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Abstract
Introduction Implementation of evidence-informed
educational interventions (EEI) involves applying and
adapting theoretical and scientific knowledge to a spe-
cific context. Knowledge translation (KT) approaches
can both facilitate and structure the process. The pur-
pose of this paper is to describe lessons learned from
applying a KT approach to help implement an EEI for
clinical reasoning in medical students.
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Methods Using the Knowledge to Action framework,
we designed and implemented an EEI intended to
support the development of students’ clinical reason-
ing skills in a renewed medical curriculum. Using
mixed-methods design, we monitored students’ en-
gagement with the EEI longitudinally through a plat-
form log; we conducted focus groups with students
and stakeholders, and observed the unfolding of the
implementation and its continuation. Data are re-
ported according to six implementation outcomes:
Fidelity, Feasibility, Appropriateness, Acceptability,
Adoption, and Penetration.
Results Students spent a mean of 24min on the ac-
tivity (fidelity outcome) with a high completion rate
(between 75% and 95%; feasibility outcome) of the
entire activity each time it was done. Focus group
data from students and stakeholders suggest that the
activity was acceptable, appropriate, feasible, adopted
and well-integrated into the curriculum.
Discussion Through the process we observed the im-
portance of having a structuring framework, of work-
ing closely and deliberatively with stakeholders and
students, of building upon concurrent evaluations in
order to adapt iteratively the EEI to the local context
and, while taking students’ needs into consideration,
of upholding the EEI’s core educational principles.

Keywords Clinical reasoning · Evidence-informed
educational intervention · Implementation ·
Knowledge translation

Introduction

It can be challenging for educators to successfully im-
plement and evaluate new evidence-informed educa-
tional interventions (EEI) that require tailoring to their
local context. Knowledge translation (KT) is a well-
recognized process for bringing research findings into
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clinical practices; one such framework, Knowledge to
Action (KtA), is being used to inform the design, im-
plementation and monitoring process of novel EEI [1].
For health professions education (HPE) to harness the
advantages of EEI, researchers can draw on frame-
works like the KtA to explore whether they are useful
in helping tailor EEI implementation to the needs of
the local environment.

HPE scholars have long advocated the adoption of
EEI built on firm theoretical foundations [2–5]. The
implementation of EEI should be tailored to the speci-
ficities of the local contexts to optimally support ed-
ucational practices and policies, and improve learner
outcomes [1, 6, 7]. Adapting EEIs involves identifying
and understanding the myriad contextual factors that
may influence uptake [1, 4, 6–8] including: access to
and time to review the scientific evidence; positive at-
titudes toward the intervention; involvement in know-
ledge creation; and quality of available evidence [4, 9].
Unfortunately, such contextually adapted implemen-
tations are not always realized in HPE practices [8].

KT offers a structured approach to documenting
contextual factors that should be considered when de-
signing and implementing an intervention for a local
context. The applicability of KT has been documented
in HPE [4, 6, 7, 10], but to date, KT is seldom used to
inform and improve the implementation of EEI. We
propose that KT processes could support HPE’s cre-
ation and uptake of contextually adapted EEI. The
purpose of this study was to design, implement and
monitor an EEI guided by the KtA framework. In this
manuscript we describe the implementation process
for others to consider when designing, implementing,
and monitoring EEI tailored to their local contexts.

Methods

Context

This study focuses on a longitudinal learning activ-
ity aimed at supporting the development of clinical
reasoning among medical students. This activity was
designed and implemented in a new four-year com-
petency-based undergraduate curriculum at the Uni-
versity de Sherbrooke, Québec, Canada.

When the project reported in this paper was de-
signed and launched, the new curriculum had been
approved and the planning committee was in the pro-
cess of constructing the teaching and learning activ-
ities. The first author (MC), a faculty member with
expertise in clinical reasoning, joined the curriculum
planning committee to consider how a newly devel-
oped EEI could be integrated into the new curriculum
to support students’ development of clinical reason-
ing skills.

Conceptual framework for the implementation

The KtA is a process framework designed to support
the uptake of research-based knowledge into practice
[11]. It consists of several steps that can guide educa-
tors in the implementation of an EEI. KtA consists of
two components: knowledge creation and knowledge
application (action cycle). The seven steps of the ac-
tion cycle are: 1) identify the know-do gap (the gap
between research and practice) and review/select rel-
evant research-based knowledge; 2) adapt this know-
ledge to local context; 3) assess barriers/facilitators to
knowledge use; 4) select, tailor, and implement the
intervention; 5) monitor knowledge use; 6) evaluate
outcomes; and 7) sustain knowledge use. Within this
framework and its different steps, the term knowledge
refers to research knowledge adapted to the context
which, in our case, was the EEI.

