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Abstract

Purpose
Resident-sensitive quality measures 
(RSQMs) are quality measures that 
are likely performed by an individual 
resident and are important to care 
quality for a given illness of interest. 
This study sought to explore how 
individual clinical competency 
committee (CCC) members interpret, 
use, and prioritize RSQMs alongside 
traditional assessment data when 
making a summative entrustment 
decision.

Method
In this constructivist grounded  
theory study, 19 members of  
the pediatric residency CCC at 
Cincinnati Children’s Hospital 
Medical Center were purposively 
and theoretically sampled between 
February and July 2019. Participants 

were provided a deidentified resident 
assessment portfolio with traditional 
assessment data (milestone and/or 
entrustable professional activity  
ratings as well as narrative comments 
from 5 rotations) and RSQM 
performance data for 3 acute, 
common diagnoses in the pediatric 
emergency department (asthma, 
bronchiolitis, and closed head injury) 
from the emergency medicine 
rotation. Data collection consisted 
of 2 phases: (1) observation and 
think out loud while participants 
reviewed the portfolio and (2) 
semistructured interviews to probe 
participants’ reviews. Analysis moved 
from close readings to coding and 
theme development, followed by 
the creation of a model illustrating 
theme interaction. Data collection and 
analysis were iterative.

Results
Five dimensions for how participants 
interpret, use, and prioritize RSQMs were 
identified: (1) ability to orient to RSQMs: 
confusing to self-explanatory, (2) propensity 
to use RSQMs: reluctant to enthusiastic, 
(3) RSQM interpretation: requires 
contextualization to self-evident, (4) RSQMs 
for assessment decisions: not sticky to 
sticky, and (5) expectations for residents: 
potentially unfair to fair to use RSQMs. 
The interactions among these dimensions 
generated 3 RSQM data user profiles: eager 
incorporation, willing incorporation, and 
disinclined incorporation.

Conclusions
Participants used RSQMs to varying extents 
in their review of resident data and found 
such data helpful to varying degrees, 
supporting the inclusion of RSQMs as 
resident assessment data for CCC review.

Contemporary clinical competency 
committees (CCCs) in graduate medical 
education have the foundational task of 
reviewing resident assessment data.1–3 
Literature to date on CCCs has largely 
focused on 2 areas: (1) detailing how 
to design a CCC4–9 and (2) potential 
best practices for CCCs based on expert 
opinion, evidence from fields other than 
medicine, and personal experiences at 

individual residency programs.7,10–20 
However, extending research on CCCs 
beyond their structure and process to 
seek an understanding of how CCCs 
interpret, use, and prioritize different 
types of assessment data in their decision 
making is needed.20 This can help inform 
the types of assessment data that are 
provided to CCCs. Preliminary work in 
this area suggests that individuals may 
prioritize qualitative assessment data.21,22 
Furthermore, data that are difficult to 
interpret can lead to lengthy, labored 
discussions in an effort to understand it.23 
However, to our knowledge, no study has 
considered the relative value that CCC 
members ascribe to different types of 
assessment data.

Health care quality measures are rarely 
used in assessment, despite recent calls 
and efforts to determine how quality 
measures can be used in graduate 
medical education.24–27 Such measures 
that are also sensitive to the work that 
residents perform not only enhance 

meaningful involvement of residents in 
quality improvement work but can also 
serve as a patient-centered assessment 
approach, indicating the quality of care 
provided by residents.28 To this end, 
Warm and Mathis29 have suggested that 
Accreditation Council for Graduate 
Medical Education requirements for 
residency training should include 
measuring and improving patient 
care outcomes. Furthermore, Jaffe and 
colleagues30 have advocated for educators 
partnering with institutional quality 
improvement experts to design resident 
quality and safety reports. However, 
many traditional quality metrics may not 
align well with the work that residents 
perform.31 Paradoxically, quality measures 
sometimes attributed to supervising 
physicians may be attributable to 
residents as well.32 These challenges led 
our research team to develop resident-
sensitive quality measures (RSQMs), 
which are quality measures that meet 2 
criteria: (1) they are likely performed by 
an individual resident and not another 
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member of the team or by the team 
collectively and (2) they are important to 
the care of a patient with a given illness of 
interest.27,33

While initial implementation evidence 
for RSQMs has been established,34,35 
how these measures may be used for 
assessment purposes has not been 
examined. To probe this area, we explored 
how individual CCC members interpret, 
use, and prioritize RSQMs alongside 
traditional assessment data when making 
a summative entrustment decision.

Method

Design

We conducted a constructivist grounded 
theory study to explore how individual 
CCC members interpret, use, and 
prioritize RSQM (or quality measure) 
data when inserted into their usual review 
processes. Aligning with a constructivist 
paradigm, we were interested in the 
views, values, and perspectives of CCC 
members. Furthermore, we anticipated 
that a theory of how CCC members 
interpret, use, and prioritize quality 
measure data in entrustment decision 
making could inform next steps in how 
such information can or should be used 
for entrustment decision making by 
CCCs.

