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BACKGROUND AND OBJECTIVES: While family medicine has been one of the
first specialties to implement competency-based medical education (CBME) in
residency, the nature and level of its integration with continuing professional
development (CPD) is neither well understood nor well studied. The purpose
of this review was to examine the current state of CBME implementation in
family medicine residency and CPD programs in the North American educa-
tion literature, with the aim of identifying implementation concepts and strate-
gies that are generalizable to other medical settings to inform the design and
implementation of residency training and CPD.

METHODS: Using an Arksey and O’Malley six-step framework, we searched five
online databases and the gray literature over the period between January 2000
through April 2017. We included full-text articles that focused on the key words
CBME, residency, CPD, and family medicine.

RESULTS: Of the articles reviewed, 37 met the inclusion criteria and were
selected for full review. Eighty six percent of included articles focused on
foundation elements related to designing competency-based curriculum and
assessment strategies rather than program evaluation or other outcome mea-
sures. Only 19% of the articles were related to CPD that focused only on the
implementation at the program and/or institution/organization levels.

CONCLUSIONS: Given that the implementation of CBME is in its relative in-
fancy, the pattern of implementation activities described in this scoping review
reflected a limited focus on a broad range of issues related to fidelity of imple-
mentation of this complex intervention.
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doi: 10.22454/FamMed.2020.594402

ompetency-based medical
c education (CBME) is an out-

comes-based approach to the
design, implementation, assessment,
and evaluation of an educational pro-
gram using an organized framework
of competencies, which ultimately
may lead to better care for patients.!
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Promoting CMBE across the medi-
cal education continuum from un-
dergraduate to residency training
and continuing professional develop-
ment (CPD) is envisioned to improve
quality and patient safety, consider-
ing all stages of professional devel-
opment contribute to physicians’

knowledge, skills, attitudes, behav-
iors, and competencies.* Much of the
recent discussion around CBME im-
plementation focuses on residency
programs,'*8 including family med-
icine residency programs in Cana-
da®® and the United States.!®®
Family medicine is uniquely posi-
tioned to improve the health of pa-
tients and advocate for health equity
and patients’ social well-being.?’ As
family medicine gains importance
in the delivery of health care, it is
imperative that family physicians
are trained in accordance with in-
ternational educational trends and
societal expectations.®??? In order
to enhance the quality of residen-
cy medical education, the College of
Family Physicians of Canada (CFPC)
transitioned all family medicine pro-
grams to a competency-based Triple
C Curriculum.?® The Triple C Cur-
riculum emphasizes enabling compe-
tencies within seven roles: medical
expert, communicator, collaborator,
health advocate, scholar, manager,
and professional. In the Triple C
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Curriculum Report, 11 recommen-
dations to change family medicine
residency training included the fol-
lowing statement: “A competency-
based approach should be used to
guide curriculum development and
planning.” A year later, the Future
of Medical Education in Canada:
Postgraduate Education Project®*
recommended all residency training
in Canada “develop, implement, and
evaluate competency-based, learn-
er-focused education to meet the di-
verse learning needs of residents and
the evolving healthcare needs of Ca-
nadians.”® The transition from time-
based to competency-based education
residency programs was intended to
explicitly teach and assess the specif-
ic competencies needed for practice.

Similarly, in the United States, in
1998, the Accreditation Council for
Graduate Medical Education (ACG-
ME) Outcomes Project was initiated
to emphasize educational outcome
assessment in residency programs
and the accreditation process.? The
ACGME and American Board of
Medical Specialties (ABMS) jointly
endorsed six competency domains:
patient care, medical knowledge,
practice-based learning and im-
provement, interpersonal and com-
munication skills, professionalism,
and systems-based practice.?® Simi-
lar to residency training, CPD based
on competency frameworks is envi-
sioned to promote lifelong learning,
practice-based change, and improve
clinical outcomes.282™2° As the CBME
education systems evolve, there is a
need to understand how CBME im-
plementation practices have been
adopted across residency education
in order to inform the future design
and operationalization of CBME in
CPD.

