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ABSTRACT

Background Since the Accreditation Council for Graduate Medical Education (ACGME) introduced the Milestones in 2013, the

body of validity evidence supporting their use has grown, but there is a gap with regard to response process.

Objective The purpose of this study is to qualitatively explore validity evidence pertaining to the response process of individual

Clinical Competency Committee (CCC) members when assigning Milestone ratings to a resident.

Methods Using a constructivist paradigm, we conducted a thematic analysis of semi-structured interviews with 8 Transitional

Year (TY) CCC members from 4 programs immediately following a CCC meeting between November and December 2020.

Participants were queried about their response process in their application of Milestone assessment. Analysis was iterative,

including coding, constant comparison, and theming.

Results Participant interviews identified an absence of formal training and a perception that Milestones are a tool for resident

assessment without recognizing their role in program evaluation. In describing their thought process, participants reported

comparing averaged assessment data to peers and time in training to generate Milestone ratings. Meaningful narrative comments,

when available, differentiated resident performance from peers. When assessment data were absent, participants assumed an

average performance.

Conclusions Our study found that the response process used by TY CCC members was not always consistent with the dual

purpose of the Milestones to improve educational outcomes at the levels of residents and the program.

Introduction

In 2013, the Accreditation Council for Graduate

Medical Education (ACGME) introduced the Mile-

stones as a way for residency programs to ‘‘. . .monitor

and iteratively improve educational outcomes. . .at the

level of the individual learner and the program.’’1

Milestones serve a dual purpose—provide formative

feedback to residents and inform the quality improve-

ment of residency programs. Since the Milestones

were implemented, several studies have used Mes-

sick’s framework to examine ‘‘. . .the degree to which

evidence and theory support the interpretation of

[Milestone] scores for proposed uses. . .’’2 These

include studies pertaining to the content,3,4 internal

structure,5,6 correlation,7 and consequence8,9 aspects

of the validity of the Milestones. However, there

remains a dearth of evidence for response process. In

the context of Milestones, response process pertains

to the extent to which the processes of Milestone

raters are consistent with the intended interpretation

of Milestone ratings and their dual purpose. Specif-

ically, it involves how members of a Clinical

Competency Committee (CCC) understand, interpret,

and operationalize tasks to ‘‘review the completed

evaluations to select the Milestone levels that best

describe each learner’s current performance, abilities,

and attributes for each subcompetency.’’10 Without

response process evidence showing that the ‘‘real

world’’ use of Milestones aligns with the ACGME’s

intent, evidence supporting the validity of Milestones

remains insufficient.

Prior studies have hinted at, but not directly

assessed, response process evidence for Milestones.

For example, in 2016, Dzara et al conducted an

interview-based study of program directors across

multiple specialties to gather information about

Milestone implementation. Among the findings,

participants indicated that some programs relied on

‘‘a benchmark approach to assigning Milestones

levels,’’ assuming time-based achievement in the

absence of complete assessment data,11 signaling a

flawed interpretation of, or approach to, Milestone

ratings. Furthermore, 3 additional studies, with the
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aim of examining response process evidence,12-14

retrospectively analyzed Milestone ratings for groups

of residents, using quantitative analyses of large data

sets to infer how raters use Milestones in resident

assessment. While these studies provide a ‘‘forest

level’’ view of Milestone assignments, none directly

assessed how individual CCC members think through

the rating process or any other factors that may lead

them to select a specific rating.

Our study sought to fill this gap by using qualitative

methods to directly query individual residency CCC

members about their application of Milestones. The

purpose of this study was to examine individual CCC

members’ response process in applying Milestones for

resident assessment, specifically exploring their un-

derstanding of the purpose of the Milestones, training

for assessing residents using Milestones, and thought

process when assigning Milestone ratings to a

resident.

