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ompetency-based medical education offers
the possibility of specifying, in advance, the
outcomes that medical education is to
achieve. Starting with the end in mind directs
curriculum and assessment to ensure that goals will
be accomplished.! Although the concept is attractive,
implementation has been challenging. Challenges
include the need to create a shared understanding of
what is meant by competence® and generating and
accumulating accurate assessment data to support
competency decisions. Both depend on a language to
express accomplishment, ideally a language shared by
learners, assessors, educational leaders, accrediting
and certifying institutions, and, ultimately, the public.
Rating scales provide 1 way to create a shared
understanding of assessments and decisions regarding
competency.> At first glance, scales that describe
degrees of accomplishment simply, with numbers
from 1 to 5 or 10, or with words ranging from
unsatisfactory to excellent, would seem to satisfy the
criterion. However, it soon becomes apparent that
definitions of numbers and words vary from assessor
to assessor and are not necessarily shared by the
individual being assessed.* Numbers and words beg
for scales tied to richer descriptions of performance
that might be less arguable. The search for better
rating scales linked to descriptions of behaviors is not
unique to medical education. It mirrors similar,
decades-long conversations about how to improve
rating scales for performance assessments in employ-
ment settings.” Human resources managers have long
used so-called behaviorally anchored rating scales
(BARS) that employ short narratives to describe
accomplishment of important aspects of the job
category under consideration.>®
Crossley et al* compared 5-point scales rating
performance according to “expectations,” from well
below to well above, with scales anchored by short
narratives describing levels of clinical sophistication
or short narratives describing the need for clinical
supervision. The authors found that the latter
“construct aligned” scales reduced assessor disagree-
ment, improved discrimination between high and low
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performers, and, importantly, reduced the number of
assessments required for reliable conclusions. They
concluded that aligning points on assessment scales
with the construct to be assessed likely would reduce
different interpretations by multiple assessors. These
results support the notion that criterion-referenced
scales will outperform norm-referenced scales. The
authors also cautioned that, although narrative
anchors were likely to improve performance of any
instrument, it is important to collect evidence of
validity for any new instrument and/or new use of an
existing instrument.

In this issue of the Journal of Graduate Medical
Education, Reddy and colleagues’ followed that
advice in collecting validity data for use with the
Accreditation Council for Graduate Medical Educa-
tion (ACGME) Milestone Projects as narrative
anchors for assessment of chart-stimulated recall
video scenarios. They found that the 5-point Mile-
stones-Based Rating Scale outperformed a scale rating
performance on a “standard” 5-point scale ranging
from critically deficient to aspirational. Nevertheless,
although interrater reliability improved, it remained
moderate at best.

What do these results tell us? First, they illustrate
the importance of accruing validity evidence for each
new instrument and new use of an existing instru-
ment, which means collecting that evidence for each
new group of assessors and learners.**~'° In doing so,
the findings provide a salient example of another
challenge to implementation of competency-based
medical education—the administrative burden of a
competency-based framework.!"!'? Ideally, each ele-
ment of an assessment system would have sufficient
validity evidence to support defensible assessment
decisions for that individual element and for the
program as a whole.'? This also applies to milestones
and to entrustable professional activities.'*!*

Second, although one would hope that criterion-
referenced, narrative-based rating scales would
facilitate what Reddy et al” refer to as shared mental
models among raters, as seen in the optimistic
findings reported by Crossley et al,* improvement
in interrater reliability was modest in the current
study. In that regard, the results of Reddy and




colleagues” are similar to the experience in employ-
ment settings. Although the BARS approach to
performance assessments is widely used, improve-
ment in interrater reliability has not been impres-
sive.” In addition, BARS have been critiqued for not
including important aspects of job performance, a
validity threat termed content underrepresenta-
tion,%'® and for being demanding of manager time
and attention.®

Third, the current study findings remind us that
although milestones may be better than minimally
anchored rating scales, they must be used with
caution. Milestones represent an enormous amount
of careful thought by experts,'® but expert opinion is
still just opinion. For summative assessment, mile-
stones remain hypotheses.'’

Fourth, a milestone-based scale for workplace-
based assessment shares the challenges of any rating
scale. Accumulating evidence suggests that no rating
scale is likely to eliminate assessor disagree-
ment.'”° One reason may be that assessors are
not all evaluating the same aspect of performance.?’
Different assessors may be focusing on different
aspects at different times with different learners.
Moreover, the idea that the primary focus of rating
scales should be perfect agreement among assessors
diverts attention from the important role of subjec-
tivity and individual expert opinion in assess-
ments.'”!®29722 Clinical medicine involves working
with diverse individuals in a multitude of contexts. It
is unlikely that there will be 1 “right” answer as to
how a learner is performing. Assessment is more
about gathering data in different contexts and
understanding differences as well as similarities**
and about using both appropriately to guide teaching
and learning.

Flexner®® famously wrote, “Though medicine can
be learned, it cannot be taught.” Taken as such, out of
context, the sentence overstates. The craft of medi-
cine—how to take a history and perform a physical
examination or how to apply basic principles of
systems physiology to health and disease—can and
must be taught. However, Flexner®® was correct in
noting that responsibility for learning to put items of
the craft together to care for a patient falls almost
entirely to the learner. Understanding the utility of
milestones as instruments of assessment is a long,
complex, and unfinished work in progress.'® Regard-
less of how useful milestones turn out to be for
summative assessment, they provide a consensus
blueprint for learning and improvement, in other
words, for formative assessment.' %! If, as suggested
by Norman et al,"' milestones do no more than
encourage teachers to pay closer attention to learners
and to what they are teaching and coaching and
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provide learners with a clearer path toward clinical
competence, they will have made invaluable contri-
butions'® to teaching and learning in medicine.
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