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Assessment in competency-based 
medical education (CBME) is reliant 
on frequent direct observations of 
trainee performance, coupled with 
regular and context-specific feedback. 
Observations and formative feedback 
based on performance on entrustable 
professional activities (EPAs) and 
milestones contribute to summative 
decisions regarding progression in 
training. Previous work has demonstrated 
that trainees must be engaged in the 
process of discussing, reviewing, and 
reflecting upon feedback for it to be 
seen as authentic and used effectively to 
drive learning.1,2 Resident engagement 
in assessment and feedback processes is 

therefore paramount to the success of this 
new educational paradigm. However, the 
experiences of residents in CBME have 
not been well studied.

Faculty and trainees are receptive 
to milestone-based assessment, but 
common concerns by both include 
the increased time required for 
frequent assessment and the need for 
high-quality, contextually specific 
feedback.3 A recent study of internal 
medicine (IM) residents showed that 
the perceived quality of feedback had 
not improved after implementation of 
milestone-based assessment in a CBME 
framework.4 To achieve sustained and 
effective assessment activities in CBME, 
timely clinical assessments based on 
direct observation must be coupled 
with meaningful formative feedback. 
Currently, little is known about the key 
barriers and facilitators from the resident 
perspective to achieving this aim. An 
understanding of the resident perspective 
on completing EPA-based assessments is 
essential to optimize engagement from 
frontline learners and facilitate authentic 
assessment activities as medical education 
moves forward with CBME.5,6

We aimed to address this gap in 
the literature through conducting 
semistructured focus groups to explore 
the experiences of first-year IM residents 
with EPA-based assessment and feedback 
initiatives in the clinical setting. Through 
understanding facilitators and barriers to 
assessment, programmatic initiatives can 
be targeted to address these challenges 
and thus facilitate improved trainee–
supervisor encounters.

Method

We used a constructivist grounded theory 
(CGT) approach to explore learners’ 
perceptions of EPA-based assessment 
during their residency training. In CGT, 
researchers’ prior experiences in the 
field and knowledge of the literature are 
used to inform research questions, shape 
data exploration, and provide depth 
of interpretation.7–9 Accordingly, our 
research team consisted of 2 senior IM 
residents (A.M. and L.B.D.) and 2 faculty 
educators (L.M. and S.G.) who are also 
clinical attendings in IM. All researchers 
are involved in the development and 
implementation of CBME in the IM 
program. Researchers A.M. and L.B.D. 

Abstract

Purpose
As key participants in the assessment 
dyad, residents must be engaged 
with the process. However, residents’ 
experiences with competency-based 
medical education (CBME), and 
specifically with entrustable professional 
activity (EPA)-based assessments, have 
not been well studied. The authors 
explored junior residents’ perceptions 
regarding the implementation of EPA 
assessment and feedback initiatives in an 
internal medicine program.

Method
From May to November 2018, 5 focus 
groups were conducted with 28 first-
year internal medicine residents from 
the University of Toronto, exploring their 

experiences with facilitators and barriers 
to EPA-based assessments in the first 
years of the CBME initiative. Residents 
were exposed to EPA-based feedback 
tools from early in residency. Themes 
were identified using constructivist 
grounded theory to develop a 
framework to understand the resident 
perception of EPA assessment and 
feedback initiatives.

Results
Residents’ discussions reflected 
a growth mindset orientation, as 
they valued the idea of meaningful 
feedback through multiple low-stakes 
assessments. However, in practice, 
feedback seeking was onerous. While 
the quantity of feedback had increased, 

the quality had not; some residents felt 
it had worsened, by reducing it to a 
form-filling exercise. The assessments 
were felt to have increased daily 
workload with consequent disrupted 
workflow and to have blurred the lines 
between formative and summative 
assessment.

Conclusions
Residents embraced the driving principles 
behind CBME, but their experience 
suggested that changes are needed 
for CBME in the study site program to 
meet its goals. Efforts may be needed 
to reconcile the tension between 
assessment and feedback and to 
effectively embed meaningful feedback 
into CBME learning environments.
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frequently receive EPA-based feedback 
in their clinical work, and researchers 
L.M. and S.G. assess trainees using the 
EPA format. Our perspectives represent 
both sides of the assessment dyad, which 
helped to foster reflexive dialogue and 
approaches to data interpretation. We 
obtained ethical approval for this study 
from the University of Toronto Research 
Ethics Board.

