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Methods: A 30-question online survey was emailed to European Union of
Medical Specialists (UEMS) ophthalmology section delegates, European
Board of Ophthalmology Diploma (EBOD) examiners and presidents of
ophthalmology societies affiliated with UEMS/EBO.

Results: A total of 230 ophthalmologists with an average age of 54.7 years [30—
77] and from 28 countries completed the survey. Half of them had been involved
as medical educators for more than 10 years. The majority (74%) exercised their
educational role in a University Hospital. Ninety six percent of them dedicated
less than 50% of their activity to teaching. A third dedicated more than a half of
their activity to patient care. The teaching of skills reported (medical, surgical,
research, attitudinal and theoretical knowledge) was significantly better
applied than their assessment. While 91% of the respondents found it necessary
to harmonize European Training Requirements (ETR) in ophthalmology,
competency-based education concepts were rarely implemented in their
country (for instance, 8% for CBME; 6% for entrustable professional activities
(EPAs) and 3% for ETR).

Conclusions: Despite considerable diversity in European residency programmes,
post-graduate medical education leaders in ophthalmology agree on the need to
find a platform for equivalence in the content of the basic training requirements
that constitute the professional identity of a practicing ophthalmologist.
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1 | INTRODUCTION

The design of a high-standard and thoughtful ophthal-
mology curriculum is required to help ophthalmologists
reach a high level of medical and/or surgical compe-
tence, and consequently improve patient vision care.
International awareness of this need has led to the de-
velopment of competency-based medical education
(CBME), an outcome-based training model, and the
establishment of key competencies to reshape residents'
curricula in ophthalmology, proposed by regulatory and
accrediting bodies (Wentzell et al., 2020).

The European countries have shown their ambition
to harmonize education and training in ophthalmol-
ogy, particularly through the founding of the European
Board of Ophthalmology (EBO) by the Ophthalmology
Section of the European Union of Medical Specialists
(UEMS) in 1992. The core mission of the EBO is to guar-
antee the highest standards of care in ophthalmology in
EU countries by ensuring a high level of training. While
ophthalmology residency duration is not the same in all
EU countries, and surgical training exposure may dif-
fer (Ni Dhubhghaill et al., 2023), every resident in the
European Union must achieve the same level of medi-
cal knowledge, assessed by a single final examination:
the EBO Diploma (EBOD) examination, a similar na-
tional or international examination, or both (Mathysen
et al., 2016). In some countries, the EBOD has replaced
the national examination (Cornel, 2015). In this diverse
context of ophthalmological education, it is time for the
EBO and UEMS ophthalmology sections to harmo-
nize the residency training curriculum across Europe
and to create and promote their European Training
Requirements (ETRs).

ETRs should be designed to harmonize post-graduate
medical education (PGME), which has recently been
moving towards CBME (Frank et al., 2010; Orgill &
Simpson, 2014), and guide a curriculum for residency
training. Specialisttraininginophthalmologyshould have
a structured design that facilitates building knowledge
and understanding of the discipline, developing clinical
skills and professional identity (i.e. attitude, soft skills) at
a level appropriate for an independent ophthalmologist
(International Council of Ophthalmology, 2006). Several
frameworks of competencies exist, describing the profes-
sional abilities to develop across all medical education
stages until retirement, such as the CanMEDs (Frank
et al., 2015), the ACGME framework (Edgar et al., 2020)
and Miller's Pyramid, a hierarchical framework for clin-
ical skills assessment (Miller, 1990).

Rather than being time- and content-based, profes-
sional identity can be underpinned by an outcomes-
based curriculum that relies on the demonstration of
performance of Entrustable Professional Activities
(EPAs) (Ten Cate, 2013). EPAs refers to a framework
within medical education where trainees are evaluated
on their ability to perform certain critical tasks. As dis-
crete, observable units of professional practice, they re-
quire simultaneous proficiency in several competencies,
combine knowledge and skills and define professional
identity. They translate competencies into practice (Ten
Cate & Schumacher, 2022).

Five entrustment levels of practice supervision have
been described for EPAs: (1) observation but without
execution; (2) execution of EPAs with direct, proactive
supervision; (3) then reactive supervision upon request;
(4) unsupervised practice entrusted to a sufficiently com-
petent resident; and (5) supervision of junior residents.
EPAs are the mainstay for workplace-based assessment
(WPBA) and by defining performance expectations, they
articulate residents, public stakeholders and curricula
training outcomes (Dent et al., 2023).