We began by purposively sampling 
members from the pediatric residency 
CCC at Cincinnati Children’s Hospital 
Medical Center (CCHMC) via email 
to ensure a representative sample of 
roles in the program (e.g., associate 
program directors, faculty without 
formal leadership roles in the program), 
gender, generalist versus subspecialist, 
and perceived leniency versus stringency 
in making assessment decisions (as 
determined by program leadership). 
At the time of this study, the CCHMC 
pediatric residency CCC had 32 members 
(22 directors of resident rotations and 
10 program leaders, including chief 
residents).

Many CCCs in pediatrics have each 
member review portfolios of resident 
assessment data and bring a summary 
of findings along with a proposed 
advancement or entrustment decision 
to a larger group of CCC members 
for vetting. The recommendations of 
individual CCC members may often 

stand with little or no additional vetting 
of these initial decisions for residents 
who do not have any noted performance 
concerns. Given these contextual 
considerations, individual CCC member 
review decisions play a significant role in 
summative assessment decisions made 
for pediatric residents. Therefore, we 
focused on individual CCC members in 
this study.

After redacting the resident’s name, 
gender, and training year, we provided 
participants with a real resident portfolio 
that contained the traditional assessment 
data (milestone and/or entrustable 
professional activity [EPA] ratings as well 
as narrative comments from 5 rotations) 
CCC members review before a CCC 
meeting. The resident portfolio presented 
to CCC members represented, by the 
judgment of the research team, a typically 
developing resident in the middle of 
training who was generally performing 
well but had some concerns noted, a few 
of which were consistent across rotations 
and the remainder of which were isolated 
within specific rotations. A synopsis 
of the resident portfolio is presented 
in Supplemental Digital Appendix 1 
(at http://links.lww.com/ACADMED/
A925). In addition to the traditional 
assessment data included, participants 
were provided RSQM performance data 
for 3 acute, common diagnoses in the 
pediatric emergency department (asthma, 
bronchiolitis, and closed head injury; see 
Appendix 1 and Supplemental Digital 
Appendix 2 at http://links.lww.com/
ACADMED/A926). These novel data 
are a product of our previous studies27,33 
and reflect average performance data on 
these measures from our other previous 
studies.34,35 That is, at the time of this 
study, these RSQMs had only been used 
in a study setting. Thus, we were not 
able to use actual performance data 
from the resident represented in the 
assessment portfolio. However, we did use 
average data from several residents who 
participated in our previous studies to 
create a RSQM profile for review that was 
consistent with the typically developing 
resident we used in this study.

Data collection

We held sessions with 19 participants 
(of 21 contacted, 2 individuals did not 
respond to the invitation to participate) 
between February and July 2019. Data 
collection consisted of 2 phases: (1) 

observation and think out aloud while 
participants reviewed the resident 
portfolio and (2) semistructured 
interviews to probe participants’ reviews. 
The first phase lasted approximately 7.5–
20 minutes, and the second phase lasted 
approximately 8.5–21 minutes across 
participant sessions. The entirety of the 
sessions (both phases) was audiorecorded 
and professionally transcribed.

Two authors (D.J.S. and A.M.) conducted 
the sessions and recorded field notes to 
capture participants’ nonverbal nuances, 
how long participants spent reviewing 
the portfolio, and key thoughts from 
participants.

Phase 1: Observation and think out 
loud. At the outset of each participant 
session, CCC members were provided 
the resident portfolio and instructed 
to review as they normally would, 
verbalizing their thoughts, ideas, and 
decisions. We told them we were seeking 
to understand how they interpret, use, 
and prioritize assessment data, without 
specifically mentioning the RSQM data. 
As such, no time or effort was devoted to 
orienting the participants to the RSQMs 
or any of the other data. The decision 
to not tell participants that we were 
most interested in how they interpreted, 
used, and prioritized RSQM data was an 
effort to avoid participant reactivity,36 
that is, participants behaving other than 
they normally would—in this case, 
unduly focusing on the RSQMs due 
to our interests. To provide focus, we 
asked participants to review the resident 
portfolio with the goal of providing a 
summative entrustment decision for the 
general pediatrics EPA “manage patients 
with acute, common diagnoses in an 
ambulatory, emergency, or inpatient 
setting.”37 We chose this EPA because of 
its relevance to the RSQMs presented.

Phase 2: Semistructured interview. Once 
participants completed their review, 
we conducted a brief, semistructured 
interview to probe how they interpreted, 
used, and prioritized the RSQMs in their 
review and decisions. We also probed how 
they did or did not deferentially use other 
assessment data to mask our focused 
interest in the RSQMs and thus minimize 
response bias.

