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Abstract

Background In 1999, the Accreditation Council for
Graduate Medical Education (ACGME) Outcome
Project began to focus on resident performance in
the 6 competencies of patient care, medical
knowledge, professionalism, practice-based learning
and improvement, interpersonal communication
skills, and professionalism. Beginning in 2007, the
ACGME began collecting information on how
programs assess these competencies. This report
provides information on the nature and extent of
those assessments.

Methods Using data collected by the ACGME for site
visits, we use descriptive statistics and percentages to
describe the number and type of methods and assessors
accredited programs (n = 4417) report using to assess the
competencies. Observed differences among specialties,

methodologies, and assessors are tested with analysis of
variance procedures.

Results Almost all (>97%) of programs report assessing
all of the competencies and using multiple methods and
multiple assessors. Similar assessment methods and
evaluator types were consistently used across the 6
competencies. However, there were some differences in
the use of patient and family as assessors: Primary care
and ambulatory specialties used these to a greater extent
than other specialties.

Conclusion Residency programs are emphasizing the com-
petencies in their evaluation of residents. Understanding
the scope of evaluation methodologies that programs use
in resident assessment is important for both the profession
and the public, so that together we may monitor

continuing improvement in US graduate medical education.

Editor’s Note: The ACGME News and Views section of
JGME includes data reports, updates, and perspectives from
the ACGME and its review committees. The decision to
publish the article is made by the ACGME.
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Background

The Accreditation Council for Graduate Medical Education
(ACGME) initiated the Outcome Project in the late 1990s,
thus furthering its mission to ensure and improve the quality
of graduate medical education (GME) in the United States.
Through extensive research and collaboration with the
American Board of Medical Specialties and various
constituencies and GME stakeholders, the Outcome Project
delineated 6 domains (patient care, medical knowledge,
professionalism, practice-based learning and improvement,
interpersonal communication skills, and professionalism)
that underlie medical competence.

In 1999, the Outcome Project began to focus the
ACGME and the GME community on resident performance
and the assessment of these competencies as indicators of
residency program effectiveness. By July 2002, requirements
for all programs included language specific to each of these
competencies, and in July of 2007, program requirements
for each specialty included specialty-specific language in
each of the 6 competencies.

During this phase of development, programs began to
report using educational outcome data to improve
individual resident and overall program performance.
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Simultaneously, the ACGME required programs to
document the assessment tools used to evaluate resident
performance in these 6 domains of clinical competence. This
information represents the collective improvements
programs are making toward outcomes-based learning and
assessment.

Methods

The ACGME collects data for ongoing assessment and site
visit preparation from all accredited residency programs and
sponsoring institutions through the Accreditation Data
System. In 2007, the ACGME began collecting quantitative
data about the methods of evaluation used, as well as
information about the evaluators, for assessing resident
performance in each of the competencies. The data, along with
several narrative questions about the evaluations process,
make up the Evaluation Section of the Program Information
Form, the program-level self-study document prepared for the
site visit and subsequent accreditation review.

We analyzed these assessment and evaluator data for
each of the competencies for both specialty (n = 2474) and
subspecialty (n = 1943) programs that provided updated
information within the last 2 years (July 1, 2008 to June 30,
2010). Programs selected from among 22 categories (plus
“other”) of assessment methods and from among 19
categories (plus “other”) of evaluators. We explored these
data using descriptive statistics (means and frequencies),
and statistical comparisons used analysis of variance
procedures.

Although the ACGME did not require subspecialty
fellowships to adhere to the initial Outcomes Project
timeline, many of those programs have provided data on
their assessments and evaluators. Given the more intense
scrutiny of physician competency within those specialties
leading to initial board certification, however, we
concentrated most of our results on the pipeline specialty
programs, that is, those specialties leading to initial board
certification. For a more complete discussion of pipeline
specialty programs, see the analysis by Byrne and
colleagues’ in this issue.