To ensure best practices and high standards in the
training of health professions for the best quality of ser-
vices and patient care, there is a great need for consensus
among EU countries for the implementation of CBME
and all the above-mentioned concepts.

Given the need to harmonize the training in Europe
and create ETRs, our study aimed to (i) better under-
stand the national specificities of PGME in ophthalmol-
ogy and (ii) share the recent evolutions of CBME with
the implementation of EPAs and programmatic assess-
ment in EU countries.

2 | MATERIALS AND METHODS
2.1 | Questionnaire creation, dissemination
and data collection

An anonymous 30-question survey entitled ‘European
Training Requirements for Ophthalmology (Charter
for Residency Training in European Community.
Chapter 6)’ was created by the EBO and UEMS ETR
core working group (H.P.F., R.I., D.C., WA. T.B)
(Table SI). The content and face validity of the survey
were reviewed by the EBO executive and advisory
committees. The final version of the questionnaire was
prepared on an electronic platform (SurveyMonkey
Europe UC; Dublin, Ireland). Invitations to complete
the survey were sent by email on 20 November 2023
to ophthalmology and medical education leaders,
representing the UEMS ophthalmology section, EBO
national delegates, national societies presidents and
presidents of the European ophthalmology societies
(EUPO, EGS, ESCRS, ESOPRS, ESOP, Euretina). Two
follow-up reminders were sent via email. Participants
were offered no compensation. The survey was closed
on 22 December 2023. No identifying data apart from
the city and country of the respondents were collected.
Consent to use participants responses was obtained
via the final question of the survey. This study was
approved by the Ethics Committee of the French Society
of Ophthalmology (IRB 00008855 Soci¢té Francgaise
d'Ophtalmologie IRB#1).

2.2 | Statistical analysis

Quantitative variables for general characteristics of the
participants were expressed as means with standard
deviation, proportions and medians, with 25th and 75th
percentiles. Qualitative variables were extracted from
participants' responses on 5-point Likert scales and
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numerically converted (from —2 to 2) for the statistical
analyses. The corresponding qualitative responses from
the original survey were given in each Figure and Table
legend for more clarity.

Responses were dichotomized between ‘positives’
(i.e. 1 and 2 on the Likert scales, corresponding respec-
tively to ‘agree’ and ‘strongly agree’, or 250%-75% and
above) and ‘negative’ responses (i.e. =2, —1 and 0 on
the Likert scales). Distributions of dichotomized an-
swers were compared with uniform distribution using
Pearson's Chi-squared test. p-values were converted
in Z-score and results were considered if the Z score
was >|2|. Questions with less than 10 responses were not
analysed.

Responses were averaged by country for statistical
analyses conducted on the entire sample. Comparisons
between countries were made using the raw data, with-
out calculating the mean values of responses.

Distribution of quantitative variables was assessed
using a Shapiro-Wilk test. Comparisons were then
performed with Student's r-test, when the variable
was normally distributed, or Mann-Whitney U-test.
Results were considered if p<0.05 with Bonferroni cor-
rection when applicable. The analyses were carried out
with JASP Team (2022). jasp (version 0.16.4) [Computer
software].

3 | RESULTS
3.1 | General characteristics and activity
distribution of respondents

The survey was sent to 546 participants who met the entry
criterion. A total of 234 responses were received. Four
surveys were excluded: three of them were duplicates
(surveys received twice from the same respondent)
and one respondent had not given written consent
for the use of answers. Finally, 230 surveys completed
by ophthalmologists from 28 different countries were
analysed. The response rate was 42.1%.

The characteristics and profiles of the respondents
are summarized in Table 1.

3.2 | Analysis by country
The distribution of respondents' activity by country is
detailed in Table 2.