Both data collection and analysis were 
iterative—that is, once initial themes 
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were identified, theoretical sampling was 
used in subsequent sessions to confirm, 
disconfirm, and/or elaborate on the 
evolving results.

Data analysis

Constructivist grounded theory38 posits 
that meaning is developed through 
the interaction of participants and 
researchers. Therefore, we believed that 
a research team (all authors) made up 
of individuals with varied experiences 
with resident education and performance 
review was important. Our team consisted 
of clinicians and nonclinicians, current 
and former residency program leadership, 
current and former CCC members, 
a former CCC chair, and education 
researchers with and without previous 
scholarly work in the area of CCCs, many 
of whom have held leadership roles in 
medical education. Two members of 
the research team were members of the 
CCHMC pediatric residency CCC and 
current CCHMC residency program 
leaders (S.P., program director, and 
B.S., assistant program director). These 
individuals helped to ground our analysis 
in the context of local nuances when 
applicable. Our team composition allowed 
us to negotiate varied perspectives, 
placing us in a position to recognize the 
influence of our individual perspectives; 
to benefit from productive debate when 
we viewed things differently; and to 
develop a richer set of insights into the 
studied phenomena through this dialectic, 
co-constructive process.

Dedoose, version 8.2.14 (SocioCultural 
Research Consultants, LLC, Los Angeles, 
California) was used to aid analysis. 
Analysis began with individual, close 
readings of 2 transcripts and field notes 
from participant sessions by 3 members 
of the research team (D.J.S., A.M., and 
L.L.) and then discussing the initial codes, 
which were then used to analyze another 
4 participant sessions. This group (D.J.S., 
A.M., and L.L.) then met to resolve 
differences, identify early themes, and 
determine initial strategies for theoretical 
sampling. Following the analysis of an 
additional 7 participant sessions, we 
coalesced the findings into a preliminary 
model illustrating how themes interact. 
When presented to the full research 
team, we identified additional issues 
for theoretical sampling. One such 
issue was the influence of benchmarks 
on participants’ interactions with the 
RSQM data. Expected performance for 

the RSQMs had not been included in the 
data for the first 16 participant sessions; 
to theoretically sample this issue, a 
benchmark of 80% for all measures was 
provided in the resident portfolio for the 
final 3 participant sessions.

Iterative data collection (D.J.S. and 
A.M.) and analysis (D.J.S., A.M., and 
L.L.) continued in an effort to fully 
characterize the identified themes (or 
dimensions), as well as to understand 
the relationships among them. The latter 
effort resulted in the articulation of 3 
profiles illustrating how the dimensions 
interact. As our results approached 
theoretical sufficiency, the analysis was 
again discussed with the full research 
team to ensure agreement on final results.

As analysis proceeded following the 
initial participant sessions, transcripts 
from subsequent sessions were used 
to challenge initial codes and themes. 
We also returned to previous sessions’ 
transcripts repeatedly during analysis to 
ensure constant comparison.

The CCHMC Institutional Review Board 
determined this study to be exempt.

Results

Of the 19 participants, 8 (42%) were 
men and 11 (58%) were women. Nine 
(47%) were pediatric subspecialists 
(from separate subspecialties) with the 
remainder being generalists (general 
pediatricians, hospitalists, and chief 
residents; 10 [53%]). Some were in their 
first year serving as CCC members, and 
others had served for multiple years.

Participants tended to view and use all 
types of data (narrative comments from 
all 5 rotations, milestone and/or EPA 
ratings from all 5 rotations, and RSQMs 
from the emergency medicine rotation) 
substantively in their decision making. 
However, they demonstrated preferences 
for the information provided from faculty 
(versus peer) ratings, narrative comments 
from all 5 rotations, and sometimes 
narrative comments from specific rotations 
(continuity clinic, emergency medicine, 
and hospital medicine) in particular.

Engagement with the RSQMs

We identified 5 dimensions related to 
how participants interpret, use, and 
prioritize RSQMs. We classified these 
as dimensions because this term has a 

notion of measurable extent built into it, 
and each of the identified dimensions has 
a spectrum to it.

Ability to orient to RSQMs: Confusing to 
self-explanatory. While most participants 
were able to correctly and quickly orient 
themselves to the RSQMs in an efficient 
manner, one participant did note: “Well, 
I barely understand that paper [with the 
quality measures on it], so I’m probably 
not going to use it very much to be 
honest with you.” (Participant 9) Some 
noted they had not seen such data in 
their previous reviews, but they were still 
able to interpret the RSQMs after taking 
some time to process: “Oh man, how do I 
read this? [a 7-second pause] Okay, these 
are like the metrics of [whether] they 
followed certain guidelines of practice. 
Okay.” (Participant 15)

Propensity to use RSQMs: Reluctant 
to enthusiastic. Some participants were 
reluctant to use the RSQMs. One barrier 
to using them was the volume of data 
they contain:

It’s just a lot of information on 1 page 
for me to parse through … and try to 
understand. I think if I was more familiar 
with it, I would probably find it more 
helpful. (Participant 9)

Another source of reluctance arose from 
viewing the RSQMs as simply “checking 
a box” of giving quality measure feedback 
to residents. In this case, the RSQMs were 
not seen as providing sufficient value to 
be used for assessment purposes. A final 
source of reluctance arose from viewing 
the RSQMs as being too specific to one 
setting (i.e., the emergency department), 
creating a barrier for giving weight to the 
quality measure data.

