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BACKGROUND AND OBJECTIVES: Ten years after the Accredita-
tion Council for Graduate Medical Education’s (ACGME) mandate 
that residency programs evaluate learners’ competency, research 
is needed to guide efforts to meet this challenge. During an in-
novative residency redesign, the authors developed a process to 
effectively measure “competence.” This particular family medicine 
residency admits six residents per class year and is sponsored 
by an academic community hospital. Our objective was to gener-
ate developmentally appropriate observable behaviors that assess 
competencies.

METHODS: Eight steps guided the development of this assess-
ment system: (1) Generate residency-specific competencies, (2) 
Define residency-specific competencies, (3) Identify principles of 
assessment, (4) Compose and analyze narratives of excellence 
within each competency, (5) Distill standard statements from nar-
ratives and organize into Dreyfus levels of competence, (6) Derive 
observable behaviors from standard statements to directly cor-
relate behaviors and competency levels, (7) Design assessment 
tools (based on observable behaviors) for six residency learning 
sites, and (8) Translate assessment tools for ACGME competencies. 

RESULTS: The results of this process include an assessment 
system that (1) features six tools used with strategic frequency 
throughout the academic year and (2) generates global assess-
ment of residents’ performance in both ACGME and residency-
specific competencies. 

CONCLUSIONS: Narrative reflection was an effective method to 
tie observable behaviors to competencies. The process was time 
intensive; however, greater efficiency and enthusiasm is expected 
in the use of these assessment tools, with greater confidence in 
the program’s capacity to assess training outcomes. Future re-
search should include comparison of these tools with those of 
other programs. 

(Fam Med 2011;43(2):90-8.)
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In 1999, the Accreditation Coun-
cil for Graduate Medical Edu-
cation (ACGME) endorsed six 

general competencies through the 
Outcome Project—an initiative to 
evaluate medical residency programs 
on the basis of “actual accomplish-
ments” rather than “the potential 
to educate.”1,2 The principles of out-
comes-based assessment require 
that explicit efforts be directed to-
ward identifying actual changes in 
learners’ knowledge, behaviors, and 
attitudes rather than relying on com-
pletion of a time-based requirement 
as evidence of competence. Existing 
methods for assessing competence 
have been criticized as lacking objec-
tivity, but little advice exists on how 
to improve assessment procedures.3 

In fall 2006, a call for propos-
als (Association of Family Medi-
cine Residency Program Directors, 
American Board of Family Medicine, 
TransforMED) invited family med-
icine residencies to prepare family 
physicians for the challenges of cur-
rent and future health care envi-
ronments. The initiative, Preparing 
the Personal Physician for Prac-
tice (P4), supports education that 
trains family medicine residents to 
provide personalized and continu-
ous care to their patients and to re-
spond to an increasingly complex 
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and fragmented health care sys-
tem.4 This combination of the Out-
come Project and P4 provided an 
opportunity to rethink the age-old 
“apprenticeship” approach and in-
stead develop an integrated curric-
ulum and assessment system based 
on the ideals of competence as dem-
onstrated.

Based on our experience of curric-
ulum and assessment redesign in a 
P4 program, the authors describe a 
method through which medical ed-
ucation programs can develop “ob-
servable behaviors,” which are the 
basis of competency-based assess-
ment tools. Specifically, this article 
advocates working iteratively from 
concrete experience to abstract con-
cepts; that is, from ideal definitions 
of competence (the abstract) to be-
havioral descriptions that reflect as-
sessable learner performances (the 
concrete) and back again. Journals 
and educational repositories5-8 pres-
ent tools to assess a range of skills 
and competencies; however, few ar-
ticles focus on the systematic process 
of developing such tools. Notable ex-
ceptions are Dannefer and Henson’s9 
description of portfolio-based assess-
ment, which offers a process for de-
veloping standards statements and 
organizing curricular content; Gra-
ham et al,10 who use nominal group 
process to define systems-based 
practice; and Yudkowsky et al,11 
who describe institution-based as-
sessment of resident interpersonal 
skills. These processes are limited 
because they refer either to isolated 
competencies or refer only to medi-
cal school assessment. 