Family medicine was one of the
earliest adopters of CBME in Can-
ada and the United States with its
programs being implemented into
postgraduate training on a nation-
wide scale.*%193931 Thig scoping
review represents a timely founda-
tional summation of the existing evi-
dence around the nature of CBME
implementation activities in family
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medicine. The purpose of this study
was to use a scoping review method-
ology to examine the extent, range,
and nature of CBME implementa-
tion practices in family medicine
residency and CPD programs across
Canada and the United States. In
this review, we addressed the broad
question: “What is the scope and na-
ture of the CBME implementation
practices in family medicine residen-
¢y and CPD in the North American
scholarly research?” We aimed to ad-
dress this broad question through
first addressing the following sub-
set questions:

1. What is the range and preva-
lence of CBME implementation
practices in family medicine res-
idency and CPD across Canada
and the United States discussed
in scholarly literature?

2. What are similarities and differ-
ences in the CBME implementa-

tion practices between residency
and CPD?

Methods

We organized this scoping review?32%
into six stages: (1) identifying the re-
search question, (2) identifying rel-
evant studies, (3) study selection,
(4) charting the data, (5) collating,
summarizing, and reporting results,
and (6) consultation (optional). We
increased methodological rigor by
making consultation with content
experts the first step and an ongo-
ing process throughout the review.

Stage 1: Ongoing Consultation
We circulated the scoping review
protocol draft for feedback from ex-
perts/stakeholders in three domains:
CPD, knowledge translation, and
family medicine. These content ex-
perts were engaged at four critical
points, (1) developing the method-
ology, (2) reviewing search results,
(3) discussing emerging themes and
gaps, and (4) reviewing the manu-
script.

Stage 2: Identifying Research
Questions

The scoping review focused on an-
swering the following two questions:
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1. What is the range and preva-
lence of CBME implementation
practices in family medicine
residency programs and family
practices across Canada and the
United States?

2. What are similarities and differ-
ences in the CBME implementa-
tion practices between residency
and CPD?

Stage 3: Identifying Relevant
Studies

A University of Ottawa senior librar-
ian developed our search strategy,
and the project team subsequently
revised the strategy. We searched
five electronic databases (MEDLINE,
ERIC, PsycINFO, Embase, and Ed-
Source) using the following search
terms:

“competency-based medical educa-
tion” OR “CBME” OR “competency-
based education” OR “competence,”
OR “CanMEDS” OR “the Institute
of Medicine competencies” OR “AC-
GME competencies” OR “outcomes
project” OR “ACGME”; AND “con-
tinuing professional development”
OR “CPD” OR “continuing medi-
cal education” OR “CME” OR “ed-
ucation, medical, continuing” OR
“continuing education”; AND “resi-
dency” OR “residency program” OR
“residency programme” OR “resi-
dency training” OR “postgraduate
medical education” OR “PGME”
OR “postgraduate training” OR
“graduate medical education” OR
“GME” OR “education, medical,
graduate” OR “internship and res-
idency” OR “medical residency”;
AND “family medicine” OR “fam-
ily practice” OR “general practice”
OR “family physician(s)” OR “gen-
eral practitioner(s)” OR “primary
care physician(s)”; AND Canada OR
Canadian OR CanMEDS OR Unit-
ed States OR American OR North
America.

We selected the keywords based
on a review of published literature
and several consultations with the li-
brarian, and this process yielded 470
records (after removing duplicates).
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The search strategy included manual
review of key journals, bibliographies
of identified articles and websites of
relevant organizations (see the full
search strategy in Appendix 1 at
https://journals.stfm.org/media/3007/
hendry-appendices-1-3.pdf). We in-
cluded all original research, review
articles, editorials/commentaries, and
regulatory papers.

