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ABSTRACT

(EPASs).

using constant comparative analysis.

Background Core to competency-based medical education (CBME) is the use of frequent low-stakes workplace-based
assessments. In the Canadian context, these observations of performance are framed around entrustable professional activities

Objective We aimed to explore residents’ real-world perspectives of EPAs and their perceived impact on learning, because
assessments perceived to be “inauthentic,” or not truly reflective of their lived experiences, may interfere with learning.

Methods Using constructivist grounded theory, we conducted 18 semistructured interviews in 2021 with residents from all
programs that had implemented CBME at one tertiary care academic center in Canada. Participants were recruited via email
through respective program administrators. Data collection and analysis occurred iteratively, and categories were identified

Results Residents were strikingly polarized, perceiving EPAs as either a valuable opportunity for professional growth or as an
onerous requirement that interfered with learning. Regardless of what view participants held, all perspectives were informed
by: (1) the program administration and the perceived messaging from program to residents; (2) faculty assessors and their
perceived degree of engagement, or “buy-in” with the EPA system; and ultimately (3) learner behavior. We theorized from
these findings that all 3 aspects must be working in tandem for the assessment system to function as intended.

Conclusions From the learners’ perspective, there exists a dynamic, interdependent relationship between the 3 CBME stakeholders.
As such, the perceived value of the EPA assessment system can only be as strong as the weakest link in the chain.

Introduction

Core to competency-based medical education (CBME)
is the use of frequent low-stakes workplace-based
assessments. In the Canadian context, entrustable pro-
fessional activities (EPAs) stimulate the direct obser-
vations and formative feedback used to identify and
address training gaps.' In theory, EPAs provide a prac-
tical means of observing and documenting a learner’s
acquisition of competence by collecting assessments of
clearly defined skills and abilities that learners must
acquire at various stages in their training.*> In practice,
however, EPA data may not be truly “authentic” or
reflective of learners’ abilities and clinical experience.
Thus while EPAs may facilitate assessment, critics argue
that deconstructing the complexities of medical practice
into discretely measurable components risks becoming
reductionist, failing to generate an accurate, holistic
picture of learners’ competence.®’
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This lack of perceived authenticity may be why
some residents view workplace-based assessments
like EPAs not as valuable learning opportunities, but
rather as “checklists.”®’ This is relevant because
not only do learners tend to disregard feedback
generated from assessments they perceive to be inau-
thentic, but by being selective about what assessments
are documented to fulfill program requirements,
learners may miss opportunities to address their
weaknesses. '

CBME as a whole aims to be learner-centered, yet
the current literature focuses largely on faculty per-
spectives and implementation challenges.'’'” The
few studies that have examined trainee perspectives
were conducted within a specific specialty or pro-
gram during early implementation.'®'®'? Ensuring
the long-term success of CBME relies on a broader
understanding of whether residents as primary stake-
holders perceive EPA assessments to be truly reflective
of their clinical experiences. We aimed to address this
gap in the literature by exploring residents’ real-world
perspectives of EPAs, and their perceived impact on
learning.
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Methods
Study Design

Since EPA-based assessment processes are relatively
new, little is known about their implementation and
perceived value for learning. Therefore, we used a
constructivist grounded theory (CGT) approach to
guide our inquiry. CGT analysis is grounded in par-
ticipant experience and co-constructed with research-
ers, meaning that researchers’ insider perspectives are
positioned as a strength for generating meaning.”%2>

Setting and Population

In Competency By Design (CBD), the Canadian CBME
model, EPAs are conceptualized as discipline-specific
tasks that learners can eventually be entrusted to per-
form without supervision within a given health care
context.>*> To progress to the next training stage,
residents must demonstrate sufficient competence and
independence in performing EPAs.* EPAs are assessed
by individual faculty members, and data are compiled
and reviewed by competence committees. Judgements
of EPA “achievement” are guided by a national set
of recommendations meant to inform competence
committee decisions, not provide strict criteria.>>¢
Throughout this article, we use “EPA” when refer-
ring to a discrete task, and “EPA assessment” when
discussing the process of assessing EPAs.

All residents enrolled in training programs that
had implemented CBD at one tertiary care academic
teaching hospital in Canada received an invitation to
participate. The invitation was sent by program
administrators via email on behalf of the research
team. FEighteen residents (11 female, 7 male) from
13 different medical and surgical training programs
agreed to be interviewed (Box). Since CBD had been
implemented by many programs only within 3 years
prior to data collection, most participants (n=13)
were in postgraduate year 2 (PGY-2). However, there
were participants in PGY-3 (n=3), PGY-4 (n=1), and
PGY-5 (n=1).