Narrative is central to medical 
culture. Stories are used through-
out medical education and practice, 
including illness stories that support 
the development of empathy,12,13 pa-
tient and family histories, case pre-
sentations, and narrative reasoning 
in assessment and diagnosis.14,15 Rita 
Charon is perhaps the best-known 
researcher of narrative medicine, but 
stories are also central to Kathryn 
Montgomery’s and others’ work re-
lated to medical reasoning and deci-
sion making.16 Although narrative is 

ubiquitous in medicine, the assess-
ment of quality in medical educa-
tion and clinical practice tends to 
rely on quantitative measures such 
as checklists and Likert-type scale 
measures. This article describes a 
method based on narrative reflec-
tion that avoids the pitfalls of Lik-
ert-scale measures by focusing on 
concrete behaviors, is transferable 
to multiple educational settings, and 
can define both ACGME and pro-
gram-specific competencies.

Methods 
Context
This dually accredited, 3-year fam-
ily medicine residency is based at 
an academic community hospital 
and admits six residents (± 1) each 
year, totaling approximately 18–21 
residents at any given time. The in-
terdisciplinary faculty is comprised 
of eight full-time physician facul-
ty (including both the department 
chair and the program director), four 
part-time physician faculty, two be-
havioral medicine faculty (one is 
part-time), a clinical pharmacist, a 
research coordinator, and a program 
coordinator. During this project, the 
faculty also included two full-time 
PhD medical educators (grant fund-
ed) who led this effort. 

Steps 1–3 described below were 
emergent; Steps 4–8 were designed 
based on existing work in narrative 
and competency assessment.17 All 
faculty were involved at some level 
in one or more of the steps described. 
Workload distribution for faculty is 
described at each step.

Step 1: Generating Residency- 
specific Competencies
During fall 2006, the faculty met 
to articulate their understanding of 
what is required to practice family 
medicine in the current and future 
health care environment, and sev-
en core concepts (or competencies) 
emerged through consensus. These 
residency-specific competencies re-
flected the local values, philosophies, 
and combinations of skills the fac-
ulty deemed necessary for gradu-
ates to succeed in primary care in 

the 21st century. All faculty partici-
pated in identifying the seven resi-
dency-specific competencies (which 
complement the six proposed by the 
ACGME): they are (1) relationship-
centered care, (2) comprehensive 
care, (3) information literacy and 
knowledge creation, (4) leadership 
and change management, (5) com-
munity health partnership, (6) life-
long learning, and (7) self care.

Step 2: Defining Competencies
In August 2007, the entire faculty 
met weekly to brainstorm definitions 
for the competencies and agreed that 
they must (1) relate to resident per-
formance and (2) assess behaviors 
relevant to the P4 program. Defin-
ing these competencies required 
several iterations as the faculty 
grappled with the implications of 
word choice. The seven competen-
cies listed above were not changed; 
however, it was necessary to opera-
tionalize the competencies so that 
the definitions were adequate (suf-
ficiently describing the breadth), ac-
curate (the definition did not overlap 
other definitions), and clear (under-
stood by others who were not part of 
generating these definitions, ie, had 
face validity).

Step 3: Cultivating Principles of 
Assessment
In September 2007, the faculty met 
to clarify the broader context of as-
sessment in our department and 
was asked, “What are our assump-
tions about assessment?” Five princi-
ples of assessment emerged through 
thematic analysis of data from that 
meeting: (1) direct observation is 
ideal and includes both assessment 
and feedback, (2) multiple methods 
are appropriate, (3) assessment is 
consistent to the extent that visible 
behaviors are identified, and vari-
ations of interpretation are mini-
mized, (4) assessment and feedback 
are timely and expected, and (5) 
effective assessment practices are 
dependent upon ongoing faculty de-
velopment. These principles cement-
ed the commitment of the faculty to 
a process of resident assessment 
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that was based on observable behav-
iors, comprehensive, both formative 
and summative, supervised, and con-
sistent.

Step 4: Crafting Narratives
At the 2007 ACGME meeting in Chi-
cago, Glenn Regehr17 identified fun-
damental problems with evaluating 
performance in the field, particularly 
that the use of scales tends to result 
in a narrow range of reported perfor-
mance (with most learners scoring 
above the midpoint of the scale).18 
Also, evaluators’ expert impressions 
of learners can be quite remote from 
the abstract categories and numer-
ical scales on an assessment form. 
In response, Regehr and colleagues 
developed a process in which evalu-
ators’ holistic impressions of learn-
ers were matched to iconic vignettes 
(or stories) representing a range of 
learner performances.19 Evaluators’ 
ratings using vignettes were more 
reliable and more discriminating 
when compared to a rating scale. In 
addition, the vignette method identi-
fied a number of learners as “unsuit-
able for practice” who were formerly 
“passed” by the same evaluators us-
ing a Likert-type rating scale.