The action cycle is dynamic and iterative. For in-
stance, steps 3 and 4 may be repeated until the inter-
vention is sufficiently customized to contextual speci-
ficities and users’ needs. Furthermore, the boundaries
between the creation and application of knowledge
are fluid—i.e., as new knowledge is created, it can in-
form the action cycle, and as new knowledge is im-
plemented, teams can collect data on the implemen-
tation process, and can contribute to further refining
existing knowledge or creating new knowledge. In this
way, knowledge creation and knowledge application
interact with and inform each other.

EEI development and KtA process

We now present how the EEI was developed following
the first five steps of the KtA framework. Because we
chose to assess barriers and facilitators iteratively and
throughout the implementation process, we will de-
scribe Step 4 before Step 3 below. The ultimate goal of
the implementation process is to design, implement,
and assess the effectiveness of a longitudinal educa-
tional activity that can support the development of
students’ clinical reasoning skills and build on and
align with other planned teaching/learning activities.

This study was approved by our institution’s Educa-
tion—Social Sciences, Research Ethics Board (Comité
d’éthique de la recherche—Éducation et sciences so-
ciales) (protocol number: 2017–1488). All participants
consented to participate.

KtA Step 1. Identify the know-do gap and review/
select relevant research-based knowledge: The gap
to be addressed concerned the development of clin-
ical reasoning skills in preclinical medical students.
We began by reviewing the clinical reasoning liter-
ature and selecting relevant research knowledge on
the topic. Drawing from this literature and the team’s
content expertise, we conceptualised clinical reason-
ing using a cognitive perspective based on Schmidt’s
theory of expertise in medicine [12, 13]. This the-
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ory describes transitory stages of medical knowledge
development in medical students; it suggests that
helping students progressively build deep, intercon-
nected, coherent knowledge organized around illness
scripts is essential for the development of their clinical
reasoning skills. We singled out two educational inter-
ventions that have been successfully used to develop
clinical reasoning: self-explanation (SE) and struc-
tured reflection (SR) [14–16]. These interventions,
their rationale and the research behind them are de-
tailed elsewhere [17–19]. These interventions target
learners’ knowledge building in two different ways.
In SE, learners work individually and independently
through learning materials and explicitly develop and
report oral explanations that deepen understanding
[14, 20]. In SR, students compare and contrast plausi-
ble diagnoses for clinical cases to refine illness scripts
stored in each student’s memory [15, 21].

The EEI that we implemented combined SE and SR
in a longitudinal activity. A full description of the SE-
SR activity has been published elsewhere [21].

KtoA Step 2. Adapt knowledge to local context—
Transforming research based knowledge into EEI:
To implement this EEI, we needed to ensure that the
evidence for SE and SR upon which the innovation
is based was applicable to our local context. Specif-
ically, we had to address the following contextual
factors: the large number of students participating in
the activity (i.e., a cohort of 206 students); the dis-
tributed nature of the medical program (i.e., situated
in three geographically distant sites); the skill levels
of the learners; and the limited availability of faculty
members.

We also designed an activity that was aligned with
the other characteristics of the new curriculum struc-
tured around professional clinical situations of in-
creasing complexity; with successive blocks of small-
group learning sessions through which students ac-
quired biomedical and clinical knowledge, history
and physical examination skills, problem manage-
ment knowledge relevant to the clinical situations;
and recurrent integration weeks that provide students
the opportunity to deepen and apply their knowledge
[21].

KtoA Step 4. Select, tailor, and implement the EEI:
Clinical teachers created the clinical cases for the SE-
SR activity; each case was reviewed by the educators
and curriculum planners responsible for the SE-SR ac-
tivity to ensure that the case aligned with the block’s
curriculum and the SE-SR activity’s delivery format.
To deliver the SE-SR activity, cases were loaded onto
a web platform already used by the program. The plat-
form enabled students to access and complete the SE-
SR activity individually at any time during the integra-
tion week. The platform archived each student’s work
by audio recording their verbal SE and saving their
written SR. Training material about clinical reasoning,

SE and SR and how to engage in SE and SR via the
platform was created and added to the platform. This
training material, the platform, and procedures were
pilot tested with volunteer students from the previous
academic year. The SE-SR activity was implemented
as a mandatory part of the curriculum for all students
in all three sites in October 2017.

