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Competency-based graduate
medical education (GME) in the US:
Overview of recent changes and
future directions

Lee Buenconsejo-Lum,MD

Designated Institutional Official (DIO);
Director of GME Professor of Family Medicine and Community Health
John A. Burns School of Medicine; University of Hawaii at Manoa

This presentation will provide a brief background of competency based medical education (CBME)
and current approaches in the United States to implement and evaluate CBME. CBME is defined as
“... an outcomes—based approach to the design, implementation, assessment and evaluation of
medical education programs, using an organizing framework of competencies.”

Until the 1980s, “graduation” from a Graduate Medical Education (GME) program was largely
based on the time it took a trainee to complete their prescribed educational program. However, as
the health care system has become more complex, it has become essential to produce doctors who
have demonstrated the ability to practice their specialty in complex health care settings and in
interprofessional teams. Important outcomes to measure in residents/fellows include educational
outcomes, clinical care outcomes and other important competencies in communication,
system—based practice, professionalism and practice—based learning and improvement. Better
monitoring and assessment of these physicians in training is needed to ensure they can safely
practice medicine independently and unsupervised.

In order to design an effective and efficient evaluation system, it is important that all faculty
understand the various developmental stages of learning. It is also important that they come to
agreement on how to measure/assess progress on the different skills, tasks, milestones and
competencies. In the US and Hawaii, there is a large focus on faculty development and critically
examining the evaluation system to ensure that faculty are able to accurately assess the residents,
give them timely feedback and, if needed, remediation to help them become successful physicians.
On the next pages contain some important tables that explain the developmental stages of learning
and how they align with the RIME stages, ACGME Milestones and supervision requirements.

Additional information and references are included in Dr. Buenconsejo—Lum’s slide presentation.

Please feel free to contact her with any questions. Ibuencon@hawaii.edu



Developmental Stages of Learningas Proposed by Dreyfus

Stage of Learsing Method of Learning (Tesching Style) Learning Steps Learner Characteristies
1. Noviee Instruction (instructor) Recagnizes the context-free festures Leaming detached aralyti
Bresks skillinto context-free, discrete wsks, concepts, nules Knows rules for determining astions based on these features
2 Advanced | Practice (coxch) Recognizes relevant makes sense of e | L in a detached, analyt mind
beginner Experiences coping with real situations al
Pomts out new aspects of matcrial L shout
Teaches rules and reasoning techniques foe action
3. Competence | Apprenticeship (Facilitator) Volume of aspects is overwhelming Leamer is emotionally involved in the task and its
Devels parates “important™ i oukome
fiom “ignored” clements Sense of what's important is lacking Too many subtle differences for rules; studcnt must
Demonstmtes that rules and reasaning techniques for choosing e Stands alone making correct and incomect choices decide in cach case
difficul to come by Coping becomes frightening, discouraging, clating Makes a mistake, then feels remane:
Succceds, hen fecls clated
Emotional leaming builds competence
4. Proficiency | Apprenticeship (supervise) Rule Leat ly 1
Gains s decisions ? o suceess ha |1
Applics rules and maxims to decide what to do replace reasoncd oncs and principles
S Expertise | | (mentor) Gai 0 i sub 2 iatly sces the goal and what must be done 10
Experiences multiple, small random variations sponse from those | achieve it
Observes other experts or experiences nonrandom simulations requiring another Builds on previous leaming expericnces
Warking through the cases must emationally matter

From Dreyfus HL: On the Internet. Thinking in Action Series. New York, Routledge, 2001
Novice = earlymedical student=Reporter
Advanced Beginner =advanced medical student = Interpreter
Competence = advanced medical student/ early resident= Manager

Proficiency=advanced resident (supervisory) = Educator (team leader/Senior resident)
Expertise = faculty = Educator/Mentor