In an effort to realize the benefits 
of narrative in the development of 
our own assessment tools, the au-
thors presented the seven residen-
cy-specific competencies with their 
preliminary definitions to the entire 
faculty, community preceptors, and 
the residents to stimulate written 
narratives that show what the en-
actment of these competencies look 
like in actual practice. The narrative 
process promised four improved out-
comes: (1) increased consistency of 
evaluation (thus, greater inter-rater 
reliability), (2) development of pro-
fessional characteristics for residents 
(without trying to create cookie-cut-
ter “types”), (3) avoidance of what 
Regehr calls the Lake Wobegon Ef-
fect (“where all residents are above 
average”), and (4) local ownership 
(including residents and communi-
ty preceptors).

To collect the narratives, we dis-
tributed a single-page form with a 

competency title and definition at 
the top, brief instructions, and lined 
space for respondents to write. Re-
gehr’s process was adapted by solic-
iting examples of excellence rather 
than asking for a range of perfor-
mances. The prompt to generate nar-
ratives for the Comprehensive Care 
competency was:

• Your Competency Is: Compre-
hensive Care

• The Definition Is: “Collaborates 
with patients in the context of family 
and community to facilitate health 
and illness care across the lifespan; 
appropriately explores the impact of 
multiple aspects of human experi-
ence on health and illness.”

• Your Charge Is: To write a short 
narrative about when you recognized 
the performance of excellent Com-
prehensive Care being enacted by a 
resident or colleague.

We used several strategies to so-
licit the stories, including providing 
dedicated time at meetings. After 
approximately 8 weeks, the data 
reached saturation when themes 
and examples in the narratives be-
gan to repeat. In total, we collected 
52 narratives, giving each competen-
cy either seven or eight illustrative 
examples from which to develop the 
next phase of the project.

Step 5: Developing Standards 
Statements
In a 3-hour meeting, we adapted a 
process for the assessment of medical 
students in a portfolio system, which 
requires “standards statements” for 
each competency to describe what 
learner performance should look like 
for each year of the program.9 The 
52 narratives from Step 4 were used 
to identify what the community had 
seen (and expected to see) in relation 
to each competency.

A select group of faculty (the pro-
gram director, two medical educa-
tors, three physician faculty, the 
clinical pharmacist, two behavioral 
medicine faculty, the program coor-
dinator, and the research coordina-
tor) analyzed the narratives to distill 
specific standards from the stories. 
Faculty worked in pairs on a single 

competency for 60 minutes. We gen-
erated a preliminary set of standards 
and then refined and organized those 
initial statements by plotting them 
on a large grid with the seven com-
petency titles on one axis and PGY 
1, 2, and 3 on the other. Each pair 
recorded the standards for their com-
petency across PGY levels and post-
ed them on the grid. As a group, we 
reviewed the standards and reached 
consensus regarding both sequence 
and relevance of a given standard.      

We used the Dreyfus Developmen-
tal Model of skills acquisition.20,21 
Rather than consider each resident 
as a homogeneous member of their 
PGY group, the Dreyfus Model rec-
ognizes that each learner develops 
differently. Thus, we reconceptual-
ized our standards statements ac-
cording to the Dreyfus categories of 
novice, advanced beginner, compe-
tent, and proficient. Table 1 provides 
our result, including definitions and 
standard statements at each level. 
As suggested by theoretical treat-
ments of expertise, we declined to 
define the expert level.22 

Step 6: Operationalizing  
Observable Behaviors
Because the goal of this process was 
to move more deliberately from the 
abstract to the concrete, identify-
ing standards statements served as 
a precursor to identifying how the 
standards might be observed in prac-
tice, specifically observable behav-
iors. For the Comprehensive Care 
competency, Table 2 provides exam-
ples of observable behaviors for each 
Dreyfus level.