Methods

We focused on individual CCC members as a starting

point for gathering evidence, recognizing that Mile-

stone decisions are ultimately a group decision. We

selected a qualitative research approach using cogni-

tive interviewing strategies near the time of a CCC

meeting because it required participants to describe

their actual thought process and allowed an inter-

viewer to probe for details to gain a fuller under-

standing of responses.15 Utilizing thematic analysis

with a constructivist paradigm,16 which acknowledg-

es that research is co-constructed by researchers and

participants, our aim was to take a structured

approach to investigating this phenomenon that has

not previously been well described. We used reflexiv-

ity when designing and conducting the study to

recognize the interviewer’s prior experiences as a

Transitional Year (TY) program director and TY

CCC member as well as the other research team

members’ prior knowledge and experiences with

residency program direction, assessment design, and

validation.

Study Participants

We sought a purposeful sample of CCC members with

the goal of maximum variation17 in program loca-

tion, affiliation, and size as well as individual CCC

member specialty and teaching experience. To achieve

this, we selected 1-year TY residency programs in

order to take advantage of their resident and faculty

diversity, with faculty representing many specialties.

We anticipated sampling from a broad range of

faculty backgrounds to include service on other

specialty CCCs. Additionally, at the time this study

was conceived, TY programs had implemented the

revised Milestones 2.0,10 ensuring that the specialty-

specific Milestones were the most current and

consistent throughout the study.

Initial recruitment communication was directed to

a convenience sample of program directors known to

the authors to obtain their assent for program

inclusion in the study. We then contacted CCC chairs

to enlist their participation and asked them to identify

one additional CCC member of a different medical

specialty from their committee for inclusion. Ulti-

mately, we had 8 participants, 2 from each of 4 TY

programs (the CCC chair and one other member).

Interview Questionnaire and Data Collection

We used a semi-structured interview guide (see online

supplementary data) developed by the research team

and piloted with an experienced CCC member who

was not a part of the study team or a participant. The

guide was developed drawing on perspectives from

Cook et al regarding what can represent response

process evidence,18 including questions about train-

ing, assessor reflexivity, and thought process. The

interview guide utilized initial and follow-up probing

questions designed to investigate participants’ re-

sponse process for 2 Milestones. Here, we drew upon

cognitive interviewing strategies to ‘‘provide evidence

about the extent to which psychological processes and

cognitive operations performed by the respondents

actually match those delineated in the test specifica-

tions.’’15

The Milestones used as the basis of discussion were

in the Patient Care and Systems-Based Practice

Objectives
This study used interviews of Clinical Competency Commit-
tee members to qualitatively explore validity evidence
pertaining to the response process of Accreditation Council
for Graduate Medical Education (ACGME) Milestone imple-
mentation.

Findings
Our study found 5 different themes around response process
evidence: an absence of formal training, Milestones used
primarily for resident assessment, challenges in the transla-
tion of data into Milestone values, the utility of meaningful
comments, and assignment of Milestone values in the
absence of data.

Limitations
This study is limited by a small sample size with a focus on
the Transitional Year internship.

Bottom Line
Our work suggests that Milestones may not be applied in the
‘‘real world’’ as intended by the ACGME. Although more
work into response process is indicated, there is a need for
more resources and training for those who are implementing
Milestone assessment in residency programs.
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domains. These examples were chosen because we

judged them to represent sub-competencies that were

either readily directly observed (ie, Patient Care) or

better determined through indirect methods (ie,

Systems-Based Practice). Lastly, given that we collect-

ed data during the COVID-19 pandemic, we added

questions related to its perceived impact on resident

assessment and CCC deliberations.

We collected data between November and Decem-

ber 2020. One team member (A.M.M.) virtually

observed a CCC meeting for each program during

which Milestone values were determined. Within 1

week, this was followed with a 1:1 interview via video

conferencing with each study participant from the

program by the same team member (A.M.M.). The

time frame was chosen so that the Milestone

assessment process remained recent in participants’

memory, although we also incorporated stimulated

recall from investigator observations and notes.

