectives. In this section,
therefore, we examine the concepts of CBME through 2 wide
educational policy lens, noting key considerations for medical
education leaders, health care institations, and policy-makers,
at both the meso (program, institutional} and macro (health
care system, inter-jurisdictional and international) levels (see
Table 1). '

CBME will have implications for the design and organization of
medical education programs, as well as for the a]ignmént
of these programs with the delivery of health seyvices. These
implications can be described as follows.

1. Logistics of training rotafions and health service
delivery

In the pra;ailing model of medical education, both curricula
and credentialing tend to emphasize fixed times spent in
rraining (Long 2000; Garraccio et al. 2002; Frank et al. 2010).
These fixed training periods easily translate into planned and
predictable scheduling for educations! rotations, as well as for
{rainees’ participation in the delivery of heaith services.
Defenders of the starus quo will argue that trainees in a time-

based system who have achieved competence before the end .

of a rotation can still contnue to enrich their abiliies, in terms of
either breadih or depth; however, no evidence is available to
indicate that this is the best way to male such progress,

CBME has the potential 1 de-emphasize time-based
training, meaning that leamers may progress at different
rates through certain areas, and achieve “threshold” compe-
tencies faster or slower than the average. This inherently
flexible and iearner-centred approach has implicadons, how-
ever, for the scheduling of both medical education and heaith
service provision. How can 2 unit plan its call schedule when
the potential exists for trainees to acquire the competencies
needed and leave a romtien early? Can one assume that
enough trainees will finish slower than the average, thus
palancing out the schedule? The reliance on trainees in the
provision of health services may need 10 be thoroughly
examined in order to fully embrace the CBME paradigm.
Additional challenges associated with scheduling include the
potential for rotations t¢ become bottlenecked by 2 lack of
staff, time, or resources to meet educarional needs.

CBME core principles

Fiexbiity/lsarmer-centradness

Outcomes focus — from design
through program evaluation

New roles for teacher'and student

New approaches o assessment

assessmeant
I

New definition of “competence”

excéllence

licensure

Policy implications

Loglstics of training rotetions and healih service delivery
Alternative funding models of medical education
Workforce/health human rasource implications

|ack of velid and relielie stendards — worl nesded o
identify and define knowledge and competencies
Implications for program evaluation and acereditation

Greater Involvernent from faculty
Greater emphasis on faculty development

Nead for valid/reliable yet pragmatic approach to

Redugtionism vs excellence - balance batween individual
competencies and overall competence F:
Calls for greater acoountability — dafining sompetenca vs

Contextual compstence, and implications for practice and

Programvinstitutional vs
system level

Frogramy/instituticral
Bystamn :
Sysiem .

Program/institutional

Program/insiitutional

Program/institutional
Program/instituticnai -

Program/instiiutional

Program/institutional
System

System
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N

- 9 “The reductionism versus excellence debate

. Critics of CBME have highlighted its focus on reducing

compétence -into  smaller and smaller component parts
Q:g]bot 2004). Grant (199%), one of the earliest and niost

outcomes — that is, the competencies needed o prepare
trainees for practice.

If the design of educational curricula changes (c focus on -
oulcomes, S0 (0o must. assessment. Assessment tools and
strategies are needed o measure the desired outcomés; in

vocal conmmeniatoTts, argued mr CEvErepresents—an attack
on professionalism by virtue of a behaviourist, competence-
based approach to clinical training that is overly simpistic and
totally inadequate to address the often unquaniifiable com-
plexities of expert clinical practice. The reductionist potential
of CBME has left it open to criticism on the grounds that the
whole is not always equal to the sum of its parts, and that there
is an imrheasurable je ne sais guoi needed for competence that
implies the integration of all competencies. That being said,
however, there is a lack of evidence that the maturation
process of physicians-in-training is best undertaken in a time-
based training program rather than through self-directed or
expetiential learning.

In adopting a CBME mode], medical educators must
congider how to base curricula and assessment on individual
compeiencies while not neglecting the less tangible aspects of
an overall, integrated competence such as described by Grant
(1999). In addition, educators must consider the role CBME
models can play in preparing gracduates for the pursuit of
excelience over a lifetime of self directed learning in practice.

