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I
n the United States, the Accreditation Council

for Graduate Medical Education (ACGME)

Milestones represent a substantial change in

graduate medical education (GME) by explicitly

defining trainees’ developmental progression toward

expertise in narrative terms.1 Although this sparked

innovation and study in the realm of assessment, there

was little accompanying effort to unpack the impli-

cations this change would have on the way feedback

is approached in GME. The ultimate impact of the

Milestones framework depends on the evolution and

implementation of an effective longitudinal iterative

process for engaging in feedback. Assessment without

an effective feedback process is a task half done.

Definitions of feedback in medical education have

varied over time. Ende first described feedback as

‘‘information describing students’ or house officers’

performance in an activity that is intended to guide

their future performance in that same or related

activity.’’2 Van de Ridder and colleagues identified the

need for an ‘‘operational definition’’ to be used for

teaching, faculty development, and research.3 They

defined feedback as ‘‘specific information about the

comparison between a trainee’s observed performance

and a standard, given with the intent to improve the

trainee’s performance.’’3 More recent studies describe

feedback as more than just information, and stress the

role of the trainee in the process.4

The Milestones present new challenges to traditional

approaches to feedback in medical education. First, the

process must allow for trainees and faculty to develop

a shared understanding of the Milestones and trainees’

developmental progression. Second, Milestones-based

feedback must facilitate trainees’ growth along their

learning trajectory. Third, Milestones assessments and

entrustment decisions are generated largely through

the work of clinical competency committees (CCCs).

This poses the challenge of engaging trainees in

feedback from a group, sometimes accomplished

through an intermediary such as a program director

or designated faculty member. Feedback between the

CCC and an individual trainee can be thought of as

occurring in a ‘‘group-to-trainee’’ relationship, as

opposed to an individual faculty to trainee ‘‘one-to-

one relationship.’’

The existing research on feedback processes pro-

vides insight into strategies to meet these challenges.5

These studies provide an understanding of the role of

the trainee, their relationship with the feedback

provider, and the perceptions they both bring to the

process.6–8 The R2C2 feedback model (building

relationships, exploring reactions, exploring content

of the feedback, and coaching for performance

change) by Sargeant and colleagues9 has been studied

across multiple specialties and institutions and has

been shown to be feasible and adaptable.10 In

particular, R2C2 has been studied in the context of

Milestones.11 It employs relationship development

through a supportive conversation and includes

coaching to facilitate trainee implementation of

feedback to improve practice. The addition of

coaching into the feedback process has been endorsed

by others in the field; however, coaching is plagued by

the lack of a unified definition.12,13 Here we use the

following definition by Armson et al: ‘‘Coaching

moves a step beyond providing feedback and focuses

upon identifying performance goals in response to

feedback and developing plans to address them.’’14

In this perspective, using the R2C2 model, we

present 3 guiding concepts for implementing an

effective feedback process in the Milestones era (BOX).

1. Feedback as a Coaching Activity

Incorporating coaching into the feedback process

represents a powerful strategy for Milestones-based

feedback. Coaching skills should be differentiated

from feedback skills. While feedback cultivates

insight into current performance, coaching focuses

on promoting future improved performance. Faculty

serving as coaches help trainees self-reflect on their

own assessments. They collaborate in the identifica-

tion of priority performance gaps and areas for

improvement.14 This empowers trainees to drive their

own professional development. Coaches ensure plans

are viable and confirm that goals are achieved.

Faculty as coaches are invested in a longitudinalDOI: http://dx.doi.org/10.4300/JGME-D-20-00840.1
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relationship with trainees. Watling and LaDonna