Data Analysis

The role of researchers and their perspectives in the

research process are a critical component of construc-

tivist research and in identifying and dealing with

validity threats. Given the primary investigator’s prior

TY experience, something that was a strength but also

posed threats, we assembled a diverse research team

that included a PhD researcher with expertise in

qualitative research (A.B.), assessment (S.U.), and a

second clinical physician educator with graduate

medical education (GME) leadership experience

(P.H.). This diversity secondarily allowed us to form

an interpretive community to continuously assess and

address bias in coding and analysis that may have

influenced the study conduct and conclusions. This

collaborative process also supported intensive, long-

term involvement, especially during analysis and

writing, and led to a richer set of insights into

response process.

All interviews were audio recorded and transcribed,

with removal of identifiers and pauses, as well as

‘‘ahs’’ and ‘‘ums.’’ Each transcript was read and

reread by one team member (A.M.M.) to gain

familiarity with the data and begin open coding.

Then, the team met to discuss initial codes and

selected 2 additional team members (A.B., P.H.) to

read selected, but independent, transcripts to support

internal credibility and assist with code development.

During subsequent coding efforts, we focused on

passages where participants discussed their (1) per-

spectives on the purpose of the Milestones; (2)

training relevant to Milestones; and (3) thought

process in assigning Milestone values. The research

team met biweekly to (1) jointly discuss and refine

coding; (2) develop operational definitions to support

comparison between participants; and (3) group

similar codes to form our themes as part of the

interactive and iterative analytic process. Notes of the

observed CCC meetings as well as memoranda of

reflections and research team discussions were main-

tained and updated by the interviewer (A.M.M.).

NVivo version 12 software (QSR International Inc,

Burlington, MA) was used to assist with coding

analysis.

This study was determined to be exempt by the

Uniformed Services University Institutional Review

Board.

Results
Program and Participant Demographics

Participating TY programs included academic medi-

cal centers and community-based hospitals of varied

size and locations. The 8 participants represented 7

different medical specialties, with half also serving as

a member of another specialty program CCC.

Participants reported 0.5 to 20.5 years of GME

teaching experience and 0.5 to 9.5 years of experience

on their TY CCC (TABLE 1).

TABLE 1
Participant Demographics and Program Information

Participant Gender Specialty
Years in GME

(Mean¼8.5)

Years on CCC

(Mean¼3)

Serve on

Another CCC?

Program

Size

1A F Neurology 6 2 Yes .15

1B F Emergency medicine 0.5 0.5 No .15

2A M Ophthalmology 3.5 1.5 Yes ,11

2B M Internal medicine subspecialty 11.5 4.5 Yes ,11

3A M Emergency medicine 3.5 1.5 No 11–15

3B F Pediatrics 11.5 9.5 Yes 11–15

4A F Internal medicine 20.5 4.5 No 11–15

4B F Pathology 11.5 1.5 No 11–15

Abbreviations: GME, graduate medical education; CCC, Clinical Competency Committee.

Journal of Graduate Medical Education, April 2022 203

ORIGINAL RESEARCH

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-28 via free access



TABLE 2
Representative Quotations by Theme

Theme Definition Participant Response

Absence of formal

training

Reference to training

provided relevant

to role in CCC

‘‘I was given the ACGME, I don’t remember what they call it, but there’s

some overarching document about running a CCC. So, I was given that

and tried to read through it. . .’’ (Participant 1A)

‘‘I guess my training would have been that [the program director] had me

in more of an observational role the first several months.’’ (Participant 3A)

‘‘I don’t know if it’s necessarily considered training but the person who was

on the CCC last year...he kind of took me through how it works or how

he used to do it.’’ (Participant 2B)

‘‘I did go through and print out everything available from the [ACGME]

website.’’ (Participant 4A)

Milestones are

primarily a tool for

resident

assessment

Reference to the

purpose of the

Milestones in

assessment of

residents or

evaluation of the

residency program

‘‘I think it’s practical in that. . .it helps us assess and evaluate and then I

think there could be some real help when you’re giving feedback to the

learner and you can say, ‘this is where you should be.’’’ (Participant 1A)

‘‘. . .it’s to show that they’re [residents] progressing towards becoming

independent competent providers.’’ (Participant 2B)

‘‘. . .I think it offers a standardized approach to evaluating them [residents].’’