3. Greater involvement from faculty and greater
emphasis on faculty development

CBME will require greater faculty involvement in (erms of
direct observation and assessment, as well as in the super-
vision of individualized leatning pathways (Holmboe 2004;
Frank et al. 2010). The implication may be =z need for
additional faculty, or for individual clinical teachers to spend
more time feaching, thus taking clinical practice time away
from an already underserviced enterprise. Regardless, the
need for greater faculty input raises various questions for
leadlers of medical education programs and academic centres.
How can the need for additional involverent from faculty be
organized? What is the potential impact on patient care? What
are the implications for remuneration? Will additional person-
nel be requirec? Adding to the complexity is the familiar reality
that issues concerning the need for additional resources are
often the shared responsibility of a number of stzkeholder
groups, such as governments, academic centres, hospitals, and
other health care organizations.

In addition, significant invesiments in faculiy development,
including an emphasis on change management, will be
needed to equip both new and existing faculty with the
knowledge and ools to [irst understand, and then implement,
a competency-based approacly.

4, The importance of assessment

As other contributors to this theme issue note, contemporary

" medical education tends to emphasize process issues

(instractional methods) over outcomes (e.g, gracduate com-
petence, physician performance, learner satisfaction, or
patient care quality). A CBME approach . moves toward
defining and then designing education around desired

fhe case of CBME, the abiity fo measure namnees acltieve
ment of stated competencies is essential (Holmboe et al.
2010).

Thus, CBME has implications for the design of formative
and summative assessment tools; both will be needed to
explicitly measure, in a manner that is hoth pragmatic and
holistic, the acquisition of competencies and trainees’ progress
toward milestones throughout their training. Medical ecducators
and leaders must consider how new, rolust, assessment tools
that measure competencies and provide trainees with con-
structive feedback about competency milestones can feasibly
be developed and implemented. In addition, in a CBME
approach, medical educators st consider how to define
concepts such as “terminal failure,” such that training does not
become an endless loop of rerediation for certain individuals.

5. Outcomes-based approaches to program
evaluation and accreditation

¥ CBME promises a greater emphasis on outcomes, standards
and systems of accreditation must also evolve to evalvate the
ability of training programs to deliver those outcomes — that is,
to prepare graduates adequately for practice. Although a shift
raward outcomes based program evatuation is associated with
many benefits and opporwumnities, including greater account-
ability for outcomes achieved, it is also fraught with
challenges. The selection of oulcome meEASUTES and defini-
tions, as well as data collection and inierpretation, must all be
carried out with caution.

Experience at both the Royal College of Physicians and
Surgeons of Canada and the American College of Graduate
Medical Education with the implementation of competency-
based frameworks (CanMEDS, and the Outcomes Project,
respectively) have shown that the shift toward greater
emphasis on cutcomes through accreditation has been slow.
In Canada, although training programs have been reqn.ﬁred
since 2002 to - demonsirate how (hey are teaching and
assessing the CanMEDS§ compefencies, programs and univer-
sities are not held accountable for their gracuates' success of

- failure in ataining the competencies needed for practice

(Royal Cellege 2009).

System-level policy implications

CBME also has implications for medical education leaders anel
policy-makers at the macro system level with respect t©
funding, health human resouuces, licensure, and accountability
to the public.

1. Funding of medical education

Moving away from a time-based model of medical education
will have implications for the funding of medical education
programs by goverments and other payers. In taditional
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sstems, residency positions are funded on the basis of fixed
locks of time, making i possible to predict costs and to plan
anual budgets. Moreover, in many jurisdictions residents are

both the program and system level, for the quality of graduates
produced (Curry et al. 1993, Donaldson 2001; Steering
Committee 2001; Kwasnik 2004}, Given its focus on outcomes

—aid-for their role-in-health serice provision using 2 graded
ay scale based on rank, What changes will be ngeded hy
niversities, governments, and other stakeholders 1o enable
mding of medical education that is as flexible and learner-
antred as the curriculum? How can a dinlogue berween the
arious payers and stakehoiders be facilitated to examine this
amplex fssne? What options exist to facilitate the funding of
smpetency-hased medical education, such as block funding
er graduaie that is not ted to length of training? What
nintended consequences might arise from certain funding
wdels (such as a financial incentive to ensure that trainees
nish early), and how can they be mitigated by checks and
dlances, including accountahility for the competence of
-aduates?

