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YOU 
ARE 

HERE 
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Seminar	
  Goals	
  
Descrip?on	
  of	
  a	
  Journey	
  

•  Why change 
–  To whom are we accountable? 
–  The role of assessment in medical education 

•  Defining where we are currently 
–  Competencies and milestones 

•  Where we are “stuck” and getting “un-stuck” 
–  Work-based assessment strategies – entrustable professional 

activities 

•  The future – a roadmap to an assessment system 
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Change	
  is	
  Coming	
  to	
  Medical	
  Educa0on	
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Why	
  Change?	
  
•  Our discipline is growing exponentially with regard to 

knowledge, skills, and attributes – far exceeding what could 
be covered within the confines of a medical school 
curriculum.  

•  Medical education programs are structured in serial silos: yet 
development must be integrated and longitudinal. 
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Challenges	
  of	
  the	
  Current	
  State	
  

Explosion	
  of	
  
knowledge	
  

Lack	
  of	
  connec0on	
  
to	
  next	
  phase	
  	
  
of	
  training	
  

Lack	
  of	
  integra0on	
  
between	
  science	
  

and	
  clinical	
  
applicability	
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Why	
  Change?	
  
•  Our discipline is growing exponentially with regard to 

knowledge, skills, and attributes – far exceeding what could 
be covered within the confines of a medical school 
curriculum.  

•  Medical education programs are structured in serial silos: yet 
development must be integrated and longitudinal. 

•  Assessment tools are inadequate and incomplete with 
regard to what students will be expected to do.  



8 

DOES	
  

KNOW
S	
  

KNOW
S	
  HOW

	
  

SHOW
S	
  

Assessment	
  Framework	
  

	
  Adapted	
  from	
  Miller	
  GE.	
  The	
  assessment	
  of	
  clinical	
  skills/competence/performance.	
  Aced	
  Med	
  1990;	
  65	
  (Suppl):	
  S63–7	
  	
  

Examinations 

Scripted Problems 

Simulation 

Assessment of Work 
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Medical	
  Educa0on	
  Assessment	
  Context	
  

… UME:4y GME:3-7y GME:1-3y … 

DOES 

SHOWS 

KNOWS 
HOW 

KNOWS 
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Assessment	
  FOR	
  Learning	
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Assessment	
  Gap-­‐Where	
  Do	
  We	
  Focus?	
  
“Knowing	
  what	
  to	
  do”	
  vs	
  “Doing	
  what	
  we	
  know”	
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Why	
  Change?	
  
•  Our discipline is growing exponentially with regard to 

knowledge, skills, and attributes – far exceeding what could 
be covered within the confines of a medical school 
curriculum.  

•  Medical education programs are structured in serial silos: yet 
development must be integrated and longitudinal. 

•  Assessment tools are inadequate and incomplete with regard 
to what students will be expected to do.   

•  The intensity of the practice environment and its 
associated requirements are disconnecting our 
instructors and assessors from our learners.  
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Problem:	
  Assessment	
  in	
  the	
  Clinical	
  
Environment	
  

•  Work-based assessment – current state* 
–  Challenging and infrequent without structured programs (natural 

prevalence 25-33% of learners) 
–  Quality is variable 
–  Rarely followed up with reflection and learning plans 

•  Pressures 
–  Administrative workload has exploded 
–  Electronic Health Record burden 
–  Enhanced regulations on work hours 
–  Pressure of clinical throughput 

*Norcini J. Medical Teacher 2007; 29:855-71 
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Why	
  Change?	
  
•  Our discipline is growing exponentially with regard to 

knowledge, skills, and attributes – far exceeding what could 
be covered within the confines of a medical school 
curriculum.  

•  Medical education programs are structured in serial silos: yet 
development must be integrated and longitudinal 

•  Assessment tools are inadequate and incomplete with regard 
to what students will be expected to do. 

•  The intensity of the practice environment and its associated 
requirements are disconnecting our instructors and assessors 
from our learners.  

•  Society is asking for a different kind of health system 
and health practitioner. 
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OECD	
  Health	
  Data	
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US	
  needs	
  a	
  “new”	
  system	
  

Preven?on	
  and	
  	
  
health	
  

maintenance	
  
	
  

Chronic	
  
disease	
  

management	
  

Acute	
  
disease	
  
diagnosis	
  

and	
  
treatment	
  

Complex	
  
disease	
  

management	
  

Healthy	
   Diseased	
  

Physicians	
  
PA	
  

Physicians	
  
LPN,	
  NP,	
  PA	
  
Pharmacists	
  
Physicians	
  

LPN,	
  NP	
  
Den?st	
  

Pharmacists	
  
Physiatrists	
  

Alterna?ve	
  providers	
  
Technicians	
  
Physicians	
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Why	
  Change?	
  