Of the 28 countries included, the University Hospital
was the primary workplace reported in 23 of them (82%).
Respondents from Portugal, Slovakia, Switzerland and
the United Kingdom (UK) reported private practice as
their main activity (75%, 50%, 50% and 58%, respec-
tively), while respondents from Austria worked mainly in
non-University Hospitals (57%). Only three countries re-
ported healthcare system activity (Belgium, Turkey and
the United Kingdom: 12.5%, 10% and 42% of the activity,
respectively), and one, humanitarian activity (Belgium:
12.5%). In each country, the participants were mainly
clinical educators. The main role reported in the Czech
Republic and Romania was chair of the department

(100% and 67%, respectively); academic in Italy, Latvia,
the Slovak Republic, Slovenia and Turkey (55%, 100%,
100%, 100% and 80%, respectively). Participants from
Poland and Turkey stated that they had been in medi-
cal education the longest (1.67+0.58 with 100%>30years
and 1.2 £0.63 with 90%>30years, respectively).

Patient care was the main activity in all countries
represented. In most countries, more time was spent
on medical activity. However, Denmark, Finland,
Germany, Ireland, Italy, Poland, Portugal, Romania,
Slovak Republic and the United Kingdom spent more
time on surgical activity.

3.3 | Participants' evaluation of skills
(teachingand assessment) and theimplementationof
competency-based concepts implementation

Fifty percent of participants reported their teaching
activity to be part of a hospital programme accredited
by a national authority. Participants either agreed
or strongly agreed that medical, surgical, research,
attitudinal and theoretical knowledge skills were taught
in their hospital in 100%, 64%, 39%, 21% and 71% of
cases, respectively. These skills were significantly less
frequently assessed than taught (43% vs. 100%, p<0.001;
25% vs. 64%, p<0.001; 11% vs. 39% p<0.001; 11% vs. 21%,
p<0.001; and 21% vs. 71% respectively). Evaluations for
teaching and assessing these five skills are detailed for
each country in Table S2.

When comparing the skills together, medical skills
were taught significantly more often than other skills.
They were assessed significantly more often than others,
with the exception of surgical skills (p>0.05) (Figure 1).

Among all participants, 82% reported having heard
of the ETR concept, while this percentage was 61%,
39%, 21%, 43% and 43% for CBME, EPAs, CanMeds
framework, ACGME competencies framework and
Miller's pyramid of clinical competence, respectively.
Considering all of these concepts, less than 8% of par-
ticipants in Europe reported implementing them (8%
for CBME; 6% for EPA and Miller's Pyramid; 5% for
CanMeds and ACGME; and 3% for ETR).

Per country, the analysis revealed a higher implemen-
tation rate of these concepts in three countries: United
Kingdom (50% for CBME, 47% for EPAs, 33% for
Miller's Pyramid), Netherlands (40% for EPAs and 30%
for CanMeds) and Ireland (33% for CBME, CanMeds,
ACGME and Miller's Pyramid). On the other hand, in
Estonia, Denmark, Poland, Romania and Slovenia,
none of these concepts were used, although all partic-
ipants (100%) declared that their implementation was
necessary (see Figure 2).

Ninety-one percent of participants agreed or strongly
agreed that it is necessary to harmonize the ophthalmol-
ogy training requirements in European countries, and
69% estimated that it would be feasible to achieve this
goal in Syears by the national authorities, accepting and
implementing the ophthalmology ETRs.

Fifty-nine percent of participants (n=137) affirmed
they would like to be part of the working group tasked
to describe the ETRs for ophthalmology and 78% would
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TABLE 1 General characteristics, activity and educational role of responders.

General characteristics of responders
No. of responders
No. of countries
Mean age of responders, years + mean [range]
No. of females (%)
Involvement as medical educator since, 7 (%)*
>5years
6-10years
11-19years
20-29years
>3(0years
Duration of residency in their country, n (%)
2years
3years
4years
Syears
>5years
Main activity and educational role of respondersb
Mainly work in
Private practice
University Hospital
Non-university Hospital
Health care system
Military
Humanitarian medicine
Research
Role in medical education
Clinical educator
Chair of department
Residency programme director
Researcher
Academic
Activity distribution”

Answers going from 2’ to =2’ (2=76%—-100%, 1 =51%—

75%; 0=26%—-50%, —1=1%—-25%,; —2=0%)
Dedicate professional time in
Care
Teaching
Research
Humanitarian medicine
Team management
Legal medicine
Clinical activity distribution
Medical ophthalmology
Surgical ophthalmology

Fellowship and support
Answers going from 2’ to ‘-2’

