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Competency-based
Medical Education




Disclaimer

Some llustrations in this presentation are Al-generated
(ChatGPT, QOpenAl) and are used solely for conceptual
explanation. They do not represent real patient data or
empirical findings and were created only for better
understanding.
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The Clinical Competence




Two thousand years ago

Hd JAdeTded 982N goehad |
ey eftafafa g ded auradsead |

~

Thorough understanding of medical scriptures, theory, and
science, extensive practical experience, having seen and
handled many cases, promptness in action, dexterity in
procedures, ability to handle critical situations, purity of mind,
body, and intent are the qualities of a physician.

Charak Samhita, 100 BCE
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=
/ Knows How

Knows

Knowledge Miller’s Dreyfus Competencies EPAs Being
and Skills Pyramid Model Real tword Competence Professional
What does doctor Observable Developmental complexities as trust identity
know and can do behavior progression
Flexner, 1910 Miller, 1990 Dreyfus & Dreyfus, 1980 Frank et al., 2010 Ten Cate, 2006 Cruess et al., 2016

Knowing — Doing —> Being

‘Al-generated conceptual illustrations (no real data).”



Competence

"Habitual and judicious use of communication,
knowledge, technical skills, clinical reasoning,
emotions, values, and reflections in daily practice
for the benefit of the individual and community
being served.”

Epstein and Hundert, 2002



A

~ Competence is contextual

COMPETENCE MAY
INCLUDE:
= Broad clinical skills
with limited resources
e Diagnostic reasoning
without advanced tests
e Community-oriented
care & adaptability
e Resourcefulness
& improvisation

Teaching & assessment adapt to
resource constraints, population needs,
and scope of practice. /

T

VARIES WITH EACH PATIENT

COMPETENCE DEPENDS ON:

e Age, co-morbidities
& complexity

e Cultural, social, and
emotional factors

= Patient preferences
& goals of care

e Communication |
& shared decision-making

Competence = Patient-centered care
that is safe, respectful, and effective for
that individual.

CONTEXT

Shapes How
Competence is

Taught, Performed,

TERTIARY HOSPITAL

COMPETENCE MAY
INCLUDE:
= Advanced diagnostics
& procedures
< Team-based, specialized
care

* Use of technology &
complex decision-making

e Managing multi-morbidity
& high-risk cases

Teaching & assessment reflect
specialization, protocols, technology,
and interprofessional collaboration. )

and Assessed

Competence is Not One-Size-Fits-All.

It is Dynamic, Context-Dependent,
and Co-Created by:
+ The Setting
« The Patient
« The Assessor

Effective teaching and assessment
must be flexible, relevant, and

adapted to the context.
L 2 S

T

VARIES WITH EACH ASSESSOR

ASSESSMENT MAY VARY BY:

e Experience & clinical
background

e Expectations &
interpretation of standards

e Feedback style & coaching
approach

e Cultural and personal
perspectives

Competence is judged through the
assessor's lens, requiring clarity, fairness,
and calibrated expectations.

SAME COMPETENCY —>» DIFFERENT CONTEXTS —» DIFFERENT EXPECTATIONS & ASSESSMENTS

Understanding context ensures meaningful teaching, fair assessment, and better patient care.

‘Al-generated conceptual illustrations (no real data).”

Berns, 2010; Motamedi, 2018
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An outcome-based approach to the design,
implementation, assessment, and evaluation of a
medical education program using the framework
of competencies.

The International CBME Collaborators, 2009
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Driving forces

Life-long Learning
(ten Cate, 2014) :

SYral

_\h s ==

Changing Regulatory
Healthcare & Accreditation
Needs

Changes

(Oandasan, 2013) (Frank et al,2010)

Concern About
Patient Safety
(ten Cate, 2007)

Improved Patient
Care Outcomes
(Touchie and ten Cate, 2016)

Accountability
(Boelen & Woolard, 2009) ‘Al-generated conceptual illustrations (no real data).”



" What CBME did?

It brought clarity, shifting us from

'What we teach’ 1o

‘What the learner can do'.