identified shared ‘‘philosophies’’ of coaches across

contexts involving medicine and other fields (ie,

coaches strive to unlock the potential of their trainees,

encourage reflective practice skills, and recognize that

failure is a key motivator for improvement).15 In

addition, coaches use the language of partnership to

achieve goals.15 Successful outcomes utilizing a

coaching approach depend on faculty maintaining a

balance between encouraging self-direction, while

ensuring patient safety and progression to compe-

tence.14

2. Feedback as an Iterative Process of
Facilitated Self-Reflection
Role of Iteration

Medical educators often engage in a feedback process

that is a content-delivery activity from faculty to

trainee.8 They may measure the success of feedback

by the verbal acceptance of the learner, not by the

incorporation of feedback into improved perfor-

mance. However, feedback is not realized until the

learner has done something with it.16 A successful

Milestones feedback process must be iterative, and

reassessment of previously identified goals must serve

to link each feedback conversation. The R2C2 model

lends itself well to this end. Faculty begin by asking

probing questions of trainees such as: ‘‘What do you

want to get out of this feedback session?’’ ‘‘Did

anything in your assessment surprise you? Tell me

more about that. . .’’11 This builds relationships and

requires self-assessment. The process provides the

opportunity for faculty and trainee to start creating a

shared understanding of performance relative to the

Milestones. Also, faculty inferences can be dispelled

and contextual factors that impact observed perfor-

mance are revealed. Content in the form of external

assessments, including those coming from a CCC, are

woven into a shared understanding of current

performance. In the coaching phase faculty and

trainee work together to generate a learning action

plan.17 Subsequently, this learning plan becomes part

of the next feedback conversation.11 This supports

feedback as a coproduced process between the

trainee, CCC, and faculty.11,14

Facilitated Self-Reflection

Simply providing assessment data, including the

detailed Milestones narratives, to the trainee without

conversation can be unhelpful and frustrating.18,19

Kluger and DeNisi’s review of feedback interventions

demonstrated that feedback can be harmful or at best

unproductive depending on the intervention.20 Addi-

tional research from the health services domain

revealed that providing quality data without support

or guidance has minimal effects on behavioral

change.21 Milestones narratives were envisioned to

provide clarity to both trainees and faculty with

respect to what competency looks like as it is achieved

through stages. However, as these studies have

suggested, the value of the Milestones can only be

realized through a supportive conversation that

enhances the trainees’ understanding. The feedback

process that best enables this exercise is facilitated

self-reflection.22,23 R2C2 employs facilitated self-

reflection using probing questions that illicit the

trainee’s evaluation of their own performance. Facul-

ty subsequently help the trainee reconcile that self-

assessment with the assessment of others through

dialogue. Engaging in this process iteratively should

increase the possibility that trainees develop necessary

self-assessment skills and employ those skills for

continued professional development post-training.16

3. Feedback as a ‘‘Group-to-Trainee’’
Process

In medical education, feedback has traditionally been

conceptualized as occurring in a one-on-one configu-

ration (ie, between a faculty member and a trainee).2,5

However, in the Milestones era, feedback also occurs

between decision-making groups and learners (ie,

between a CCC and a trainee). There are important

considerations that the ‘‘group-to-trainee’’ feedback

scenario uncovers. For example, depending on the size

of the training program, faculty on these committees

may find themselves in a dual role (ie, as both judge

and coach); feedback generated for multiple trainees at

a time may no longer be timely or specific, and

trainees’ receptivity to the feedback may depend on

their relationship to the members of the CCC.

Acceptance of feedback by the trainee is affected by

the perceived credibility of the source4; however, the

manner in which trainees perceive the credibility of

feedback content when the source is a committee and

not an individual is unclear. Trainees’ acceptance of

feedback is also influenced by their perceptions about

their relationship to faculty, manner of feedback

delivery, intentions of the faculty, whether performance

was observed, and alignment between self-assessment

and feedback.4,24 This evidence suggests issues that

BOX Take-Home Points for Optimizing Feedback in the
Milestones Era

1. Approach feedback as a coaching activity.

2. Establish feedback as an iterative process of facilitated
self-reflection.

3. Conceptualize feedback as a group-to-trainee process.
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may be problematic as we embark on feedback

between CCCs and trainees, even if the feedback from

the CCC is delivered via a single individual. Using the

R2C2 model to envision the feedback relationship

between a group and a trainee, the following are some

ideas for implementation:

& Relationship building between CCCs and train-

ees can occur by fostering ‘‘buy-in’’ to the

feedback process. CCCs need to be transparent

about their processes, including who the com-

mittee members are, which assessment data are

used for decision-making, and how the commit-

tee approaches the rating process.

& Reactions to the feedback: Trainees should be

encouraged to respond to the feedback, including

their understanding of the main points and

document their reactions. Such documentation

can aid in defining the content of their individ-

ualized learning plans.

& Content: CCCs will need to consider how their

feedback based on data aggregated over multiple

learning experiences is different from that

generated by a single faculty member over a

single experience.

& Coaching: Depending on the training program,

CCC members may or may not be directly

involved in coaching trainees. Regardless, they

have an opportunity to collaborate with those that

do to ensure that the CCC feedback is clear and

there is a plan to work with the trainee on the key

elements. Watling and colleagues found that the

use of a coach not only facilitates the perception of

accurate assessments of trainee performance but

also of feedback that is well intentioned.12 A

dedicated longitudinal clinical coach can enhance

transparency for the learner around the ‘‘black

box’’ of committee assessment. This is in accord

with Voyer and colleagues who found that trainees

perceived the feedback process to be more credible

when it was rooted in direct observation of their

performance and delivered in a nonassessment

longitudinal format.25 The addition of a coach

may lend credibility to the group process necessary

for acceptance of feedback (FIGURE).

Conclusions

The Milestones framework is developmental, which

implies that the progression to unsupervised practice

is a process of longitudinal growth. We advocate

reenvisioning feedback as an iterative process, sup-

ported by the philosophy and skills of a coaching

relationship, which encourages the acceptance and

credibility of the ‘‘group-to-trainee’’ dynamic. Ap-

proaching Milestones feedback in this manner may

empower faculty and trainees to partner in a process

that fosters professional growth.
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