While some participants expressed 
varying degrees of reluctance, others 
displayed variable levels of enthusiasm 
in using the RSQMs, feeling they were 
helpful in their review and noting 
qualities such as RSQM data being 
objective and providing an overall picture 
of performance: “I think the quality 
data is really helpful because I think it’s 
just very specific to say in these types 
of patients this is this resident’s typical 
practice.” (Participant 7)

RSQM interpretation: Requires 
contextualization to self-evident. Some 
participants felt that properly interpreting 
the RSQMs required more details about 
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the context in which they were collected, 
such as having some assurances that a 
measure should have been met based on 
the clinical context and understanding a 
resident’s reason for not meeting it:

When I’m looking through the different 
measures, I want more context, I guess…. 
Follows bronchiolitis pathways—6 times 
they did this, 3 times they did not…. 
But, I don’t know why…. If that was the 
correct thing to do, why didn’t they? Or 
what was their thinking? (Participant 6)

Having a peer comparison or benchmark 
for how often RSQMs should be met 
was also noted as an important piece of 
additional context for interpreting RSQM 
performance:

Did not seem like this person consistently 
hit all those measures. But, I’m not 
sure that I know how this stacks up to 
someone else in this comparable situation 
and, so, I had a hard time putting them 
into perspective about whether or not 
they did well or not well. (Participant 14)

However, while some participants 
thought a benchmark would help 
interpret RSQMs, only some of the 
final participants who were presented 
a benchmark thought it was helpful or 
necessary.

Not being an emergency medicine 
physician who understands the 
importance of some of the RSQMs 
was also noted as a contextual issue for 
interpreting RSQM performance. For 
example, a nephrologist noted, “this is 
not something that you encounter on the 
regular floor. So, this is unique for [the] 
emergency room…. I don’t know what is 
expected.” (Participant 16) Additionally, 
an endocrinologist noted, “if [diabetic 
ketoacidosis] were on here, I probably 
would have perked up.” (Participant 19)

Documentation of RSQMs was another 
area where participants sometimes 
wanted more context. Some participants 
were inclined to give residents the benefit 
of the doubt; that is, they believed 
that even though the resident did not 
document something they likely did 
it. This stance was rationalized by the 
idea that knowing to do something and 
documenting doing it may be 2 different 
skills to learn and perhaps a resident 
needed to learn the latter rather than the 
former. The trend in the data was for 
these participants to discard the RSQMs 
focused on documentation, not allowing 

them to influence their performance 
picture for the resident:

The quality measures paint a very loose 
picture of this resident [who] did some 
things by the book and did some things 
that weren’t quite by the book. But that 
doesn’t necessarily mean that they made 
bad decisions. They just didn’t have 
documented stuff. So that didn’t mean as 
much to me. (Participant 10)

Participants also sometimes noted they 
would give themselves the benefit of the 
doubt with regard to performing quality 
measures even if they had not documented 
them and so they would also give this same 
benefit of the doubt to residents.

However, other participants did not 
give residents the benefit of the doubt 
on these measures and believed that if it 
was not documented, then the resident 
had not done it. In other words, these 
measures are self-evident:

I would say: (a) this person either needs 
to work on their documentation or (b) 
just needs to work on their history and 
physical taking. Which, again being 
objective, it probably has to be the latter 
versus the former. (Participant 4)

Beyond the RSQMs focused on 
documentation, viewing the RSQMs as 
self-evident was manifested in other ways. 
This included viewing the RSQMs, as a 
whole, as objective data. One participant 
noted: “This is very helpful because it 
tells exactly what they do or do not do.” 
(Participant 7) Sometimes this sense of 
objectivity was related to the perception 
that RSQMs arose from care guidelines, 
which seemed to confer additional weight 
to those measures: “I think that’s very 
useful to say that you don’t meet those 
guidelines [represented in the RSQMs]. 
There’s nothing more objective than 
that.” (Participant 12)

