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C
ompetency-based medical education

(CBME) entails the assessment of learner

development and a systematic approach to

decision-making about learner progress. Decision-

making by groups charged with generating valid

judgments of progress can ensure learner readiness for

advancement and inform feedback to learners.

Programmatic assessment, which supports CBME,

requires collecting and synthesizing multiple data

points about learner performance to generate progress

decisions.1

The study of group process and decision-making

dates to the 1930s2 and includes theories and

approaches that can inform educators’ work in a

CBME program. The importance of group decision-

making in graduate medical education (GME) is

highlighted by the Accreditation Council for Gradu-

ate Medical Education (ACGME) Next Accreditation

System and requirement for clinical competency

committees (CCCs).3 CCCs provide opportunities to

consider how theories and approaches to group

decision-making can be applied to enhance CBME.4–6

Groups tend to generate more ideas than individuals,

are more likely to notice and correct errors, have

better collective memory, and use more data in

drawing conclusions.7,8 Theories and concepts for

group decision-making (TABLE) show how group

members influence one another’s decisions both

positively and negatively9,10; 5 functions (actions a

group can take) for better group decisions11; and how

large crowds make better decisions.12 However, lack

of member diversity, poor data and poor data

synthesis, incomplete information sharing,13 and

groupthink14,15 threaten group advantages.

As GME programs have implemented CCCs, some

simply followed ACGME requirements to schedule

meetings to review learners’ assessments. This ap-

proach typically focused on residents with perfor-

mance problems. In contrast to this problem

identification approach, CCCs using a developmental

approach find added value from the committee

process.16 By going beyond minimum requirements,

some CCCs have formed dynamic groups to optimize

procedures and methods for analyzing learners

against the Milestones.17,18

This article presents a model of the CCC group

decision-making process (FIGURE), informed by key

theories and ideas relevant to group decision-making.

Understanding group decision-making entails consid-

eration of individual members and their initial

preferences, rules guiding the group, interactions

and relationships among members, and group deci-

sions. The Wisdom of Crowds highlights the impor-

tance of these steps and purports that groups usually

make more accurate decisions than individuals, but

only when they meet certain criteria.12 These criteria

include members who bring diverse opinions from

decentralized, varied contexts, and maintain their

independent opinions until a structured process

occurs for aggregating opinions into decisions.12 For

CCCs, implications of these requirements are de-

scribed as follows.

Individual Member Perspectives

Individual member perspectives are the opinions,

knowledge, and preferences that participants bring.

Broad perspectives enhance group work through

expansion of information and options that the group

considers. Diversity of opinion promotes dissent and

invites varied opinions, which help the group consider

multiple decision options and avoid premature

closure.19 Breadth of individual preferences is fos-

tered through recruiting members with diverse

backgrounds, genders, race/ethnicity, experiences,

and workplace roles. For CCCs, practical applica-

tions of attention to individual member perspectives

arise as the committee is populated. For example, one

study in pediatrics demonstrated that more experi-

enced members rated residents lower.20 Recruiting

members from different clinical services and sites

decentralizes representation. Members who are juniorDOI: http://dx.doi.org/10.4300/JGME-D-20-00827.1
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TABLE

Concepts and Theories Relevant to the Science of Group Process Applicable to Clinical Competency Committees
(CCCs)

Theory or Framework Description

Problem This Theory/

Framework

Could Address for a CCC

How Theory/Framework

Applies to Improve CCC

Group Process

Social decision scheme

(SDS) theory9
Based in an input-process-

output framework, SDS

theory considers how

individual preferences,

composition of preferences

within the group, and

patterns of group influence

(how the group makes the

decision using decision

scheme or rules) yield

collective decisions.21

A CCC that lacks structure with

regard to membership or

defined processes for how

information is shared and

decisions are made is

hoping to reflect on and

codify its recruitment and

processes.