Stage 4: Study Selection

The inclusion criteria included ar-

ticles that

1. were focused exclusively on fam-

ily medicine residency or CPD

programs;

discussed CBME;

3. were American or Canadian in

origin;

were published in English;

5. were available in a full-text ver-
sion;

6. were published between Janu-
ary 1, 2000 (as the ACGME Out-
come Project started in 1999)
and April 30, 2017.

The article selection process was
guided by the approach advocated by
Reeves et al.¥* We also drew on our
team’s extensive experience in scop-
ing reviews.3439

o

-~

Step 1: Articles Screened by Title
and Abstract. One member of the
project team (N.D.), in consultation
with the principal investigator (S.K.)
screened 470 titles and abstracts
based on inclusion criteria. In case of
ambiguities, a full-text review (N.D.
and S.K.) was conducted using the
same inclusion criteria. The decision
to include or exclude an article was
recorded to ensure procedural rigor.

Step 2: Full-text Review. After
completion of Step 1, 114 articles un-
derwent full-text review. N.D. read
all articles and S.K. checked 15% of
the articles. The project team then
discussed any discrepancies, and dis-
agreements were resolved by consen-
sus. Of the 114 articles, we excluded
77 for the following reasons:

1. No evidence of the CBME con-

cept (n=13);
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2. No relevance to CBME imple-
mentation practices (n=28);
3. Irrelevant to family medicine
(n=20);
4. Assessment tools description
(n=8)
Undergraduate education (n=5);
Non-Canadian or US study
(n=3).
Thirty-seven articles were includ-
ed in the final data set (Figure 1).
Criterion #4 (excluding assess-
ment tools description) was selected
given the large corpus of research
literature covering CBME. As previ-
ously reported, one of the important
challenges scoping review teams face
is the heterogeneity and the expan-
sive volume of the existing literature
included in review, which can prohib-
it effective and meaningful synthesis
or quality assessment. In turn, this
creates difficulties in performing in-
depth analysis and/or information
synthesis. 42

o o

Stage 5: Charting the Data

We completed data extraction us-
ing a standardized data extraction
form using Microsoft Excel. To en-
sure rigor of the process and cred-
ibility of the findings, we followed
Reeves et al’s protocol*® for two or
more independent reviewers (C.C.,
PH., D.D.) with quality checks from
a third party (N.D., S.K.). A detailed
description of this step is provided
in Appendix 1. We revised the coding
manual and specific coding decisions
during the coding process based on
input from the expert group (C.C.,
D.D., PH.; coding manual is provid-
ed in Appendix 2 at https:/journals.
stfm.org/media/3007/hendry-appen-
dices-1-3.pdf).

The final data charting form con-
sisted of two steps. The first step
involved gathering article metada-
ta, such as year of publication, ti-
tle, country where the research was
conducted, publication type, research
paradigm, and target population. The
second step included data relevant to
three coding categories: (1) founda-
tion for implementation activity (de-
fined by study authors as documents
that serve to support teachers and

other educators as they implement
the competency-based curriculum
framework, including outcomes and
standards), (2) implementation activ-
ity (defined by Fixsen et al,* as “a
specified set of activities designed to
put into practice an activity or pro-
gram of known dimensions”), and
(3) level of implementation prac-
tices (defined as “target” or “action
target” of interventions).*’*® Using
this data extraction form, each ex-
pert independently extracted the rel-
evant data from assigned articles in
accordance with the criteria defined
in Stages 4 and 5. Any ambiguous
item was reviewed by the principal
investigator (S.K.), who made a final
decision. The results were checked
by the project team (S.K. and N.D.)
for coding consistency. Any changes
suggested by the project team were
discussed with the experts using a
consensus process.

Stage 6: Collating, Summarizing
and Reporting Results

Step 1: Analyzing the Data. We
synthesized the data according to
themes and shared with the expert
panel for their feedback.?* Data anal-
ysis involved mixed methods, such as
quantitative frequency analysis and
qualitative content analysis.