Alignment of Milestones, Dreyfus Model Stages, Observable

Learner Behavior, RIME and ACGME Levels of Supervision

Miestone Level Dreyfus Model Stages Leamer Behavior RIME Stages Transition to Practitioner Appropriate Level of Supervision and Permission
1 Novice Doing what is told, mule driven Reporter Tntroduction to elinical practice (Observation, no enactment
2 Advanced beginner | Comprehension ReporterInterpreter | Guided clinical practice Act under direct, proactive supervision
3 Competent icati practice Early i Act under indirect, reactive supervision
4 Proficient i Full p Clinical oversight
5 Expert Experienced clinician Educator Aspirational growth after graduation | Provide supervision to others
FromHolmboe textbook, Table 1.5

Different Assessment Methods

Patient Care:

Medical Knowledge: written, computer based, case-based discussions, observed teaching

= Short practice: Mini-CEX, computer (clinical reasoning), handoffs, videos
* Long-practice: multisource feedback (based on direct obs), review of shifts, longitudinal evaluations

Technical Skills (OSATS), 7?

Clinical Skills: Simulation, Direct observation of procedural skills, Objective Structured Assessment of

= Interpersonal Skills and Communication: Simulation, Direct observation, ??

= Professionalism: Simulation, Direct observation, 72

= Systems-Based Practice, Care Coordination, Health Care Quality, Patient Safety: Simulations, Focused
chart review, Event Analysis, Direct observation, ??

Practice-Based Learning and Improvement: mentoring, review of practice data, ??




Dr. Lee Ellen Buenconsejo—Lum was born and raised in Wahiawa, Oahu into a family of teachers.
She attended Leilehua High School, then Stanford University for her Bachelors of Science in
Biology. She returned to Hawaii to complete her medical school and family medicine residency
training at the University of Hawaii (UH) John A. Burns School of Medicine (JABSOM) in 1997.
After her Family Medicine residency, she decided to pursue a career in academic medicine so that
she could help to train physicians who would provide holistic and culturally—appropriate care to
patients, their families and communities. Dr. Buenconsejo—Lum completed a faculty development
fellowship which included emphasis on community—based participatory approaches to programmatic
development and research.

Since 1997, Dr. Buenconsejo—Lum has held a variety of leadership roles within the JABSOM
Department of Family Medicine and Community Health, but also remained active in teaching
medical students. Dr. Buenconsejo—Lum is a full Professor with the Department of Family Medicine
and Community Health and is currently the Designated Institutional Official and Director of
Graduate Medical Education at JABSOM. In this role, similar to an Assistant Dean at other medical
schools, she is responsible for the oversight and administration of the JABSOM residency and
fellowship programs that train physicians in 17 different medical and surgical specialties.

In addition to training over 120 Family Medicine residents since 1997 - of whom about 80% have
stayed in Hawaii to practice - her scholarly focus has been aimed toward strengthening health
systems to reduce cancer health disparities in the U.S. Affiliated Pacific Island jurisdictions
(USAPI). With numerous USAPI, US National and International partners, as well as local health
leadership in each jurisdiction, she has helped the USAPI improve their capacity to prevent and
detect cancer earlier and to care for patients diagnosed with late—stage cancer. She is the
Principal Investigator for the USAPI Pacific Regional Central Cancer Registry Program and

Co-Principal Investigator for the Pacific Regional Comprehensive Cancer Control program.

EDUCATION/TRAINING

DEGREE | Completion Date
INSTITUTION AND LOCATION FIELD OF STUDY

(if applicable) MM/YYYY

Stanford University, Stanford, CA B.S. 05/90 Biological Sciences

John A. Burns School of Medicine (JABSOM), University of M.D. 05/94 Medicine

Hawai'i (UH), Honolulu, HI

UH Family Medicine Residency Program, Mililani, HI 06/97 Family Medicine

UH Family Medicine Faculty Development Fellowship, 06/98 Faculty Development

Mililani, HI




Selected Positions and Employment

7/97-present

7/97-present

8/07-present

6/07-present

6/09-present
6/10-present

6/12-present
7/16-present

Honors
1994
2003
2011
2014

Assistant Professor (1997), Residency Director (2008-15), Associate Professor
(2011), Vice-Chair (2011), Professor (2016) of Family Medicine and Community
Health, Department of Family Medicine and Community Health, JABSOM, UH
(current) Courtesy Medical Staff, Wahiawa General Hospital; Courtesy Medical
Staff at Kapiolani Medical Center for Women and Children and Active Medical
Staff at Pali Momi Medical Center