(Participant 3A)

‘‘. . .it’s all part of a movement in medical education to be a little more

precise about what residents are learning, what they should be learning,

and trying to measure something that’s difficult to measure. . .’’
(Participant 4B)

Translating data into

Milestone values

Reference to how

data is used to

generate a

Milestone value

& A priori

assumption of

average

Assumption of where

a resident should

be

‘‘The way we have set it up as a group is that they would achieve a 3

across the Milestones, is what we would expect them to have by the time

they graduate from their PGY-1 year. And we would expect that after

several months of internship they would be at about a 1.5—we would

not expect them to be at 3 at this point.’’ (Participant 1A)

‘‘. . .about 2.5 is where we expect people to be at the 6-month mark and

that allows room for growth and hopefully by the end of the year they’re

more like a 3.5 or a 4.’’ (Participant 2A)

& Use of mean

assessment

values

How individual

assessment inputs

are used

‘‘Whatever they have gotten on their cumulative evaluations to date is

going to determine where they fall on this Milestone.’’ (Participant 4B)

‘‘The associate program directors take the evaluations and look at the scores

on each of the individual sections [sub-competencies] for the core

competencies and translate them to these Milestones so that it’s already

summarized. . .’’ (Participant 3B)

‘‘We collect data off of [the electronic evaluation system] and get the

scatterplots from that, which is a visual image of the actual learner versus

their learning community. So, it shows where they are compared to their

peers.’’ (Participant 4A)

& Comparison to

peer assessment

data

Use of peer

comparison in

assessing

Milestones

‘‘I usually started people at 1.5 [expected midyear value] and then based on

that number that was given in [the electronic evaluation system], I would

either keep it there if it seemed to be in line with average or I would

move it up and down [if they were up or down from average].’’

(Participant 1B)

‘‘. . .today at the meeting we talked about peer, below peer, above peer.

This is where your peer should be at this. And so as of right now, 2.5 is

what we’ve determined would be where they should be right now.’’

(Participant 2B)

‘‘And in terms of the core competency skills that we’re looking at; where

they fall, where it’s equivalent from the question on the evaluation as well

as where they fall in relation to their peers.’’ (Participant 3B)
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Response Process Evidence

Our analysis led to 5 themes surrounding evidence for

response process: (1) absence of formal training; (2)

Milestones are primarily a tool for resident assess-

ment; (3) translating data to Milestone values; (4)

utility of meaningful narrative comments; and (5)

assigning Milestone values in the absence of data.

Theme definitions and example participant quota-

tions are detailed in TABLE 2.

Theme No. 1—Absence of Formal Training: None of

the participants reported having formal training for

their role on the CCC. Three of the chairs reported

being made aware of the ACGME’s guidebook for

CCCs by their program director, but none indicated

that they had read it in full nor did our analysis

suggest that these guidelines informed their decision-

making. Some participants referenced informal men-

torship by prior committee members or observational

activities, although they did not consider this actual

training.

Theme No. 2—Milestones Are Primarily a Tool for

Resident Assessment: In discussing the purpose of

Milestones, participants described them as a useful

assessment tool that provides a common frame of

reference for faculty and residents. Further, they

believed Milestones clarify expectations of residents,

provide a common language to guide resident

feedback, and define a developmental pathway

residents can follow. Participants described Milestone

sub-competencies as a blueprint for assessing resident

performance and defining standards to be met by the

time of graduation.