Step 2: Reporting Results. We
summarized findings in tabular and
narrative forms. In order to preserve
clarity of reporting strategy, we ap-
plied a consistent approach to report-
ing the findings.??%%4 This implies
that after consultation with the ex-
pert panel, we developed a template
and applied it to each level of learn-
ing continuum (family medicine
residency training and CPD). The
template included a table summa-
rizing the objectives previously listed
in the initial sections of this protocol.

Step 3: Transferability. The final
step of the review framework focused
on transferability,® including the ap-
plicability of the findings to other
similar contexts and the relevance
of the findings to knowledge, policy,
practice, and research.*
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Figure 1: Flow Chart of Search Process and Results (Selection Process
Through Which Articles Were Included in This Scoping Review)
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Search and Selection of Scoping
Reviews

The original search conducted in
April 2017 yielded 891 potentially
relevant citations. After screening for
duplication and relevance, 114 cita-
tions met eligibility criteria based
on title and abstract, and the corre-
sponding full-text articles were pro-
cured for review. Following full-text
review, 37 articles were retained for
analysis. Figure 1 represents the
flow of the articles from initial iden-
tification to final inclusion.

Study Characteristics

Table 1 reports the general char-
acteristics of the articles included
in this study. All included papers
(n=37) were published between Jan-
uary 2003 and April 2017, with 76%

FAMILY MEDICINE

2). Almost three-quarters (25/37;
68%) of included studies originat-
ed from Canada. Research articles
(12/37; 32%), commentary/reflective
papers (11/37; 30%), and regulatory
(10/37; 27%) comprised most docu-
ments included in the review. The
number of review articles (4/37; 11%)
was underrepresented and there
were no editorial opinion articles in
the data set. Among 16 studies eli-
gible for classification by a type of re-
search paradigm, 75% (12/16) used a
qualitative research approach, 19%
(3/16) used a quantitative approach,
and one article used mixed methods
(1/16; 6%).

Most included studies (27/37;
73%) were identified in published
literature, the remaining studies
(10/37; 27%) were found in the gray

(6/37; 16%), ACGME (2/37; 5%), and
American Academy of Family Phy-
sicians (2/37 5%). The scholarly ar-
ticles (n=27) were published in 11
different journals with 15 (57%) pa-
pers appearing in Canadian Family
Physician (10/27; 37%) and Family
Medicine (5/27; 19%). Approximate-
ly 81% (30/37) of all studies reported
residents as their target population,
followed by faculty (5/37; 14%) and
family physicians (2/37; 5%).

Frequency of Coding Categories:
Foundation for Implementation
Activity, Implementation

Activity, and Level of
Implementation Practice

The majority of studies (32/37; 86%)
included data coded under the cate-
gory “foundation for implementation
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Table 1: Descriptive Statistics of 37 Articles Included
in the Scoping Review, 2000-2017

Characteristic No. of Articles® % of 37
Country
Canada 25 68
United States 12 32
Publication Type
Research article 12 32
Commentary/reflective paper 11 30
Regulatory 10 27
Review 4 11
Research Paradigm®
Qualitative 12 75
Quantitative 3 19
Mixed methods 6
Article Source
Academic journals 27 73
Gray literature 10 27
Target Population
Residents 30 81
Faculty 14
Family physicians 5

2 No. of articles indicates those articles in which each characteristic was reported.

>Only research articles (n=12) and reviews (n=4) could be classified into these three research

paradigms.
Figure 2: Publication Frequency of Articles Included
in This Scoping Review, by Year
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activity” (Table 2). Some of those
studies (18/37; 49%) focused solely on
“foundation for implementation ac-
tivity,” but 14 papers (38%) discussed
both “foundation for implementa-
tion activity” and “implementation

250 APRIL 2020 - VOL. 52, NO. 4

activity.” Only a small proportion of
the studies (5/37; 13%) concentrated
exclusively on the coding category
“implementation activity.”