(2=Strongly Agree; 1= Agree; 0= Neutral, —1 = Disagree;

=2 = Strongly disagree)

Subspecialty fellowship recommended

Supported to develop competencies as medical educator

230
28

54.7+7.3 [30-77]
77 (33%)

3 (1.3%)
44 (19.3%)
65 (28.5%)
76 (33.3%)
40 (17.5%)

3(1.3%)
5(2.2%)
95 (41.5%)
77 (33.6%)
49 (21.4%)

Mean percentage + standard deviation

23 +21
73 £21
12+17
4+£10
0.2+1
1+3

6+12

73 £25
38 +30
24 +19
32422
53430
Median [25th:75th]

0.58 [0.24:1.0]

~0.62 [-1.0: —0.4]
~1.0 [-1.0: —0.94]
~1.8 [-2.0: —1.44]
~1.0 [-1.0: —0.74]

~1.76 [-2.0: —1.61]

0.32[0:0.5]
0.12 [-0.02: 0.5]
Median [25th:75th]

1.18 [0.97: 1.39]
0.85[0.5: 1.0]

Y21 (% 250%-75%)

32%
0%
0%
0%
0%
0%

7%

10%

%21

(Yo 2Agree)

80%
46%

407

Z score

1.57

5.16¢
5.16°
4.56¢
4.97°
4.55¢

4.39¢
4.0¢
Z score

7

8.8¢
0.54

Note: In 96% of cases, residency duration was greater than or equal to 4years. Three participants indicated a residency duration of 2years (Belgium, France and
Germany), and five participants of 3years (Denmark, Finland, Germany, Ireland and Switzerland). The majority (74%) identified their main activity and educational
role to take place in a University Hospital. The majority declared themselves as clinical educators (73%) or academics (53%). Appropriate support from the university of
the workplace to develop their competencies as medical educators was reported in 46% of cases. Concerning participants' activity distribution, patient care represented
51%-75% of the activity for 32% of the participants, while teaching represented less than 50% of the activity in 96% of the participants (less than 25% in 36%). Research,
humanitarian medicine, team management and legal medicine represented less than 25% of the activity in 71%, 96%, 56% and 96% of the participants, respectively.
Surgical and medical ophthalmology were reported to represent more than half of the clinical practice of the participants in 10% and 7% of cases, respectively.

“Number of responders for this question was 228/230 (two participants did not answer the question in the survey).

Due to unequal number for participants per country, mean participants' results per country were used to overcome fixed effect.

“Significantly different from hazard.
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For all skills: Surgical Skills
250
*

m Strongly Agree r 1
Agree 200 l
Neutral

150
Disagree

W Strongly Disagree 100

50

Medical Skills
250

150

100

50

Taught Assessed Supported Assessed

For theorical
Knowledge
assessment:

B None 150 150

By concluding
the program

100 100
Annually
= Both 50 50
: I , — 1
Taught Assessed Taught Assessed

FIGURE 1 Responders' qualitative evaluation for skills teaching (« taught ») and assessment (« assessed ») in their workplace including
medical, surgical, research, attitudinal (that is medical professionalism) and theoretical skills. Statistical comparisons of these results were
made using the Wilcoxon signed-rank test. Continuous black lines are used for skills taught and dotted lines are for skills assessed. Teaching
for one skill was systematically better rated compared to its assessment. Medical, surgical and theoretical knowledge skills seemed better
considered than research and attitudinal skills. *Statistically significant after Bonferroni correction (p<0.001). 'Legend for theoretical
knowledge assessment is as follows: Dark green square=None; light green square=By concluding the programme; orange square=Annually;
red square=Both.

like to learn more about these concepts in a workshop 4 | DISCUSSION

organized by an online EBO UEMS Ophthalmology

Section. Further comments were gathered through an Our investigation confirmed the diversity in European
open-ended question (Q27), which was analysed inde- residency programmes, while there is still a high need
pendently by two authors (H.F.P. and T.B.) using the- and willingness for global improvement in teaching
matic analysis (Table S3). activities. Indeed, teaching activity represented less than
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BELGIUM (N=8)
CanMED: 25%
ETR, CBME,ACGME: 13 %
EPA, Miller P: 0%