Associate Member, Prevention and Control Program, University of Hawaii
Cancer Center

Co-Principal Investigator, Pacific Regional Comprehensive Cancer Control
program (CDC)

Principal Investigator, Pacific Regional Central Cancer Registry (CDC-funded)
CDC USAPI Working group co-lead for prevention and control of cervical cancer
in the USAPI

Governing Board Member & Treasurer, Intercultural Cancer Council (National)
Designated Institutional Official and Director of Graduate Medical Education,

Dean’s Office, JABSOM, UH

Inductee, Alpha Omega Alpha Medical Honor Society
UH JABSOM nominee for AAMC Humanism In Medicine Award
Fellow, American Academy of Family Physicians

Nominee, UH Board of Regents Excellence in Teaching Award



Competency-based graduate medical
education (GME) in the US: Overview of

recent changes and future directions

Lee Buenconsejo-Lum, MD, FAAFP
Professor and Designated Institutional Official (DIO); Director of GME

John A. Burns School of Medicine; University of Hawaii at Manoa
March 17, 2019 * Okinawa Chubu Hospital, Japan




Credit / References

= Eric Holmboe, Steven Durning, Richard Hawkins. Practical Guide to the Evaluation of
Clinical Competence, 274 Ed E-Book. Elsevier Health Sciences, Philadelphia PA 2018.

ISBN: 9780323448949

= Accreditation Council on Graduate Medical Education (ACGME) www.acgme.org

= Milestones Guidebook
https://www.acgme.org/Portals/0/MilestonesGuidebook.pdf?

ver=2016-05-31-113245-103
= Clinical Competency Committee (CCC) Guidebook

https://www.acgme.org/Portals/0/
ACGMECIinicalCompetencyCommitteeGuidebook.pdf?
ver=2017-10-18-141733-920

= Edgar L, Roberts S, Holmboe E. Milestones 2.0: A Step Forward. JGME 2018 June:
367-369. DOI: http://dx.doi.org/10.4300/JGME-07-04-51




At the end of the presentation, the learner should be
able to:

1. Describe the principles behind the Accreditation
Council for Graduate Medical Education (ACGME)

Milestones
earnin g 2. Describe evidence of what has worked and what
: . remains to be improved in delivering
O :)_] eCt|VeS competency-based medical education

3. State the importance of interprofessional education
to improve the quality of care, patient safety and to
prepare GME program graduates to practice in the
era of team-based care and healthcare reform in

the U.S.




= What are the abilities of a graduate?

= Vs. Did the trainee complete a prescribed
educational program

= Need to produce physicians with the abilities
needed to meet the complexities of the modern
practice of medicine

Competency-

Ba Sed Med ica| = Educational outcomes
Education = Clinical care outcomes

* Includes more than medical knowledge and
(CB M E) technical skills

" Need to better monitor (assess) doctors in training

“ ... an outcomes-based approach to to ensure they meet predefined competency

the design, implementation, standards upon graduation to unsupervised
assessment and evaluation of medical practice
education programs, using an

organizing framework of
Frarﬁiqm,@ﬁéﬂlﬁgﬁ%n Cate O, et al. Competency-based medical education: theory to practice. Med Teach. 2010;32(8):638-645.