“It	
  is	
  clear	
  that	
  our	
  system	
  of	
  
healthcare	
  is	
  in	
  need	
  of	
  
major	
  reforms	
  that	
  will	
  
drama0cally	
  impact	
  medical	
  
educa0on	
  programs.”	
  

	
  ~	
  Dean’s	
  charge	
  to	
  Curriculum	
  
Policy	
  Commi`ee,	
  Dec	
  2012	
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New	
  framework	
  

•  Time-based to outcomes-based 
–  Fixed structure and process with variable outcomes 
–  Fixed outcomes and variable structure and process 

*an outcomes-based approach to the design, implementation, 
assessment and evaluation of a medical education program  
using an organizing framework of competencies. 

--The International CBME Collaborators, 2009 
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How	
  do	
  we	
  get	
  there	
  in	
  3	
  Steps?	
  

•  Defining where we are currently 
–  Step 1: Competencies  
–  Step 2: Milestones 

•  Where we are “stuck”, and getting “un-stuck” 
–  Step 3: Work-based assessment strategies – Entrustable 

Professional Activities 

 



20 

Competenglish*	
  
Competency – the thing(s) learners need to do 
 
Competent – can do all of the things 
 
Competence – does all of the things consistently, 

adapting to contextual and situational needs 

*Caverzagie: Linking Milestones to the Core Competencies Using EPAs, AAIM Educ Redesign Comm 
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Step	
  1	
  –	
  Define	
  the	
  Competencies	
  

•  20 years (1993-2013) 
•  Outcomes Project (Residency Education - the core 6) 

–  DOMAINS - Patient Care, Medical Knowledge, Interpersonal 
Communication Skills, Practice-Based Learning, Systems-Based 
Practice, Professionalism 

•  AAMC – medical school competencies (6+2) 
–  Towards a Common Taxonomy* – Added 2 DOMAINS  
–  Inter-professional Collaboration, Personal and Professional 

Development 

*Englander R, et al. Toward a Common Taxonomy of Competency Domains for the Health 
Professions and Competencies for Physicians. Academic Medicine. 2013;88(8):1088-1094. 
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Impact	
  of	
  Competencies	
  

•  Began the movement towards accountability 
•  Defined what is important 
•  Identified curricular needs (e.g., PBL, SBP) 
•  Challenged measurement 
•  Identified gaps in assessment 
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An	
  Idealized	
  Assessment	
  Context	
  

… UME:4y GME:3-7y GME:1-3y … 

DOES 

SHOWS 

KNOWS 
HOW 

KNOWS 
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Work-­‐Based	
  Assessment	
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Step	
  2	
  –	
  Milestones	
  
What	
  does	
  Competency	
  Look	
  Like?	
  

	
  
•  5 years (2009-2014) 
•  ACGME Milestone Project 

–  A Focus on Performance Levels 
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Milestone	
  Defini0on	
  

 Describes, in behavioral terms, learning and performance 
levels students are expected to demonstrate for specific 
competencies by a particular point in their education.  

                     

Mullan P, Lypson M. JGME 2011; 3(4): 574-576.  
Swing SR, et al. JGME 2009; 1(2): 278-286. 
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Milestone	
  Criteria	
  

•  Goal - Reframe the competencies in the meaningful 
context of clinical care  

•  Pre-requisites: 
–  Must be measurable and assessable 
–  Must have assessable criteria for when a milestone is reached  
–  Address the continuum of education, training and practice  
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Milestones	
  
The	
  Opportunity	
  to	
  Break	
  Silos	
  

1 
novice 

3 
competence 

5 
expert 

independence supervision 

4 
proficient 

2 
adv. beginner 

remediation optimization 
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Milestones	
  
What	
  does	
  Competency	
  Look	
  Like?	
  