Establishing diverse

membership to ensure a

wide range of individual

preferences are represented

and making clear how

decisions will be made

promotes consistency and

fairness in the committee’s

work.

Functional theory11 A group must achieve 5

‘‘functions’’ for effective

decision-making:21

1. Analyze problem: for

thorough understanding.

2. Establish evaluation

criteria: understand

standards required to

achieve an effective choice.

3. Generate realistic

alternative options.

4. Evaluate advantages of

potential solution options.

5. Evaluate disadvantages of

potential solution options.

CCC members make different

judgements about residents

due to different

understanding of the

purpose and role of the

committee or the criteria by

which they judge residents’

performance. For a particular

resident, members may be

uncertain how to support

their learning through usual

rotations or supplementary

learning opportunities with a

mentor or special schedule.

CCC members engage in

training regarding the

criteria by which they

evaluate residents and the

options for decisions about

individual residents for

proceeding in the program,

undergoing remediation, or

other.

Groupthink10 Group members’ desire for

group cohesion and

unanimity overrides their

motivation to consider

information carefully and

leads them to make poor

quality decisions.

Members of a CCC that has

included the same

membership for many years

feel that they function

efficiently and harmoniously.

However, 2 residents the CCC

deemed ready for graduation

recently were determined by

their fellowship directors to

have major gaps in their

competence.

Rotating membership

enhances the array of

viewpoints on the CCC. The

chair can invite all members

to speak and share

dissenting opinions prior to

decision-making. Group

training and reflection about

the risks of groupthink and

monitoring their own

practice is needed.

The Wisdom of

Crowds12
Groups tend to make better

decisions than individuals

when specific conditions are

met:

1. Diverse group

membership.

2. Each member makes

initial decisions

independently without

influence of others.

3. Tacit knowledge and

experience are

acknowledged and

integrated.

4. Individual decisions are

aggregated into a group

decision.

A CCC experiences some

member dissatisfaction.

Some members of a CCC

feel that they are not

contributing actively to the

CCC, and recently some

members have not spoken

at all during committee

meetings.

The CCC can recruit members

with diversity of experiences,

backgrounds, and opinions,

who are then allowed to

make individual judgments

based on review of

performance data before the

group comes together to

share opinions and come to

consensus.
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and senior, as well as newer and more experienced

with resident teaching and assessment, also bring

varied perspectives.

Strategies to address individual bias, which can

influence group decisions, must address both individ-

ual and systemic factors. Individual committee

members should participate in training on recognizing

and minimizing harmful bias in resident review.

Organizational efforts to increase representation of

diverse providers among faculty and trainees are

needed.22

Group Procedures and Rules

Group procedures and rules are the ways by which a

group defines its work and understands its decision-

making processes. Social decision scheme (SDS)

theory describes how individual members combine

their preferences to reach a group decision.23 ‘‘Social

decision schemes’’ are rules or procedures by which

the group comes to a collective decision (eg, majority

vote or consensus). Schemes may be explicitly written,

as in bylaws, or implicit.24 Stated and codified rules

are ideal to ensure common understanding. However,

tacit, unspoken rules may emerge over time and

influence decisions through group experience or social

pressure within the group.

The CCC chair should ensure that the CCC defines

a clear purpose of its work and establishes common

understanding of procedures for reviewing resident

performance and the available decisions. Functional

theory asserts that group decision-making success

depends on the group’s understanding of the problem

it is addressing, criteria for decision-making, and

various options for decisions and consequences of

each.11 New members will require training in these

areas. Efforts to analyze the problem and agree on

criteria for determining merits of each decision option

shape shared understanding of the group’s goal,

which is a decision that satisfies the predetermined

criteria. The CCC can weigh potential positive and

negative consequences of various alternative judg-

ments about a resident and consequences for that

resident, thereby maintaining a rational analytic

approach. In this way, functional theory draws focus

to the task more so than the group members or the

way that members influence one another. Sound

decision-making according to functional theory de-

pends on group members having access to and sharing

information, preconditions to their coming to agree-

ments about decisions, and relative merits compared

to alternatives.25

Group Interactions

Interactions within a group involve information

sharing and social influence. Members may debate,

argue, and defend their positions to influence others.4

CCCs employ variable interactive processes and data

interpretation techniques to reach decisions.20,26

Making information available prior to or during

meetings enables everyone to contribute to delibera-

tions. Structured procedures for who will speak

include inviting the most knowledgeable member to

speak first about an individual resident or the most

junior person to initiate the discussion, in order to

engage those with the most information and those

whose voices may not be included.