RSQMs for assessment decisions: Not 
sticky to sticky. Some participants used 
the RSQMs in the summative assessment 
task they were assigned in a manner 
similar to how they used the other 
assessment data they were reviewing. For 
these participants, the RSQMs may have 
been helpful for them, but they were not 
“sticky,” meaning the data did not stand 
out, were not prioritized, or both when 
making entrustment decisions. However, 
for other participants, the RSQMs were 
sticky. The characteristic that most often 
made them sticky was when RSQMs 

highlighted something the participant 
considered a deficiency. Some of these 
performance gaps concerned areas that 
participants viewed as care fundamentals 
that were not necessarily detrimental to 
patient safety:

Let me look at bronchiolitis here…. 
Interesting … as I go more down this 
list, I see lots of things that I would 
not have expected…. A bulb suction 
order for home [not done], … didn’t 
do documentation, poor feeding as a 
reason [to return] not in the discharge 
instructions. I almost wonder if this 
is a resident that can get a little easily 
overwhelmed, forgetting to kind of do 
some of the basic stuff when they get 
busy. (Participant 1)

However, some of these deficiencies 
were viewed as more significant gaps in 
providing safe, appropriate patient care:

I have serious concerns about the safety 
of the patient because there’s not prompt 
treatment, there’s not a good review 
of when to return to the [emergency 
department], and, again, clinical assessment; 
it’s just not there. (Participant 12)

Expectations for residents: Potentially 
unfair to fair to use RSQMs. Participants 
raised concerns about the potential fairness 
of using some of the quality measures to 
assess residents. For example, it was not 
clear that the level of detail included in 
some of the RSQMs was important to 
hold residents to, such as documenting 
discharge instructions in addition 
to verbally discussing them. In these 
instances, some participants noted that 
they may not include that level of detail in 
their own work or might not document 
something they know another provider 
is expected to document in the chart 
(e.g., Pediatric Respiratory Assessment 
Measure score in patients presenting with 
an asthma exacerbation, which will also be 
documented by the respiratory therapist). 
Concerns were also raised about whether 
residents knew these measures were 
expected of them. If they did not know this, 
participants felt it may not be appropriate 
to hold residents to meeting the measures:

I would never say ignore the measure. 
I would say: “Are we doing enough to 
make sure that it is easy to meet this 
measure?”…. I would say: “Maybe 
nobody ever taught you that but you 
should be doing it anyway. The reason this 
is here is because this is good practice.” 
The fact that you didn’t know it means, 
maybe it’s my fault we didn’t teach you. 
(Participant 11)
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Looking beyond the resident, some 
participants felt that the RSQMs 
included measures that should not be 
expected of individual residents and 
should instead be automated in the 
electronic health record. For example, 
documenting important parts of the 
history or physical exam could become 
components of standardized notes and 
some of the measures pertaining to 
discharge instructions could become part 
of standardized discharge instructions.

While concerns were raised with 
certain aspects of using the RSQMs for 
performance expectations, participants 
largely felt that using the RSQMs was 
both useful and fair. Beyond using them 
for assessment purposes, participants 
noted the utility of RSQMs for providing 
formative feedback to residents about 
areas for improvement.

Profiles for using RSQMs to make 
entrustment decisions

The dimensions identified in this 
study interact with one another. 
When considering these interactions, 
we identified 3 RSQM data user 
profiles: eager incorporation, willing 
incorporation, and disinclined 
incorporation. The first 2 profiles were 
most common, while the final profile was 
uncommon.

Eager incorporation. Eager 
incorporation was reflected when a 
participant’s initial reactions were to 
use the RSQMs in their entrustment 
decisions. In this profile, there was 
an enthusiastic propensity to use 
RSQMs and RSQMs were seen as 
self-explanatory. Individuals using this 
profile felt that RSQMs sometimes 
needed additional context to interpret 
and sometimes that RSQMs were self-
evident, but neither stance precluded 
them from being an eager adopter. 
Finally, individuals employing this 
profile tended to find RSQMs to be 
sticky and also did not raise any major 
concerns about the fairness of their use 
in assessment decisions.

Willing incorporation. Willing 
incorporation was demonstrated when 
an individual did not describe the 
role that RSQMs played in making 
their entrustment decision, but when 
subsequently asked specifically about the 
RSQMs, they described their willingness 
to, and even the perceived utility of, 

using RSQMs. Similar to the first profile, 
participants employing this profile found 
the RSQMs to be self-explanatory and 
had some propensity to use them. They 
sometimes felt the RSQMs required 
additional contextualization to interpret 
and sometimes felt the RSQMs were self-
evident. They also sometimes found the 
RSQMs sticky for summative assessment 
and other times did not. Finally, 
some individuals using this profile 
mentioned that the RSQMs reflected fair 
expectations for residents while others 
thought the RSQMs reflected unfair 
expectations.

