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BACKGROUND Over the last two decades,
competency-based frameworks have been
internationally adopted as the primary
educational approach in medicine. Yet
competency-based medical education (CBME)
remains contested in the academic literature.
We look broadly at the nature of this debate
to explore how it may shape scholars’
understanding of CBME, and its implications
for medical education research and practice.
In doing so, we deconstruct unarticulated
discourses and assumptions embedded in the
CBME literature.

FINDINGS Detractors of CBME have
advanced an array of conceptual critiques.
Proponents have often responded with a
recurring discursive strategy that minimises
these critiques and deflects attention from the
underlying concept of the competency-based
approach. As part of this process, conceptual
concerns are reframed as two practical
problems: implementation and interpretation.
Yet the assertion that these are the construct’s
primary concerns was often unsupported by
empirical evidence. These practices contribute
to a discourse of infallibility of CBME.

METHODS We assembled an archive of
literature focused on CBME. The archive
dates from 1996, the publication year of the
first CanMEDS Physician Competency
Framework. We then conducted a
Foucauldian critical discourse analysis (CDA)
to delineate the dominant discourses
underpinning the literature. CDA examines
the intersections of language, social practices,
knowledge and power relations to highlight
how entrenched ways of thinking influence
what can or cannot be said about a topic.

DISCUSSION In uncovering the discourse of
infallibility, we explore how it can silence
critical voices and hinder a rigorous
examination of the competency-based
approach. These discursive practices
strengthen CBME by constructing it as
infallible in the literature. We propose reapproaching the dialogue surrounding CBME
as a starting point for empirical investigation,
driven by the aim to broaden scholars’
understanding of its design, development and
implementation in medical education.
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INTRODUCTION

The introduction of competency-based medical
education (CBME) in North America in the early
2000s initiated a shift in how scholars conceptualise
education and assessment theory and practice. The
creation of competency frameworks, such as the
CanMEDS Physician Competency Framework1 and
the ACGME Outcomes Project,2 marked a transition
away from traditional time-based curricula. CBME is
recognised as an outcomes-based approach to the
design, implementation, assessment and evaluation
of medical education using an organising framework
of competencies.3 This understanding of CBME
stems from an older stream of educational theory,
rooted in positivism and behaviourism, beginning in
the late 1940s.4 The competency movement was
further propelled by the Edinburgh Declaration put
forward by the World Federation for Medical
Education. In particular, the third recommendation
called for curricula that would ensure the
achievement of professional competence, not merely
the retention and recall of information.5 Yet the
history of the competency-based approach within
medical education has been neither simple nor
straightforward. Many scholars believe a focus on
outcomes promises to produce better doctors and
mitigate challenges faced in the evolving health care
landscape.6–9 Although its conceptual basis may
make intuitive sense, concerns have been raised
about the paucity of empirical evidence4,10,11
supporting the competency-based approach and the
‘revolutionary rhetoric’ used to promote it.12
Further, some researchers question the theoretical
underpinnings of the model,13–16 as well as the
feasibility of its practical application in medicine.11,17
Within the academic literature, instrumental
arguments for and against CBME are well
established.

We approach CBME as a social construction
embedded in its political and historical context.12,18
From this perspective, CBME (or any pedagogical
approach) is built on a series of assumptions or set
of preliminary beliefs about how to prepare medical
students for their future practice as doctors. Such
assumptions are generally unarticulated and taken
for granted; uncovering them can serve several
useful research purposes. For example, assumptions
can highlight issues that may be a point of
disagreement for different users of a construct. To
an experimentalist, assumptions fundamental to the
existence of a construct may provide testable
hypotheses, the study of which can lead to refining
or even dismantling the construct. To a critical
theory scholar, uncovering such assumptions
provides an entry point into examining the power
relations that inform, justify and sustain particular
educational practices. Explicitly identifying these
assumptions is a key step in exploring a social
construct like CBME.
The study of discourse helps researchers adopt the
perspective necessary to locate and deconstruct
educational assumptions considered natural or
progressive. Discourse both reflects its social
contexts and contributes to the social construction
of phenomena.19 Therefore, we undertook a
critical discourse analysis of the academic literature
focused on CBME. In doing so, we identify and
examine discourses embedded in the texts, the
assumptions legitimated by these discourses, and
the social practices that help produce and
maintain the discourses. In making visible these
practices, we seek to shed light on how they
inform the uptake of CBME, as well as the
implications for its future design, development,
and implementation.