Data Collection and Analysis

Individual, semistructured interviews lasting from 45
to 60 minutes were conducted between January and
November 2021 virtually via Zencastr.com by one
of 2 authors (E.A. or R.M). During interviews, resi-
dents were asked to describe their day-to-day experi-
ences with EPA assessments, and to reflect on their
EPA data in relation to their perceived clinical per-
formance and lived experiences (interview guide pro-
vided as online supplementary data). Questions also
explored residents’ perceptions of their respective
programs and assessment culture, and how they felt

ORIGINAL RESEARCH

KEY POINTS

What Is Known

Learners buy-in for competency-based medical education
(CBME) is critical, yet their voices remain relatively
uncaptured in the literature.

What Is New
This qualitative study of residents adds their perspective to
the literature informing CBME approaches.

Bottom Line

Program directors wishing to improve their entrustable
professional activity or CBME system can incorporate these
findings to improve the likelihood of success.

EPA assessments affected their learning. Interviews
were recorded, transcribed verbatim, and de-identified
prior to analysis.

Analysis was performed in 3 progressively inter-
pretive stages: initial, focused, and theoretical. Initial
codes and preliminary categories were identified and
refined over multiple rounds of focused coding. Through-
out this process, the interview guide evolved dynami-
cally to theoretically sample new ideas and evolving
insights. After finalizing codes and categories, the
team engaged in theoretical coding—an interpretive,
abstract process in which researchers determined how
individual cateogories fit together to form a higher
level analytical story around a core category. A con-
stant comparative approach was used throughout,
meaning that data within and among transcripts were
continuously scrutinized. All authors documented their
reflections, interpretations, and questions as they inde-
pendently read either full transcripts or selections of
coded data. One author (E.A.) led analysis, compiling
these reflections and team discussions into formal ana-
lytical memos that all team members reviewed and
contributed to. Through these written reflections and

Box Participants’ Programs
Internal Medicine
Emergency Medicine
Neurology

Anesthesia

Pathology

Physical Medicine and Rehabilitation
Psychiatry

General Surgery
Neurosurgery

Obstetrics and Gynecology
Otolaryngology

Urology

Orthopedic Surgery
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verbal discussions, we determined that participants’
strikingly polarized views about EPAs as an assessment
and feedback mechanism was the primary “story” of
our data. After identifying “striking polarization” as
the core category, we drew on our interpretations of
participants’ accounts to theorize about why EPAs
may or may not be perceived as valuable for learning.
After 18 interviews, our team agreed that, while
continuing data collection may generate additional
nuance, the collected data were sufficient for answer-
ing the exploratory research question.'®*’

Personnel and Reflexivity

This research was conducted by a resident physician
(E.A.), 2 clinician educators (W.].C., J.M.L.), a PhD-
trained qualitative methodologist and medical educa-
tion researcher (K.L.), and a research assistant (R.M.)
with qualitative research expertise. E.A. had experience
collecting EPA assessments from a resident perspective,
and both W.J.C. and J.M.L. were experienced in com-
pleting them as faculty. E.A., W.J.C.,, and J.M.L. all
were from an early-adopting, higher-functioning CBME
program and thus were keen to understand the chal-
lenges and factors that may play a role in the successful
implementation of EPAs across different programs.
K.L. and R.M. offered nonclinical viewpoints that helped
the other researchers constantly question assumptions.

This study received ethics approval from the Ottawa
Health Science Network Research Ethics Board (proto-
col ID: 20200665-01H).

Results

Residents believed that EPAs have the potential to serve
as a roadmap to competence, providing a real-world
list of practical skills, abilities, and tasks they would
need to be able to perform independently within their
respective fields of practice. Although a few participants
spoke in shades of grey, most described EPAs and their
assessment in black and white terms, perceiving them
as either a valuable opportunity for professional growth
or as an onerous requirement that interfered with
learning. Regardless of what view participants held,
all perspectives were informed by a dynamic interplay
between: (1) the program administration and the per-
ceived messaging from program to residents; (2) faculty
assessors and their perceived degree of engagement, or
buy-in with the EPA assessment system; and ultimately
(3) learner behavior (FIGURE).