Setting

In July 2017, the University of Toronto 
IM training program piloted the Royal 
College of Physicians and Surgeons of 
Canada’s brand of CBME: Competency 
by Design (CBD). Assessment is designed 
around stage-specific EPAs: key clinical 
tasks of a specialty that a resident can 
be trusted to perform independently 
once sufficient competence has been 
demonstrated.10 Each EPA contains 
multiple milestones: observable markers 
of trainee ability needed to perform the 
clinical task.11 Our assessment forms use 
numeric scales and narrative comments 
to document overall entrustment.12

In our program, residents are encouraged 
to initiate EPA-based assessment 
encounters twice per week. Residents 
and faculty are told that each assessment 
encounter is intended to be low stakes, 
with an emphasis on coaching and 
feedback to guide learning.12

Data collected contribute to discussions 
regarding residents’ performance at the 
IM program competence committee, 
where summative decisions are made 
about whether residents can progress to 
the next stage of their training. Residents 
also receive monthly in-training 
evaluation reports (ITERs). We provided 
residents and faculty with information 
about the EPA-based assessment and 
feedback, the electronic submission 
platform, and how data would be used 
once the rollout had begun through local 
and academic rounds.

Sample

By email, we recruited a convenience 
sample from the group of IM residents 
beginning their training at the University 
of Toronto coinciding with the beginning 
of the CBD pilot (the cohort entering IM 
residency in July 2017).9 All residents had 
completed medical school in non-CBME 
models of medical education. Two of us 
(L.B.D. and A.M.) conducted 3 separate 

1-hour focus groups between May and 
June 2018, as the 2017 cohort was nearing 
the completion of their first training 
year. In November 2018, we conducted 2 
additional focus groups to further explore 
and expand on ideas raised in the first 3 
groups; this time, we recruited from the 
cohort beginning their residency training 
in July 2018, to maintain the first-year 
resident perspective and also to explore 
perceptions at an earlier time point in 
the academic year. Each cohort contained 
70–80 residents, and in total, 28 residents 
participated in 5 focus groups consisting 
of 4–7 residents each.

During the focus groups, the interviewer 
(L.B.D. or A.M.) asked open-ended 
questions inviting participants to describe 
the process of initiating and completing 
EPA-based assessments and to reflect 
on the impact of these assessments 
on their workflow, supervisor–trainee 
relationships, and learning (see 
Supplemental Digital Appendix 1, at 
http://links.lww.com/ACADMED/
A844). As the interviewers were 
residents themselves, they were poised to 
understand and elucidate the subtleties 
of EPA-based assessment and feedback 
encounters. The use of near peers as 
facilitators also served to minimize any 
power differentials. All interviews were 
audiorecorded, transcribed verbatim, 
and all data were deidentified before data 
analysis. We refined the interview guide 
throughout the iterative analysis process, 
according to CGT methodology.9

Data collection and analysis

We conducted data collection and 
analysis iteratively using line-by-line 
coding and constant comparative 
analysis.7–9 All 4 authors independently 
coded the first 3 transcripts to identify 
commonly occurring initial codes. We 
all then met to compare and discuss 
similarities in their codes and to identify 
initial themes. After the 2 additional 
focus groups in 2018, we met again to 
refine and finalize the coding structure, 
comparing it with earlier interviews. Data 
collection ceased at theoretical saturation, 
when we determined that we had 
sufficient depth and understanding of the 
data to develop a framework to describe 
learners’ perceptions and experiences 
with EPA-based assessment.7,13,14 We 
used NVivo statistical software, version 
12.2.0 (QSR International, Doncaster, 
Victoria, Australia) for data management. 

Quotations below are identified with 
group (G) and participant (P) number.

Results

Trainees described overall positive 
attitudes toward the prospect of receiving 
meaningful feedback through multiple 
low-stakes assessments and coaching. 
They embraced the potential for CBME to 
create more opportunities for formative 
feedback and direct observation:

I want it to be something similar to 
coaching in sports, or musical instruction 
where somebody who is an expert at a 
given skill actually observes … and can 
identify ways that [you] can improve 
doing that particular skill. (G1P1)

Residents indicated that they desired 
feedback that was “timely, specific, 
[and] actionable” (G5P6) to guide their 
learning. However, in practice, feedback 
seeking was perceived as onerous, anxiety 
provoking, and led to subtle tension 
between supervisors and trainees. 
EPA-based assessments were felt to 
have reduced feedback to a form-filling 
exercise, leading to learners feeling 
disengaged and sensing the same in 
supervisors. While learners reported that 
the quantity of feedback had increased, 
they described the perception that 
feedback quality had actually suffered. 
EPA-based assessments were also felt to 
be at odds with the workflow and culture 
of IM, as they increased cognitive load 
and workload, altered the dynamics of 
trainee–supervisor relationships, and 
diminished the distinction between 
formative and summative assessment.