METHODS

We do not wish to join the valuable philosophical
and practical contributions supporting or
challenging the competency-based approach.
Instead, we expand our lens to look broadly at the
very nature of this scholarly dialogue. We attend to
how this debate may shape scholars’ understanding
of CBME, and its implications for medical
education research and practice. Further, we aim to
deconstruct current perceptions of CBME by
exploring the assumptions underpinning the
literature. Given the international uptake of
competency frameworks in medical education, it is
crucial to step back and examine the assumptions
driving this change.
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We conducted a Foucauldian critical discourse
analysis20 (CDA) of the CBME literature to
delineate the dominant discourses underpinning
the construct. Critical discourse analysis is a social
science methodology used in many disciplines as a
lens to explore the assumptions and
presuppositions in a group of texts.21,22 Although
various forms of critical discourse analysis exist, a
Foucauldian perspective seeks to identify
relationships between discourse, social practices,
knowledge and power relations. Michel Foucault
theorised that social practices and their links to
knowledge and power constrain the production and
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use of discourse.19 The term discourse refers to
entrenched ways of thinking, speaking and
acting.23,24 Discourse manifests through written and
spoken text;25,26 it renders certain forms of text
possible, and others less possible.19 Statements of
truth are ‘the surface manifestation of deeper and
more complex systems of discourse.’12 Truth
statements are recognised as legitimised
assumptions regarding what is perceived as true or
untrue and authorised or unauthorised in a given
context.12 Such statements establish dividing practices
that make it possible to think, say and do certain
things but not others.27 Foucauldian CDA equips us
with the tools to interrogate not only what is
perceived as true, but how it becomes accepted as
‘truth’.28
Foucault uses the term resistance to refer to
alternative lines of reasoning that oppose dominant
discourses.29 A resistance discourse can be a vehicle
for undermining entrenched ways of thinking and
writing in order to enact social change. The study
of a resistance discourse is often the key to
unlocking the fundamental mechanics of a
dominant discourse. Our use of a Foucauldian
approach20,25,26 allows us to problematise
authorised truth statements in order to unearth
and examine the boundaries between dominant
and resistance discourses underpinning the CBME
literature.
From a Foucauldian perspective, individuals’ and
organisations’ use of authorised or resistance
discourses is not necessarily intentional. Rather,
such discourses derive from a certain social
context at a particular time. The uptake (and
production) of a discourse cannot be disentangled
from its social, political and historical
formations.30,31 Therefore, as we trace the
construction and use of discourses within the
CBME literature, the reader must remember that
particular ways of thinking or writing are not
necessarily conscious or deliberate. Rather, such
practices occur because they are allowed within
the bounds of a dominant discourse, in a given
time and place.

competency-based education across the health
professions.32 Given the two projects’ fundamentally
different epistemological approaches and purposes,
there was consensus from both teams that the
studies would generate completely different archives
and findings. Researchers from both projects had
ongoing discussions to ensure that there was no
conceptual overlap. The component of the search
strategy related to medical education yielded 1579
scholarly sources published between 1 January 1964
and 24 March 2016. Of the 1579 articles, we
included in the archive only those published in the
English language after 1996, the year of publication
of the first CanMEDS Physician Competency
Framework.33 We focused solely on articles centred
on the conceptual nature of CBME, rather than the
application or assessment practices of competencybased curricula.
Given that CDA requires a broad lens to
demonstrate the construction of discourses through
a collection of texts, we considered all types of
sources, including qualitative, quantitative and
mixed methods empirical studies, position pieces,
commentaries, reviews, editorials, and reports of
consensus conferences. One research team member
(VB) used the inclusion criteria to screen the titles
and abstracts of each paper for eligibility. Seventyone articles published prior to 1996 and 30 nonEnglish language articles were discarded. Of the
remaining set, full-text versions of 184 potentially
relevant sources were screened; 78 met the
inclusion criteria. As the analysis progressed,
additional articles not captured by the search were
identified in the reference lists of the original 78,
generating 65 further articles. This strategy ensured
we gathered key publications centred on CBME
published after 1996 in the English language. Of
the 143 articles included in the archive, 49 were
empirical and 94 were non-empirical. This ratio
aligns with the widely acknowledged reality that
much of the literature examining the conceptual
nature of CBME is non-empirical.4,10,11 Appendix S1
(available online) maps the process by which
articles were screened for inclusion and
Appendix S2 lists all 143 sources included in the
archive.