We derived some of these observ-
able behaviors from the original nar-
ratives; others were prompted by 
sharing the standards statements 
with faculty and soliciting specific 
examples. For example, the Clini-
cal Hand23 is a model that—among 
other things—guides clinicians 
through stages of a health care en-
counter and reminds them of spe-
cific tasks (connecting, negotiating 
the agenda, etc) related to effective 
clinician-patient communication. Be-
cause it plays an essential role in our 



FAMILY MEDICINE VOL. 43, NO. 2 • FEBRUARY 2011 93

ORIGINAL ARTICLES

curriculum, it was important to in-
clude observable behaviors related to 
the Clinical Hand. The brainstormed 
observable behaviors were analyzed 
for relevance in relation to the stan-
dards statements and then ordered 
in a logical progression from novice 
to proficient. The first author cleaned 
up the articulation of the behaviors 
to ensure rhetorical consistency. As a 
validity check, five physician faculty 
members confirmed the observable 
aspect of observable behaviors, high-
lighted those that remained abstract 
and, in some cases, rejected them. 
This step generated 188 observable 

behaviors describing development 
across seven competency areas.

Step 7: Designing Assessment 
Tools for Learning Sites 
To apply the observable behaviors 
to assessment, the first, third, and 
fifth authors (the Assessment Team) 
designed tools for each of six major 
learning sites where residents could 
be seen functioning as family doc-
tors. The six learning sites are (1) 
Continuity Care Sites (outpatient 
care), (2) Hospital Service (inpatient 
care), (3) Behavioral Medicine Clin-
ic, (4) Continuity Care Teams (inter-
disciplinary, outpatient health care 

teams), (5) Learning Labs (half-day, 
interactive small-group learning ac-
tivities), and (6) Educational Plan-
ning (meetings with advisor related 
to individualized learning). Faculty 
members representing each learning 
site contributed to the designation of 
specific observable behaviors as es-
sential to summative assessment at 
that site. A high level of agreement 
was achieved, with at least three fac-
ulty members independently select-
ing the same observable behaviors 
for each learning site. This process 
served three purposes: (1) demon-
strated the face validity of the com-
petency definitions, (2) demonstrated 

Table 1: Summary of Standards Statements

The standards below are summative (rather than formative) at each level.

Competency/Definition Novice Advanced Beginner Competent Proficient

Comprehensive Care
Collaborates with 
individuals in the 
context of their family 
and community to 
facilitate health and 
illness care across 
lifespan; appropriately 
explores impact of 
multiple aspects of 
human experience on 
their health and illness 
experiences.

• Differentiates the 
limbs of the Clinical 
Hand23 and identifies 
the role of each limb 
in a patient’s health 
story.

• Facilitates 
goal clarification, 
treatment choices; 
enhances activation 
in wellness care. 

• Utilizes the limbs 
of the Clinical 
Hand appropriately 
in the patient 
assessment process.

• Collects 
information from 
patient family, 
health partners, 
and own medical 
expertise in 
wellness care to 
develop common 
understanding. 

• Utilizes the limbs 
of the Clinical Hand 
in crafting treatment 
plans.

• Confidently delivers 
acute care across all 
gender variance as 
well as the breadth of 
lifespan.

• Synthesizes 
information from 
patient family, health 
partners, and own 
medical expertise in 
the context of complex 
illness.

• Facilitates goal 
clarification, treatment 
choices, and enhances 
patient activation in 
complex illness care. 

Relationship-
centered Care
Emphasizes 
communication 
and connection in 
acknowledging the 
participation of 
the “whole person” 
(including self and 
family system) while 
working toward shared 
decision making and 
goal setting.

• Participates in self-
reflexive activities 
(Balint, Mega-Clinic, 
and Continuity Care 
Cases) to enhance 
comprehension of the 
physician’s emotional 
life.

• Recognizes bias 
and works to 
overcome barriers.

• Practices from 
a model of shared 
decision making.

• Incorporates 
culture, context, and 
family systems into 
clinical interaction 
and decision making.

• Models and teaches 
RCC to other residents 
and clinical partners.

• Integrates patient 
story in long-term 
patient care.

Leadership and 
Change Management
Advocates for 
continuous 
improvement and 
innovation in complex 
health care systems. 

• Recognizes the 
qualities of small- 
group dynamics 
and productive time 
management

• Embraces and 
practices reflective 
listening.

• Utilizes knowledge 
of group dynamics 
to facilitate goal-
oriented teamwork.

 

• Sponsors 
collaboration to 
enhance productivity 
and increase efficiency.