1. Messaging From Program Administration

Many residents felt that the EPA assessment system was
communicated to them by their respective programs as

678 Journal of Graduate Medical Education, December 2023

Program/
Administration

EPA Stakeholders

Residents/ Assessors/
Learners Staff
FIGURE

Entrustable Professional Activities (EPA) Stakeholders and
Their Interrelationships

“just a numbers game,” (participant [P]2) and that the
quantity of achieved EPAs was “basically the only thing
that matters in our training” (P3). These learners felt
the need to “get their numbers” (P16) with the goal of
meeting strict perceived quantitative program require-
ments to progress to the next stage in their training.

“It has a major detrimental impact on learning
because it diverts a lot of our time towards
chasing them, towards pre-filling them out, towards
worrying about our numbers versus time that we
could have been spending actually learning, actually
studying, actually doing something productive.”
(P16)

As a measure of their skills and abilities, residents
generally felt that EPA assessments “probably do not
currently serve as a good measure of competence”
(P2) because of the metric-driven selective triggering
of these assessments. Residents would tend to “only
do [EPA assessments] in situations that they do well
because it doesn’t count if you don’t pass it.” (P14)
They believed this behavior would generate an
incomplete overall picture by only measuring skills
in which they already felt competent, and not the
areas requiring further development.

However, residents also seemed to believe that
enough EPA data could still form a relatively accu-
rate assessment of one’s competencies as a whole:

“My final competency, probably, yeah. My process
of becoming competent, no. At the start of residency
you know nothing, and then at the end you know
something. All my EPAs I think demonstrate is that
I now know something, but they don’t demonstrate
that at one time 1 didn’t know things. And they
didn’t demonstrate that at one time 1 knew half the
things and didn’t know half the things.” (P14)

Thus, although many residents perceived that EPA
assessments collected over time might be reflective of
their skills and experiences, they were not perceived
as useful for capturing either their day-to-day pro-
gress or their trajectory toward overall development.
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Some residents perceived a program culture of
“service over teaching,” where learning was “just
not a priority,” (P1) with “no good system to inte-
grate EPAs into our daily work.” (P2) In contrast, in
programs where EPAs were felt to be valuable feed-
back and assessment tools, there was an expectation
from both learner and faculty at the end of the
workday, or even immediately after an observed
task, that an EPA assessment should be completed.
Day-to-day workload, even when intense, was not
perceived by their faculty as an excuse for failing to
complete EPA assessments or to provide useful feed-
back, as “even if it was a really busy service, they
made time for every resident.” (P11)

In these cases, it seemed that EPAs were clearly
communicated to residents by their respective pro-
grams as a useful learning tool, and not merely a
quantitative metric representing a dichotomous pass-
or-fail judgment. Moreover, the overall quality and
richness of the assessment were valued over their
quantity.

“The way we use EPAs is not like ‘if we don’t
have enough EPAs we’re going to fail.” The way
we use EPAs is really meant for teaching... It’s
almost like I can use this tool to get more
feedback from my seniors, ...as opposed to the
pressure of ‘if I don’t get this EPA done, I'm
never going to move on.”” (P12)

2. Faculty Buy-In

Residents were clearly influenced by the attitudes
and behaviors of their faculty and seemed more
prone to “just play the numbers game” if they per-
ceived their faculty as having low levels of buy-in.

“If the majority of staff don’t even care about it
at all, like it’s a hindrance to them too and they
feel like it wastes their time, then we feel like it
wastes our time.” (P16)

One of the most commonly described effects of an
unengaged faculty was the perception that asking for
an EPA assessment was akin to asking for a favor.
One resident described the process as a “very polite,
formal, nervous request.” (P14) Being off-service and
unfamiliar with new faculty also proved challenging
for obtaining EPAs, as there was significant uncer-
tainty surrounding “which staff are receptive to fill-
ing out EPAs... It really varies.” (P6)

One resident expressed that the “gold standard is
to have them done in real time and to have them
submitted with both people present, right there.”
(P8) Adherence to this “gold standard” directly affected
the learning value residents ascribed to assessments,
suggesting that a face-to-face conversation was far

ORIGINAL RESEARCH

more informative than narrative comments docu-
mented after the fact:

“I find it more useful when you’re actually
discussing with that person ... The ones you send
through email...are also useful, but 1 find it
never sticks in your head as well as if you
actually just talk to the person and remember
what they say for the rest of your life.” (P13)