Search strategy and inclusion criteria
Foucauldian critical discourse analysis
We assembled a comprehensive textual archive of
articles focused on CBME in the medical education
literature. Our starting point was a search strategy
developed for a planned systematic review, on which
the senior author (AK) of this paper is a
collaborator, regarding the effectiveness of

Several broad research questions guided our
analysis: (i) What are the dominant discourses
underlying the CBME literature? (ii) How are the
discourses used? (iii) What assumptions underpin
these discourses?
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Consistent with Foucauldian principles,20,25,26 the
analysis was a collaborative process advanced by
iterative close readings of the texts and formative
group discussions. One research team member (VB)
read the full text of each article and coded
recurring statements and concepts. A coding
framework was established using an interpretive,
data-driven approach, wherein related concepts
were grouped as discursive patterns. The coding
framework was an evolving entity propelled by
continued exploration of the archive and regular
team meetings. Once each text was coded, we
examined how, and for what purposes, discursive
trends were used in different types of scholarly
articles. We then traced recurring arguments and
shifts in these arguments25,34 to explore the
rationales used to legitimise these discursive
practices. We also considered the ways in which
recurrent arguments created a dialogue in the
literature by supporting, contradicting or opposing
each other. In doing so, we problematised how
these practices arise from taken-for-granted
discourses and truth statements. Finally, we
considered the implications of these discourses for
the future of medical education research and
practice. The analysis was organised using Nvivo
qualitative analysis software (QSR International,
Doncaster, Victoria, Australia).

Collectively, these critiques establish a resistance
discourse that challenges the theoretical
underpinnings of competency frameworks. Table 1
outlines the key critiques contributing to the
resistance discourse. Proponents often counter
these arguments by drawing on two repeated
assertions: (i) CBME is difficult to implement and
(ii) misunderstanding CBME is a barrier to
implementation. These interrelated assertions refer
to how the competency-based approach is both
understood and actualised in medical education.
The statements emphasise the challenges of
successfully operationalising the theory of CBME in
practice; they are built on the assumption that if
issues arise, those involved are the source of the
problem, not CBME itself. Although the obstacles
associated with implementation and interpretation
are valid concerns and imperative topics of inquiry,
the repeated use of these assertions functions as a
discursive strategy with broader implications for the
boundaries of thought and speech. As we will
demonstrate using excerpts from the literature, this
rhetoric reduces conceptual critiques to matters of
poor implementation or misunderstanding, and,
consequently, deflects attention away from the basis
of CBME.

FINDINGS

We present four representative examples that each
highlight a pattern found in a broader range of
literature. The following examples illustrate some of
the most direct instances of the ‘dialogue’, wherein
an article explicitly references and responds to a
critique of CBME. We structure each example by
first outlining the key critiques made in a text
critical of the approach, and then showing how
those critiques are addressed in a text supportive of
the approach. In Foucauldian CDA, written or
spoken text is the source of data. Thus, in keeping
with the methodology, we share our findings
through the use of quotations from the archive.

Within the scholarly literature, which contains many
genres and perspectives, most authors recognise the
conceptual nature of CBME as an outcomes-based
approach to the design, implementation and
assessment of medical education curricula using a
structuring framework of competencies.3
Competencies are predominantly understood as
observable and measurable abilities that, when
actively integrated in practice, constitute physician
competence.3 Nevertheless, not all authors accept
the conceptual premise underlying competency
frameworks, nor their implementation in medical
education. The literature is characterised by a
visible divide between texts for and against CBME.
To identify the discourses underpinning the
literature, we traced these arguments and the
resulting ‘dialogue’.
A discursive ‘dialogue’ underpinning the CBME
literature
Detractors of CBME present a number of critiques
questioning the conceptual nature of the approach.
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Tracing the ‘dialogue’ through the literature: four
examples

