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Abstract 

Rationale, aims and objectives: 
Over the last decade, policy changes have prompted Canadian medical education to emphasize a transformation to competency-based education, and subsequent development of evaluation tools. The pandemic provides a unique opportunity to emphasize the value of reflexive monitoring, a cyclical and iterative process of appraisal and adaptation, since tools are influenced by social and cultural factors relevant at the time of their development.

Methods:
Deductive content analysis of documents and resources about the advancement of primary care. Reflexive monitoring of the Family Medicine Longitudinal Survey (FMLS), an evaluation tool for physician training.
Results:
The FMLS tool does not explore all training experiences that are currently relevant; including, incorporating technology, infection control and safety, public health services referrals, patient preferences for care modality, and trauma-informed culturally safe care.

Conclusion:
The results illustrate that reflection promotes the validity and usefulness of the data collected to inform policy performance and other initiatives. 
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Key Points:
· Evaluation tools are relevant in the social and cultural context in which they are designed
· Shifts in sociocultural climate, such as a global pandemic, require re-examination of evaluation tools that guide policy enactment and development
· Reflexive, or cyclic and iterative, monitoring of evaluation tools ensures the usefulness and meaningfulness of data collect to inform policy decision 








Introduction 
Over the last decade, policy changes regarding work hours, patient care outcomes, and reports of medical errors have prompted accreditors of Canadian postgraduate medical training programs to implement policies that contemplate a transformation to competency-based medical education (CBME).1-5 CBME is a training paradigm that focuses on outcomes of training and direct observation of trainees engaging in real-world patient care, rather than time-spent in training.6-8 This transition began for training programs accredited by the College of Family Physicians of Canada (CFPC) when the Triple-C Competency-Based Curriculum (Triple C) was introduced in 2010.9,10 More recently, specialty programs accredited by the Royal College of Physicians and Surgeons of Canada (RCPSC) have started to implement CBME under the banner of Competence by Design (CBD); with the first programs adopting the framework in 2017.11,12 

For all programs, CBME represents a complex innovation comprised of many interdependent and dynamic components. Considerable energy has been dedicated to critically appraising its implementation and early outcomes.2,4,12-18 These appraisals distill evidence that speaks to the way in which the new curricular policy promotes effective outcomes for learners, educators, patients, and communities. In support of this effort, many tools have been designed to measure training institutions’ implementation of competency-based education, and its subsequent impacts. The CFPC’s Family Medicine Longitudinal Survey (FMLS) is one such evaluation tool. The FMLS facilitates the collection of data pertaining to family physicians’ experiences as they matriculate through residency and into independent work, informing curricular polices that drive desired advances in professional practice.4,14,19 When considering evaluation findings, particularly their role in decision-making policies, such as the accreditation and regulation of a health profession, it is critical to remember that program evaluation tools are profoundly influenced by the social and cultural context of their development.20-22 Such influences can be extremely strong, inextricably linking a tool’s integrity and usability to the sociocultural environment in which it was built.

With respect to the CBME mandate, shifts in the sociocultural climate of medical training brought about by the COVID-19 pandemic provide a unique opportunity to emphasize the value of reflexive monitoring. Reflexive monitoring is a cyclical and iterative process to appraise and adapt features of implementation, including activities and evaluation tools, to support the ambitions of the innovation.23 Reflexive monitoring guides identification of inaccurate assumptions and discord between the concepts that underpin the philosophy and design of the innovation and the contexts in which it is applied. In the case of innovation evaluation, tools may be effectively modified so as to ensure the results of the evaluation are meaningful within the pervasive sociocultural climate.