	
  
•  5 years (2009-2014) 
•  ACGME Milestone Project – A Focus on Performance 

Levels 
•  Current state  

–  Developed for every specialty 
–  Mandated assessment of each resident in every residency 

program 
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Stuck	
  At	
  Basecamp	
  
Opera?onal	
  Challenges	
  

•  Unfunded mandate – scarce resources 
•  Faculty availability for development 
•  IT and visualization incredibly difficult 
•  Incongruence with work-based assessment 

–  Milestones aren’t necessarily what assessors “see” 



33 

Step	
  3	
  -­‐	
  Trying	
  to	
  Get	
  “Unstuck”	
  
Entrustable	
  Professional	
  Ac?vi?es*	
  

*Ten Cate O. Entrustability of professional activities  
and competency-based training.  
Medical Education. 2005;39(12):1176-1177. 
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Step	
  3	
  -­‐	
  Trying	
  to	
  Get	
  “Unstuck”	
  
Entrustable	
  Professional	
  Ac?vi?es	
  (EPA)*	
  

•  Definition: Important observable behavior that a learner 
can be trusted to perform without direct supervision 

•  PROPOSAL – EPAs become the framework for 
assessing competencies in a CBE system built upon 
progressive responsibility 

*Ten Cate O. Entrustability of professional activities  
and competency-based training.  
Medical Education. 2005;39(12):1176-1177. 
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Core	
  EPAs	
  for	
  entering	
  Residency	
  

•  Gather a history and perform a physical examination 
•  Prioritize a differential diagnosis following a clinical encounter 
•  Recommend and interpret common diagnostic and screening tests 
•  Enter and discuss orders/prescriptions 
•  Document a clinical encounter in the patient record 
•  Provide an oral presentation of a clinical encounter 
•  Form Clinical Questions and retrieve evidence to advance patient care 
•  Give or receive a patient handover to transition care responsibility 
•  Collaborate as a member of an inter-professional team 
•  Recognize a patient requiring urgent or emergent care, and initiate 

evaluation and management 
•  Obtain informed consent for tests and/or procedures 
•  Perform general procedures of a physician 
•  Identify system failures and contribute to a culture of safety and 

improvement 
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Why	
  EPAs?	
  
A	
  2-­‐year	
  journey	
  (2011-­‐2013)	
  

•  Make sense (face validity) 
•  Aligns the continuum of medical education (progressive 

responsibility) 
•  Attempts to align assessment focus with what we do as 

instructors in the clinical setting 
•  Focus on behaviors 
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DOES	
  

KNOW
S	
  

KNOW
S	
  HOW

	
  

SHOWS	
  

Assessment	
  Framework	
  and	
  EPAs 

EPA 
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Why	
  EPAs?	
  
A	
  2-­‐year	
  journey	
  (2011-­‐2013)	
  

•  Make sense (face validity) 
•  Aligns the continuum of medical education (progressive 

responsibility) 
•  Attempts to align assessment focus with what we do as 

instructors in the clinical setting 
•  Focus on behaviors 
•  Attempts to make assessment practical and 

meaningful 
–  Clusters competencies and milestones together 
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EPA	
  and	
  Competency	
  

EPA	
  
•  Embedded in a context 
•  Multiple competencies 

embedded 
•  Focus is on the 

behavior (observable, 
measurable, authentic) 

Competency	
  
•  Context-independent 
•  Specific ability (KSA) – 

often simulated, 
scripted 

•  Focus is on the 
individual 
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EPAs:	
  Connec0ng	
  Competencies	
  and	
  Milestones	
  



44 

Core	
  EPAs	
  for	
  entering	
  Residency	
  

•  Gather a history and perform a physical examination 
•  Prioritize a differential diagnosis following a clinical encounter 
•  Recommend and interpret common diagnostic and screening tests 
•  Enter and discuss orders/prescriptions 
•  Document a clinical encounter in the patient record 
•  Provide an oral presentation of a clinical encounter 
•  Form Clinical Questions and retrieve evidence to advance patient care 
•  Give or receive a patient handover to transition care responsibility 
•  Collaborate as a member of an inter-professional team 
•  Recognize a patient requiring urgent or emergent care, and initiate 

evaluation and management 
•  Obtain informed consent for tests and/or procedures 
•  Perform general procedures of a physician 
•  Identify system failures and contribute to a culture of safety and 

improvement 
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EPA	
  –	
  Oral	
  Presenta0on	
  of	
  a	
  Clinical	
  Encounter	
  

•  DOC – Patient Care, Interpersonal and 
Communication Skills, Professionalism, Personal 
and Professional Development 

•  Competencies (C1, C2, C3, C4) 
–  PC: Gather essential and accurate information about patients 

and their conditions through history-taking, physical examination, 
and the use of laboratory data, imaging, and other tests 

–  ICS: Communicate effectively with colleagues within one’s 
profession or specialty, other health professionals, and health-
related agencies 

–  PR: Demonstrate respect for patient privacy and autonomy 
–  PPD: Demonstrate self-confidence that puts patients,     families, 

and members of the health care team at ease 
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EPA	
  -­‐	
  Oral	
  presenta0on	
  
Specified	
  Behaviors	
  

Expected behaviors for an entrustable learner 
•  Can filter, synthesize, and prioritize information and recognize patterns, 

resulting in a concise, well organized, and accurate presentation. 
•  Adjusts the presentation for the receiver of information (e.g., faculty, patient/

family, team members) and for the context of the presentation (e.g., 
emergent versus ambulatory).  

