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Aim and agenda

Aim: Understanding CBME and programmatic workplace-
based assessment

Agenda:

1. Introduction – 30 minutes

2. discussion exercise – 30 minutes

3. Plenart debrief – 30 minutes



Approaches to assessment: Miller’s Pyramid 1990
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Predominance of assessment approaches 
across the educational continuum (fictitional data)
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Dominant assessment modalities in medical education

Assessment modalities Explanations and examples
ASSESSMENT OUTSIDE THE WORKPLACE + examples

1. Written (or online) tests Knowledge and reasoning

2. Standardized skills tests Psychomotor and communication skills in simulation

3. Product evaluation Papers, theses, designs, presentations

WORKPLACE-BASED ASSESSMENT + examples

1. Brief, direct observation Patient encounter, procedure

2. Longitudinal observation Multisource feedback

3. Conversation Case-based or Entrustment-based discussion

4. Product evaluation Treatment plans, discharge summaries, EHR entries etc



One example: the Utrecht 
undergraduate medical curriculum

More details in: ten Cate et al 2018, Medical Teacher

‘SHOWS HOW’ ASSESSMENT

‘DOES’ / WORKPLACE-BASED ASSESSMENT

‘KNOWS’ and ‘KNOWS HOW’ ASSESSMENT



Four dominant modes of WBA

1. 
Direct 

observations

2. 
Longitudinal 
observations

3. 
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Product 
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1.  Direct observations

Limited in time (10-20 minutes), directly observing 
a student performing a natural clinical activity

• In consultation room, at the bedside, in a 
conference room

• History, physical examination, procedure

• Patient presentations as oral reports or patient 
handovers



Recommended flow in direct observations
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for goal
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goals
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designs 

learning plan

Kogan et al. 2017, Perspectives on Medical Education



Some recommendations in direct observation

• observe authentic clinical work in actual clinical encounters

• prepare learners by goal setting and anticipating consequences

• be aware of potential bias and impression formation in supervisor

• focus feedback after observation on observable behaviour

• create safe environment to enhance student’s will to be observed 

• supervisor should be skilled in the task to be observed

• use a validated observation (scoring) tool

• avoid hind-sight evaluations 

Kogan et al. 2017, Perspectives on Medical Education



2.  Longitudinal observation

• Often: multi-source feedback (clinicians, nurses, other 
health professionals, near-peer learners, patients) 

• Focus on holistic, general professionalism features for 
entrustment (agency, reliability, integrity, humility)

• Recommended procedures (once or twice per year): 
• Agreed-upon time period (shift, week, rotation)
• Observations are natural and unplanned
• Observers may be chosen; reports anonymized
• Narrative feedback better than scores
• Use report for facilitated feedback & action plan
• Automation through email



Suitability of competency domains for MSF
CanMEDS roles I.  Medical 

colleagues
II. Non-medical 

colleagues
III. Patients

Medical Expert

Communicator

Professional

Manager/leader

Collaborator

Scholar

Health advocate

Suitable Not suitable



Program director sets 

evaluation date and 

resident email address 

to start U-MSF

Resident receives email: 

1. instructions and link to 

website

2. username & password

After asking raters for 

consent, resident pro-

vides email addresses to 

U-MSF

Raters receive email 

with instructions and 

link to open and fill out 

questionnaire

Summary feedback 

report: mean scores & 

narrative comments; 

sent to PD & resident

Resident can view MSF 

progress (not scores), 

invite new raters, send 

reminders

PD can view MSF 

progress, can open 

completed 

questionnaires

PD evaluates MSF 

results with resident

Automatic & anonymous 

processing of results

Flow of web-based Utrecht MSF procedure*

*national tool, operated 2008-2018



3. Conversations

Purpose: testing knowledge, reasoning, and anticipated action

• Case-Based Discussion (British), Chart-Stimulated Recall or CSR 
(American): conversation based on data in patient record to 
probe for clinical reasoning

• EBD = Entrustment-Based Discussion: conversations about 
action, with focus on ‘what would you do if..?’, to assess risks 
when considering entrustment 

• Structured one-the-fly conversations (One-minute-preceptor, 
SNAPPS)



Case-based discussion / chart stimulated recall

• 15-20 mins + 5-10 mins for feedback; 
every 1 to 2 months (UK rule) 

• Case review, based on selected patient 
record(s), studied by assessor

• Probing for learner’s understanding, 
clinical reasoning, decision making

Example from Australia-New Zealand 
College of Anaesthetists



Entrustment-Based Discussion

• 10-15 min oral discussion, after a (critical) activity, to 
evaluate risks before summative entrustment

1. What have you done?

2. Explain why this was needed (anatomy, physiology, 
tests, indications, treatment)

3. Which risks and potential complications are involved? The Clinical Teacher, 2017

4. What would you do of have done if.. ..things had been different 
(unexpected patient, culture, medical history, lab or other findings, (lack 
of) cooperation, mental, physical abnormality, multimorbidity, etc)?



4.  Product Evaluation
Product= anything that results from a trainee’s actions in patient care 
that does not require their presence for evaluation

• Entries into electronic health record

• Physical products (dentistry, orthopedics, plastic surgery etc)

• Patient experiences and patient-related outcome measures

• Reflective self-report, including logbook of patient encounters (age, 
sex, setting, diagnosis, level of involvement, procedure, supervision)

• Written reports (evidence-based case reports, research etc)



How does this all fit with
competency-based medical education?

Core components of CMBE

1. Outcomes: Competencies must be clearly defined

2. Sequence: There must be develop-mental progression

3. Learning  experiences: must be tailored to learner needs

4. Instruction: must be focused on relevant competencies

5. Learner assessment: must follow a programmatic approach



What are principles of programmatic assessment?
1. Assessment of clinical competence in the workplace on any single 

moment is unreliable; these moments should be low stakes but all
should yield feedback to the learner

2. Multiple assessment datapoints from multiple occasions, raters, and
methods, must be documented and aggregated, each with their own
weight

3. High-stakes, summative, decisions on progress or permission to practice
must be made by a team/committee, based om sufficient data, seeking
expert consensus

A ‘program of assessment’ should formulate these rules

More elaborate exolanations in: Ottawa consensus statement 2020. Med Teach 2021;43(10)1139-1148



Formative – summative principles in WBA
• Formative: Low stakes assessment decisions (focus on feedback)

• decision by single supervisors or teachers  

• decisions are reversible

• Example “You handle the next patient; I will watch only, and we will debrief”

• Summative: High stakes assessment decisions (focus on progress decisions 
and qualification for patient care privileges)

• decision by team or committee 

• informed by multiple formative assessments 

• decisions are ‘irreversible’

• Example “We have now decided that from now on you are allowed to serve at this 
outpatient clinic with distant supervision only”

Note: students often feel all assessments as summative and stressful



Exercise: create a program of assessment in 
the final year of medical school (30 minutes)

• Please make teams of 4-5; everyone receives a handout

• Please read the entrustable professional activity “Providing
care to non-hospitalized adult patients presenting with a 
new complaint” in the handout

• Please review the workplace-based assessment approaches 
and WBA tools

• Group task: 
• which assessment tools should be used, how often, when by who?

• when should an average student be ready for indirect supervision?



Plenary Q & A
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