However, participants’ descriptions of the purposes

of Milestones centered solely on their being a means

for operationalizing competency-based assessment of

residents without any reference to the program

evaluation and quality improvement functions of

Milestones.

Theme No. 3—Translating Data to Milestone Val-

ues: When presented with a specific sub-competency

(ie, Patient Care, Systems-Based Practice), partici-

pants described having a stepwise process in assigning

a Milestone value using the available assessment data

on a given resident. These 3 steps are outlined as

subthemes: (1) a priori assumption of average based

on time in training; (2) use of mean assessment values;

and (3) comparison to peer assessment data.

A priori assumption of average based on time in

training. Before reviewing any individual data, all

participants reported holding a preconceived assump-

tion of where a resident should be on the Milestone

rating scale based on their time in training. For all,

TABLE 2
Representative Quotations by Theme (continued)

Theme Definition Participant Response

Utility of meaningful

narrative

comments

Reference to

narrative

comments in

assessment of

residents

‘‘...Patient Care and Communication might be easier because my sense is

that they get mentioned a lot on the evaluation comments, so we get a

lot more information about that...versus something like Practice-Based

Learning or Systems-Based that doesn’t get mentioned in the comments

nearly as much.’’ (Participant 1A)

‘‘There’s always an evaluation comment although it is not always good

[useful].’’ (Participant 1A)

‘‘. . .It was just making sure there was nothing necessarily glaring or terrible

because most of the evaluations were, ‘great,’ ‘did a great job,’ or ‘was

very professional.’ So, there wasn’t anything specific to take from that.’’

(Participant 1B)

‘‘I don’t know that I would expect a comment on how they are navigating

the health plans of their patients [Systems-Based Practice].’’ (Participant

2A)

‘‘. . .they’re just going to always say ‘Oh, you’re great in [specific specialty],

we love you!’’’ (Participant 4A)

Assigning Milestone

values in the

absence of data

Reference to

Milestone value

determination in

the absence of

data

‘‘. . .give us a reason to deviate this learner from the average; otherwise,

they’re going to be on the average.’’ (Participant 1A)

‘‘We discussed that we expect everybody to be at about a 2.5 for their

Milestones, so if we didn’t hear anything, we kept it at a 2.5.’’ (Participant

2A)

‘‘I guess I would say I feel less pressure to get it right early on and that’s

partially because we have less data, too.’’ (Participant 3A)
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this was determined by viewing the Milestone scale

linearly and presuming the scale was designed to

depict a typical, or ‘‘average,’’ resident to be ‘‘around

the middle’’ of the scale by the midpoint of their

training. None explicitly referenced the Milestone

behavioral anchors as a starting point for this

assumed expectation.

Use of mean assessment values. Participants used

summarized reports of faculty-completed assessments

when determining Milestone values. These reports

were automatically collated by a software program

that displayed mean values of numerical data and all

available narrative comments, which highlights how

the TY programs’ use of a web-based platform to

collect and collate resident data played a role in

influencing Milestone assessment choices. Participants

described using mean values when considering each

Milestone sub-competency, without taking into con-

sideration any descriptive data such as the range and

outliers of assessments, number of data points,

rotation setting, timing across the 6 months, or

whether there was growth, regression, or stagnation.

Participants seemed to be passive recipients of

information from frontline assessments, viewing these

averaged, aggregated data as the current representa-

tion of the resident’s sub-competency achievement,

without further interpretation of the information.

Some participants indicated that, at this stage,

Milestone assessment was a challenge because they

had little or no interaction with the residents in

patient care settings. Additionally, most participants

lacked knowledge of the specifics of the frontline

assessments (ie, what the checklists entailed or the

scales that were used) and assumed the faculty

assessments utilized Milestone language directly.