Results

To date (as of June 30, 2010), almost one-half (49.9%,
n = 4417) of all accredited pipeline and subspecialty
programs have entered assessment methods and
evaluators as part of their Program Information Form
preparation. Almost all programs (>97%) report at least
1 assessment method and evaluator for each competency
(FIGURE 1). The mean number of assessments per
competency ranged between 2.7 (for systems-based
practice) and 4.0 (for patient care); the number of
evaluators ranged from 5.6 (practice-based learning) to
8.2 (professionalism).
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The remaining results are limited to the pipeline
specialties and represent those leading to initial board
certification (n = 2474, 56.0% of all reporting
programs). In analyses (not shown here) pipeline and
subspecialty program patterns of competency evaluation
did not differ.

There is significant variability in the types of assessment
methods and evaluators within the pipeline specialties.
FIGURE 2 shows the percentages of programs using each
type of assessment method: 90.9% and 81.1% of the
programs use direct observation and global assessment,
respectively. Conversely, there are relatively few programs
that include standardized patient exams (12.3%) and
reviews of drug prescribing procedures (7.8%) in their
assessments. FIGURE 3 shows the percentages of programs
using each type of evaluator. Most programs rely on
program directors, attendings, and other faculty to evaluate
their residents: 94.1%, 90.1%, and 82.3% of programs
report using these evaluators, respectively.

This variability in assessment method and evaluator
types for each competency shows a consistent pattern across
the 6 competencies. That is, programs tend to use the same
methods and evaluators to a similar degree, regardless of
specific competency. FIGURE 4 presents the percentage of
programs using each assessment method across the 6
competencies. From these data, it is clear that global
assessment and direct observation methods, used by
approximately 67% of all the programs (and to a lesser
extent, multisource assessments), are the programs’ most
common choice of assessment method, regardless of
competency.

It is not surprising that approximately 74% of programs
report using the in-training exam to assess medical
knowledge, and few programs (approximately 10%) use it
to assess the other competencies. Approximately 28% of
programs are using patient surveys to assess 4 of the
competencies (communication skills, patient care, practice-
based learning, and professionalism).

FIGURE 5 presents the percentages of programs using
each type of evaluator for each of the competencies.
Similar patterns to that of the assessment methods are
shown; programs are relying heavily on a few kinds of
evaluators (program directors and faculty are used by at
least 70% of the programs) to assess all the
competencies.

However, a few evaluators are used to a greater extent
than others for certain competencies. For example,
programs use patients and family members to assess
interpersonal communication skills, professionalism, and
patient care to a greater extent than the other competencies.

We further explored this source of variability by
comparing the percentages of each specialty using patients
and family members as evaluators. FIGURE 6 shows these
data. There are significant differences by type of specialty.
Specifically, the primary care specialties (family medicine,
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FIGURE 1

PERCENTAGES OF PROGRAMS ASSESSING EACH OF THE COMPETENCIES

internal medicine, pediatrics, obstetrics, and gynecology)
tend to use higher percentages of patient and family
members as evaluators than do programs in either surgical
specialties or hospital-based specialties, F; 1455 = 2.95,

P = .05. However, this finding may be due, in part, to
significantly greater number of resident evaluations from
patients and families done in those specialties, F; 1453 =
18.23, P < .0001.

Discussion

Programs have integrated assessment of the competencies into
their education using a variety of methods and assessors.
However, our results show programs relying heavily on global
assessment and direct observation methods, which may
explain the difficulty in differentiating or separating the
competencies in day-to-day clinical endeavors.*™

This difficulty may also be a function of many
programs’ reliance on a few evaluators (faculty and
program director). Having faculty evaluators is important
and reliance on their assessments need not be detrimental to
careful evaluation. Indeed, if thoughtfully done, evaluations
from faculty are rich resources of multidimensional
assessment.’