UNITED KINGDOM (N=12)
CBME: 50%; EPA: 42%; Miller P: 33%;
ACGME: 25%; ETR, CanMED: 8%*

ACGME: 17%; ETR, EPA, CBME, EPA,
CanMED, Miller P: 0%
Harmonization is necessary: 83%

TOTAL (N=230)
CBME: 8%

SWEEDEN (N= 6)

o1 Harmonization necessary: 88%
Harmonization is necessary: 92%* Y

I Norway ,Iwi?‘ .
ETR 100% r‘gf‘" b
Other 0%

IRELAND (N=3)
CBME, CanMED, ACGME, Miller P: 33%
ETR, EPA: 0%
Harmonization is necessary: 92%

SWITZERLAND (N= 14)
ETR, EPA, CBME, CanMED, ACGME,
Miller P: 0%*
Harmonization is necessary: 93%*

FRANCE (N=37)
Miller’s P: 5%
ETR, CBME, EPA, CanMED, ACGME: 3%*
Harmonization is necessary: 84%*

PORTUGAL (N=7)
ACGME: 17%
ETR, CBME, EPA, CanMED, Miller P: 0%
Harmonization is necessary: 88%

SPAIN (N= 22)
CBME: 14%, ACGME: 9%
ETR, EPA, CanMED, Miller P: 0%*
Harmonization is necessary: 83%"

Croatia -
All 0%
H 100%

ITALY (N= 11)

Malta
All 0%
H 100%

CanMED: 9%
ETR, EPA, CBME, ACGME, Miller P: 0%*
Harmonization is necessary: 100% *

SLOVENIA (N=5)
EPA: 17%; ETR, CBME, EPA, ACGME,
CanMED, Miller P: 0%
Harmonization is necessary: 100%

DENMARK (N=4)
ETR, EPA, CBME, EPA, ACGME,
CanMED, Miller P: 0%
Harmonization is necessary : 100%

EPA, Miller P: 6%

CanMED, ACGME: 5%

ETR: 3%

Harmonization is necessary: 91%

&

Finland
EPA 100%
Other 0%
H 100%

ESTONIA (N=3)
ETR, CBME, EPA, ACGME,

1 H100%

N H100% ~* Slovakia

CanMED, Miller P: 0%
Harmonization is necessary: 100%

NETHERLANDS (N= 10)
EPA: 40%; CanMED: 30%
CBME, Miller P: 10%, ACGME, ETR: 0 %*
Harmonization is necessary: 100%"

Latvia
All 0%

POLAND (N=3)
ETR, CBME, EPA, ACGME,
CanMED, Miller P: 0%
[EVaN Harmonization is necessary: 100%

Lithuania
All 0%

GERMANY (N= 26)
3 CBME: 12%; Miller P: 8%
P EPA, CanMED: 4%
ACGME, ETR: 0%*
Harmonization is necessary: 96%*

Cz Rep
All 0%

AUSTRIA (N=7)
ETR, CanMED, Miller P: 14%
CBME, EPA, ACGME: 0%
Harmonization is necessary: 88%

ROMANIA (N=3)
ETR, CBME, EPA, ACGME,
CanMED, Miller P: 0 %
Harmonization is necessary: 100%

Bulgaria
All 0%
H 100%

TURKEY (N= 10)

Miller P: 20%
ETR, CBME, EPA, ACGME, CanMED: 10%*
Harmonization is necessary: 100%*

GREECE (N=19)
ETR, ACGME, Miller P: 6%
EPA, CBME, CanMED: 0%*
Harmonization is necessary: 100%*

FIGURE 2 The proportion of participants who implemented ETRs, CBMEs, EPAs, CanMEDs, ACGMEs and Miller's Pyramid in their
centres for each country along with the proportion of participants who think harmonization of ETRs in European countries is necessary.
Countries with two or fewer participants are represented in grey rounds. Data for the entire European sample are given in the top right

corner of the figure. *Significantly different from hazard according to Z score ()(2), only applied for countries with more than 10 responders.
ACGME, Accreditation Council for Graduate Medical Education; All, Represents all 6 illustrated concepts; CanMEDs, Canadian Medical
Education Directions for Specialists; CBME, Competency-Based Medical Education; Cz Rep, Czech Republic; EPA, Entrustable Professional
Activities; ETR, European Training Requirements; Miller's P, Miller's Pyramid; H, harmonization is necessary (for countries with two or fewer

participants only); N, number of participants per country.