The first representative article13 challenges the
conceptual underpinnings of CBME by rejecting the
practice of engaging in ‘professional education
based upon an inappropriate epistemology of
competency’, in which other forms of learning
discourse are unable to bring their insights. The
text cautions that this practice ‘runs the serious risk
of negating a deep and reflective engagement with
a professional practicum’. Further, the article
questions the behaviourist assumptions supporting
CBME, suggesting they ‘limit reflection, intuition,
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experience, and higher order competency necessary
for expert, holistic, or well-developed practice’. With
regards to assessment, the article warns of only
asking ‘questions related to those things that may
be more easily measured’. It extends this argument
to suggest objective measurements cannot capture
all the abilities we are interested in, such as higherlevel competence.

assessments, stating ‘there are no objective criteria
by which we may determine someone’s
competency. [. . .] In all cases, when closely
examined, the subjective element of the competent
judge is always present’. The paper concludes by
suggesting that medicine is a moral pursuit and the
objective, action-focused competency model cannot
embody this view.

In directly referencing this article, a second text35
questions the ongoing CBME debate by asking, ‘do
these two groups of authors fundamentally disagree,
or is there misunderstanding because they speak a
different language when it comes to defining
competency? It seems time to take a closer look at
the confusion about competence terminology’. This
excerpt reduces the arguments of the former article
to a matter of misunderstanding caused by
confusion over the language of competence. It
suggests the construct being critiqued is not truly
CBME, but a misinterpreted imitation. This
assertion functions as a discursive strategy deflecting
critical attention away from the conceptual premise
of CBME.

A responding paper36 quotes the previous text and
replies by stating, the argument ‘resonates with
others who experience the practice of competencebased training as checking boxes on checklists
rather than assessing the outcome of training in
preparation for practice’. By distinguishing the
practice of checking boxes from CBME, this
quotation recasts the critiques of the former paper
as an issue of poor implementation. This rhetoric
suggests this version of CBME is not reflective of
the ‘true’ approach. In subsuming behaviourist
critiques as a problem of operationalising
competency frameworks in practice, this discursive
strategy effectively buffers the approach from
critical appraisal.

A third paper14 from the archive questions the
core assumptions of CBME by targeting its
behaviourist underpinnings. Behaviourist theories,
transposed into medical education, tend to reduce
holistic expertise to a ‘series of discrete tasks’ and
ignore the connections that make these tasks ‘a
purposeful whole’. The text explains that the
‘concept of competency is useless for assessing the
education of the professional’ because it ‘fails to
address the most important things about a
physician’. This line of reasoning rejects objective

Another text in the archive, a review15 of existing
literature on CBME, intends to evaluate the role of
competency frameworks in medical education by
discussing their strengths and limitations. The text
summarises the perceived benefits and pitfalls by
stating, ‘the competency-based approach potentially
leads to individualised flexible training, transparent
standards, and increased public accountability. If
applied inappropriately, it can also result in
demotivation, focus on minimal acceptable
standards, increased administrative burden, and a

Table 1

Key conceptual critiques of competency-based medical education found in the archive