Feedback seeking as onerous

Residents described the new process 
of initiating feedback encounters as 
distinctly challenging:

But practically speaking, as we all know, 
the time restrictions and the fact that we 
have to initiate [EPA-based assessments], I 
think is a big deal, a big barrier. (G2P1)

Residents expressed significant social 
anxiety associated with feedback seeking, 
reinforcing their hesitancy to initiate 
these encounters:

It’s another thing on our plate. And it’s 
another thing I need to figure out how to 
socially navigate, like is it appropriate for 
me to ask one more time? Or should I just 
drop it?… I’ll just drop it because I don’t 
want to ask them again. (G5P4)

http://links.lww.com/ACADMED/A844
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Due to competing time constraints 
and patient care responsibilities, many 
learners described feeling “guilty” (G4P1) 
for “annoying” (G1P5), “burdening” 
(G2P3), or “nagging” (G5P4) their 
preceptors for assessments:

There’s this total inconvenience factor, 
especially if you are the only resident 
on…. It’s extremely uncomfortable to be 
like, “Oh, by the way, on top of all of our 
dying patients, can you do an EPA [-based 
assessment] for me?” (G2P3)

Although some supervisors seemed 
enthusiastic about completing 
assessments, many others were perceived 
as being critical or “annoyed by doing 
it” (G2P1). Residents described that 
preceptors’ disinterest could be seen 
explicitly as expressed through negative 
comments overheard or stated directly 
to learners, or deduced from behaviors 
such as repeatedly deferring requests for 
assessment:

They go super, super quickly through 
the form and then don’t actually give 
any feedback, so you kind of get that 
sense that they don’t want to be doing it. 
(G2P1)

Consequently, some residents described 
a strain on their relationship and rapport 
with clinical supervisors, at least in the 
short term:

It affects my relationship with my staff 
… makes it more transactional…. I don’t 
feel that I’ve developed the same level of 
rapport I may have [otherwise]. (G5P6)

Feedback reduced to form filling

Although residents reported that 
EPA-based assessments at times led to 
increased volume of feedback, they also 
described feeling that the quality of 
feedback had, on the whole, worsened. 
Trainees perceived that assessors often 
became preoccupied by “form filling” 
(G1P1) and “checking boxes” (G4P3) 
instead of providing meaningful advice 
and “actual coaching” (G1P3) that 
otherwise occurred when receiving 
formative feedback in the absence of the 
EPA-based assessment. As one resident 
explained:

Feedback from staff when discussing 
a case might be very fluid, very 
constructive, but the moment you 
move that feedback onto a [EPA-based 
assessment] form, their entire framework 
of how they give you feedback is changed. 
All of a sudden, all of their comments 

become more generic, because the 
questions are very fixed in specifically 
what they want the staff to talk about. So, 
I find that instead of talking about actual 
performances related to a certain case, 
they just click through. (G1P2)

Trainees described a tendency for 
evaluators to provide “nonspecific,” 
“generic” narrative feedback (G1P4) 
on the EPA-based assessment forms. 
They expressed frustration with vague 
comments with insufficient suggestions 
for improvement:

I think that what has been lacking 
from my feedback is precision. There’s 
not necessarily been something that is 
identifiable or at least clear that needs 
to be improved upon. And so, without 
that, there’s no good advice on how to 
improve, and then there’s also no way for 
me to measure or reflect on whether or 
not I’ve improved. (G1P1)

Residents desired more than just an 
impression of their performance—they 
wanted actionable, specific feedback 
leading to a teaching moment. 
For residents, there was perceived 
greater learning value from feedback 
derived from coaching and “organic 
conversations,” compared with “running 
through a checklist” with EPA-based 
assessments (G3P4).