The resulting adapted educational intervention—
i.e., the SE-SR activity—consisted of 11 web-based
90-minute learning sessions which students individu-
ally completed within integration weeks over the first
2.5 years of the curriculum. In each session, students
engaged in both SE and SR to solve three challenging
clinical cases relevant to the block’s content [21].

KtoA Step 3. Assess barriers and facilitators to the
uptake of intervention: Assessing the SE-SR activ-
ity’s implementation in an ongoing manner allowed
for continuous refinement of the activity and main-
tained buy-in from learners and other stakeholders,
who were involved in the design and implementation
of the EEI. To that end, through biannual discussions
we collected data on factors that could support or im-
pede the implementation and uptake of the EEI. Fo-
cus groups were held with learners who were actively
using the SE-SR activity, and focus groups and individ-
ual interviews were held with stakeholders (i.e., deci-
sion-makers such as educators, administrators, and
vice-dean; teachers involved in creating the learn-
ing materials [e.g., SR and SE cases, training videos,
etc.]; web-platform designers; and curriculum coordi-
nators). These data supported early identification of
specific problems to be addressed to improve the in-
tervention or its uptake. These findings also informed
iterations across steps 3, 4, and 5 (see below).

KtoA Step 5. Monitor students’ uptake of the inter-
vention: To track students’ engagement with the SE-
SR activity, we collected quantitative data (i.e. access
to SE, access to SR, time spent on the activity) from
the web platform. Eighty-five percent (n= 175) of the
class consented to anonymous data collection via the
web platform. During the study period, two students
dropped out of the program, five had to repeat a year,
and eleven took a leave of absence.

Iteration across steps 3, 4, and 5. Refinement of the
intervention: Data collected from steps 4 and 5 in-
formed iterative refinements of the SE-SR activity. Ad-
ditional data were solicited via just-in-time question-
naires distributed on the platform. The questionnaire
items changed at each time point (i.e., mid and end
of Year 1; mid and end of Year 2) in response to the
adjustments made to the activity based on the previ-
ous time point data. Refinement of the intervention
was based on feedback received from both stakehold-
ers and students. The changes were validated by the
educators and curriculum coordinators. These were
mostly technical: for example, increased amount of
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time to complete a case; moment for providing feed-
back; longer period of time to access the activity on
the platform; change in audio-recording method.

Assessment of the EEI’s implementation

To study the KtA implementation process and exam-
ine its success, we used a mixed-methods concurrent
triangulation design [22]. In this model, qualitative
and quantitative data are collected and analyzed sep-
arately, and then converged by comparing and con-
trasting the results during interpretation [22]. The
quantitative and the qualitative data were collected at
different—and sometimes overlapping—time points
across 11 activities (see Appendix A of the Electronic
Supplementary Material).

Quantitative data: platform data

The SE-SR activity’s web platform collected the num-
ber of cases completed and time spent on each case.
A research assistant extracted these anonymous data
from the web platform at each time point. Descriptive
statistics were computed to report on the fidelity and
feasibility of the activity.

Qualitative data: student and stakeholder
discussions

All first-year students (n= 206) were invited to par-
ticipate in focus group discussions at two points in
each year: mid year and end of the year. The protocol
for student focus groups sought overall impressions
of the activity; the barriers and facilitators to its im-
plementation; whether or not (if yes, how) students
changed the way they did the activity from one time
to the next; whether or not (if yes, how) the strategies
of the learning activity have transferred to other con-
texts; whether or not (if yes, how) the activity could be
improved; and whether or not (if yes, how) the activity
fostered the development of clinical reasoning. Five
students participated in the first focus group (i.e., mid
Year 1). Twenty-four students consented for the sec-
ond (i.e., end Year 1) resulting in convening three fo-
cus groups consisting of eight participants at this time
point. In Year 2, we recruited 15 participants divided
in two focus groups for mid Year 2, and 11 participants
in two focus groups at the end of Year 2.