Epistemological critiques
Competence is

The learning

Behaviourist critiques
Competence

Competence cannot

It is not possible

Not all

Measurable

socially constructed

process

is not

be broken down

to identify and

aspects of

pieces of

and reflective of

is as important

solely

into a series

define all

competence are

performance

dominant values

as the

individual,

of discrete

competencies

observable and

cannot

and power

outcomes

but also

competencies

necessary

measurable

constitute

relations

collective

to be a

the skill

competent

and ability

physician

of a
competent
physician
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reduction in the educational content.’ The review
concludes by suggesting, ‘we should be cautious of
applying the competency-based approach universally
unless robustly defined higher order competencies
are available’.
A corresponding commentary37 directly responds to
this review by noting the ‘controversy over the
competency-based approach [. . .] centres on a lack
of consensus over what the term means’. The
commentary reduces the theoretical dialogue to ‘a
fruitless debate about the meaning of competencybased education [which] is likely to detract from
the real challenges in the next decade’. In using the
assertion that a multiplicity of definitions prohibits
implementation, these quotations position CBME
and ‘the reductionist approach to competence’ as
two distinct constructs. This discursive strategy
reduces the concerns expressed within the review to
a matter of misunderstanding and distances CBME
from the reductionist critique by claiming the
construct in question is a wrongly interpreted
version. Again, this rhetoric directs attention away
from the core nature of CBME.
The final example is drawn from a systematic
review16 of published evidence on competencybased assessment, which focuses on the behaviourist
basis underpinning these assessment practices. The
systematic review finds that the ‘literature to date
has not yielded any method that can assess the six
ACGME general competencies as independent
constructs’. Rather, most competency-based
assessments likely measure either a single construct
or multiple constructs that do not clearly map onto
the ACGME framework. The study concludes by
stating, if the ‘six core competencies cannot be
measured independently of one another, there [is]
little practical utility in specifying them as
independent criteria of competence’.
In a responding article38 aiming to refute the
findings of the systematic review, the text
acknowledges critiques regarding the risks of
‘anatomizing clinical competence’, but focuses on
responding to ‘the nihilistic din that the
instruments currently available are inadequate for
evaluating residents’. The text reads, ‘the biggest
problem in evaluating competencies is, in our
opinion, not the lack of adequate assessment
instruments but, rather, the inconsistent use and
interpretation of those available by unskilled faculty.
We do not make this claim pejoratively. Nor do we
fail to recognise the commitment and effort of
faculty’. In this quotation, the evidence-based
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critique of the previous study is subsumed by the
rhetoric of implementation and interpretation. The
core nature of CBME is shielded from critical
appraisal because faculty members are positioned
as the source of the problem, rather than CBME
itself.
Examining the evidence supporting the discursive
strategy for CBME
After tracing the ‘dialogue’ between critical and
supportive texts, we took a step back to explore
the origins and reproduction of the discursive
strategy in the literature. To do so, we examined
the references cited whenever the assertions
regarding implementation and interpretation were
present in the archive. We found these assertions
were predominantly raised in non-empirical
position pieces and commentaries. The statements
were consistently unsupported by empirical
evidence. They were either unreferenced or
supported by citations of other position pieces
and commentaries, except for a few instances
wherein literature reviews were cited specifically as
evidence for the plurality of definitions of CBME.
Figure 1 maps these referencing patterns.
Although there is a growing body of literature
empirically examining the challenges associated
with implementation,39–43 this research was not
used as evidentiary support. Limitations imposed
by journals on the number of words or references
per article may, in part, play a role in the paucity
of citations. Nevertheless, using unreferenced
claims to dismiss a multifaceted resistance
discourse is problematic. The texts are situated in
an evidence-based paradigm by insisting
conceptual critiques lack evidence, yet they neglect
to cite evidence themselves. Based on referencing
patterns, the rhetorical claim that concerns related
to CBME are the result of implementation or
interpretation is simply that: rhetoric, unsupported
by empirical evidence. This practice is a key
feature of the discursive dialogue underpinning
the CBME literature.
Examining the evidence supporting the resistance
critiques of CBME
After mapping the evidence behind the discursive
strategy, we turned our attention to the evidence
underpinning resistance critiques of CBME. These
arguments were predominantly rooted in an
analysis of the epistemological and theoretical basis
of competency frameworks. We found that each of
the 33 articles in the archive that contributed to
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Figure 1 Analysis of references cited when assertions regarding implementation and interpretation were present in the archive

the resistance discourse cited six to 10 references
in support of a key argument. Although these
critiques were not usually supported with

references to specific empirical studies, they drew
from a different type of evidence: longstanding
scholarly conversations and well-established
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conceptual theories about competency-based
education. This research reflects a long history of
consideration of the approach outside the field of
medicine, stemming from disciplines such as
philosophy, psychology, sociology, history and
education. This body of knowledge, which spans
seven decades, was leveraged predominantly by the
resistance discourse. Table 2 outlines a selection of
exemplar publications drawn from the range of

theoretical literature cited in support of
epistemological and behaviourist critiques of CBME
in the archive.

DISCUSSION

We conducted a Foucauldian CDA to explore how
CBME has been imbued with discursive power.