Developmental Stages of Learning as Proposed by Dreyfus

Stage of Learning Method of Learning (Teaching Style)

Learning Steps

Learner Characteristics

1. Novice Instruction (instructor) Recognizes the context-free features Learning occurs in a detached analytic frame of mind
Breaks skill into context-free, discrete tasks, concepts, rules Knows rules for determining actions based on these features
2. Advanced Practicc (coach) Recognizes relevant aspects based on experience that makes sense of the | Learning occurs in a detached, analytic frame of mind
beginner Experiences coping with real situations material
Points out new aspects of material Leams maxims about actions based an new material
Teaches rules and reasoning techniques for action
3. Competence | Apprenticeship (facilitator) Volume of aspects is overwhelming Learner is emotionally involved in the task and its
Develops a plan or chooses perspective that separates “important” Performance is exhausting. outcome
from “ignared” clements Scnsc of what’s important is lacking Too many subtle diffcrences for rules; student must
Demonstrates that rules and reasoning techniques for choosing are Stands alone making correct and incorrect choices decide in cach casc
difficult to come by Coping becomes frightening, discouraging, clating Makes a mistake, then feels remorse
Role models are also emotionally involved in making decisions Succeeds, then feels clated
Emotional leaming builds competence
4. Proficiency | Apprenticeship (supervisor) Rules and principles are replaced by situational discrimination Learner immediately sees the goal and salient features
Gains more specific experience with outcomes of once’s decisions Emotional responscs to success or failure build intuitive responscs that Learner reasons how to get to the goal by applying rules
Applics rules and maxims to decide what to do replace reasoned oncs and principles
5. Expertise Independence (mentor) Gains experience with increasingly subtle variations in situations Immediately sees the goal and what must be done to

Experiences multiple, small random variations
Observes other experts or experiences nonrandom simulations
Working through the cases must emotionally matter

Automatically distinguishes situations requiring one response from those
requiring another

achieve it
Builds on previous learning experiences

From Dreyfus HL: On the Internet. Thinking in Action Series. New York, Routledge, 2001.

Novice = early medical student = Reporter
Advanced Beginner = advanced medical student = Interpreter
Competence = advanced medical student / early resident = IMlanager
Proficiency = advanced resident (supervisory) = Educator (team leader/Senior resident)
Expertise = faculty = Educator/Mentor




Assessment

= Historical challenges
* Lack of direct observation of performance
= Lack of meaningful feedback
= Overreliance on testing for assessment of medical knowledge
= Lack of attention to other competencies that allow doctors to be effective members of high-
performing healthcare teams
= Medical Knowledge: written, computer based, case-based discussions, observed teaching

= Patient Care:
= Short practice: Mini-CEX, computer (clinical reasoning), handoffs, videos

* Long-practice: multisource feedback (based on direct obs), review of shifts, longitudinal
evaluations

= Clinical Skills: Simulation, Direct observation of procedural skills, Objective Structured
Assessment of Technical Skills (OSATS), ??

= Interpersonal Skills and Communication: Simulation, Direct observation, ??
= Professionalism: Simulation, Direct observation, ??

= Systems-Based Practice, Care Coordination, Health Care Quality, Patient Safety: Simulations,
Focused chart review, Event Analysis, Direct observation, ??

= Practice-Based Learning and Improvement: mentoring, review of practice data, ??




How to do we assessment performance at work?

= Continuous quality improvement and frequent feedback

= Culture of physician accountability
= ROUNDS

How are they gathering data?

How are they presenting data?

How do they interpret the data and incorporate into their assessment and plan?
Is this information added to prior knowledge, skills and experience?

Is this information properly applied to the unique context of the patient?

= Co-morbidities, social, cultural, economic factors
= Discharge planning
* Coordination with other healthcare team members?
Situational awareness of what could go wrong?
Contingency planning?
Closed-loop communication to the other team members / safe handoffs?



= Faculty / observer agreement on
= What is acceptable?
= What is adequate?

= What is appropriate for the different level of training
= Mid-PGY1 vs. end-PGY-1, etc.