Stakeholders (n= 15) also participated in focus
groups. Stakeholders were individuals who played
a role in SE-SR conception and implementation. For
the stakeholders we aimed to seek impressions of
the activity; barriers and facilitators to its implemen-
tation; whether (if yes, how) the activity could be
improved; and whether or not (if yes, how) the activ-
ity fostered the development of clinical reasoning in
learners. Because of scheduling difficulties, the first
(i.e., mid Year 1) stakeholder focus group was trans-
formed into three individual interviews. We recruited

five stakeholders for the second focus group (i.e., end
Year 1), and four for the third focus group (i.e., mid
Year 3). For the last discussion (i.e., end Year 2), again
because of scheduling difficulties, we conducted four
individual interviews as well as a simultaneous inter-
view with another two stakeholders.

All focus groups and/or individual interviews were
facilitated by an experienced research assistant un-
involved in the program, were audio recorded, tran-
scribed, and anonymized. We engaged in thematic
analysis [23] of the data to identify and describe bar-
riers and facilitators. One team member (LB) con-
ducted the initial coding process that involved min-
imal interpretation or abstraction of the data. This
analysis aimed only to bring participant comments
with similar content together into codes. These codes
were then reviewed by a second team member (MC).
Discussion between LB and MC led to consensus on
the coding structure. A third member of the research
team (AT) revised the codes and suggested elabora-
tion, refinement, and extended several descriptions
of the codes. A subsequent meeting with LB, MC, and
AT led to a final coding structure which was applied
to the entire dataset. The final coding structure was
presented to the team for discussion and refinement
of the themes (see Codebook in the Electronic Sup-
plementary Material).

To examine the success of the implementation of
this intervention, we focused on implementation out-
comes. Specifically, we focused on six of Proctor et al.’s
[24] implementation outcomes that, while designed
for clinical settings, are equally relevant to our educa-
tional context:

� Fidelity: the alignment between the intervention’s
actual implementation and its original intention;

� Feasibility: the extent to which the intervention can
be successfully used in the program;

� Appropriateness: the perceived fit of the interven-
tion for the program;

� Acceptability: the perception of stakeholders that
the intervention is satisfactory;

� Adoption: the intention by the organization and the
providers to employ the intervention;

� Penetration: the integration of the intervention in
the program.

Table 1 Outcomes and data alignment
Outcomes Data

Fidelity Students’ mean total time spent doing the activity

Feasibility Students’ completion rate for each case
Students’ verbatim
Stakeholders’ verbatim

Appropriateness Students’ verbatim
Stakeholders’ verbatim

Acceptability Students’ verbatim
Stakeholders’ verbatim

Adoption Stakeholders’ verbatim

Penetration Students’ verbatim
Stakeholders’ verbatim
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Quantitative and qualitative data were integrated and
aligned with these outcomes measures. Table 1 lists
which data were used as evidence for each of the six
outcomes.

Results: outcomes

Fidelity and feasibility

Mean total time spent on the activity, presented in
Tab. 2, informed our understanding of the fidelity (stu-
dents’ time spent on the learning activity) of the im-
plementation. Furthermore, the completion rate for
each case provided insights into the feasibility of the
implementation (percentage of students doing the ac-
tivity). Throughout cases 1–21, technical problems
with the platform’s audio recording occurred at ran-
dom; therefore, not all SE-SR recordings were saved

Table 2 Frequencies of SE-SR completed and mean total
time spent on each case
Activity Cases N Number of SE-SR

completed (%)
Mean total time spent
on a case (SD)

1 175 150 (86) 25:38 (4:43)

2 175 156 (89) 26:31 (4:06)

1

3 175 158 (90) 23:14 (4:48)

4 174 92 (53) 28:28 (5:29)

5 174 73 (42) 28:06 (6:15)

2

6 174 44 (25) 28:28 (6:07)

7 173 131 (76) 24:32 (6:23)

8 173 141 (82) 22:34 (6:19)

3

9 173 140 (81) 23:11 (6:43)

10 173 145 (84) 24:26 (6:16)

11 173 145 (84) 25:46 (6:40)

4

12 173 141 (82) 24:51 (6:16)

13 172 131 (76) 26:08 (6:35)

14 172 134 (78) 22:11 (6:32)

5

15 172 136 (79) 24:16 (6:30)

16 167 125 (75) 21:32 (5:45)

17 167 132 (79) 20:01 (6:20)

6

18 167 128 (77) 24:11 (6:29)