Disinclined incorporation. Individuals 
with a disinclined incorporation profile 
did not indicate using the RSQMs 
when making a summative entrustment 
decision even when specifically probed 
about the RSQMs. However, they could 
envision using different RSQMs in 
the future. Some individuals using a 
disinclined profile noted the RSQMs 
were confusing. They were also likely 
to raise concerns about the fairness 
of holding residents accountable for 
meeting RSQMs. Finally, participants 
employing this profile were reluctant in 
their propensity to use RSQMs and did 
not find the RSQMs to be sticky. One 
participant tended toward the more 
highly disinclined end of this profile. 
This person’s responses, while close to 
creating a fourth profile of “dismissive 
incorporation,” did not quite reach this 
level.

Discussion

This study sought to understand how 
CCC members interpret, use, and 
prioritize RSQMs alongside traditional 
assessment data when making an 
entrustment decision. Participants often 
gave some types of assessment data more 
weight than others, such as faculty ratings 
and narrative comments. These findings 
corroborate previous research.22,39 
However, participants tended to view and 
use all types of data, including RSQMs, 
substantively in their decision making. 
We found a range of engagement with 
RSQMs in 5 dimensions. While for each 
dimension, participants gravitated toward 
the end of the spectra that viewed RSQMs 
more positively, as evidenced by the 
eager and willing incorporation profiles 
being more common than the disinclined 
incorporation profile, examples from 
the more negative end of the spectra 

were present for all dimensions. The 
defined profiles have similarities to 
Rogers’40 stages of adoption, with 
eager incorporation aligning with 
early adopters, willing incorporation 
corresponding to early majority, and 
disinclined incorporation perhaps 
corresponding to late adopters. These 
findings suggest important implications 
for the potential future use of RSQMs, as 
even though this study did not focus time 
or effort on becoming comfortable with 
RSQMs, participants still tended toward 
using them.

While participants largely used the 
RSQMs in their entrustment decision 
making, their comments did suggest 
that RSQMs could be improved for 
such use in the future. For example, 
participants’ discussions about whether 
residents should be documenting some 
of the information represented in several 
RSQMs warrants exploration. RSQMs 
were developed and prioritized through 
consensus group methods (nominal 
group technique and Delphi method) 
to meet the criteria of both being done 
by an individual resident and being 
important to care for patients with a 
given illness of interest.27,33 This raises the 
question of whether the consensus group 
results should be revisited in light of 
some of the issues raised by participants. 
The finding that some participants were 
concerned about the fairness of using 
some of the RSQMs to assess residents 
likely underscores the importance of 
orienting CCC members to and training 
them on RSQMs (an activity this study 
intentionally avoided) if the RSQMs are 
to be used for assessment purposes. To 
this end, the profiles developed in this 
study may help program leaders tailor 
their training efforts for the varying 
levels of inclination CCC members may 
have to incorporating RSQMs in their 
resident assessment data reviews. Such 
training may also address some of the 
challenges raised by participants who 
were unfamiliar with measures that 
would be important in the pediatric 
emergency department. Additionally, our 
participants described giving residents 
the same benefit of the doubt they would 
give themselves for the documentation 
measures, aligning with the findings of 
Apramian and colleagues,41 who showed 
that surgeons’ individual procedural 
preferences may be the largest factor 
driving their intraoperative assessment of 
residents.
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Some participants noted that the RSQM 
data felt overwhelming, suggesting that 
how RSQMs are visually presented to 
CCC members for review should be 
considered in the future to minimize 
the cognitive load experienced when 
reviewing them. One consideration is 
whether presenting performance data on 
all measures is important or if presenting 
a composite score for all measures and/
or subscores for certain types of measures 
(e.g., documentation, appropriate 
medications) is sufficient.

Future directions

Some participants were reluctant to use 
RSQMs because they viewed the measures 
as too specific to the emergency department 
and did not want to give undue weight to 
that setting in their entrustment decisions. 
Not using these RSQMs because RSQMs 
for other settings do not exist actually 
suggests the potential utility of these 
measures and underscores the value of and 
need to develop RSQMs for other settings 
moving forward. As this work is carried 
out, it will also be important to explore 
differences between the views of RSQMs 
among our participants (members of a 
single pediatric residency CCC) and those 
of pediatric residency CCC members at 
other institutions. Furthermore, it will be 
important to ascertain differences in how 
CCC members from medical specialties 
other than pediatrics (e.g., internal 
medicine, family medicine) as well as 
surgical (e.g., general surgery, orthopedic 
surgery) and hospital-based specialties 
(e.g., radiology, anesthesiology) might use 
RSQMs.

The findings of this study give insight 
into what the foundation of CCC 
member training on RSQMs should 
include:

• A discussion of how the program would 
like CCC members to approach their 
reviews of resident performance data.42

• Adequate orientation to the definition 
of RSQMs and how they are developed, 
namely through engaging supervisors 
and residents with experience in the 
settings for which the RSQMs have 
been developed.27,33

• A high-level summary of why the 
measures apply in the settings for which 
they have been developed, especially for 
CCC members reviewing RSQMs from 
clinical areas that are outside of their 
expertise.