50% of participants' activity in 96% of cases, and less
than 25% in 36% of cases (Tables 1 and 2). Competency-
based education frameworks were even less implemented
(8% for CBME; 6% for EPAs and Miller's Pyramid;
5% for CanMeds and ACGME frameworks; and 3%
for ETR) (Figure 2). Nevertheless, European residency
programme leaders share the mutual goal of harmonizing
postgraduate medical education in ophthalmology (91%
of the participants). By harmonization, the investigators
and authors mean the realization of a platform that
ensures substantial equivalence of fundamental
standards for defining an ophthalmology specialist,
who can provide high-quality eyecare in any European
country, or worldwide. This is already underway in
several other medical and surgical specialties affiliated
with the UEMS (UEMS, 2024).

Most clinical educators declared that they mainly work
in University Hospitals (73%). This brings an increased
opportunity for residents to develop special skills in re-
search and academic fields. PGME usually represents a
transition from the Universities and Education Ministry
to the Health Ministry tutelage and from there onwards.
The ethos in both learning environments can offer a dispa-
rate assistance component in the second, which seems to be
confirmed in our study. Moreover, respondents ascertain a
good time of their practice in patient care, which ensures
residents a good and varied clinical case exposure.

The duration of the residency programmes still varies
with a tendency to be approximately 4 years. Only eight
participants declared that the duration of residency pro-
gramme in their country was 2 or 3years. However, as
their answers were not in line with those of respondents
from the same countries, one might wonder if they were
mistaken. Indeed, the certification of competent oph-
thalmology specialists at a European level requires the
completion of an entire formal graduated residency pro-
gramme in ophthalmology of at least 4years duration
(Mathysen et al., 2016).

The need to re-enforce learnings from the residency
programme and to further specialize in a particular area
of ophthalmology through a fellowship is also welcomed
by most of the participants, who encouraged subspecial-
ized fellowship after residency in 80% of cases (Table 1).

Assessment drives learning and should guide teach-
ing. Residency programmes with clear, specific, measur-
able, attainable, relevant and time-bound objectives are
more likely to be outcome successful, particularly when
using contextualized competence assessment (Kassam
et al., 2024). Assessment should rely on appropriate tools
and strategies for the goals and objectives defined and
shared among all faculty and residents (Tabish, 2008). In
our investigation, we found a discrepancy between teach-
ing and assessment, especially in learning domains such
asresearch and the attitudinal component of competency.
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This is thus an area of further improvement and inquiry.
The ACGME showed great concern for assessment meth-
ods in medical education, providing recommendations,
methods and tools for competency-based assessment in
medical education in the ‘Assessment Guidebook’, on
which further work on this subject could rely (Holmboe
& Lobst, 2020). This guidebook also introduces EPAs
as a strategy for structuring clinical assessment which
has gained support, describing the essential work of the
profession rather than attributes of the learner provided
by milestones and competencies. Thus, developing EPAs
in European countries might help improve their level of
assessment in medical education.

Contrasting a European wider awareness, imple-
mentation and experience with CBME and its transla-
tion into the practice setting by the EPAs, the United
Kingdom and the Netherlands stood out with a higher
implementation rate (42% and 40%, respectively), which
is likely related to the Western Anglo-Saxon origin of
the concepts (Cate, 2018). Since their introduction in
2005, EPAs have been documented in many specialty
training, including medical (Fessler et al., 2014; Kerth
et al., 2022; Landzaat et al., 2017; Pinilla et al., 2020;
Valding et al., 2022; von Streng et al., 2022) and sur-
gical specialties (Kitto et al., 2024). Of the 42 studies
included in Kitto et al.'s scoping review of EPAs in
surgical specialties, only two were held in European
countries (Switzerland and Germany, for general sur-
gery and neurovascular microsurgery, respectively)
(Diwersi et al., 2022; Van Lieshout et al., 2022) and none
included ophthalmology specialty. EPAs development
was mostly done through the creation of one initial large
list of potential EPAs through consultation processes
in which stakeholders were invited to closed meetings,
workshops or focus groups. Rounds discussions were
then used to reduce the list (Amare et al., 2022; Brasel
etal., 2019; Karthikeyan & Pulimoottil, 2019; Lindeman
et al., 2021; Moore et al., 2017; Nousiainen et al., 2022;
Van Lieshout et al., 2022; Watson et al., 2021). These
results are in line with the urgent need for European
residency programme leaders to define EPAs in oph-
thalmology, inspired by the methods previously used in
surgical specialties.