The most commonly described type
of foundations for implementation

activities was “designing competen-
cy-based curriculum” (18/37; 48%),
followed by “describing how evalua-
tion/review of competency-based ed-
ucational program has to be done”
(4/37; 11%) and “reviewing compe-
tency-based curriculum” (4/37; 11%).
The least-used foundation elements
were “defining competency-based
curriculum outcomes that reflect
CanMEDS-FM” (3/37; 8%) and “de-
veloping competency-based evalua-
tion objectives” (3/37; 8%).

The coding category “implemen-
tation activities” was discussed in
19 papers and fell under two ma-
jor groups. Almost two-thirds of the
studies (11/19; 58%) were assigned to
the faculty development (FD) theme
with the remaining 42% (8/19) allo-
cated to the curriculum-related activ-
ities. The most commonly described
FD activity was “training faculty
about CBME” (6/19; 33%). Among
the curriculum-related activities,
the most frequent was “curriculum
partial adaptation/implementation”
(7/19; 37%) and the least prevalent
was “program evaluation” (1/19; 5%).

Over half (20/37; 54%) of the im-
plementation practices were deliv-
ered at the program level, followed
by institutional/organization level
(16/37; 43%). In contrast, only one
study (3%) described multiple levels
of intervention with individual level
of implementation practices being
absent (Table 2).

Similarities and Differences in
the CBME Implementation
Practices Between Family
Medicine Residency and CPD
Table 2 highlights the frequency of
the three coding categories (foun-
dation for implementation activity,
implementation activity, and level
of implementation practice) between
residency and CPD articles. CBME
foundation elements were discussed
almost twice as much in residency
as in CPD papers, 93% and 57%, re-
spectively. While residency articles
focused considerably less (12/30;
40%) on implementation activities,
the entire set of CPD studies focused
more on FD activities (5/7; 71%) than

FAMILY MEDICINE
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Table 2: Differences and Similarities in the CBME Implementation Practices
Between Family Medicine Residency and CPD, 2000-2017

All Included Studies | Residency Articles | CPD Articles
Coding Concepts
n; % n; % n; %
Total no. of articles 37 30/37; 81 7/37; 19
Foundation for CBME implementation activity? 32/37; 86 28/30; /93 4/7; 57
Designing competency-based curriculum 18/37; 48 17/30; 57 1/7; 14
Describing how evaluation/review of competency-based 4/37; 11 4/30; 13 0
educational program has to be done
Reviewing competency-based curriculum 4/37; 11 4/30; 13 0
Defining competency-based curriculum outcomes that reflect 3/37; 8 2/30; 7 1/7;14
CanMEDS-FM
Developing competency-based evaluation objectives 3/37; 8 1/30; 3 2/7; 29
Not applicable 5/37; 14 2/30; 7 3/7; 43
CBME implementation activity® 19/37; 51 12/30; 40 7/7; 100
Faculty development 11/19; 58 6/12; 50 5/7; 71
Training faculty about CBME 6/19; 33 3/12; 26 3/7; 43
Training the curriculum planners about CBME 1/19; 5 1/12; 8 0
Faculty training program 1/19; 5 0 17;14
Educational meetings 1/19; 5 1/12; 8 0
Interprofessional education 1/19; 5 1/12; 8 0
Training how to teach clinical supervision 1/19; 5 0 1/7;14
Curriculum-related 8/19; 42 6/12; 50 2/7; 29
Curriculum partial adaptation/implementation 7/19; 37 5/12; 42 2/7; 29
Program evaluation 1/19; 5 1/12; 8 0
Not applicable 18/37; 49 18/30; 54 0
Level of CBME implementation practice®
Program 20/37; 54 15/30; 50 57,71
Institutional/organization 16/37; 43 14/30; 47 2/7; 29
Individual 0 0 0
Multiple 1/37; 3 1/30; 3 0

