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The Accreditation Council for
Graduate Medical Education
(ACGME) has challenged medical
educators to help promote public
confidence in medical education
and to ensure the production of
competent physicians through the
establishment of competency-based
education standards. The challenge
is to implement the six general com-
petencies for all residency programs
accepted by ACGME’s Outcomes
Project September 28, 1999. Our
immediate challenge is to integrate
these standards as measurable com-
petencies into our daily teaching in
such a way that we can ensure the
outcome of competent physicians.
The integration will require chang-
ing from our traditional evaluations
that have focused on concrete
knowledge areas such as medical

knowledge (the In-service Exam),
procedural skills, and end-of-rota-
tion summative evaluations. The
change will challenge us to add the
areas that have not been tradition-
ally evaluated, such as the behav-
ioral areas of self-learning/improve-
ment, communication skills, profes-
sionalism, and others.

The first part of the process of
integration is to understand the
theoretical and practical basis of a
competency-based educational sys-
tem. Bell et al1 elegantly summa-
rized many of the important con-
cepts of a competency-based cur-
riculum in their seminal article,
“Competency-based Education in
Family Practice.” Their 26 compe-
tencies (specific for family practice)
form the underpinning for the six
competencies from ACGME, and
reading this article can assist us as
we move toward modification of
our residency curriculum to meet
the ACGME challenge.

What are the obstacles to devel-
oping a competency-based curricu-

lum? Unfortunately, there are many:
from issues of basic knowledge
about the principles to the more
complicated and practical issues of
staffing time, educator time, educa-
tion of educators, implementation
strategies, evaluations technique de-
velopment, and changing the edu-
cational culture, all in the face of
shrinking health care education dol-
lars. Given all these barriers, how
can we meet the challenge set forth
by the ACGME? The answer is to
redesign our curriculum by modi-
fying the six general competencies
into goals/objectives and adding the
measures (evaluation) to support the
competencies.

Like any other curriculum de-
sign, the traditional way is a linear
process starting with a needs assess-
ment, then goal development, de-
sign of objectives, teaching strate-
gies, and finally an evaluation
method. 2 Unfortunately, many
times this linear approach to cur-
riculum development does not
work. When resources are limited,
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some proposed evaluation strategies
that are resource dependent become
difficult. It may make sense to start
with the evaluation strategies and
work in a circular fashion to review
the goals and refine the objectives
and teaching strategies. Given
today’s barriers, being flexible and
willing to look outside the tradi-
tional curriculum box will help cre-
ate innovative and practical ap-
proaches.

Understanding the idea of being
competent is another one of the big
barriers to implementation of the six
general competencies. Stating that
a learner is competent in a particu-
lar skill means that experts (teach-
ers) certify that the learner is ca-
pable in this area without further
educational support and meets an
acceptable standard (ie, a defini-
tion) for this skill. At first glance
and for many skills, this definition
looks like a simple yes/no type of
evaluation. The learner is compe-
tent or not. Unfortunately, there are
many areas in medical education
that are not simple yes/no pro-
cesses, and a proficiency approach
(scale from 1 to 10 as an example)
is more appropriate. One of the
challenges in evaluating competen-
cies is where on the proficiency
scale do educators denote achieve-
ment of being competent when
mastery is neither necessary nor
practical. We as educators in fam-
ily practice would like all our learn-
ers to have complete mastery of
family practice. However, unlike
subspecialty medicine, one of the
hallmarks of family practice is that
of continued improvement, contin-
ued learning, and recognition of
personal and professional limits.
Setting the goal to achieve complete
mastery is not only inconsistent
with being a generalist but would
impress the value of subspecialty
care that is not helpful for family
practice.

Finally, educators need to re-
member that behavior goals are
much harder to define in yes/no or
scale-based evaluation. Behavior

goals are less solid and much more
difficult to grasp, particularly when
trying to apply concrete evaluation
methods. However, when an expe-
rienced faculty member is presented
with a resident who is lacking in a
behavioral skill (eg, professional-
ism or self-learning), the deficien-
cies become surprisingly clear.