Consequently, some residents 
circumvented the form-filling process. 
They advised their supervisors to avoid 
documentation and to instead use 
the chosen time for coaching and a 
discussion:

I say, “You don’t have to type anything. 
I would prefer on this case; can we just 
talk?”… And then I do actually get 
constructive criticism. Like I’ve gotten 
in the past…. If they were typing it 
out, I don’t know that [the constructive 
criticism] would have come out. (G5P5)

EPA-based assessments perceived as 
summative

Learners recognized that EPA-based 
assessments were intended to be 
formative and to provide opportunities 
for specific, contextually bound feedback. 
However, in practice, it was perceived 
that these assessments diminished the 
distinction between formative and 
summative assessments for supervisors:

I think the EPA [-based assessment]s 
are meant to be a formative assessment. 
But [they] are being used as summative 
assessments … as a mini overall 

evaluation, whereas it should be coaching, 
which are just 2 different things. It just 
feels like I’m being assessed, not coached. 
(G3P4)

EPA-based assessments were perceived 
as having a summative intent as trainees 
recognized that all individual data points 
eventually contributed to summative 
judgments. This perception was 
reinforced by aspects of the assessments 
that mimicked the process of ITER 
completion, including a tendency for 
assessors to provide broad, generic 
feedback and due to delays between 
patient encounters and form completion:

Ultimately many staff treat them similarly 
to ITERs and the comments will be, 
“Great student, great job! No areas to 
improve. Keep reading around cases.” And 
that doesn’t actually reach the objective 
that the EPA [-based assessment]s are 
meant for. (G5P2)

Furthermore, some supervisors were 
perceived to be interacting with the 
form as though an individual assessment 
might lead to high-stakes summative 
judgments, seemingly avoiding writing 
down constructive feedback for fear it 
would “hold back someone in training” 
(G4P1). Accordingly, residents were 
preoccupied with concerns about their 
performance. They inferred from these 
observed behaviors that any less-than-
flawless performance documented on a 
single EPA-based assessment could have 
implications for their permanent record 
and even their future career prospects:

We’re just constantly under scrutiny and 
constantly being evaluated, and there’s 
just always this presence on our mind that 
whatever we do plays into our evaluation 
and our career choices down the line. 
(G3P4)

As a result, participants expressed 
difficulty engaging with the assessments 
as truly formative learning opportunities. 
They described performance anxiety 
and changed their feedback-seeking 
strategies to choose straightforward cases 
or “cases that you think you did well in” 
to avoid a critical evaluation (G2P1). 
Residents explained that they were less 
likely to ask for observation, clarification, 
and constructive criticism to avoid 
exposing themselves to vulnerability 
and risk. Reflecting on his reluctance to 
ask for observation and feedback, one 
participant stated, “I’m sort of scared to 
do it because I don’t want to be labeled 
as a poor clinical examiner [sic]” (G4P1). 
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Residents acknowledged that these 
behaviors diminished the learning value 
of the assessment process:

An important aspect of education and 
learning is recognizing, acknowledging 
limitations…. If you do that you worry, 
then that that will be reflected negatively 
in an EPA [-based assessment]…. And 
so you kill the educational process, 
the learning cycle, by fixating on this 
evaluation component. (G4P2)

Tension with the culture of IM

EPA-based assessment was felt to be 
at odds with the culture and workflow 
of IM. Many residents described 
experiencing these assessments not as 
short, succinct feedback episodes but as 
more imposing activities that did not fit 
in to the daily routine of IM. Significant 
effort was required to reorganize a 
busy day in order to accommodate the 
assessment process in between patient 
care responsibilities:

The day is so broken up, and you’re 
already so short for time for actual patient 
care … it’s very difficult to book this in to 
a separate time during the day. (G2P1)

EPA-based assessments were perceived to 
add inefficiency and disrupt workflow, 
as trainees were required to shift their 
concentration from patient care to 
receiving feedback and back again:

We have to partition those tasks away 
from our clinical duties and take ourselves 
out of the sort of clinical way of thinking. 
(G2P2)

Residents described that direct 
observation, upon which these 
assessments are intended to be based, 
also occurred very infrequently, if at all. 
Residents desired more frequent direct 
observation but conceded that it, too, 
was impracticable within the workflow 
of IM. Comparisons were often drawn to 
procedural-based or surgical disciplines 
where a preceptor may often be present 
to supervise and directly observe trainee 
performance. In contrast to these 
specialties, in IM, trainees are expected to 
function independently:

None of my EPA [-based assessment]s are 
direct observation, it’s just not feasible in 
[internal] medicine. Either I’m presenting 
a case overnight that I’ve seen to the 
staff or it’s something I’ve done that the 
staff later on comes in and fills in the 
form. It’s just not feasible, I think, in any 
subspecialty unless it’s a procedure, for 
direct observation. (G1P5)