2 Defined by study authors as documents that serve to support teachers and other educators as they implement the competency-based curriculum

framework, including outcomes and standards.

b Defined by Fixsen et al as “a specified set of activities designed to put into practice an activity or program of known dimensions.™®

¢Defined as “target” or “action target” of interventions.*

curriculum activities (2/7; 29%). In
contrast, implementation activities
in residency papers were equally di-
vided between the two themes: FD
and curriculum-related activities.
The program level of implementa-
tion practices was used more often in
residency (15/30; 50%) and CPD (5/7,
71%) studies, followed by institution-
al/organization level (14/30; 47% and
2/7; 49%, respectively).
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Discussion

The purpose of this study was to
identify the range, extent, and na-
ture of CBME implementation prac-
tices in family medicine residency
and CPD. The major findings of this
scoping review were that the vast
majority (86%) of included articles
concentrated on foundational ele-
ments related to designing compe-
tency-based curriculum and various
implementation strategies, rather
than program evaluation or other

outcome measures. One-fifth of the
articles related to CPD focused on
the role for faculty within residency
programs rather than the broader is-
sues of how competency frameworks
will guide, support, or enable learn-
ing and practice improvement ini-
tiatives. In addition, there was an
exclusive focus on implementation at
the program and/or institution/orga-
nization levels without a single ar-
ticle focused on the impact of CBME
on the individual level.
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The review identified three
themes: (1) a focus on foundational
elements, (2) underevaluated imple-
mentation activities, and (3) CBME
in CPD as a nascent field.

A Focus on Foundational
Elements

After ACGME’s and CFPC’s deci-
sions concerning the strategic ini-
tiatives for residency education,
scholarship in CBME in family
medicine saw an increase. Twenty-
eight (76%) articles included in this
scoping review were published af-
ter 2010. As a complex education-
al intervention, CBME in residency
programs is in its relative infancy.
Therefore, our findings that imple-
mentation practices concentrated
more on foundational elements (Ta-
ble 2) was anticipated. However, con-
sidering the inclusion of milestones
(observable markers of an individ-
ual’s ability along a developmental
continuum) within the CanMEDS
2015 framework,*® and the intro-
duction of entrustable professional
activities (EPAs) to guide assess-
ment, it was surprising there were
only three articles on defining com-

petency-based curriculum outcomes
that reflect CanMEDS-FM.

Underevaluated Implementation
Activities

Nineteen studies (51%) discussed
specific activities to implement
CBME studies divided between resi-
dency (n=12) and CPD articles (n=7).
Given that implementation of CBME
in residency training is recent and
evolving, implementation activities
mainly focused on FD educational
strategies (11/19; 58%). These in-
cluded the concepts, principles, or in-
tended outcomes for transitioning to
CBME (6/19; 33%) with only a lim-
ited focus on training curriculum
planners about CBME, designing
educational meetings, or interpro-
fessional/interdisciplinary education
training activities (n=1 each). There
were no articles on training initia-
tives to teach faculty new approach-
es to clinical supervision of residents
within CBME. From a curricular
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change perspective, seven articles
(837%) focused on how CBME could
be adapted within traditional clini-
cal rotations.

Another interesting finding was
the paucity of formal evaluation
studies with only one article focused
on approaches to program evalua-
tion. Given that CBME is a complex
medical education innovation in the
early stages of implementation, the
absence of articles to assess the “fi-
delity of implementation,” defined as
the “proportion of program compo-
nents that were implemented,”° did
not come as a surprise. It has been
shown previously that evaluating the
fidelity of design elements in CBME
can be hindered by the lack of a com-
mon framework of what constitutes
a CBME program.552 Additionally,
we identified that the current sta-
tus of CBME implementation was
exclusively focused at the program
or institution/organization, rather
than individual level. This finding
is in parallel with the overall lack of
evaluation studies (eg, the impact or
outcomes of CBME on individuals) in
family medicine residency education
and CPD.%?