19 167 134 (80) 22:51 (6:03)

20 167 127 (76) 23:58 (6:03)

7

21 167 131 (78) 19:52 (5:43)

22 167 152 (91) 24:48 (6:06)

23 167 149 (89) 25:41 (6:20)

8

24 167 149 (89) 22:54 (6:24)

25 167 158 (95) 26:12 (7:01)

26 167 157 (94) 24:32 (6:19)

9

27 167 156 (93) 21:56 (6:31)

28 166 157 (95) 22:58 (6:41)

29 166 156 (94) 22:19 (6:27)

10

30 166 155 (93) 23:48 (7:03)

31 157 143 (91) 24:39 (7:01)

32 157 144 (92) 22:16 (6:39)

11

33 157 143 (91) 23:38 (7:15)

resulting in incomplete data on SE for some students.
The lower number of SE-SR completed in cases 4, 5,
and 6 occurred because the Program Directors de-
cided, just for cases 4–6, to require students to com-
plete only one case of their choice among the three
case options—a change made in response to students’
reported work overload at that point in the new cur-
riculum. Excluding cases 4–6, the mean completion
rate of SE and SR for cases 1 to 21 was 81%, while
the mean completion rate from case 22 to 33 (after
the technical change in the recording process) was
92%. Students spent an overall mean time of 24:08min
(SD=2:07min, range 19:52–28:28min) for each case.

Feasibility

Stakeholders reported that the activity was easy to
run after its implementation, once the platform was
set up. They reported that it required no more ef-
fort than monitoring the platform’s use and bringing
adjustments when needed.

Appropriateness

Students reported many ways in which the activity
was relevant and appropriate for their learning. Stu-
dents perceived that SE-SR helped themmonitor their
knowledge and guide their study; it was like practicing
for exams. They also perceived the activity as prepa-
ration for future clinical work. Stakeholders perceived
the activity as aligned with the program and its ob-
jective, i.e., to develop clinical reasoning skills early in
the curriculum.

Acceptability

Students and stakeholders perceived the activity as
enjoyable. As one student said: “When you just apply
your knowledge it’s a lot of fun. It’s like playing around
with your knowledge, trying to find the diagnosis, the
differential. It’s more fun.” (FG1-Students-Jan 2019).
A stakeholder expressed it with: “It’s a good activ-
ity [. . . ] that seems useful and not too labour-intensive.”
(Int6-Stakeholders-June 2019).

Adoption

Stakeholders involved in setting up the activity viewed
the activity in a positive light and were keen to partici-
pate in the conception, as expressed in this quote: “It’s
got very good buy-in from the program members, not
just the development committee, but also of the coor-
dinators of the other activities along with the designers
whomade up the clinical vignettes.” (Int1-Stakeholder-
Jan 2018)
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Penetration

Students explained how, over time, doing the activity
became a habit and thus easier. Stakeholders recog-
nized that, as a long-term activity, SE-SR would be-
come easier for students and they would grasp its po-
tential; as such, it would be beneficial for students to
become acquainted with the activity. They found that
the activity was well integrated into the curriculum.

Discussion

Our results suggest that the implementation of the EEI
was successful, in terms of fidelity, feasibility, appro-
priateness, acceptability, adoption, and penetration.

Though we cannot report how much of the success
was due to our KT efforts which were guided by the
KtA framework, we share three main lessons learned
from this implementation process and offer possible
reasons why it may have contributed to the success.

Lesson one: Knowledge translation frameworks and
methods

Using a well-known KT framework (i.e., KtA) and
robust methods can help guide implementation re-
search [25–27]. Using the KtA framework allowed us
to move research evidence on medical students’ clin-
ical reasoning development into practice (i.e., into
the curriculum) in a deliberate manner. Doing so re-
quired outlining the stages of the research-to-practice
translation processes all the way from production of
the research-based knowledge to its implementation
and use in a specific context [26].

The KtA framework guided the implementation
process by helping us to systematically and iteratively
provide a strong rationale for ongoing adaptation of
the activity and its implementation. Data on barri-
ers and facilitators allowed the implementation team
to make timely data-driven modifications to the in-
tervention thereby ensuring its continued relevance
and applicability in this program. Furthermore, the
use of quantitative and qualitative data had several
benefits—most notably it enabled us to adjust appro-
priately and quickly the intervention in response to
feedback. The KtA framework was therefore ideally
suited for our purposes.