Consider, the evaluations of the Triple C curriculum, for instance. With the onset of the COVID-19 pandemic, family physicians across the country rapidly transitioned patient care activities over to virtual internet and telephone-mediated formats. The needs to don and doff personal protective equipment within the clinic, to procure and transmit knowledge pertaining to infectious disease, and to practice with a public health focus rose steeply. These changes have evoked new articulations or reignited previous recommendations about the expectations and standards for the practice of family medicine in Canada; several of which are expected to carry forward into the future, even as the pandemic recedes.24-30 These recommendations reflect the recognition of a new sociocultural climate; one which is having a profound impact on family medicine practice. Given this, the evaluation of the Triple C curriculum, which aims to develop family physicians who are prepared for the socio-cultural reality in which they will practice, would benefit from reflexive monitoring of its FMLS evaluation tool, which provides valuable evidence to support accreditation standard setting, quality improvement in postgraduate family medicine training programs, and high impact health services research (for e.g., see Lavergne et al. 2019).31 If the sociocultural shift has disrupted the utility of the tool, then it is essential that it is analyzed and adapted. 

Here, we apply the reflexive monitoring approach to the FMLS. We anticipate that the exercise will highlight valuable information about needed changes to the tool; pertaining to areas of virtual care, infectious disease, public health, and perhaps elsewhere. In doing so, however, we are particularly interested in emphasizing the value of applying a reflexive monitoring approach to policy evaluation tools.

Methods: 
The phases of reflexive monitoring (Figure 1) guided a deductive process of examining publicly available documents and resources related to primary care practices released during the COVID-19 pandemic.  

[Insert Figure 1]

Phase 1 – Observation: Relevant documents and resources published after the formal announcement of the pandemic on March 20, 2020 in Canada, including reports, primary research, and resources housed in the CFPC’s online repository were reviewed. Both researchers (DH, LG) examined these documents independently to identify changes to primary care practice, followed by consensus decision-making through discussion. 

Phase 2 – Analysis: Conventional content analysis33 was used to determine whether the changes to primary care practice determined in Phase 1 are accounted for within the FMLS evaluation tool. One researcher conducted the analysis independently based on consensus decision-making in Phase 1; the other researcher audited the content and discrepancies were resolved through discussion. 

Since Phase 3 – Reflection and Phase 4 – Action require the input of diverse stakeholders responsible for the evaluation of Triple C, suggestions regarding the activities of these phases are accordingly addressed in the discussion section.

Statement of Reflexivity: The role of prior assumptions or experiences can shape our interpretations of the data used in this reflexive monitoring work. DMH was a postdoctoral fellow with the CFPC from February 2017 – February 2018, and a member of the CFPC’s Program Evaluation Advisory Group from February 2017 – October 2018. She worked extensively with the FMLS evaluation tool, which captured data that contributed to reports and publications detailing evidence of successful implementation of Triple C across Canada. LG is an education scientist with the Department of Family Medicine at McMaster University, where he leads research on the education policies and practices that influence the eventual competencies of family physicians. He also is a current member of the CFPC’s Program Evaluation Advisory Group, where he contributes advice on the validity and utility of the FMLS tool.

Results:
Phase 1-- Observation: Thirteen relevant resources were identified: one white paper29, an ongoing primary research study exploring the practice experiences of family physicians during the pandemic34, and a series of 11 unique resources retrieved from the CFPC’s online repository.35-46 From these resources, 12 advancements to primary care were identified (Table 1). 

[Insert Table 1 here]

Phase 2 – Analysis: Our analysis highlighted two questions on the FMLS (Questions 12 and 20)47 that explored training and practice experiences in diverse domains and practice settings, and that provided a specific reference point to determine the degree to which the identified changes to primary care training and practice were accounted for by the tool. These questions were:

Question 12: “To what extent do you agree or disagree with the following statements –  My residency program prepared me to…” 
	
Question 20: “How much exposure have you had to the following domains, practice settings, and specific populations in your medical education to date?”

Comparing the 12 advancements identified through a review of available resources, potential gaps in the evaluation of the Triple C curriculum using the FMLS tool were uncovered (Table 2). 