Table 2 Examples of references cited in support of epistemological and behaviourist critiques of competency-based medical
education in the archive
Epistemological critiques
Barnett R. The Limits of Competence: Knowledge, Higher Education and Society. Buckingham, UK: Society for Research into Higher
Education & Open University; 1994.67 *
Elliott J. Competency based training and the education of professions—Is a happy marriage possible? Buckingham: Open University
Press; 1991.68
Eraut M. Developing professional knowledge and competence. London: Falmer Press; 1994.69 *
Grundy S. Curriculum: Product or Praxis. London: Routledge Falmer; 1987.70
Lave J, Wenger E. Situated learning. Legitimate peripheral participation. Cambridge: Cambridge University Press; 1991.71
Polanyi M. Personal knowledge: Towards a post-critical philosophy. Chicago: University of Chicago Press; 1958.72 *
Schon DA. The Reflective Practitioner. Aldershot, UK: Arena Books; 1991.73 *
Skilbeck M. Ideological education theories. In: Skilbeck M, ed. Curriculum Design and Development, Course E203, Unit 3. Buckingham:
Open University Press; 1976.74
Thornton T. Tacit knowledge as the unifying factor in evidence-based medicine and clinical judgment. Philos Ethics Humanit Med.
2006;1(2):1–10.75 *
Wagner RK, Wagner SRJ. Practical intelligence in real-world pursuits: The role of tacit knowledge. J Pers Soc Psychol. 1985;49:436–58.76 *
Wenger E. Communities of practice. Learning, meaning and identity. Cambridge: Cambridge University Press; 1998.77
Behaviourist critiques
Arnold L. Assessing professional behavior: Yesterday, today, and tomorrow. Acad Med. 2002;77:502–515.78 *
Bloom BS. Taxonomy of educational objectives. Handbook I: Cognitive domain. New York: David McKay Company; 1956.79
Hodkinson P., Issitt, M. The challenge of competence: Professionalism though vocational education and training. London: Cassell; 1995.80
Hyland T. Competence, knowledge and education. Journal of Philosophy of Education. 1993;27(1): 57–68.81
Hyland T. Competence, education and NVQs: Dissenting perspectives. London: Cassell; 1994.82
Mansfield B. Competence and standards. In: Burke JW, ed. Competency based education and training. Lewes: Falmer Press; 1989.83 *
Mitchell L, Wolf A. Understanding the place of knowledge and understanding in a competence based approach. In: Fennel E, ed.
Development of assemble standards for national certification. Sheffield: Employment Department; 1991. 25–9.84 *
Pearson AT. The competency concept. Educ Stud. 1980; 11(2):145–52.85 *
Skinner BF. Walden two. New York: Macmillan Publishers; 1976.86 *
Stenhouse L. An introduction to curriculum research and development. London: Heinemann; 1986.87
Tyler RW. Basic principles of curriculum and instruction. Chicago: The University of Chicago Press; 1949.88
Table 2 outlines a selection of exemplar references cited in articles from the archive that contributed to the resistance discourse. These
articles draw from a large body of literature originating from a range of fields, including philosophy, psychology, sociology, history,
education and medicine. This collection of citations illustrates that the evidence underpinning epistemological and behaviourist critiques
stems from theoretical literature spanning multiple decades and disciplines.
* References cited by at least one of the four texts13–16 shared as examples in the Findings. These references were also cited by other
texts in the archive.
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Moving through the textual archive, it became clear
that a resistance discourse has advanced an array of
conceptual critiques related to CBME. The CBME
discourse has often responded to these, not with
evidence, but with a clear discursive strategy that
minimises these critiques and deflects attention
from the underlying concept of competency
frameworks. As part of this process, concerns
related to CBME are attributed to two practical
problems: implementation and interpretation. We
argue this process contributes to a discourse of
infallibility of CBME.
The discourse of infallibility of CBME
In reframing conceptual critiques as matters of
implementation or interpretation, the discourse of
infallibility establishes a discursive buffer that
shields CBME’s core assumptions from negative
appraisal. This practice silences critical voices and
hinders a rigorous examination of the competencybased approach. In this way, the discourse of
infallibility strengthens CBME by constructing it as a
‘truth’ that cannot be questioned. As such, the
competency-based approach comes to be perceived
as a rational and inevitable advancement in medical
education. Pinpointing the constructed and
rhetorical nature of CBME, as well as how it comes
to be understood as ‘true’, allows us to problematise
unsupported claims; it also highlights such practices
of critical analysis as a fundamental responsibility of
medical educators and researchers.28
Authorised and unauthorised critiques of CBME
CBME, like any social construct, is a product of
‘power and knowledge relationships founded on a
series of repeated and legitimised statements’.26
Tracing the discourse of infallibility uncovers how it
is propelled by a discursive strategy used in the
‘dialogue’ between texts critical and supportive of
CBME, and how it operates as a legitimised
statement of truth. From this perspective, it
becomes clear which lines of reasoning are
perceived as true or untrue, legitimate or
illegitimate, and authorised or unauthorised in the
CBME literature. The discourse of infallibility
positions implementation and interpretation as
both legitimate and legitimated concerns related to
the theory and practice of competency frameworks.
Yet other defensible concerns, particularly
conceptual inquiry grounded in epistemological and
behaviourist issues,13–16 have not been legitimated
within these discursive boundaries. In keeping with
Foucault’s nomenclature of authorised truth