= Milestones do not necessarily correlate with the
WO rkp | ace- PGY- level of training (especially for 1-year

fellowships)
based t = Faculty understanding the evaluation forms
dssessments

= Faculty completing the evaluation forms or
checklists

= Faculty able to give effective feedback*
= Feedback from other members of the care team

* Feedback from patients and families

Meyer AND, Singh H. The Path to Diagnostic Excellence Includes Feedback to Calibrate How Clinicians Think.
JAMA. 2019 Feb: 321(8):737-138. d0i:10.1001/jama.2019.0113



ACGME

Milestones
(1.0)

2013-2014: Benchmarks for effective assessment

Early identification of residents having difficulty
Better feedback to residents / fellows

Guides development of better assessment approaches
Framework for faculty development

Forces a critical examination of the clinical learning
environment:

* Team functioning
= Electronic health record
= Quality and patient safety reports

* Population/hospital and individual provider reports to
direct:
= Practice-based learning and improvement (individual)
= Health system strengthening (team)
= Population health strategies (team/larger system of health care)

* Address inequities in health



Milestone Level Dreyfus Model Stages Learner Behavior RIME Stages Transition to Practitioner Appropriate Level of Supervision and Permission
1 Novice Doing what is told, rule driven Reporter Introduction to clinical practice Observation, no enactment

2 Advanced beginner Comprehension Reporter/Interpreter | Guided clinical practice Act under direct, proactive supervision

3 Competent Application to common practice Interpreter/Manager| Early independence Act under indirect, reactive supervision

4 Proficient Application to uncommon practice | ManagernEducator | Full unsupervised practice Clinical oversight

5 Expert Experienced clinician Educator Aspirational growth after graduation | Provide supervision to others

From Holmboe textbook, Table 1.5

Alignment of Milestones, Dreyfus Model Stages, Observable

Learner Behavior, RIME and ACGME Levels of Supervision




= Would I trust this trainee to execute
this task or activity tomorrow
morning with my relative, without a
qualified professional present?

* Knowledge and skill

Trusting our

= Awareness of limitation and

learners

willingness to ask for help

= Conscientious in carrying out
tasks

= Honest communications to staff
and attendings




ACGME Milestones 2.0

2019-2020

The Milestones are designed only for use in evaluation of residents in the context of their participation in
ACGME-accredited residency or fellowship programs. The Milestones provide a framework for the assessment
of the development of the resident in key dimensions of the elements of physician competency in a specialty or

subspecialty. They neither represent the entirety of the dimensions of the six domains of physician competency,
nor are they designed to be relevant in any other context.

y, ——



PC Patient Care

MK Medical Knowledge
SBP System-Based
Practice

PBLI Practice-Based
Learning and
Improvement

PROF Professionalism

ICS  Interpersonal and
Communication Skills

6 Core Competencies

Several Sub-competencies
= PC-1, PBLI-2, SBP-3, etc.

5 levels corresponding roughly to the Dreyfus
model

Milestones to achieve within each level of a
particular subcompetency

If they do not meet all tasks within a given
level, they should be marked in-between

LEVEL 4 is the Graduation Target

Harmonized Milestones: SBP, PBLI, ICS and
PROF are the same for all specialties




Harmonized

Milestones

sox Subcompetencies for the Harmonized Milestones

Interpersonal and Communication Skills (ICS)

« Patient- and Family-Centered Communication (IC5-1)
« Interprofessional and Team Communication (ICS-2)

« Communication Within Healthcare Systems (ICS-3)

Practice-Based Leaming and Improvement (PBLI)

« Evidence-Based and Informed Practice (PBLI-1)

» Reflective Practice and Commitment to Personal Growth
(PBLI-2)

Professionalism (PROF)

« Professional Behavior and Ethical Principles (PROF-1)
« Accountability/Conscientiousness (PROF-2)

» Self-Awareness and Help-Seeking (PROF-3)

Systems-Based Practice (SBP)

« Patient Safety and Quality Improvement (SPB-1)

» System Navigation for Patient-Centered Care (SBP-2)
» The Physician’s Role in Healthcare Systems (SBP-3)




For each period, review and reporting will involve selecting the milestone levels that best describe each resident’s current
performance and attributes. Milestones are arranged into numbered levels. Tracking from Level 1 to Level 5 is synonymous with
moving from novice to expert in the specialty. These levels do not correspond with post-graduate year of education.

Selection of a level implies that the resident substantially demonstrates the milestones in that level, as well as those in previous
levels (see the diagram on page v).