Concerns were raised regarding 
the ability of the new assessment 
process to adequately capture many 
of the higher-order skills required of 
residents in IM. Key competencies such 
as communication skills or clinical 
reasoning were felt to be subjective, and 
their components complex and difficult 
to operationalize and to distill down 
to “checkboxes” (G3P1) on a form. 
For residents, EPA-based assessments 
were more appropriate for assessing 
objective performance outcomes such 
as procedural capabilities. As one 
participant remarked:

[Unlike with] procedural stuff and 
physical exams … many of the higher 
function tasks, for instance, aspects of 
communication with patients are a lot 
trickier to get meaningful feedback on 
through an EPA [-based assessment] 
because it’s not a standardizable [sic] 
task…. I don’t think you could have a 
universal rubric. (G4P2)

The tensions between EPA-based 
assessment and the culture of IM 
contributed to a lack of trainee buy-in 
and perceived difficulty in implementing 
this new assessment paradigm.

Longitudinal relationships contribute to 
EPA-based assessment completion

Despite the challenges identified related 
to assessment in the program, there were 
several situations where learners derived 
significant learning value. Relationship 
building was valued, and longitudinal 
relationships with facilitated rapport and 
residents’ comfort in asking for feedback:

But once you get to know somebody, 
you’re just more comfortable reviewing 
cases with them, regardless of whether 
you’re being evaluated. I feel like things 
just get a lot more relaxed once you get to 
know a staff. (G2P2)

Residents also appreciated the 
opportunity to demonstrate 
improvement over time with the same 
assessor:

Some of the times where it’s gone better 
is where there’s been opportunity to 
reconnect with that same person and 
they’ve given you feedback on the stuff 
you worked on [in the interim]. (G3P2)

Discussion

In CBME, EPA-based assessment serves 
a dual purpose: as feedback to guide 
learning and as low-stakes assessments 

of competence to support summative 
evaluations and promotion. However, 
residents clearly described that frequent 
assessment in the new CBME framework 
does not necessarily equate to meaningful 
feedback. Residents indicated that 
the process of completing EPA-based 
assessments had made feedback-seeking 
onerous due to multiple environmental 
and social factors. The introduction of 
EPA-based assessments was perceived as 
having distorted feedback to a “checkbox” 
exercise. Trainees’ feedback seeking 
became limited by their perception 
that EPA-based assessments have a 
primarily summative, not formative, 
intent. Cultural barriers and workflow 
constraints in IM further limited 
trainee engagement with assessment 
and feedback processes. Our findings 
suggest that our implementation of 
EPA assessment and feedback initiatives 
may have paradoxically diminished 
the likelihood of seeking and receiving 
constructive feedback, a significant 
unintended consequence given the 
importance of frequent formative 
feedback in CBME.12,15

Residents clearly expressed a growth 
mindset orientation.16 They were 
excited by the prospect of receiving 
frequent coaching and formative 
feedback. This finding is consistent 
with studies demonstrating that 
trainees strongly desire meaningful 
feedback to identify knowledge gaps and 
highlight weaknesses, with the goal of 
developing clinical proficiency.17–19 Our 
results expand on work by Angus and 
colleagues,20 who found that IM residents 
are receptive to feedback provided in 
milestone-based assessment. However, 
we found that resident expectations 
were not met with reality when EPA-
based assessments were implemented in 
practice. Despite their receptivity to the 
idea of formative feedback, in practice, 
there were multiple barriers to resident 
engagement in the process, chief of which 
was the burdensome nature of initiating 
the assessment encounters.

One critical finding of our study was 
trainees’ sense that the quality and 
utility of feedback did not meet their 
expectations and, in some cases, seemed 
worse compared with other formative 
feedback they received in the clinical 
setting. Consistent with previous 
literature, residents voiced their desire 
for actionable feedback from EPA-based 
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assessments in the form of written 
comments and verbal coaching.18 Our 
study also echoes past studies reporting 
that supervisors can seem preoccupied 
with form completion, reducing feedback 
to an exercise in “checking boxes” with 
diminished educational value.4,21–23 
Formalizing the process of receiving 
formative “in the moment” feedback 
with the need to now complete frequent 
forms may undermine its quality. This 
may be an unintended and unexpected 
consequence of assessment in CBME, 
as high-quality, contextually specific 
feedback is essential to support trainees’ 
learning progression and to inform 
competence committee decisions.21,24