It gave us the language to articulate

the outcomes of our training

It clarified that graduation is not attendance
but readiness to practice



Chapter 3

The Distortions




Decontextualization

Medical practice is complex, uncertain, and dynamic
Context restores meaning and authenticity to

assessments
Our systems fragment competence into small

fragments, insufficient for understanding



SKill or competency?

Skill

Skill: A learned proficiency
and actual performance of the task.

Competency

Competency: Integrates knowledge,
attitudes, communication, values and is

|

performed in a clinical setting for the 2 g )

benefit of the patient and society.

Shah, Gupta, and Singh, 2024



Professional identity

Who am | as a doctor?

CBME Focus: “ 5 Values
a Responsibility

Belonging to profession

Performance

Identity Needs:
)

ldentity shapes behavior long after examinations.
Run the risk of producing technicians rather than reflective practitioners



When documents grow, learning shrinks.

Endless Forms Assessment
" S Fatigue

N

——“—/
— e Learners Become

Faculty Become ———

Data Collectors, Evidence Generators:
Form Fil |e rs “Al-generated conceptual illustrations (no real data).”

Patient disappears from the center!
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The Assessment




Any competency-based model

IS workab
assessme
students’
SUCCEeSS.

e only insofar as Its

Nt vields data about
prospects of future

Mc Carty et al.,2015



Assessment

Competency is a combination of Assessment must rise above non-
various attributes and performed  contextual knowledge and skills
for the benefit of the patient

Competency behaviors must be A single assessment is unlikely to
demonstrated habitually and capture the degree of competence
consistent Yy Shah, Gupta & Singh, 2023

Multiple fragmented assessments are as insufficient
for assessing competence!




Numbers may not (always!)help

~7 Roles of Indian

Q/ Medical Graduate \<_Q

@ Rc\\ ¢ T
_r_c\r -
Leader e
e e
117<7 icator

‘Al-generated conceptual illustrations (no real data).”

Six out of seven roles can’t be assessed using numbers alone!
What is not assessed is not learnt.



Tyranny of metrics

Teachers
Everything

Students

Must get marks

somehow....

e Misdirected efforts
(Marks oriented)

e Manipulation of numbers

e Cheating

o Test wise-ness

McNamara Fallacy - Status Quo
e Undermining rich information

e Competency not assessed +—
in the real sense

Quantitative assessment is
reductionist

Complex performance can't
be split into binaries
Doesn'’t provide feedback
Meeting the numbers becomes ...l

the primary concern ‘

more rigorous!
Schuwirth & Valentine, 2013

Teachers
Not getting an
accurate picture

/ - ° ‘. b
“When a measure
becomes a target,

it ceases tobe a

good measure”

Teachers
Not getting a
holistic picture

Make the process
of collecting numbers
more rigorous!

Singh & Shah, 2023

Singh & Shah, 2023



The McNamara Fallacy

QUALITIES THAT MATTER

Empathy pua FITTER |

£

| .

Creativity

Professional Judgment
Kesilience
Integrity
Collaboration :

OBSERVABLE ||
MEASURABLE
DOCUMENTABLE

‘Al-generated conceptual illustrations (no real data).”

Distorted Assessment

Singh and Shah, 2023



Especially useful for formative and internal assessments.

Enables Contextual —=h) | Assesses Professional

0t

ib

i
2

Captures Complex
Competence

Integrates knowledge,
skills, and attitude

Facilitates Meaningful
Feedback

Provides rich, narrative
feedback

Enhances Entrustment
Decisions

Informs readiness for
independence

Decision-Making

Assesses performance
in real clinical context

Identity

Evaluates professionalism
& empathy

Allows Longitudinal
- Assessment
p Tracks progression over time

Allows Different
Perspectives

: ; ; : Expands student perspectives

‘Al-generated conceptual illustrations (no real data).”