Level 1:

Level 2:

Level 3:

Level 4:

Level 5:

The resident demonstrates milestones expected of an incoming resident.

The resident is advancing and demonstrates additional milestones, but is not yet performing at a mid-
residency level.

The resident continues to advance and demonstrate additional milestones, consistently including the majority
of milestones targeted for residency.

The resident has advanced and now substantially demonstrates the milestones targeted for residency. This
level is the graduation target.

The resident has advanced beyond performance targets set for residency and is demonstrating “aspirational”
goals that might describe the performance of someone who has been in practice for several years. Only a few
exceptional residents are expected to reach this level.




Below is an example Set of Milestones for one sub-competency in the same format as the ACGME Report Worksheet. For each
reporting period, a resident’s performance within each sub-competency will be indicated by selecting the level that best describes
that resident’s performance in relation to those milestones.

Systems-Based Practice 2: System Navigation for Patient Centered Care

Level 1

Level 2

Level 3

Level 4

Level 5

Demonstrates
knovdedge of care
coordination

Performs safe and
effective transitions of
care/handoffs in routine
clinical situations

Coordinates
multidesciplinary care of
patients in routine chnical
situations (e g., dressing
change)

Performs safe and
effective transitions of
care/handoffs in complex
clinical situations

Coordinates and/or leads
multdisaplinary care of
pabents in complex
clinical siuations (e.q.,
home parenteral nutrition

[TPN], ICU)

Supervises safe and
effective transitions of
care’handoffs of junior
residents

Coordinales care of
pabents with barmers lo
healthcare access (e.g
frauma patient with no
access to care) or other
disparities in care

Resolves conflicts in
franaitions of care
between teams

Leads in the design and
implementation of
improvements to care
coordination

Leads in the design and
implementation of
improvements to
transitions of care

]

T a1

| -

e S e

Comments:

Not Yet Completed Level 1

(.

Selecting a response box in the
middle of a level implies that
milestones in that level and in lower
levels have been substantially
demonstrated.

Selecting a response box on the line in
between levels indicates that milestones
in lower levels have been substantially
demonstrated as well as some
milestones in the higher level(s).




Patient Care 1: Patient Evaluation and Decision Making /\

Level 1

Level 2

evel 3

N

Level 4 Level 5

Gathers necessary
information and develops
a differential diagnosis
for patients in all clinical
settings

Evaluates patients; orders
and interprets diagnostic
testing

Manages non-operative
straightforward patients
and conditions (e g.,
bowel obstruction,
diverticulitis)

Develops a plan to
manage straightforward
patients (e.g., healthy
patients) and conditions
(e.g., colon cancer, breast
cancer)

Adapts management plan
for changing clinical
situation (e.g., drainage of,

Qerticular abscess)

\

Develops a plan to
manage complex
atients (e.g., patient

Develops a clinical

the management of

ith multiple complex patients and
omorbidities) and conditions

onditions (e.g.,

emorrhagic shock)

anages non-operative
complex patients and
conditions (e.g., severe
pancreatitis)

pathway or guideline for

L] [ ) L] O~~~ O O () -

Comments:

Not Yet Completed Level 1
Not Yet Rotated

-
-




Medical Knowledge 1: Pathophysiology and Treatment

/Level 3

treatments of patients
with common surgical
conditions

complex surgical
conditions

pathophysiology and the
treatment of patients with
surgical conditions

varying pattems of
disease presentation

[/ and altemative and
adjuvant treatments of
patients with surgical
conditions

Level 1 Level 2 ) \ | Level 4 Level 5

Demonstrates Demonstrates knowledge/ | Demonstrates knowledge \ Demonstrates Contributes to peer-
knowledge of of pathophysiology and of the impact of patient | comprehensive reviewed literature on the
pathophysiology and treatments of patients wifh | factors on knowledge of the varying pattems of

disease presentation, and
alternative and adjuvant
treatments of patients with
surgical conditions

T O O N O

/0 O [ [

Comments:

~_ ~

Not Yet Completed Level 1
Not Yet Rotated

-
-




Systems-Based Practice 1: Patient Safety and Quality Improvement

o~

Level 1

Level 2

Lever3 N\

Level 4

Level 5

Demonstrates

knowledge of common

patient safety events

Demonstrates
knowledge of how fo
report patient safety
events

Demonstrates
knowledge of basic
quality improvement
methodologies and
metfrics

Identifies system factors
that lead to patient safety
events

Reports patient safety
events through
institutional reporting
systems (simulated or
actual)

Describes local quality
improvement initiatives
(e.g., infection rate, hand
hygiene, opioid use)

tient safety events

/Eérticipates in analyslg of
a
(simulated or actual)

Participates in disclosure
of patient safety events to
patients and families
(simulated or actual)

Participates in local
quality improvement

\ﬁnives

Conducts analysis of
patient safety events
and offers error

prevention strategies
(simulated or actual)

Discloses patient safety
events to patients and
families (simulated or
actual)

Demonstrates the skills
required to identify,
develop, implement,
and analyze a quality
improvement project

Actively engages teams
and processes to modify
systems to prevent patient
safety events

Mentors others in the
disclosure of patient
safety events

Creates, implements, and
assesses quality
improvement initiatives at
the institutional or
community level

)

O O ONC)Y O O O O

Comments:

Not Yet Completed Level 1 )




Practice-Based Learning and Improvement 2: Reflective Practice and Commitment to Personal Growth

Establishes goals for Identifies opportunities for / Integrates perfonnance Revises learning plan Coaches others in the
personal and performance feedback and practice based on performance design and

professional improvement; designs a data to develop and data implementation of
development learning plan |mplement a leaming pla leaming plans

Comments:
Not Yet Completed Level1 [ )




Professionalism 2: Professional Behavior and Accountability

Level 1

Level 2

TR

Level 4

Level 5

Completes patient care
tasks and
responsibilities, identifies
potential barriers, and
describes strategies for
ensuring timely task
completion

Describes when and how
to appropriately report
lapses in professional
behavior

Recognizes limits in the
knowledge/skills of self
and seeks help

Performs patient care
tasks and responsibilities
in a timely manner with
appropriate attention to
detail in routine situati

Takes responsibility
his or her own
professional behavi

Recognizes limits in the
knowledge/skills of team
and seeks help

/Performs patient care
tasks and responsibilitie
in a timely manner with
appropriate attention to
detail in complex or
stressful situations

Demonstrates
professional behavior in
complex or stressful
situations

Exhibits appropriate
confidence and self-
awareness of limits in

Nknowledge/skills

Recognizes situations
that may impact others’
ability to complete
patient-care tasks and
responsibilities in a
imely manner

Intervenes to prevent
ahd correct lapses in
piofessional behavior in
self and others

Aids junior learners in
recognition of limits in
knowledge/skills

Develops systems to
enhance other’s ability to
efficiently complete
patient-care tasks and
responsibilities

Coaches others when
their behavior fails to
meet professional
expectations

Comments:

\/

Not Yet Completed Level 1

()




Interpersonal and Communication Skills 2: Interprofessional and Team Communication

Level 1

Level 2

Level 3

Vevel 4

Level 5

Respectfully requests
and receives a
consultation

Uses language that
values all members of
the health care team

Clearly and concisely
requests and responds to
a consultation

Communicates
information effectively
with all health care team
members

Solicits feedback on
performance as a
member of the health care
team

Verifies understanding of
recommendations when
providing or receiving
consultation

Uses active listening fo
adapt communicatio
style to fit team need

Communicates concern
and provides feedback t
peers and learners

Coordinates

recommendations from
different members of the
health care team to
optimize patient care,
resolving conflict when
needed

Maintains effective
communication in crisis
situation

Communicates
constructive feedback t
superiors

Coaches flexible
communication strategies
that value input from all
ealth care team
embers

Facilitates regular health
care team-bhased
feedback in complex
situations

_ - _ ) O] O (1~ O ]

Comments:

Not Yet Completed Level 1

-




ACGME Next Steps with Milestones 2.0

= All specialties are finalizing their PC and MK milestones (all
done by 2020)