•  Does not shy away from difficult or stressful issues in obtaining or 
presenting the information. 

•  Can efficiently tell a story and make an argument to support the plan. 
•  Acknowledges gaps in knowledge base and/or skills in managing a given 

patient presentation or condition and seeks help. 
•  Reflects on areas of uncertainty and seeks additional information. 
•  Respects patient privacy and confidentiality by demonstrating situational 

awareness when discussing patients.  
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EPA	
  -­‐	
  Oral	
  presenta0on	
  
Specified	
  Behaviors	
  

Pre-entrustable behaviors 
•  Often fails to verify the information  
•  Avoids obtaining sensitive information from the history and does not follow 

up on ambiguous information. 
•  Does not distill the presentation or focus on the most relevant information. 
•  Uses a template rigidly for all presentations without adapting to context of 

patient care or receiver of information 
•  Does not generally match the needs of the communication to the tool of 

communication (e.g., in person, phone, email) 
•  May present in a disorganized and incoherent fashion. 
•  Does not ensure a shared understanding between the presenter and 

receiver of information at the conclusion of the presentation.  
•  Lacks situational awareness  
•  Takes all information in the chart at face value 
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From	
  “pre-­‐entrustable”	
  to	
  “entrustable”	
  
Milestones	
  Mediate	
  the	
  Journey	
  

Uses a 
template 

rigidly for all 
presentations 

without 
adapting to 
context of  

patient care 
or receiver of  
information 

Adjusts the 
presentation 

for the 
receiver of  
information 
and for the 
context of  

the 
presentation 

What are the milestones?* 
*Note: TBD 

For the ASSESSOR 

For the LEARNER 
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Why	
  EPAs?	
  
A	
  2-­‐year	
  journey	
  (2011-­‐2013)	
  

•  Make sense (face validity) 
•  Aligns the continuum of medical education (progressive 

responsibility) 
•  Attempts to align assessment focus with what we do as 

instructors in the clinical setting 
•  Focus on behaviors 
•  Attempts to make assessment practical and meaningful  

–  Clustered competencies and milestones together 

•  Forced the profession to ask several important 
questions 
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Entrustable	
  Professional	
  Ac0vi0es	
  
More	
  Ques?ons	
  than	
  Answers	
  

•  Definition: Important observable behavior that a learner 
can be trusted to perform without direct supervision 

•  PROPOSAL – EPAs become the framework for 
assessing competencies in a CBE system built upon 
progressive responsibility 

•  Raises questions of: 
–  EVALUATION 
–  ENTRUSTMENT – WHAT FACILITATES TRUST? 
–  EXPIRATION and EXPERIMENTATION 
–  ENABLERS and EXPERIENCE 
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Q1:	
  Entrustment	
  Considera0ons	
  
Evalua?on	
  

•  When a behavior is observed – does it really imply 
competence underlying? Or can behavior occur without 
achieving milestones? 

•  How do we define the milestones for early learners? 
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Q2:	
  EPA	
  Considera0ons	
  
Entrustment	
  Prerequisites	
  

•  Learner Ability 
•  Conscientiousness 
•  Follow Through 
•  Discernment: Knowing Limitations 
•  Truth-telling and Seeking Help 
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Q3:	
  EPA	
  Considera0ons	
  
Expira?on	
  and	
  Experimenta?on	
  

•  Is there decay over time at a practitioner level? 
•  How will we know if “trust” should be removed? 
•  How will we define “new” or “irrelevant” EPAs as the field 

evolves? 
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Q4:	
  EPA	
  Considera0ons	
  
Enablers	
  

•  Longitudinal relationships between learner and assessor 

 
UMMS-2014 UMMS-2016 
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Q4:	
  EPA	
  Considera0ons	
  
Enablers	
  

•  Longitudinal relationships between learner and assessor 
•  Faculty experience and comfort 

–  Can junior instructors “trust”? 
–  Are certain faculty more sensitive and oriented to performance? 
–  KEY - Faculty selection, training, resources, and support are all 

critical to quality and effectiveness of assessment 
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EPAs-­‐Milestones-­‐Competence	
  
Integrated	
  Script	
  for	
  Faculty	
  Development	
  

•  Current state: I’ll know it when I see it 
•  New elements using EPAs: 

–  I know what is important for a learner to perform (competence) 
–  I’ll know specifically what to look for (entrustable behaviors) 
–  I will be able to help my learners understand where they are and 

help them develop (use milestones to help remediate) 
–  I will look for the same things as my colleague (faculty training) 
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An	
  Assessment	
  Program	
  and	
  System*	
  

1.  Accept that assessment catalyzes learning – focus on 
Desired Learning Behaviors (e.g., EPAs), built upon 
competencies and milestones. 