(continued on next page)
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the utility of specific observable be-
haviors for given sites, and (3) ex-
posed some observable behaviors as 
less central to our overall assess-
ment of competence within our resi-
dency. Next, each of the assessment 
tools was pilot tested by faculty, resi-
dents, and/or community preceptors, 
and feedback was solicited. This was 
by far the longest step in the process 
as the Assessment Team met for ap-
proximately 3–5 hours a month for 
several months, analyzing contribu-
tions from faculty and pilot testing 
the tools in different sites.

In addition, assessment tools were 
customized for each site (Table 3). For 
example, the Learning Labs assess-
ment asks the assessor to identify the 
frequency with which each behavior 
is observed (eg, never, rarely, some-
times, always). In comparison, the 
Hospital assessment asks the asses-
sor to select “all [behaviors] that ap-
ply.” Some tools are used exclusively 
by faculty assessors (eg, preceptors in 
the continuity clinics) and others use 
a multi-perspective approach that 
includes self-assessment. Although 
physicians have demonstrated a lim-
ited ability to accurately self-assess 

in a previous study,25 this limitation 
is mitigated by the fact that residents 
are not solely responsible for self-re-
ports of performance and may bene-
fit from seeing their self-assessments 
along with how their peers assessed 
them. It is significant that the Drey-
fus levels of each observable behavior 
are not identified on the assessment 
tools, and the order of the behav-
iors is purposefully jumbled. Table 
3 provides a summary of the differ-
ent tools, how often they are utilized, 
by whom, and the estimated time to 
complete each assessment.

Table 1 (continued)

Competency/Definition Novice Advanced Beginner Competent Proficient

Community Health 
Partnership
Recognizes the 
influence of community, 
culture, and the health 
care system on health 
and illness; builds 
effective relationships 
that improve health for 
the population we serve.

• Identifies 
resources within the 
community.

• Recognizes multiple 
social, economic, 
and cultural 
differences within the 
community.

• Considers 
obstacles to care 
when making 
recommendations 
(ie, finances, diet, 
language)

• Evaluates and 
recommends 
resources from the 
community for both 
prevention and 
treatment.

• Uses existing 
systems to promote 
local, state, and 
federal health 
initiatives.

• Integrates 
Ecological-
Transactional model 
into clinical practice.

• Partners with 
community groups 
and patient groups to 
create collaborative 
teams. 

Information Literacy 
and Knowledge 
Creation
Applies the skills of 
practice-based learning 
to improve quality of 
care; demonstrates 
critical thinking skills 
needed to expand 
the base of medical 
knowledge. 

• Develops skills 
in selective data 
acquisition.

• Knows how to 
formulate a focused 
clinical question 
and draws from 
appropriate resources 
for solution.

• Expands critical 
thinking skills by 
applying knowledge 
of research 
methodology in 
the appraisal 
of new medical 
conclusions/clinical 
trials.

• Recognizes 
evidence-based 
medicine triad as 
the integration 
of physician 
experience and 
patient experience of 
condition along with 
conclusions drawn 
from clinical research.

• Locates and 
contrasts medical 
literature and 
draws appropriate 
conclusions that 
become integrated into 
clinical practice.

Lifelong Learning
Integrates cognitive 
and affective 
experiences that allow 
synthesis of new 
knowledge; develops 
an active practice that 
supports professional 
development.

• Identifies mentors 
that provide 
meaningful feedback 
and constructive 
criticism.

• Recognizes 
and appreciates 
colleagues with 
specialized 
knowledge and 
learns from them. 

• Refines knowledge 
base by regularly 
attending conferences 
and continuing 
medical education 
activities.

• Encourages 
colleagues and 
patients to pursue 
lifelong learning.

• Evaluates and 
critiques the changing 
nature of medicine.

Self-care
Identifies and explores 
personal needs; takes 
steps to enhance 
individual growth and 
well-being.

• Develops self-
awareness; is able 
to self reflect and 
consciously works to 
reduce blind spots.

• Identifies when 
capacity to fulfill 
professional 
responsibilities is 
reduced.

• Regularly 
participates in 
activities that 
contribute to personal 
well-being across all 
limbs of the Clinical 
Hand.

• Encourages 
recognition of  
reflection and self 
renewal in colleagues.

This table provides examples of each competency standard.
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Table 2: Sample Observable Behaviors for Comprehensive Care and Relationship to ACGME

Dreyfus Level Observable Behavior ACGME

Novice Delivers organized presentation, able to cross from the patient’s frame 
to the medical frame.