Despite such benefits, using the KtA framework also
created challenges. Most notably, adhering to each
step of KtA was time consuming and slowed the im-
plementation process; required much pre-planning
and buy-in from various stakeholders; and necessi-
tated that the implementation team be well versed
in the KtA to convince students and stakeholders—as
to why it was necessary. Though we work in a con-
text where these challenges could be overcome, we
acknowledge that this may not be possible in all set-
tings. We propose that implementation teams discuss
the usefulness of such deliberate approaches early in

the process to ensure that the methods used and the
outcomes generated align with the values, priorities,
and resources of the local context [1, 8].

Lesson two: Diversity of perspectives and
collaborative approach

Our team consisted of a combination of clinicians,
curriculum designers, educators, HPE researchers,
and an expert in KT. Having representation and ex-
pertise from each of these groups was key to planning
and executing this implementation project in an au-
thentic practice context [28, 29]. Building on this
expertise we adopted a collaborative approach with
two groups of stakeholders: local decision-makers
and students.

Buy-in from local decision-makers is more likely to
result in knowledge that is relevant for, and valuable
to the program and, ultimately, be used to bring about
meaningful change in program and learner outcomes.

Though student involvement in curriculum plan-
ning and delivery is not uncommon in HPE, imple-
mentation efforts are often predicated upon multi-
stakeholder involvement rather than concentrating on
students’ feedback [30]. We underline the importance
of student participation. Through it, learners were
kept collectively aware that their feedback would be
used at regular intervals to generate changes in the ed-
ucational intervention. They could then witness these
changes in real-time. For successful student participa-
tion in an iterative, longitudinal implementation pro-
cess, care must be taken in choosing the times when
they are asked to provide input, and in selecting the
most useful types of data collection. This can avoid
over-solicitation of learners, especially in a context of
curriculum renewal when they are frequently invited
to contribute to many different activities. HPE pro-
grams should think about the conditions necessary
to ensure optimal and authentic learner participation
[31] in implementation projects.

Lesson three: Concurrent implementation and
evaluation

Concurrent implementation (KtA Step 3), assessment
(KtA Step 4) and monitoring (KtA Step 5) likely con-
tributed to the success of our EEI implementation.
Although the KtA framework presents these phases
sequentially, our experience suggests that authen-
tic practice environments greatly benefit from these
phases occurring simultaneously. Indeed, KtA schol-
ars suggest that a more fluid and flexible approach
to the seven stages is best to contend with the con-
straints of individual contexts [11]. A concurrent
approach, such as the one in this project, helps im-
plementation teams to respond in a timely manner
by adjusting each aspect of the implementation in
response to stakeholder feedback. Importantly, this
strategy may garner additional buy-in from decision
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makers who require evidence of implementation suc-
cess when advocating for and allocating resources for
such substantial curricular changes.

Limitations

This study was conducted in a specific context and its
applicability to other contexts may be limited. How-
ever, our purpose was to illustrate the implementation
of an EEI using a KT framework. Therefore, we hope
that our explanations and illustrations of this process
is something that can transfer to other contexts.

Onemay argue that the fact that the amount of time
spent on the activity by students corresponds to what
was planned and expected may be only an indirect
indicator of fidelity. However, in additional studies,
we assessed directly the quality of students SE audio
recordings and written SR and could observe that stu-
dents were engaged in these strategies as intended [32,
33].

Furthermore, limitations inherent to focus groups,
interviews and web platform data place a constraint
on the insights and interpretations we can generate
from our data. For instance, the small pool of students
who volunteered for the focus groups is unlikely to be
representative of the entire student body; however,
we aimed to partially circumvent this limitation by
collecting quantitative data from the whole class via
the web platform. No apparent discrepancy was noted
between the qualitative and quantitative student data,
but it remains possible that alternative viewpoints im-
pacting on our perception of the implementation and
on the process of implementation itself were missed
because these viewpoints were not expressed by the
recruited students.

Conclusion

We have presented the KtA-informed implementation
of an EEI in the setting of a curriculum renewal in
a Canadian medical undergraduate program. The KtA
approach offered a structured yet flexible approach
to designing, implementing, and monitoring an EEI
tailored to our local contexts. Future work could focus
on generating evidence of its applicability in a variety
of HPE contexts and measuring multilevel outcomes.
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