statements, these forms of criticism are therefore
unauthorised within the bounds of the discourse of
infallibility. Mapping the predominance of a
particular statement of truth unearths a clear
distinction between critiques of CBME that are
legitimate and authorised, and critiques that are
legitimate but unauthorised.
The sharp division between authorised and
unauthorised criticism illustrates the power of a
truth statement to define the boundaries of what
can and cannot be said about CBME. It is
through this power dynamic that authorised
critiques have the ability to silence, or simply
ignore, alternative views. These discursive
boundaries contribute to the dismissal of
epistemological and behaviourist concerns
advanced by the resistance discourse, leaving them
largely unaddressed in the literature. This
disregarded body of work raises valid arguments
that rigorously question the foundational tenets of
CBME,13–16 as well as the paucity of evidence
supporting the paradigm shift.4,10,11 Such
questioning is essential to understand whether and
how CBME will realise its stated promise and
potential. Thus, CBME can only be critiqued
within the confines produced by the statement of
truth and upheld by the discourse of infallibility.
This dividing practice ‘shapes and limits the ways
individuals and institutions can think, speak, and
conduct themselves’.24 Over time, this causes
certain forms of knowledge and ways of knowing
to become more acceptable, and others less so.44
These boundaries make possible the very existence
of specific institutions. From this perspective,
CBME is made possible by the recurring claim
that the construct’s primary issues are its practical
implementation and interpretation.
The same dividing practices that shape what can
and cannot be said about CBME also inform who
can and cannot say it. Socially constructed
constraints on thought and speech invest certain
groups of individuals with power, which ultimately
determines who has the authority to write or speak
about CBME. Those whose scholarly opinions align
with the dominant discourse are accorded
legitimacy, whereas other voices are suppressed.
Further, individuals’ positions within the structure
of medical education can influence what they are
able to say, and on what grounds they may say it.45
It is perhaps not surprising, when considering this
dynamic from a Foucauldian perspective, that many
authors using the discourse of infallibility are
affiliated with organisations that promote the
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competency-based approach and are invested in its
uptake in medical education. Although this group
does not necessarily strive to maintain the
distinction between authorised and unauthorised,
the discourse influences the group’s thinking and
writing such that this undercurrent is perpetuated,
whether consciously or not. Over time, these power
structures have become normalised in the medical
education literature. The bibliographic analysis in
Figure 1 illustrates the result of this normalisation
process. It indicates that the assertion implementation
and interpretation are the only legitimate concerns related
to CBME is now so taken for granted it does not
require supporting empirical evidence in academic
publications.
The discourse of infallibility as a faux resistance
According to Foucault, power often manifests in the
form of a strategy rather than a possession, diffused
throughout a complex system of discourse.46 As
both legitimate and legitimated concerns related to
the operationalisation of competency frameworks,
implementation and interpretation act as an outlet
through which users of CBME can channel potential
frustration. The authorised critiques provide users
with a scapegoat to bear the blame when challenges
arise in the sustained practice of CBME. In this way,
implementation and interpretation appear to be,
and partially function as, a resistance discourse.
However, these seemingly negative proclamations
operate within the discourse of infallibility to
protect CBME by distracting users from more
substantial issues. The authorised critiques are a
faux resistance in that they seem to be implicated in
an opposing discourse, yet instead strengthen and
preserve the notion that CBME is infallible. This
apparent contradiction has immense productivity in
increasing the dominance of CBME. Disguised as a
form of opposition, the discourse of infallibility can
operate unarticulated and unrecognised in the
literature. Thus, the discourse is perpetuated by the
way its faux resistance facßade prevents the concept
of CBME from being questioned in a robust,
empirical manner.