Psychological safety is important to maximize each

member’s contributions to the group’s output.27 In a

psychologically safe environment, members feel re-

spected and comfortable sharing within the group, and

FIGURE

Group Decision-Making Framework Relevant for Clinical Competency Committees
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trust other members to listen and share productively.

Members should feel able to make initial judgments

independently without influence before sharing their

opinions and potentially modifying their opinions in

light of group deliberations to reach a consensus

decision. Social influences within a group can under-

mine the wisdom of crowd effect when individuals feel

prevented from thinking independently.28

Groupthink refers to the tendency of groups to

prioritize agreement and group cohesion to the point

that they suppress contradictory or discrepant

thoughts.10 Desire to maintain group harmony

overrides consideration of alternatives and critical

viewpoints. Groupthink can afflict well-intended and

seemingly high functioning groups. Rather than being

probed, silence is inferred to mean assent. Some may

presume that decisions are fair and ethical because

they derive from a group.

High workload and time pressure within CCCs can

create conditions for groupthink. Recent evidence

suggests that CCCs may conflate their own perfor-

mance with experience, hallmarks of groupthink.29,30

Directive leaders, high cohesion, poor decision-

making methods, and time constraints all promote

groupthink.31,32 Groupthink draws focus to the desire

or social pressure to achieve consensus, and contrasts

with functional theory, which emphasizes the group’s

careful understanding and weighing of various

alternatives. However, CCCs can employ strategies

to guard against groupthink, beginning with group

leaders who encourage deliberation and invite sharing

of new opinions. One study elaborated how CCC

members engaged in effortful discussion to reconcile

contradictory performance information rather than

rush to a decision.33 Membership turnover or

appointed ‘‘devil’s advocates’’ may improve consider-

ation of alternatives and enhance decision-mak-

ing.10,30 Frequent assessment of and reflection on

the group’s decisions encourage more thorough

deliberations.34

Decision Outcomes

Desired outcomes of CCC work include defensible

decisions, accurate reporting on trainee performance to

the ACGME, and useful formative learning plans for

trainees. Unfortunately, few if any studies show whether

CCC decisions are accurate, correct, or helpful, and the

need to measure CCC outcomes presents a significant

challenge. To date, most CCC literature describes group

structure or process without examples of Messick’s

consequences validity35 or Kane’s extrapolation or

implications evidence.36 Studies correlating Milestone

ratings with performance on medical knowledge

examinations offer a starting point for this validity

work.37–40 Future work is needed to examine whether

CCCs can validate decisions with learning and patient

care outcomes data. Defining ideal CCC outcomes and

how to achieve them will require deep understanding of

group dynamics, data infrastructure, and learning

analytics to describe, characterize, predict, and influence

behavior in medical training.41

Conclusions

Evidence across fields showing how groups outper-

form individuals on decision-making under certain

conditions can bolster the productive use of CCCs in

medical education.7 The many group decision-making

foibles studied in fields outside of medicine likely also

occur within CCCs. A CCC in one institution may

look very different than a CCC in another, even

within the same specialty, and certainly across

specialties. However, standardization of core CCC

functions (based on the figure), along with chair and

member training on group purpose and procedures,

can contribute to highest-yield group communication

processes and standardize CCC outcomes. Further

research on group decision-making in GME can

elucidate ways for group process to empower faculty

and CCCs to benefit learners.
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