[Insert Table 2 here]

For example, although the tool does contemplate the degree to which learners are exposed to a “range of clinical settings”, specific questions about providing care in virtual environments were not found. The FMLS also did not include the evaluation of training in infection control and safety, the procedures for referring patients to public health services, or the use of an intersectoral messaging system. Evaluation questions about training in patient preferences for care modality; patient-family partnered care; and trauma informed, culturally safe care are also absent in the FMLS (Table 2).

The analysis did reveal, however, that the FMLS provides evaluation questions that attend to the connection between primary care and community-based health services, access to care and practice quality improvement as a function of the social determinants of health, and the use of interoperable medical records.

Discussion
Through the Observation and Analysis phases of a reflexive monitoring approach, we have uncovered potential discrepancies between the advancements of primary care practice in response to a changing landscape -in this case the COVID-19 pandemic - and an important policy evaluation tool that was created during a time of social and healthcare stability. To do this, we took a liberal stance in our interpretation of the FMLS evaluation questions. For example, we assumed that providing “care for patients in a range of clinical settings (e.g., office, hospital, home, etc.)” could potentially include virtual care; or, abilities to “evaluate and improve the quality of your patient care” could also encompass quality improvement that emphasizes the social determinants of health. However, capturing the interpretations of a broad and diverse group of stakeholders is necessary to ensure a shared understanding of the content of each question, which is a foundational step contributing to the validity of survey-type evaluation tools.48 The next stages of reflexive monitoring require the work of stakeholders, such as accreditation bodies and residency program leaders, responsible for concretizing changes to curricula and subsequent evaluation. We present here the potential starting points for reflection and action.

With respect to Reflection, stakeholders responsible for the development of the FMLS may start with an acknowledgement that this tool was developed in 2010 during social and healthcare stability, based on the hegemonic perspective of the definition of “comprehensive care” at that time. Current examination indicates that the FMLS does not capture information that is now pertinent within the context of COVID-19, which questions the validity of the tool - and subsequent data collected - for evidence-informed policy action. For example, the FMLS does not explicitly retrieve information about training experiences associated with public heath, infectious diseases, virtual care, or the stewardship of limited resources. Stakeholders may take a step back and reflect on the ambitions of the policy shift to new accreditation standards in 2010. For example, documented literature about the Triple Competency Based Curriculum describes increasing training experiences in comprehensive care and having the ability to provide care to any community in Canada as significant impetuses for the shift.10 However, it appears that the components, practices, and activities that constitute comprehensive care have since evolved. Alongside calls to adapt the curriculum to accommodate changes in the current practice landscape49, the tool used to examine the curricular innovation and to inform other initiatives must also evolve so as to continue to provide contextually relevant and meaningful data. 

In considering the Action phase of the reflexive monitoring exercise, the lens of the COVID-19 pandemic, highlights that clinical practice and patient care have transformed for the foreseeable future. As such, the FMLS needs to evolve alongside the curricular adaptations that accompany the normalization of new advancements to routine primary care practice. This may begin with re-examining the components of comprehensive care, requiring input and collaboration from an interdisciplinary team that includes ethicists, public health professionals, and experts in infectious diseases. Action should also come in the form of an enhanced program evaluation strategy that accommodates continuous reflexive monitoring of the tools used to inform and act.

Reflexive monitoring is a cyclic process, which requires a shift in mindset that evaluation tools are not static, but dynamic and require adaptation to remain valid. Additionally, this approach requires dedicated human and financial capital to enact, and this may be a significant barrier to advancing program evaluation tools. Further, reflexive monitoring may uncover contextual challenges, such as those working in low-resource settings, or settings that allocate resources to other priorities, that are observed but complex to address because of the intertwining of politics, economics and other factors. This may require organizations to revisit aspirational goals and determine feasible courses of action. As mentioned, one of the aspirational goals of the CFPC is to provide training opportunities to family medicine trainees so they are able to provide care to any community in Canada. This may be challenged when learners are trained in programs that are low- resourced, or, vice versa, when learners are trained in high-resourced settings. However, reflexive monitoring is an approach that provides opportunities to reflect on and discuss short- and long-term goals, and act at a warranted pace as determined by the stakeholders responsible and accountable to evaluation findings (in this case, the CFPC). The effectiveness of the evaluation tools, such as the FMLS, is judged on the ability to capture meaningful information. Importantly, iterations are a logical step and a sign of adapting to an ever-evolving context rather than a sign of failure. 