2.  Look for behaviors widely and often in the authentic 
work environment. 

3.  Recruit and train faculty to provide judgment and 
develop learners over time. 

*Dijkstra, J. et al. A new framework for designing programmes of assessment. Adv 
Health Sci Educ Theory Pract. Aug 2010; 15(3): 379–393. 
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Milestones 

A	
  Journey	
  Towards	
  Accountable	
  Educa0on	
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BETTER	
  EDUCATION	
  -­‐	
  BETTER	
  HEALTH	
  

	
  

QUESTIONS,	
  INPUT,	
  DIALOGUE	
  

Thank	
  You	
  
“The best way to predict the future is to invent it.” 

    --Alan Kay 
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Assessments	
  and	
  Evalua?ons	
  
Unpacked	
  

Assessments Course Quizzes
 Course Final 
Examinations USMLE Step 1

Rotation-
specific Shelf 

Exam

Comprehensive 
Clinical 

Assessment
USMLE Step 2-

CK
USMLE Step 2-

CS
DOES

SHOWS x x
KNOWS HOW x x x x x x

KNOWS x x x x x
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UMMS	
  New	
  Curricular	
  Model	
  

M-­‐Home	
  

Trunk	
   Branches	
  

•  Mentored	
  small	
  group	
  learning	
  environment	
  
•  Longitudinal	
  professional	
  development	
  &	
  learning	
  synthesis	
  
•  Doctoring	
  and	
  humanis?c	
  prac?ce	
  of	
  medicine	
  

•  Inten?onal	
  paths	
  of	
  professional	
  
learning	
  

•  Advanced	
  clinical	
  learning	
  
experiences	
  

•  Scien?fic	
  depth	
  

•  Science	
  founda?on	
  
•  Clinical	
  founda?on	
  
•  Learning	
  &	
  thinking	
  skills	
  

Paths	
  of	
  Excellence	
   •  Leadership,	
  IPE,	
  and	
  systems	
  thinking	
  skills	
  
•  Applied	
  leadership	
  contexts	
  within	
  medicine	
  

Year	
  1	
   Year	
  2	
   Year	
  3	
   Year	
  4	
  

Summary	
  

•  Program	
  designed	
  to	
  train	
  the	
  future	
  
leaders	
  in	
  medicine	
  

•  Forward-­‐looking	
  curriculum	
  
incorpora?ng	
  innova0ons	
  in	
  medical	
  
educa?on	
  

•  Strong	
  founda0on	
  with	
  the	
  ability	
  to	
  
adapt	
  to	
  individual	
  professional	
  
contexts	
  and	
  objec?ves	
  

•  Advanced	
  professional	
  development	
  
for	
  a	
  career	
  in	
  medicine	
  and	
  
prepara?on	
  for	
  residency	
  

•  Leverages	
  the	
  extensive	
  community	
  
and	
  exper?se	
  of	
  UMMS	
  and	
  the	
  
University	
  of	
  Michigan	
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Timeline	
  and	
  Major	
  Milestones	
  

•  2013	
  –	
  Explore	
  and	
  develop	
  model	
  
for	
  curriculum	
  transforma?on	
  

•  2014	
  –	
  Convene	
  work	
  groups	
  to	
  
design	
  curricular	
  elements	
  

•  2014	
  to	
  2015	
  –	
  Determine	
  content	
  
and	
  logis?cs	
  for	
  curricular	
  elements	
  

•  Fall	
  2015	
  –	
  New	
  building	
  opens,	
  early	
  
curricular	
  elements	
  begin	
  within	
  
same	
  structure	
  

•  Fall	
  2016	
  –	
  New	
  structure	
  for	
  the	
  
curriculum	
  begins	
  

•  2017	
  to	
  2019	
  –	
  phased,	
  modular	
  
implementa?on	
  of	
  mature	
  curricular	
  
program	
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An	
  Assessment	
  System	
  and	
  Program	
  

*Dijkstra, J. et al. A new framework for designing programmes of assessment. Adv 
Health Sci Educ Theory Pract. Aug 2010; 15(3): 379–393. 