The broad categories described
by the ACGME are appropriate for
family practice residents. Depend-
ing on how they are broken down,
most of the basic proficiencies that
family practice residents need to
achieve are included. The catego-
ries are patient care, medical knowl-
edge, self-learning and improve-
ment, interpersonal and communi-
cation skills, professionalism, and
practice management. Creating new
evaluation methods for these com-
petencies is our challenge.

Bell et al proposed a heavy de-
pendence on direct observation as
an evaluation method for a compe-
tency-based curriculum. Direct ob-
servation as an evaluation tech-
nique has been around for many
years.3 Video precepting, one-way
mirrors, or having the evaluator in
the exam room are commonly used
methods to accomplish direct ob-
servation evaluation. The strengths
of direct observation are, simply
put, what is seen is what is done.
Direct observation can be used to
provide formative feedback and
evaluation rather than the traditional
summative, end-of-rotation evalu-
ation. Video precepting gives evalu-
ators a good, detailed picture of a
particular resident’s ability but can
be labor- and time-intensive tasks
for faculty, particularly when done
on a weekly basis as proposed by
Bell et al. While video perception
captures every moment of the phy-
sician-patient encounter, it does
miss the important areas of profes-
sionalism (staff and colleague in-
teraction) and self-learning/im-
provement.

In family medicine education, the
faculty directly observe the resi-
dents delivering care in many

different situations. The faculty
watch as they interview and inter-
act with patients in the clinic, emer-
gency room, and hospital. The fac-
ulty observe the residents’ profes-
sional behavior and how the resi-
dents interact with staff, solve com-
plicated problems, obtain and ap-
ply new knowledge, and perform
procedures, etc. What the faculty
generally does not do is formally
evaluate the residents in a forma-
tive method for many to all of these
directly observed encounters. Tra-
ditional evaluation occurs as a
summative evaluation at the end of
a rotation rather than encounter-spe-
cific evaluation. Video precepting
occurs at specific preplanned times
in most programs and often infre-
quently. Given all the direct obser-
vation that already occurs on a daily
basis in all residency programs, is
there a way to capture a formative
and competency-based evaluation
with a method that does not inter-
fere or overtax the faculty or resi-
dent? The answer is probably yes,
with a careful understanding of the
limitations and the differences from
the traditional video precepting.

A strength of video precepting is
that it completely captures the en-
tire resident-patient encounter. Fac-
ulty preceptors evaluating the resi-
dents during their regular clinic (or
other settings) cannot hope to com-
pletely capture or evaluate to the
detail that video precepting can.
However, if applied carefully and
using the intuitive clinical and
teaching skills of the faculty, it can
provide a frequent and formative
evaluation with a low impact to fac-
ulty time and financial resources. A
simple one-page evaluation form
can be developed and tailored to iden-
tify competency in many areas, in-
cluding professional behavior, inde-
pendent learning, fundamental medi-
cal knowledge, clinical skills, etc.

Self-learning/improvement is
one of the competencies that is more
difficult to evaluate. An example of
how to evaluate self-learning/im-
provement would be to monitor a
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resident’s ability to manage a clinic
patient with an unknown or poorly
understood medical diagnosis. If
the resident is able to gather new
medical knowledge (medical text,
on-line resource, literature search)
and apply it in a timely and appro-
priate fashion, the preceptor can
certify competency for that encoun-
ter. Over time, as different faculty
repetitively evaluate a particular
resident, a clear picture of that
resident’s strengths and weaknesses
should appear and can be addressed
and followed. Certainly, programs
are not just limited to the clinic set-
ting for this type of direct observa-
tion evaluation. Other settings could
have evaluation forms developed
for observational encounters in the
hospital, labor and delivery, and

others, providing a regular, compe-
tency-based evaluation system to
help document residents through a
variety of settings and skills.

In conclusion, application of the
six ACGME general competencies
and formatively evaluating them is
a significant challenge to all resi-
dency programs. If done success-
fully, not only can a residency pro-
gram improve its evaluation process
but also at the same time solidly
address and meet the challenge set
forth by the ACGME Outcomes
Project. Using a direct observation
method that takes into consideration
the competencies and the practical-
ity of current resources is essential
for this to succeed. Certainly there
are other possible techniques to fur-
ther evaluate residents. Hopefully,

the ACGME competencies directive
will help generate the energy to try
new, novel, and rewarding curricu-
lum changes and evaluation methods.
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