= Surgery, Pathology and the next will need to use these
starting July 1, 2019

= ACGME is creating a supplemental guide for each specialty
= Intent of subcompetencies
= Examples for each level
= Sample Assessment Methods

= Other available resources

* Milestones Guidebook (current) 2 Implementation
Guidebook




Next Step for
GME Leaders

* Faculty development

= Critical look at current
evaluation system

" Clear expectations for learners

* More synergy with hospital and/
or health system patient safety,
quality and education efforts



CLER PATHWAYS TO EXCELLENCE

Expectations for an optimal clinical
learning environment to achieve safe

and high quality patient care

/& Version 1.1

ACGME

Accreditation Councl for
Graduate Medical Education




CLER Focus Areas

CLER Evaluation Committee. CLER
Pathways to Excellence: Expectations for

Patient Safety

Health Care Quality

Care Transitions

an Optimal Clinical Learning Environment
to Achieve Safe and High Quality Patient . .
Care, Version 1.1. Chicago, IL: Superv151on
Accreditation Council for Graduation
Medical Education; 2017.

Well-Being (Selected Topics)

Professionalism (Selected Topics)




CLER Pathways to Excellence

CT Pathway 2: Resident/fellow engagement in change-of-
duty hand-offs

Standardized, effective, efficient hand-offs are a prerequisite for safe patient care.

PROPERTIES INCLUDE:

* Residents/fellows use a common clinical site-based process for change-of-
duty hand-offs.

The focus will be on (a) department use of consistent or “standard”
processes and template tools; as well as, (b) clinical site-wide use
of consistent or “standard” processes and template tools reflective of
setting and type of patient care.

* Resident/fellow change-of-duty hand-offs involve, as appropriate,
interprofessional staff members (e.g., nurses) at the clinical site.

The focus will be on the proportion of service areas in which there is
interprofessional participation in change-of-duty hand-offs.

* Resident/fellow change-of-duty hand-offs involve, as appropriate, patients
and families at the clinical site.

The focus will be on the proportion of departments/programs in which there
is patient/family participation in change-of-duty hand-offs.

CT Pathway 4: Faculty member engagement in assessing
resident-/fellow-related patient transitions of care

Evaluation through direct observation of residents/fellows by faculty members
is required to ensure residents’/fellows’ abilities to perform standardized,
effective, efficient hand-offs.

PROPERTIES INCLUDE:

* Through program-based standardized processes and direct observation,
residents/fellows are assessed for their ability to move from direct to indirect
faculty member supervision in the conduct of patient transfers at change-of-
duty, and in patient transfers between services and locations at the clinical site.

The focus will be on the proportion of programs using standardized faculty
member assessment (through simulation or clinical care) to determine
resident/fellow readiness to move from direct to indirect supervision during
patient transitions in care. This pathway progresses according to the
proportion of programs in which faculty members use direct observation to
assess residents’/fellows’ abilities to conduct change-of-duty hand-offs and
patient transfers between services and locations.

* Faculty members periodically monitor resident/fellow transfers of patient
care at change-of-duty, and resident/fellow transfers of patients between
services and locations for quality control at the clinical site.

The focus will be on the proportion of programs that have a quality control
process for monitoring residents/fellows during change-of-duty hand-offs
and patient transfers between services and locations.



Overview
Glossary
Requirements
Survey Information
> Documents and Res es

NEXT STEPS FOR GME LEADERS

Documents and Resources

® Foundational Requirements FAQs

® |nstitutional Site Visit

® Keyto Standard Institutional Notification Letter
® Key to Standard Program Notification Letter

® NAS-| Overview

® Out-of-Country Postings

® Program Director Guide to the International Foundational Program
Requirements

® Program Site Visit

® Review Committee-International approves variable program lengths for
ACGME-|-accredited programs

= What are the abilities of a GME
program graduate?

* What outcomes do we expect?

* What outcomes do our patients
(public) expect?

* Who is responsible for making this
change happen?

* How will we get there?

" https://www.acgme-i.org/
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