Patient Care

Advanced beginner Develops appropriate differential diagnosis and then provisional 
diagnosis drawing knowledge from more than one limb of the Clinical 
Hand.23,24

Medical Knowledge, 
Patient Care

Competent Formulates treatment plan in partnership with patient, paying 
attention to medical issues, patient resources, and obstacles to care.

Medical Knowledge, 
Patient Care, Systems-
based Practice

Proficient Reviews negotiated treatment plan with patient by exploring 
successes and challenges, negotiates revision to plan.

Medical Knowledge, 
Patient Care, Systems-
based Practice, 
Interpersonal Skills and 
Communication

Expert Undefined

ACGME—Accreditation Council for Graduate Medical Education

Table 3: Summary of Assessment Tools

Learning Site Assessor Frequency

Estimated Time 
to Complete 
Per Resident Tool Description

Continuity care 
site

Preceptors After each clinic 
session

5 minutes Seven observable behaviors per version; 
assessor instructed to choose from 
a four-level nominal scale (routinely 
observed, observed, not observed, N/A 
this session); five versions of the tool; 
space for comments

Hospital service Attending
Residents

After each 
week-long 
rotation (nine 
times per year)

20 minutes 68 observable behaviors in five 
categories; assessor instructed to “check 
all that apply”; one version of the tool; 
space for comments. 

Behavioral 
medicine clinic 

Behavioral medicine 
faculty

Twice a year 20 minutes 40 observable behaviors; assessor 
instructed to “choose the behavior that 
best describes this resident;” one version 
of the tool; space for comments.

Continuity care 
teams

Residents
Faculty
Nurses
Office staff
Self

Three times per 
year

10 minutes 38 observable behaviors in six 
categories; assessor instructed to “check 
all that apply”; one version of the tool; 
space for comments.

Learning labs Faculty 
Residents
Self

Three times per 
year

5 minutes Nine observable behaviors per version; 
assessor instructed to choose from 
a 4-level nominal scale (frequently, 
sometimes, rarely, never); three versions 
of the tool; space for comments.

Advising Advising team
Self

Three times per 
year

10 minutes 25 observable behaviors; assessor 
instructed to “check all that apply;” one 
version of the tool; space for comments.
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Step 8: Translating Observable 
Behaviors to the Six ACGME 
Core Competencies 

To ensure generalizability of our 
system to multiple residency pro-
grams both within our institution 
and elsewhere, the Assessment Team 
worked with the grid of observable 
behaviors and the ACGME compe-
tencies, mapping correspondence 
between the definitions and the ob-
servable behaviors (Table 2). This 
process ensured that the observable 
behaviors we identified in the course 
of using the new assessment system 
could be tracked to a corresponding 
level of competence within the 
ACGME requirements.

Results
Through this eight-step process, this 
residency program articulated defini-
tions of local competencies and creat-
ed almost 200 observable behaviors 
(Table 4) identified as meaningful 
through the process of narrative re-
flection. We also developed six dif-
ferent assessment tools used in the 
contexts where family medicine com-
petency is important (Table 3). These 
competency-based tools shift the fo-
cus of residents and assessors away 
from both the time-based appren-
ticeship model and the attainment 
of abstracted “scores” and toward the 
behaviors that both count in the de-
livery of patient care and are mark-
ers of professional conduct.

The time elapsed from the devel-
opment of assessment principles to 
the finalized assessment tools was 
18 months and was facilitated by 
two grant-funded PhD medical ed-
ucators. Having identified and de-
scribed the steps in this process, 
subsequent efforts by others in other 
contexts will necessarily be more ef-
ficient. Preliminary feedback on the 
tools indicates that faculty and resi-
dents alike perceive the observable 
behaviors as corresponding to those 
they experience in the course of resi-
dency education and as valued fea-
tures of resident performance. 

The tools have been used success-
fully for 1 year and, following a sec-
ond year of use, will be analyzed for 

utility and modified accordingly. On-
going training has been provided to 
faculty, community preceptors, and 
residents to ensure that the assess-
ment tools are utilized appropri-
ately as well as to solicit ongoing 
feedback. An obvious challenge for 
any residency is to maintain an en-
vironment where assessment rep-
resents room for improvement and 
functions to avoid the Lake Wobe-
gon affect. Therefore, leadership has 
stressed the responsible use of these 
assessment tools as a dimension of 
professionalism.