Residents who did not find EPAs useful for learn-
ing described a pattern where assessments were rarely
completed in-person, and often not until several days
after the actual encounter. One participant estimated
that “probably 70% of my EPAs were at least 2 weeks
after.” (P2) This delay was perceived to interfere with
learning because residents struggled to align the narra-
tive feedback documented in assessments with specific
patient encounters and learning points. Sometimes,
residents struggled to perceive value in an assessment
process where “the whole onus is on you” (P6), and
faculty only sign off or make cursory edits:

“I think 1 can count on my hand the amount of
times staff has actually written any words on
EPAs. They usually just type ‘I agree’ or ‘disagree’
with the assessment.” (P11)

Many expressed wanting to receive more feedback
from their faculty, highlighting the perceived limited
value of self-assessment:

“I find people just agree. I'm more interested to
hear what they have to say from their own brain,
rather than from mine. The point of getting
feedback isn’t to hear my own self-assessment.
I can give myself feedback all day at home.” (P1)

On the other hand, when faculty were perceived
to have “bought in,” residents noted they would
often preemptively offer to participate in EPA assess-
ments with the learners even before being asked.
These residents described a departmental culture that
alluded to strong faculty training around in-the-moment
workplace assessments such as EPAs.

“It’s evolved a little bit more from us having to
nag the staff for evaluations early on, so now
there’s more of them who are initiating the
conversation. [The program has become] better
at encouraging the staff to be involved in this
process and reviewed with them why it came to
be and, what the benefits are and trying to
encourage participation.” (P8)

3. Learners’ Perceptions and Behaviors

When residents felt supported by both their program
and their faculty, they appeared much more in charge
of their own education and training. Specifically, these
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learners perceived EPAs as a productive tool for
course-correction, seeking out opportunities to improve
on suboptimal past performance:

“When I don’t do well on a case, I know I need
to see it again and improve my approach to it. So
I try to use that as a motivating tool to be like
‘I didn’t do well with this case and 1 need to get
more feedback.” There’s a bit of frustration with
a poor evaluation. 1 think that’s natural. But
trying to do better next time is the key.” (P9)

EPA assessment selectivity thus appeared to work
in favor of individualized growth and development
in these cases. This was despite the acknowledge-
ment that EPAs can be time-consuming: “they are a
time suck but they are not a waste of time.” (P9)

Lastly, an unexpected finding from the interview
process was how cathartic residents found the inter-
view to be, particularly those who perceived little
value in the EPA system. It would appear that they
often did not have a satisfactory outlet within their
respective programs to express their frustrations and
suggestions for improvement. They unanimously con-
veyed their hope that their experiences, negative or
otherwise, would serve to improve those of future
generations of residents within the CBME system.

Discussion

Our study suggests that there exists a dynamic rela-
tionship between 3 key facets of CBME (resident,
faculty, and program), and that all 3 are required to
be high-functioning and interacting meaningfully for
the EPA system to be perceived as working as
intended (FIGURE).

Learner Engagement

To be perceived as valuable and authentic, assess-
ment requires the engagement of not only the asses-
sor, but more importantly, of the learner.”® The
most engaged learners tended to be participants who
felt as challenged as they felt supported, both by
their faculty and by their program. These findings
align with Daloz’s model for mentoring.”’ Daloz
believed a low level of support and high degree of
challenge would theoretically result in anxiety, and
conversely, low challenge and high support would
merely result in confirmation. Ultimately, both
challenge and support levels need to be high for
growth to occur, and our findings were in agreement
with this.

It is possible that those who completed EPA
assessments for the express purpose of progressing
to the next stage were unincentivized to use EPAs
for their own learning and growth. Vygotsky

680 Journal of Graduate Medical Education, December 2023

theorized that individuals can achieve a higher level
of ability by leaving comfort zones and stepping into
zones of proximal development.®® The current cul-
ture of certain programs that focus on “EPAs by
numbers” may be inhibiting proximal development.
Leaving the comfort zone can be difficult due to the
fear of failure, and attendant perceptions of high-
stakes consequences. Earlier, more frequent failure
has been associated with greater future learning
gains.>"3> However, it appears that even those resi-
dents who are fully engaged tend to experience sig-
nificant difficulty with the EPA system if they feel
unsupported by their program or faculty.