• Reminders to not give a resident 
the benefit of the doubt based on 
information the CCC members do 
not possess and to not make decisions 
based on how they would perform if 
they were in the resident’s situation. To 
help prevent this, context for RSQM 
performance should be provided to 
CCC members along with the RSQM 
performance data.

Such training comes at a cost, most 
notably in time. However, regular CCC 
member training is a core component 
of high-value CCCs.42 The visual 
presentation of quality measure data to 
CCC members will also be important. 
For institutions with extensive 
experience gathering and presenting 
dashboard data for quality measures, the 
time and people cost to achieve this may 
be negligible.

While there are costs associated with 
implementing RSQM-informed 
assessment, there may also be costs 
associated with not implementing this 
innovation. Namely, patient care that is 
lower quality given our previous work 
that demonstrates the wide range of 
resident performance on these measures, 
which were determined important 
for care for the illnesses of interest by 
residents and supervisors.34

Finally, while the focus of this study was 
on how CCC members interpret, use, 
and prioritize RSQMs in completing an 
assessment task, participants did note 
the perceived value of presenting RSQM 
data to residents for formative purposes 
as well. While a more detailed exploration 
of this was beyond the scope of this study, 
future efforts should engage residents 
to characterize how RSQMs can be 
used to inform and guide their personal 
improvement efforts.

Limitations

This study has limitations to consider. 
First, it was done at an institution where 
quality improvement is integrated into 
the health care system, making it possible 
that our participants viewed and used 
RSQMs differently from individuals in 
other settings would, potentially limiting 
the transferability of our findings. 
Second, while we designed this study 
to mimic authentic resident portfolio 
reviews by CCC members, it was 
conducted in a study setting, potentially 

influencing participants’ responses. 
Components of our process that did 
not mirror authentic reviews included 
using deidentified data without the 
resident’s name, gender, or training year 
and providing RSQMs in the portfolio. 
However, the latter was integral to the 
intended focus of this study. Further, it 
is known that the presence of a resident’s 
name and/or training year can influence 
assessment decisions, but we were unable 
to capture this based on the need for 
confidentiality.43 Third, we did identify 
one participant whose RSQM data user 
profile bordered on dismissive. Future 
work should seek to determine if cases 
such as this are more common than it 
seems from our initial findings. Fourth, 
RSQM benchmarks were not included 
initially; however, through theoretical 
sampling, we were able to demonstrate 
that they were helpful and important 
to only some of the final participants. 
Fifth, we were not able to determine the 
role that discussion with other members 
of the CCC might play in how RSQMs 
are interpreted, used, and prioritized 
because we focused only on individual 
CCC members. This should be the 
focus of future RSQM study. Finally, the 
dimensions and profiles identified in 
this study may apply to other types of 
assessment data that CCCs review as well. 
Determining this was beyond the scope 
of this study but should be the focus of 
future work.

Conclusions

In this study, individual CCC members 
used RSQMs to varying extents in 
their review of resident data to make 
entrustment decisions and found 
such data helpful to varying degrees. 
Importantly, participants largely found 
RSQMs to be of some utility despite 
receiving no orientation to them 
before seeing them in this study for 
the first time. These findings support 
the inclusion of RSQMs as resident 
assessment data for CCC review based on 
our participants’ receptivity to them.
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Appendix 1
RSQM Performance Data Included in a Resident Portfolio That Was Used in a Study of How Clinical Competency Committee 
Members Interpret, Use, and Prioritize RSQMs When Making Summative Entrustment Decisions, Cincinnati Children’s 
Hospital Medical Center, February–July 2019a,b

Quality measures

No. (%) of  
encounters  

in which  
resident  

met measure

No. of  
encounters  

in which  
resident  
did not  

meet measure

No. of  
encounters  

in which  
measure  

did not  
applyc

Asthma quality measures (total asthma encounters since last reportd = 11)
 Use asthma order set 8 (72) 3 0

Correct medication dose ordered for albuterol 8 (72) 3 0

Use of dexamethasone as steroid 11 (100) 0 0

Correct medication dose ordered for dexamethasone 11 (100) 0 0

Time from resident assigning self to patient to resident entering steroid order 4 (36) 7 0

Correct medication dose ordered for ipratropium 8 (72) 3 0

Documentation of previous intubation or BIPAP for asthma 3 (27) 8 0

Note the acuity of the patient in documentation 11 (100) 0 0

Documentation of work of breathing 11 (100) 0 0

Documentation of aeration or air exchange 11 (100) 0 0

Presence or absence of wheezing documented 11 (100) 0 0

Ensure at least 3 descriptive words used in respiratory exam documentation 11 (100) 0 0

Resident documents own PRAM score 4 (36) 7 0

Resident-assigned PRAM score matches resident-placed initial medication orders 3 (27) 1 7