Singh, Virk & Mahajan, 2020; ten Cate & Regehr, 2019;
Singh, 2012, Lockyer et al., 2017
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Competency-based medical education and the
McNamara fallacy: Assessing the important or
making the assessed important?
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The power of subjectivity in competency-based
assessment
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ABSTRACT
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cy-based undergraduate curriculum in India, a paradigm shift in the
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Blended programmatic assessment for
competency based curricula

Mahajan R, Saiyad S°, Virk A% Joshi A, Singh T*

ABSTRACT

The uncertainty in all spheres of higher education due to the COVID-19 pandemic has had an unprecedented
impact on teaching—leaming and assessments in medical colleges acrass the glabe. The conventional ways
of assessment are now nether possible nor practical for certifying medical graduates. This has necessitated
thoughtful cansiderations in making adjustments to the assessment system, with mast institutions transitioning
to onling assessments that so far have remained underutilized. Programmatic assessment encourages the
teliberate and longitudingl use of diverse assessment methads to maximize leaming and assessment and at
present can he yrilized opimally as it ensures the collection of multiple low-stake 3ssessment data which can
be aggregated for high-stake pass/fail decisions by making use of every opportunity for formative feedback
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ABSTRACT

Medical training in India is experiencing a paradigm shift. The competency-based medical education (CBME) for undergraduate
medical training was adopted from the admission session 2019. The Indian Medical Graduate (IMG) was identified under CBME, by
explicitly documenting its roles viz. clinician, professional, comnnmicator, leader and life-long leamer. In the recently released
amended guidelines, two additional roles of IMG have been added. Looking at the roles of the IMG it can be inferred that
professionalism is one of the core roles assigned to IMG. and most other roles like — clinician, leader, and communicator fall under the
broad definition of role as professional. It is argued that the objective of the curmiculum should not only be to equip the students for
identifymg their professional roles but to support them to develap their professional identities. The potential of the CBME to equip the
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Assessment toolbox for Indian medical graduate
competencies

Singh T, Saiyad S', Virk A%, Kalra J°, Mahajan R*

ABSTRACT

The new competency-based medical education curriculum for Bachelor of Medicine and Bachelor of Surgery
iz being implemented in a phased manner in medical colleges across India since the year 2019. The Graduate
Medical Education Regulations enfist a total of 35 global competencies for the five roles expected of an Indian
medical graduate, the roles being clinician, communicator, leader, professional, and life-long learmer. Along
with an effective implementation of the new curmculum, both in spirit and in action, 1t is imperative to assess
the listed competencies. The new cumculum demands @ more careful and mature selection of assessment
tools, bazed on the competency and itz expected level of achievement. |t is these two vanables that maks
choosing the right assezsment method not just a matter of choice, but alzso of expertize. An amay of tools
our armamentanum can sometimes separate confuse and the teachers. So, using the nght tool, in the nght
context, at the right juncture, supplemented by other toolz, and backed by constructive feedback, can help
nuriure the good intent imgrained in the competency-based curmculurm. Hence, an attempt was made to compile
an azsessment toolbox for vanous global competencies. A PubMed, Science Direct and Google Scholar search,
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Chapter 5

Mahabharat




Shastra



Duryodhan

Shaastra




Ethics
Shastra

Shaastra




The Context (and Conflict)




Chapter 6

The Key Takeaways




The key Takeaways

Structured Training

Comprehensive Assessment ]

- ear Learnin ectives Direct servation
Cl L ing Obj i < Di Ob i
~ ) Clinical Skills Practice < Workplace-Based
Assessments
- ] Simulation & Lab Sessions N OLCE~ & Piachical Exarhs s N ’/
— —~
5 Effective Supervision % - (@) o
& Feedback <« 360° Evaluations < *;|m ‘i‘?o

Reflectiveﬁ Practice
/ < Self-Assessment \

& Identify Areas for
Improvement

B i T e e

PR o ; entorshi - — :
Patient-Centered Care et - P e M Lifelong Learning
l < Entrustable Professional Activities J ‘ > (S;ll:'ll(ljcl:')nce '& Supptort | [

e 1 evelopmen

e Role Modeling

e Continuous Improvement J

‘Al-generated conceptual illustrations (no real data).”

Singh & Shah, 2023; Modi & Singh, 2022
Shah, Gupta & Singh, 2024



The key Takeaways

If Competency-based medical education
reduces medicine to checklists, scores, and
documentation, we must pause, reflect, and
recalibrate.

Cooper & Holmboe, NEJM, 2025
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