CBME in CPD as a Nascent
Field

Finally, there were only seven (19%)
articles related to CBME for CPD.
Most of these articles focused on FD
activities, such as preparing faculty
to teach or assess residents in new
or different ways. Although this focus
is clearly relevant to CPD, there was
essentially no scholarship on broad-
er questions of the applicability or
relevance of CBME to physicians in
practice. This finding corresponds to
the previous studies by Lockyer et
al,5* Nousiainen et al,’® and Kitto et
al®® reporting an overall lack of stud-
ies on CBME implementation prac-
tices within CPD.

Overall, there was a lack of perti-
nent or transferable knowledge re-
garding the applicability of CBME
within CPD. The current focus of
scholarship in CBME for residen-
cy training provided limited in-
sights into how competences or a

competency framework will guide
physician learning and practice im-
provement initiatives, or contribute
to career development, or what infra-
structure will be required to sustain
a competency-based approach once
residents enter practice.

Strengths and Limitations

To our knowledge, this is the first
study to examine competency-based
implementation activities in fami-
ly medicine, an academic disci-
pline known for advancing CBME
implementation. The strengths of
this scoping review included the
assembly of content and method-
ological expertise from diverse back-
grounds.*“2% The article selection
process (eg, our inclusion/exclusion
criteria) followed established meth-
ods, integrating the experience of key
content expert team members. We
acknowledge several limitations of
this review. Although we sought to
search multiple databases including
the gray literature, we limited the
scope of the search to articles in Eng-
lish published in Canada and the
United States, which have similar
residency programs in family medi-
cine.’” Given the exclusive focus on
family medicine, the applicability or
transferability to other disciplines
may be limited.

Conclusions

This study should be a call to ac-
tion for all those involved in the
development and implementation
of CBME and the advancement of
health professions education. The
pattern of implementation activi-
ties found in this scoping review re-
flected a limited focus on a broad
range of issues related to fidelity of
implementation—that is, whether
CBME is being implemented as in-
tended.*® Perhaps the most alarming
finding was a lack of studies on the
applicability or relevance of CBME
to physicians in practice. With the
recent drive to create and imple-
ment CBME in CPD to improve the
quality of care and patient safety,
this lack of evidence could seriously

FAMILY MEDICINE



hinder implementation practices

well into the future.

Drawing on this scoping review
and the knowledge gaps identified,
we advise that the paucity of liter-
ature assessing the application of
CBME to practicing family physi-
cians requires our close attention
now. As one avenue to explore, we
recommend a closer collaboration
among researchers in the areas of
continuing education, knowledge
translation, patient safety, and qual-
ity improvement, as well as within
stakeholder organizations responsi-
ble for each level of medical training
and practice. Integration of efforts
across all participants should help
to develop successful interdisciplin-
ary interventions to improve pro-
fessional performance and patient
outcomes.® Before the wave of imple-
mentation activities truly commenc-
es in earnest across Canada and the
United States, there are still many
questions that need to be answered,
including:

1. How will competencies guide
physician learning or practice
improvement within their scope
of practice?

2.  'What outcomes or outcome mea-
sures can competency-based
medical education enable phy-
sicians to pursue, either individ-
ually or collectively?

3. How can competency-based CPD
enable or enhance interprofes-
sional CPD?

We hope this collated resource will
help educators become more aware
of the existing menu of implementa-
tion practices and the gaps in family
medicine residency and CPD. There
is a need for ongoing and rigorous
evidence-gathering to enable the im-
plementation of CBME in CPD.

CORRESPONDING AUTHOR: Address corre-
spondence to Professor Paul Hendry, 725 Park-
dale Avenue, Loeb Building, Room WM 158f,
Ottawa, ON, K1Y 4E9, Canada. 613-798-5555,
Ext 17628. phendry@ottawaheart.ca.
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