Comparison to peer assessment data. As the final

step in assigning a specific Milestone rating, partici-

pants compared individual resident ‘‘performance,’’

(the mean score on completed assessments) to the

collective peer mean on the same item and integrated

this information with their expectation of perfor-

mance at that particular time in training. In other

words, residents performing at the level of their peers

were assigned the expected Milestone values at the

time of year of the CCC meeting. If the resident

performed above or below peer average on a sub-

competency, participants adjusted the Milestone value

up or down, respectively.

Theme No. 4—Utility of Meaningful Narrative

Comments: Participants described that they incorpo-

rated meaningful narrative comments gathered from

assessment forms and informal communications,

when they were available, in their determination of

Milestone ratings. Several participants described they

used written comments to help them corroborate the

numerical evaluations and to further adjust assigned

values for a specific sub-competency. They found

comments describing specific behaviors useful, but

also wished for more descriptive comments and less

comments focused on resident personality and likabil-

ity. Participants reported that some competencies were

more likely to draw helpful narratives (eg, Patient

Care, Interpersonal and Communication Skills, and

Professionalism), while others (eg, Systems-Based

Practice and Practice-Based Learning and Improve-

ment) commonly lacked informative comments. This

resulted in robust narratives for a narrow spectrum of

sub-competencies and likely also contributed to

participants’ reliance on numerical assessment data

for most sub-competencies.

Theme No. 5—Assigning Milestone Values in the

Absence of Data: Participants often described having

limited or no assessment data for some residents for

one or more Milestone sub-competencies, especially

in the category of Systems-Based Practice. In the

absence of data, participants indicated they assumed

that a resident was performing at the level to be

expected (‘‘average’’) and assigned the Milestone

value that corresponded with their a priori expecta-

tions. In these cases, none of those interviewed

reported using the available options of ‘‘Not Yet

Completed Level 1’’ or ‘‘Not Yet Assessable.’’

COVID-19 Impact

After the start of the COVID-19 pandemic, partici-

pants noted alterations in patient care activities

affecting the number, type, and diversity of resident

experiences as well as a decreased number of ‘‘face-to-

face’’ interactions between residents and faculty. They

also described changes to their CCC meetings with a

transition to virtual platforms leading to decreased

meeting attendance, less engagement by CCC mem-

bers, and less group interaction and discussion during

the meeting. Although some acknowledged increased

personal stress from COVID-19, none felt that the

pandemic affected their personal approach to assign-

ing Milestone values to residents.

Discussion

To our knowledge, this is the first qualitative study

using cognitive interviews to investigate response

process validity evidence supporting the use of

Milestones as a means to improve educational

outcomes at the resident and program levels. Our
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work found problematic evidence that CCC mem-

bers’ thought process and approach to Milestone

scoring were not always aligned, and sometimes in

conflict with, the intended purpose of this assessment.

Our findings suggest that the participants in our

study lacked adequate preparation for their role on

the CCC, likely contributing to misconceptions about

Milestones and a failure to truly use them for

competency-based assessment. Regular training of

CCC members could better assist their understanding

of Milestones, their intended purpose, and the role

faculty play as both individual and group members of

a CCC in reaching judgments about trainees. The

ACGME CCC guidebook emphasizes the need for

‘‘deliberate, ongoing faculty development for those

who serve on the CCC’’19 and provides resources for

this training, including quizzes and case studies.

Additionally, given the recent widespread use of

virtual learning, both in synchronous and asynchro-

nous interactions, a new opportunity may be present

to close the training gap for CCC members.

Frame of reference training of CCC members

promotes a shared understanding and consistent use

of assessment standards,20 and may mitigate the

inappropriate reliance on time-based achievement

expectations and peer comparisons seen with our

participants. Ultimately, the goal is to promote the

ACGME’s intent that ‘‘faculty members should be

trained to compare each resident’s/fellow’s perfor-

mance to the Milestones as a whole, not just to the

performance of other or ‘typical’ residents/fellows in

the program.’’19 Our findings reinforce the assertion

of Peabody and colleagues that ‘‘[Family Medicine]

Milestones do not measure the amount of a latent

trait possessed by a resident, but rather describe

where a resident falls along the training sequence.’’6 If

Milestones are to truly support competency-based

education and promote public accountability by

ensuring the competency of residency graduates,

programs must adequately prepare those who carry

out this process and be adequately supported by GME

leaders in these efforts.