Discussion
As evidenced by the use of Individu-
al Education Plans (IEPs) in our pro-
gram, residents are encouraged to 
identify an individual path to com-
petence with the understanding that 
competencies—whether ACGME-en-
dorsed or residency specific—are es-
sential to determine progress toward 
graduation. Thus, it was necessary 
to generate a clear picture of these 
competencies as anticipated training 
outcomes so that they could guide 
the residency community in curricu-
lum development as well as resident 
assessment. 

 Although other residencies may 
have a less flexible curricular struc-
ture, all residencies must be able to 
demonstrate how they are measur-
ing residents’ progress and achieve-
ment of competence. The systematic 
method described in this article re-
quires several conditions for success: 
(1) Narrative as a concept should 
be understood as being comprised 
of characters, scenes, often dialogue, 
and plot development rather than 
generalized or abstract descrip-
tions or summaries,26-28 and clear 
directions and examples of narra-
tives will help guide inexperienced 
contributors toward more effective 
narrative writing, (2) A thorough un-
derstanding of personnel responsi-
ble for teaching and assessment and 
the inclusion of these personnel in 
the process is essential—for exam-
ple, medical educators worked with 
community preceptors to gauge their 
comprehension of residency-defined 

competencies, (3) Because this meth-
od of developing assessment is radi-
cal in the sense that it takes nothing 
for granted, it was time-consuming. 
We felt fortunate to have had con-
siderable input from residents and 
community preceptors in the crafting 
of narratives and for the evaluation 
of the assessment tools during the 
pilot-testing stage. Due to the time 
and training required to complete 
the early part of the process, we 
elected not to include patients’ nar-
ratives—however, a comparison of 
some competencies with patient nar-
ratives of excellent care could prove 
a worthwhile test of validity. Simi-
larly, although it might have been 
advantageous to elicit more input 
from community preceptors and resi-
dents in all steps in the process, time 
was an important consideration as 
we were determined to have these 
assessment tools completed in time 
for the beginning of the subsequent 
academic year. Also, given that the 
goal was to develop assessment tools 
for the residents, it may have proven 
counterproductive to involve them 
more deeply in the process of writ-
ing observable behaviors because 
they may have ended up perform-
ing to the tool (a version of “teaching 
to the test”) rather than investing in 
an adoption of competent behavior. 

It is also important to recognize 
that we do not perceive our “fin-
ished” product as carved in stone. 
One of the unintended benefits of 
the first 6 months of use was the 
discovery that the liberal comments 
sections on each of these assessment 
tools yielded more observable behav-
iors that will likely be folded into fu-
ture versions of these tools. We may 
find that some of the observable be-
haviors that are currently included 
are redundant or better represented 
in contexts other than those to which 
they were initially assigned.

Future research on this assess-
ment system is necessary. Although 
the difficulty of validating the as-
sessment of clinical competence 
is well documented,8,29 it is appro-
priate to begin by testing the reli-
ability of these tools. This will be 
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Table 4: Examples of Observable Behaviors Across Competencies  
and Dreyfus Levels With Corresponding ACGME Competencies

Local 
Competencies

Novice Advanced Beginner Competent Proficient

Comprehensive 
Care 

Differentiates the 
limbs of the Clinical 
Hand and identifies 
the role of each limb 
in a patient’s health 
story. 
(Patient Care)

Synthesizes information 
in the context of an 
acute illness to develop 
shared understanding. 
(Patient Care)

Utilizes the limbs of 
the Clinical Hand in 
crafting treatment 
plans.
(Patient Care)

Facilitates goal 
clarification, treatment 
choices, and enhances 
patient activation in 
complex illness care. 
(Medical Knowledge)

Relationship- 
centered Care 

Demonstrates active 
listening skills 
(Interpersonal and 
Communication 
Skills)

Recognizes biases 
and works to 
overcome barriers. 
(Professionalism)

Engages in broader 
conversation with 
patient; establishes 
common ground and 
interests. (Interpersonal 
and Communication 
Skills)

Models and teaches 
RCC to other residents 
and clinical partners. 
(Practice-based 
Learning)

Leadership 
and Change 
Management 

Acknowledges 
the importance of 
time management 
(Systems-based 
Practice)

Appreciates 
constructive criticism 
and feedback 
from colleagues 
(Interpersonal and 
Communication Skills)