Conclusion
Evaluation tools are designed in the pervasive sociocultural climate, but this climate is bound to change. In appraising the FMLS, we are able to highlight potential shortcomings to the continued application of the current tool and point to key areas where it might be improved. In a more general sense, we are also able to underscore the importance of viewing any policy evaluation tools as dynamic rather than static, requiring continuous examination. By taking this stance, actions as a result of reflection will promote the validity, usefulness, and meaningfulness of the data collected to inform policy performance and other initiatives. 
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Tables

Table 1. Twelve advancements to primary care practice that were uncovered or revisited during the COVID-19 pandemic
	Advancements listed in all resources
	1. Virtual Care

	
	2. Safety – infection control (e.g., office cleaning, patient flow, understanding PPE for droplet and airborne illness)

	
	3. Connection between primary care and community-based health services

	
	4. Access to Care – Social Determinants of Health (i.e., financial instability, unstable housing, non-English/French speaking, no computer, no Wi-Fi, no phone)

	Advancements listed in  2 resources, but not all
	5. Referrals to public health

	
	6. Interoperable electronic medical record (communication btw primary, acute, community, and public health)

	
	7. Intersectoral instant messaging system

	Advancements listed in one resource
	8. Patient preferences for care modality (i.e., virtual, in-person)

	
	9. Patient-family partnered care

	
	10. Quality improvement for social determinants of health

	
	11. Social prescribing (e.g., holistic care through referrals to local non-clinical services)

	
	12. Trauma informed, culturally safe care (e.g., structural determinants of health, like racism)




Table 2. Comparison between the FMLS evaluation tool and advancements to primary care practice
	Advancements to Primary Care Practice
	Alignment to FMLS Evaluation Tool

	1. Virtual Care
	Q.12C: “Care for patients in a range of clinical settings (e.g., office, hospital, home, etc.)”

Q20: Not included

	2. Safety – infection control (e.g., office cleaning, patient flow, understanding PPE for droplet and airborne illness)

	Not included

	3. Connection between primary care and community-based health services

	Q.12H: “Work as part of a team with other types of health professionals”

	4. Access to Care – Social Determinants of Health (i.e., financial instability, unstable housing, non-English/French speaking, no computer, no Wi-Fi, no phone)

	Q.12D: “Care for a range of populations (e.g., vulnerable, underserved, urban, rural, etc.)”

Q20L-O: Training exposure with “marginalized disadvantaged and vulnerable populations; rural populations; elderly populations; Aboriginal/First Nations, Inuit and Metis populations”


	5. Referrals to public health

	Not included

	6. Interoperable electronic medical record (communication btw primary, acute, community, and public health)

	Q12G: “Use electronic medical and health records”

	7. Intersectoral instant messaging system

	Not included

	8. Patient preferences for care modality (i.e., virtual, in-person)

	Not included

	9. Patient-family partnered care

	Not included

	10. Quality improvement for social determinants of health

	Q12I: “Evaluate and improve the quality of your patient care”

	11. Social prescribing (e.g., holistic care through referrals to local non-clinical services)

	Not included

	12. Trauma informed, culturally safe care (e.g., structural determinants of health, like racism)
	Not included





Figure Legends









[insert Figure 1]













32Adapted from Fielke et al., 2017

Figure 1. Reflexive monitoring of the FMLS evaluation tool in action32. An illustration of the reflexive monitoring approach to re-examining the utility and relevance of program evaluation tools using the Family Medicine Longitudinal Survey (FMLS) as a worked example.
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