. Health human rasource implications

: some jurisdiciions CBME has been praised as an opportu-
ty to prepare gradustes for practice in less time than
aditicnal models. In particular, the Auvstralian govermunent
15 said that, by emphasizing the skills and competencies
:eded by graduates, a competency-based model can actually
alp to address workforce shortages (Productvity Commission
Y03; National Health Worlkforce Taskforce 2008, 2009;
ational Health and Hospitals Reform Commission 2009).
thers believe that competency-based programs can shorten
ngth of training by eliminating non-essential areas from the
yriculum and allowing trainees to progress swiftly through
eas of the curriculum that they quickly master {Grantcharov
Reznick 2009). '

However, there remains a lack of evidence that CBME will
iorten training and thus help 16 relieve workforce shortages by
‘celerating entry into practice. It may be argued that this hope
shori-sighted, for it fails to consider issues such as differences
nong individual leamners, trainees’ essential role in health
rvice de}ivew; and the time needed for trainees to mature and

integrate the competencies they acquire into - overall
mpetence and fitness for practice. Indeed, the effect of the
oper implementation of CBME may be, in some cases, 1o
ngthen trzining. Although concrete data are needed on
hether training will, on average, be shortened, lengthened,
remain the same, it s clear that CBME will have implications
r workforce planning, adding another layer of complexity to

i already challenging issue. The very notion that the .

mpetencies of learners should be derived from the needs of
ose served by graduates (ie,, societal health needs) is
allenging, given that the definition of those needs varies by
aspective; indeed, the fact that no universal definition exists
plies the imperative 1o better explore and define those needs
order to inform medical education and worlkforce planning.

The need for greater accouniabiity, and the
impetence vs excelience debate

1e of the mzjor drivers for improving medical education in
2 21st century has beer z call for greater accountability, at

tied to preparedness for practice CBME is nniquely posjtioned
1o meet this demand; however, the selection of what and how
1o report metits careful consideration by medical education
leaders and policy-makers alike, It may require an examination
of current systems of certification and -licensure, a clearer
understanding of societal health needs, as well as the
consideration of medico-legal implicaticns. Lastly, demands
for greater accountability may have implications for tracitional
paradigms of “professionalism” and the notion of medicine as
a selfregulated profession (Munray et al. 2000; Donaldson

. 2001; Irvine 2001; Lanier et al. 2003),

The ability o “report” on graduates’ compeélence also
requires the education of the public, governments, and other
stakeholders about what is expected of graduaies, the notion
of competence itsell and, mare importantly, the concept that
expertise is a lfe-long pursuit (Campbell et al. 20103, As stared
by Dreyfus and Dreyfus (1930), the quest is not for a
competent specialist, but for an expert, and this might not be
accomplished by the end of formal postgradvate training.
There is 2 need to educate the public, governments, and other
stakeholders that one’s exit from residency programs does not
guaraniee expertise. Although there is a responsibility 1o the
public o assure that graduates to independent practice are
competent — i, they have amained minimum standards of
competence in all domains needed for a certain context — the
medical education community must also ensure that those
exiting are prepared for life-long progression toward expertise,
recognizing that the definition of competence may change
regularly within designated areas of practice.

4, implications of “contextual’” competence for
practice and licensure

The concept of contextual competence has implications for life-
long learning, practice, and licensure, If being conperentmeans
“possessing the required abilities in 21l domains in a certain
context at a defined stage of medical education or practice”
(Frank et al. 2010), the ICBME Collaborators zlsc feel it is
essential to define what it means to be incompetent, ie.,
“lacking the required abilities in all domains in a certain context
at a defined stage of medical education or practice,” and what is
meant by dyscompetence, i.e., "possessing relatively less ability
in one or more domains of plhiysician competence in a certain
context and at a defined stage of medical education or practice.”
All three definitions make explicit the notion that competence
cannot be considered or measured in isolation from the practice
context under consideration.

- What implicatiens do these definitions have for certification,
licensure, continuous professional development, and the
maintenance of competence programs? If these definitions are
endorsed and adopted, will practice-hased assessment become
a requirement for licensure and, potentially, re-certification/
validation? What are the implications of context for the

definitions of “competence™ acress jurisdictions and, ultimately, -

for the portability of credentials?
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CBME policy issues

Lastly, who decides on the “comtext™? Is there a risk of
fasrouring increasingly specialized areas of medicine, such that
the conjext hecomes increasingly focused and the breadth of
necessary competencies more narrow? I so, what are the
implications for generalis) specialties and sociery?
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