Utilizes knowledge 
of group dynamics to 
facilitate goal-oriented 
teamwork. (Systems-
based Practice)

Respectfully challenges 
the status quo 
and advocates for 
stakeholder group. 
(Practice-based 
Learning)

Community 
Health 
Partnership 

Identifies multiple 
social, economic, 
and cultural 
differences within 
the community. 
(Professionalism)

Considers obstacles 
to care when making 
recommendations 
such as finances, diet, 
language. (Systems-
based Practice)

Evaluates and 
recommends resources 
from the community 
for both prevention and 
treatment of disease. 
(Systems-based 
Practice)

Partners with 
community groups 
and patient groups to 
create collaborative 
teams. 
(Systems-based 
Practice)

Information 
Literacy and 
Knowledge 
Creation 

Knows how to 
formulate a focused 
clinical question 
and draws from 
appropriate 
resources for 
solution. 
(Medical 
Knowledge)

Demonstrates 
skills in diagnostic 
reasoning and problem 
representation. 
(Medical Knowledge)

Recognizes evidence-
based medicine triad 
as the integration of 
physician experience 
and patient experience 
of condition along with 
conclusions drawn 
from clinical research. 
(Medical Knowledge)

Integrates the three 
circles of evidence-
based medicine triad 
into all aspects of 
patient care. 
(Patient Care)

Lifelong Learning Actively seeks 
experiences that 
promote intellectual 
growth. 
(Practice-based 
Learning)

Recognizes and 
appreciates colleagues 
with specialized 
knowledge and 
learns from them. 
(Interpersonal and 
Communication Skills)

Refines knowledge 
base by regularly 
attending conferences 
and continuing medical 
education activities. 
(Medical Knowledge)

Evaluates and 
critiques the changing 
nature of medicine. 
(Practice-based 
Learning)

Self-care Acknowledges that 
caring for others 
first requires 
caring for self. 
(Professionalism)

Identifies when 
capacity to fulfill 
professional 
responsibilities 
is reduced. 
(Professionalism)

Utilizes stress 
management 
techniques, such as 
mindfulness-based 
stress reduction. 
(Professionalism)

Provides colleagues 
with support when 
their retreat and 
renewal are necessary 
in times of reduced 
capacity. (Interpersonal 
and Communication 
Skills)

ACGME—Accreditation Council for Graduate Medical Education
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accomplished first by assessing the 
inter-rater reliability of those com-
pleting the assessment. The power of 
the tools to detect differences with-
in the resident population, to show 
progress over time, and to reflect a 
full range of performance (avoiding 
the Lake Wobegon effect) will be de-
termined by comparing performance 
profiles of residents; that is, to see 
whether the tools capture progress 
of each resident through the Drey-
fus levels of competence and whether 
a range of performance is captured 
across residents. External validity 
of the assessment tools will be test-
ed by correlating their ratings with 
those evaluations completed in other 
rotations or through a standardized 
measure of resident performance 
such as in-training scores. Finally, 
as the developers of these tools, we 
intend them to be both powerful in 
their ability to assess performance 
and versatile in their utility; thus, 
questions will also need to be ad-
dressed regarding ease of use and 
accessibility. 

We concede the possibility that 
this assessment system implies a 
substantial initial time commit-
ment for faculty, particularly during 
development and implementation. 
Nevertheless, the ACGME Out-
come Project is grounded in the idea 
that physician training is more ef-
fective when actual trainee accom-
plishments—changes in knowledge, 
behaviors, and attitudes—are iden-
tified. Faculty will spend less time 
with assessment tools as they be-
come accustomed to their use and, 
most importantly, will come closer 
to capturing the results of training 
efforts rather than the holistic im-
pressions of assessors. Although this 
indicates a radical culture shift, this 
does not mean that assessment will 
be more difficult.

The assessment tools that were 
created by this process satisfy the 
ACGME requirement to move to a 
competency-based model and avoid 
the Lake Wobegon effect typically de-
rived from Likert-type scales.12 These 
tools avoid the reduction of assess-
ment to a set of minimally related 

measures. These assessment tools 
also address the challenge of pro-
viding far more qualitative feedback 
than is generally collected from the 
comments section of typical assess-
ment forms. The residency-specific 
competencies and the six identified 
learning assessment sites work in 
concert to provide a comprehensive 
picture of resident performance in 
context.
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