When considering other educational concepts in our
study, CBME was reported to be mainly implemented
in the United Kingdom and Ireland (50% and 33%, re-
spectively), and CanMeds in Ireland and Belgium (33%
and 25%, respectively) (see Figure 2). Initially developed
in North America, these concepts have been challenging
to teach and assess and there is still considerable work
to successfully implement CBME curricula within oph-
thalmology residency programmes in those countries
(Wentzell et al., 2020). CanMeds have been used by sev-
eral European societies for the elaboration of a validated
curriculum for residents in their specialties like tho-
racic surgery, oncology and general medicine (Benstead
etal.,2021; Massard et al., 2020; Steinhaeuser et al., 2013).
Still, other outcome-based education programmes have
been developed in Europe, such as Tomorrow's Doctor
or Scottish Doctor, created in the United Kingdom and
Scotland, respectively (Ellaway et al., 2007; Torralba
et al., 2020).

To our knowledge, this is the first investigation gath-
ering several European countries, sharing an affiliation
to a supranational organization (UEMS) that trans-
lates their willingness to work towards harmonizing
Competency-Based Education fundamental European
Training Requirements and the corresponding EPAs to
make it work in practice. Participation in the online sur-
vey was 42.1%, claiming the vivid wish and proactivity to
create a platform for agreement on this subject.

Further explorations of national particularities for
CBME implementation and the use of other assessment
tools (projects, portfolios, presentations, task perfor-
mances) still needs to be made. Recently, it has been
shown that existing national curriculum needs to be
better standardized at a European level, based on oph-
thalmology residents' reports underlying heterogeneous
achievement of competencies especially in terms of sur-
gical competences (Anaya-Alaminos et al., 2023).

Limitations are related to the type of study conducted
here (observational, declarative using an online self-
administered survey). A mixed methods investigation
could support our study results and should be pursued
in the future. However, the open-ended question could
help capture some information, in addition to the sur-
vey's answers. Several questions might have been misun-
derstood, notably due to national particularity, which
resulted in discrepancies. For example, the length of the
residency frequently differed between respondents from
one same country. Also, specific additional questions on
national programmes would have been enlightening and
could have helped to understand those discrepancies.
The response rate reported here (42.1%) was lower com-
pared to the average response rate for surveys used in or-
ganizational research (52.7% when collecting data from
individuals), according to a recent analysis (Baruch &
Holtom, 2008). This might be explained by the difficulty
to reach the targeted population (sender unknown to the
mailbox of the recipient, which might land in spam or an
old email address which is not consulted anymore). Also,
reluctance of respondents to complete the questionnaire
might also have happened due to the high number of
questions in our survey and lack of time for the respon-
dents to concentrate on it (Baruch & Holtom, 2008).
Also, respondents may not be fully representative of all
ophthalmology educators in Europe as the survey was
distributed to specific groups within the ophthalmology
community for a targeted approach.

5 | CONCLUSION

This survey interviews European leaders in postgradu-
ate medical education in ophthalmology and shows a
strong willingness among respondents to harmonize
European standards of education in this specialty. There
is still diversity in European residency programmes, lit-
tle time is dedicated to teaching activities, and only a few
countries have structurally implemented competency-
based medical education (CBME), conceptualized on
the competency frameworks such as the CanMeds, the
ACGME Framework and supported on the Miller's
Pyramid. Medical education in ophthalmology seems to
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essentially take place in University Hospital, with spe-
cialists still having high patient care activities, which is
particularly important for the clinical exposure and as-
sessment of clinical skills of residents, particularly for
entrustable professional activities (EPAs). On the other
hand, academia can foster the environment to better un-
derstand and overcome discrepancies found in teaching
and assessment, promote medical education as a field of
inquiry, and pursue a continuous quality improvement
of training programmes.

EPAs translate competencies into professional prac-
tice, are the mainstay for workplace-based assessment,
and define performance expectations. Further discus-
sion and group work is needed to validate these EPAs in
the ophthalmology curriculum.
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