It is not surprising that programs and CCC

members are seeking efficiencies, even if these

efficiencies distort the original intent of Milestones.

When assessments are automatically compiled and

averaged by electronic residency management pro-

grams for CCC members to use, meaning can be lost.

Multiple faculty perspectives on a single resident adds

richness to assessment data. However, when data are

reduced to a single number, the diverse range of

viewpoints, clinical context, and demonstration of

growth over time is obscured. The ACGME intends

for Milestones to be ‘‘narratives, not numbers’’21;

meaningful narrative comments are the key to moving

past average numerical assessment data. Although

there are limitations to narrative comments, including

that they may not cover the full breadth of sub-

competencies22 or may lack sufficient detail,23 our

participants noted that they can be helpful in

corroborating or adjusting numerical scores.

We found that CCC members relied on assump-

tions about where an individual trainee should be

based on time in the training program, rather than

determining where they are performing. This practice

is inconsistent with the intent of the Milestone

framework and suggests that the ‘‘benchmarking’’

approach found by Dzara et al persists,11 even after

years of experience with the Milestones.

We found it striking that participants described

assigning ratings for a resident in the absence of

assessment data. It remains unclear from our analysis

what led participants in our study take these steps;

however, based on our team members’ professional

experiences and informal discussions at professional

meetings, one explanation may be that programs view

Milestones as high stakes for residents and programs

despite the ACGME’s intent that they be a formative

tool to guide growth and development.1 Nonetheless,

what is the message sent to trainees about the

importance of the assessment process when educa-

tional program leaders will assign a rating for

competency performance when there is no data to

inform such a decision?

Although not articulated by our participants,

another purpose of the Milestones is to evaluate a

program’s curriculum and assessment methods and

inform program quality improvement efforts. In the

places where CCC members are filling in the gaps of

assessment data with assumptions, opportunities are

being missed (or ignored) to pass along information

to Program Evaluation Committees that can be used

to improve resident education and assessment of

programs. Guiding CCC members to identify, recog-

nize, accept, and then act to close these gaps, rather

than making inferences that avoid uncomfortable

truths, can improve educational outcomes and should

be encouraged whenever possible.

Our study is limited by a small sample size which

may have led to some potential missed themes.

However, there were no discrepant cases for those

themes we did identify. We purposefully selected TY

residency programs and recognize they may not fully

reflect the response process of members of categor-

ical residency programs; yet half of our participants

were also members of another specialty CCC.

Furthermore, our study overlapped the COVID-19

pandemic, with interviews delayed from the summer

to winter of 2020. This limitation became an

opportunity, allowing for direct, albeit virtual,
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observation of CCC meetings in advance of inter-

views, providing a useful context for stimulating

recall about the most recent meeting. While all

participants articulated an impact from COVID-19

on both the assessment of their residents and format

of their CCC meetings, the pandemic did not appear

to change their approach to Milestone assessment,

and thus we infer that under normal circumstances,

we would have identified similar evidence jeopardiz-

ing the validity of Milestone ratings. Finally, our

study intentionally focused on individual response

process as a starting point for gathering evidence. We

acknowledge that group decision-making processes

are also a factor in response process; future work

with larger samples, varied residency specialties, and

inclusion of group factors will provide additional

insight into this topic.

Conclusions

This qualitative study of response process evidence

for the use of the Milestones by individual TY CCC

members found evidence that this assessment may not

always be applied in the ‘‘real world’’ as originally

intended.
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