Unexpectedly, we found that some 
residents actively encouraged faculty to 
avoid form completion, as a work-around 
to redirect the focus to verbal feedback. 
Form filling was viewed as disruptive, 
an “either-or” task in conflict with the 
delivery of feedback. This is another 
example of an unintended consequence 
of the new system, one that undermines 
the pressing need for assessment data. 
Now more than ever, the lines between 
assessment and feedback have blurred, yet 
a disproportionate focus on assessment 
does not support learners’ need for 
coaching and feedback to facilitate 
growth and development. As Watling and 
Ginsburg caution,25 reconciling the need 
for robust data to support competence 
decisions with learners’ need for 
meaningful feedback and coaching may 
be challenging. Finding a balance between 
increasing frequency of assessment 
while maintaining, or ideally improving, 
meaningful feedback must be a key goal 
of future implementation strategies.

An additional barrier to trainee 
engagement in this new assessment 
system is that low-stakes feedback 
episodes are perceived as high-stakes 
assessment. Participants’ feedback-
seeking behavior was hindered by 
concern of summative evaluation, 
affecting EPA selection, similar to 
findings among surgical trainees.26,27 
Our findings complement work by Eva 
and colleagues28 that it is not the intent 
of assessment that matters but rather 
the perception of the intent that affects 
how learners interact with assessment. 
In addition to practical limitations to 
the provision of meaningful feedback, 
the sociocultural dynamics of feedback 
delivery cannot be overlooked.29–31 

A prevailing culture of summative 
assessment has been thought to be a 
negative influence on trainees’ use of 
feedback.32 As Watling describes, while 
a reliance on summative assessment is 
necessary in medicine to ensure patient 
safety, the dominance of this summative 
learning culture may have unintended 
consequences for the acceptance of 
feedback.33 Perhaps we should question 
the expectation that initiation of 
observations and assessments in CBME 
should be largely driven by trainees.

Finally, practical challenges with the 
process of engaging in EPA-based 
assessments detracted from resident 
experiences. Completing assessments 
did not fit in well with the culture 
and workflow of IM, as previously 
suggested by Hatala and colleagues.34 
Trainee engagement was hindered by 
their perception of these assessments 
as cognitive disruptions in a clinical 
environment already fraught with 
frequent interruption. Although the 
assessments were supposed to be 
completed quickly, in reality, they were 
not, and the process of engaging in 
them added cognitive load that was 
“the straw that broke the camel’s back” 
(G4P1). Further, learners felt that the 
emphasis on independent work in 
IM limited opportunities for direct 
observation and led to frequent indirect 
assessment of competence. We suspect 
that other nonprocedural specialties 
could suffer from similar challenges. 
We recognize that our findings reflect 
the early implementation of the CBME 
system at our training site and that 
these perceptions may change over time. 
However, there appears to be a need 
to evaluate and mitigate any negative 
impact of this new assessment process 
on frontline trainees and on patient 
care activities, while being mindful that 
a solution will not be a one-size-fits-all 
approach across specialty programs. 
Finding strategies to facilitate frontline 
implementation in each specialty will 
therefore be essential in successful 
implementation.

Limitations

There are several limitations to our study. 
First, these data were collected during 
the first 2 years of the pilot phase of 
CBME implementation in our program. 
This presents a unique opportunity to 
capture the resident perspective during 

initial implementation efforts. However, 
it will be important for future studies 
to evaluate the evolution of trainees’ 
perceptions to the implementation of 
EPA-based assessment and feedback 
processes over time. We also focused 
on postgraduate trainees in IM in one 
residency program. Our findings have 
significant specialty-specific implications 
that may not be transferable to other 
programs of varying size, orientation, 
and culture, or to procedurally based 
disciplines. Future research is needed 
to develop a broader understanding of 
the experiences of residents in other 
settings and disciplines. Our use of 
first-year residents necessitated that they 
had not formally experienced the prior 
assessment program as residents for 
comparison. Future work should explore 
contextual factors that inhibit or support 
a culture of high-quality formative 
feedback.

Conclusions

For residents in our IM training 
program, our implemented program 
of assessment in CBME did not equate 
to meaningful feedback. To optimize 
the implementation of EPA-based 
assessment in clinical practice, efforts 
will be needed to reconcile the tension 
between assessment and feedback, and 
this may require a significant culture 
shift from a focus on assessment for 
performance to a focus on assessment 
for learning.
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