IMPLICATIONS FOR MEDICAL EDUCATION

In discussing the production and propagation of
the discourse of infallibility, we do not suggest it is
used consciously or intentionally. Rather,
Foucauldian CDA illuminates how ‘individuals are
embedded in the discourses of their times’,
meaning ‘the social construction and uptake of
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language cannot be divorced from its context, nor
can unintended effects be predicted in advance’.31
Similarly, we do not argue that individuals
implicated in discourses actively associate their work
with either dominant or resistant ways of thinking.
Indeed, CDA can over-emphasise the dichotomy
between dominant and resistance discourses when
making visible the integral link between language
and power. Nevertheless, CDA reminds us that
language cannot be considered neutral because it is
inextricably tied to its social, political and historical
formations.31 In examining the intersections
between discourse, practices and power, CDA does
not address the local level. Rather, it attends to the
societal level by considering how and why groups of
individuals are implicated in taken-for-granted
practices. We suggest, then, that individuals’ use of
the discourse of infallibility or the opposing
resistance is not a matter of intent, but a direct
consequence of their engaging with medical
education research and practice during the
conception, development and implementation of
the competency-based approach.
In deconstructing the ‘dialogue’ underpinning the
CBME literature, we do not claim to operate
outside the bounds of these discourses. Like all
individuals, our thinking and writing are inevitably
tied to the discursive structures of our context and
time. We sought distance from these institutional
influences by forming a team with varying positions
in relation to CBME, including two members (VB
and PT) unfamiliar with the approach prior to the
onset of the study. This purposeful decision helped
de-naturalise practices that may seem normal to
individuals steeped in certain discourses on a more
continual basis. Although we endeavoured to
maintain a reflexive consideration of our own
positionalities throughout this study, we cannot
entirely disentangle ourselves from the discourses
within which we operate. CDA offers a strong
conceptual and methodological framework to guide
this process, but it too rests on a set of assumptions
that serve as a basis for understanding the world.
This research is inevitably implicated in those
assumptions.
Our study highlights how important lines of inquiry
were often unaddressed in the literature. This body
of work raised legitimate arguments questioning the
theory and practice of competency frameworks in
medical education. These arguments, although
often not based in empirical research, were
advanced by long-standing and well-developed
theoretical consideration. Moving forward, we
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propose reframing the unauthorised critiques as
valid research questions. Using past knowledge from
other fields as a foundation, the critiques offer
valuable entry points for rigorous examinations of
the assumptions underpinning the competencybased approach in medical education. Creating a
space that attends to varying perspectives and
reflects on the assumptions grounding these
perceptions is crucial to advancing the scholarly
conversations surrounding CBME. As a research
community, engaging in open and reflective
dialogues that productively question the
competency-based approach may allow us to
strengthen our understanding of its design,
development and implementation in medical
education.

2

3

4

5
6

7
CONCLUSION

Our use of Foucauldian CDA illuminates how
CBME is made possible by a complex system of
discourse propelled by a recurring discursive
strategy. In uncovering the discourse of infallibility,
we make visible the means by which the discourse is
sanctioned, the types of criticism of CBME that are
accepted as true, and the social practices that
extinguish unauthorised ways of thinking. In
positioning CBME as infallible, the discourse can
prevent a rigorous examination of the approach.
We suggest re-approaching the conversations
surrounding CBME as starting points for empirical
inquiry, driven by the aim to collectively advance
medical education research and practice.
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