EPA Selection Process

The selective completion of EPA assessments described
by our participants has often been pejoratively referred
to as “cherry-picking” or “tick-boxing of checklists”
in the literature.>*33% However, checklists in and of
themselves can be useful and have been associated
with improved outcomes in many areas of health
care.>**! The residents in our study believed EPAs
were a beneficial roadmap for outlining the various
competencies required of them to graduate as safe,
independent practitioners. This was in keeping with
resident expectations in other studies at different
institutions prior to CBD implementation.'*1%18

When selective triggering, or “cherry-picking,” of
EPA assessments is employed effectively, learners can
quickly demonstrate achievement of the EPAs they
are proficient at, affording them greater opportunity
to focus on tasks that require improvement. This
system ostensibly works best when the learner is
motivated, mature, and does not have competing
interests, such as the perception that without a cer-
tain number of a certain type of assessment, they
will not “pass” residency. This selective cherry-
picking behavior can thus be productive when in
keeping with Locke’s mastery goals, where learners’
behavior reflects a desire to gain knowledge and
skills.** This is in contrast to Locke’s performance
goals, which are oriented toward appearing compe-
tent in others’ eyes, and have been shown to lead to
inauthentic learning experiences.'® This is evidenced
by residents who only cherry-pick EPA assessments
with the sole purpose of passing to the next stage in
training. This phenomenon of duality in selection
behavior was observed across multiple program con-
texts, suggesting resonance and transferability across
postgraduate medical education.

Reliance on Self-Assessment

Most of the participants reported that they were
expected to complete EPA assessment forms themselves,
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including narrative feedback. While self-assessment
does have certain benefits,**** regularly relying on
self-assessment as a feedback mechanism is not benign.*
A systematic review on physician self-assessment found
the worst accuracy among physicians who were the least
skilled and the most confident.*® Furthermore, overreli-
ance on self-assessment can lead to residents dismissing
feedback they find incompatible with their own assess-
ment, regardless of feedback accuracy.*” Triangulating
self-reported competence with other assessments, such
as from multiple faculty assessors over time and across
contexts, is necessary. Self-assessment is also most effec-
tive when combined with credible external feedback.*®
Without it, residents may struggle to calibrate their
perceived competence against a reliable standard.

Reclaiming Authenticity

At the inception of EPAs as building blocks of
CBME, there was concern that their implementation
would result in a loss of authenticity due to reduc-
tionism, or the oversimplification of complex tasks
of a profession."®”* Calls persist for a robust
system of assessment that incorporates EPAs and
holistic assessments.’*% However, these types of
assessments were already in place at our institution.

The loss of authenticity perceived by the learner
may not be due to the EPA itself. Rather, it appears
for EPAs to function to their full potential, all 3 key
facets identified in this study—the program, the fac-
ulty, and the learner—must work together synchro-
nously and meaningfully (rIGURE). The identification
of these specific areas for improvement builds on
previous work that has made similar, more general
recommendations.®® Programs should be careful to
avoid conveying the perception that EPAs are a
metric-driven, learner-only responsibility that must
be “tickboxed” to progress to the next stage of
training. Faculty should weave EPA assessments and
subsequent real-time feedback into the culture of
daily workflow and be proactive about providing
assessment opportunities. Importantly, an engaged
growth mindset is required of the learner to push the
boundaries of what they are comfortable with, and
continually attain new skills. Lastly, a mechanism
should be in place to collect feedback from all 3 stake-
holders on a regular, ongoing basis to ensure quality
improvement and to continually course-correct for
success.

Limitations

Qualitative research such as ours is not intended to be
representative or generalizable, and findings reflect the
experiences and perspectives of those who volunteered
to participate. However, participants shared a range of

ORIGINAL RESEARCH

experiences and perspectives that align with the empiri-
cal literature and anecdotal evidence, thus boosting the
transferability of our findings.’* Our study reports
learners’ perspectives; however, meaningfully improv-
ing workplace-based assessments depends, in part, on
understanding the sociocultural and structural factors
that affect messaging from program administrators and
buy-in from individual faculty assessors.

Conclusions

Program messaging, faculty buy-in, and learner behav-
ior appear to form links in a perceptual chain, in
which the perceived value of the EPA system is only
as strong as the weakest link. For EPAs to be per-
ceived as truly reflective of residents’ competence and
as a feasible means of formative feedback and accu-
rate assessment, all stakeholders need to not only
value the EPA assessment process, but also convey
perceived value through deliberate actions.
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