It may be that the preponderance of faculty evaluation is
due to an artifact of our data collection. The nomenclature
used for evaluators (attending, faculty supervisor, faculty
member) may be more specific than is necessary. Programs

may have selected all faculty types in the interest of
completeness when reporting their data to the ACGME. In
addition, the number of assessments could be inflated due to
the inclusion of both assessment and feedback tools in
programs’ Accreditation Data System data submissions.

An area of assessment that does show variability across
the competencies is the use of patient and family evaluations
of resident performance. Programs’ reported use of these
evaluators is encouraging, as patient-centered care figures
prominently in the recent external attention focused on
resident competencies and preparedness to practice
medicine independently.® Although few studies have
examined resident’s impact on patient safety, several
researchers have called for more integration of patient
safety and quality improvement initiatives into residency
program curricula, making the involvement of patients and
families critical.”"

An interesting finding in these data is the variability
among specialties assessing residents using family and
patients in the areas of patient care, professionalism, and
communication skills. The larger percentages and greater
numbers of assessments found in the primary care and
ambulatory specialties may be because those specialties
allow for more sustained and multiple single-patient
interactions. However, it is interesting to note that
approximately two-thirds of thoracic surgery and
ophthalmology programs also reported using patient and
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Direct observation
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FIGURE 2

PERCENTAGES OF PROGRAMS USING EACH ASSESSMENT METHOD

family evaluation of residents in at least some areas,
indicating that surgical disciplines have found ways to
incorporate such evaluations in their assessments. All
clinical specialty programs should be encouraged to involve
patients and their families in assessment as the focus on
resident outcomes continues.

Our analysis has several limitations. We have a
relatively large amount of information on the use of
evaluators and assessment methods; however, we do not
have data on the programs’ perceptions of the relative
merits of each. For example, programs may find some
methods easy to use but not exceptionally informative, or
vice versa. Similarly we have no data on the frequency or
quality of assessment methodologies. Finally, we should
note that these data should be interpreted with caution, as
information on assessment practices were self-reported by
the programs to the ACGME. Although ACGME site
visitors do provide an external validity check on the
existence of measures and assessments used by programs,
data reports from the programs may not be entirely free
from bias.

652 Journal of Graduate Medical Education, December 2010

Conclusions

It is gratifying to observe that nearly 100% of pipeline
programs (those leading to initial certification) as well as
more than 97% of subspecialty programs are actively
assessing the competencies. This suggests that essentially all
of allopathic GME programs in the United States emphasize
the competencies in their resident assessment. This reassures
both the profession and the public that traditional elements
of performance (medical knowledge, patient care), elements
previously underemphasized (communication and
interpersonal skills, professionalism), as well as the so-called
new elements (practice-based learning and improvement,
systems-based practice) are all facets of ACGME-accredited
resident assessment.

The similarity in use of many of the assessment
methods and evaluators suggest that the ACGME data
collection instrument might be simplified. For example,
perhaps asking about “faculty” rather than “attendings,”
“faculty supervisor,” and ‘“faculty members” may help
reduce site visit paperwork, as well as provide more
succinct data to the Residency Review Committees. It may
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FIGURE 3 PERCENTAGES OF PROGRAMS USING EACH TYPE OF EVALUATOR
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FIGURE 4

PERCENTAGES OF PROGRAMS USING EACH METHOD TYPE, BY COMPETENCY
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FIGURE 5§

PERCENTAGES OF PROGRAMS USING EACH EVALUATOR TYPE, BY COMPETENCY

also permit more relevant summarization of information

for feedback to the profession and the public. We will

continue to explore these data to discover more optimal

ways to accurately and succinctly document programs’

assessment of residents.

Ability to understand the range of evaluation
methodologies used by residency programs, and the results of
these assessments in conjunction with the milestones of clinical
competence currently under development at the ACGME, will
help us ensure the effectiveness of our GME programs.

Interpersonal &
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FIGURE 6
AND COMPETENCY

PERCENTAGES OF PROGRAMS USING PATIENTS OR FAMILY MEMBERS AS EVALUATORS, BY SPECIALTY
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