Document patient response to intervention 10 (91) 1 0

Documentation of disposition decision 10 (91) 1 1

Use of standardized dosing for discharge medication (i.e., dexamethasone) 7 (64) 0 4

Home dexamethasone instructions documented in written discharge instructions 0 (0) 7 4

State who to follow up with and provide their contact information in discharge papers 5 (45) 2 4

 Documentation of needing albuterol more often than every 4 hours as a reason to  
return in written discharge instructions

0 (0) 7 4

 Documentation of worsening respiratory symptoms as a reason to return in written  
discharge instructions

5 (45) 2 4

Bronchiolitis quality measures (total bronchiolitis encounters since last reportd = 9)

Follow bronchiolitis pathway 6 (67) 3 0

Document birth history (preemie or not a preemie) 5 (56) 4 0

Day of illness clearly documented 8 (89) 1 0

Documentation of previous wheezing 0 (0) 9 0

Assessment of severity documented 8 (89) 1 0

Effort of breathing documented 9 (100) 0 0

Documented quality of air entry (normal, decreased, etc.) 7 (78) 2 0

Documentation of wheezing 7 (78) 2 0

Documentation of crackles 8 (89) 1 0

Documented presence or absence of subcostal retractions 3 (33) 6 0

Documented presence or absence of intercostal retractions 1 (11) 8 0

Documented presence or absence of suprasternal retractions 0 (0) 9 0

Oxygen saturation clearly documented 0 (0) 9 0

Hydration status clearly documented 0 (0) 9 0

 Documentation of patient response to specific therapeutics (i.e., how they  
responded to suctioning, how they responded to breathing treatment, how they  
responded to NS bolus, etc.)

5 (56) 4 0

Oral feeding tolerance clearly documented 5 (56) 4 0

Documentation of justification for appropriate disposition (sent home versus admitted) 8 (89) 1 0

(Appendix continues)
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 Documentation of worsening respiratory symptoms as a reason to return in written 
discharge instructions

6 (67) 3 3

Use standard or premade discharge instructions for bronchiolitis 4 (44) 5 3

Documentation of poor feeding as a reason to return in written discharge instructions 0 (0) 6 3

Bulb suction teaching for home ordered 0 (0) 6 3

State who to follow up with and provide their contact information in discharge papers 5 (56) 1 3

State appropriate number of days to follow up in discharge papers 3 (33) 3 3

Closed head injury quality measures (total closed head injury encounters since last reportd = 5)

Closed head injury or PECARNe best practice advisory used 5 (100) 0 0

Appropriate closed head injury or PECARNe pathway used 5 (100) 0 0

Mechanism of injury documented 5 (100) 0 0

Documentation of time of injury 3 (60) 2 0

Documentation of presence or absence of LOC 4 (80) 1 0

Documentation of presence or absence of emesis 5 (100) 0 0

Documentation of whether patient is back to baseline or not 4 (80) 1 0

Documentation of presence or absence of other head injury in the history 2 (40) 3 0

Assessment of severity documented 5 (100) 0 0

 Documentation of presence or absence of hematoma on PE (if present, location and 
size also documented)

3 (60) 2 0

Thorough head exam (head, eyes, skull) documented 0 (0) 5 0

Documentation of GCS score 1 (20) 4 0

Full neurologic exam documented 0 (0) 5 0

Documentation of presence or absence of other nonhead injury on PE 1 (20) 4 0

Appropriate differential diagnosis and medical decision making documented 5 (100) 0 0

Reassessments of patient documented 2 (40) 3 0

Return to school or play recommendations in discharge papers 0 (0) 2 3

Use of standard or premade discharge instructions for diagnosis 5 (100) 0 0

Appropriate follow-up (sports medicine, rehabilitation, neurology, etc.) recommended 3 (60) 2 0

  Abbreviations: RSQM, resident-sensitive quality measure; BIPAP, bilevel positive airway pressure; PRAM, Pediatric Respiratory Assessment Measure; NS, normal saline; LOC,  
loss of consciousness; PE, physical exam; GCS, Glasgow Coma Scale.

    a The appendix presented here has been minimally edited from what was presented to participants. To see the version presented to participants, please see Supplemental 
Digital Appendix 2 at http://links.lww.com/ACADMED/A926.

   b The RSQMs are a product of the authors’ previous studies27,33 and reflect the average resident performance data on these measures from the authors’ other previous 
studies.34,35 The benchmark for all measures = 80% (see Method in main text for additional information).

   cFor example, a measure may have been related to discharge, but the patient was admitted in that encounter.
    dTotal since last report indicates the number of new patient encounters for an illness since the last time the clinical competency committee reviewed the resident’s portfolio.
  e PECARN is the Pediatric Emergency Care Applied Research Network, which conducted a study that delineated a decision rule for managing closed head injury in  
Kuppermann N, Holmes JF, Dayan PS, et al. Identification of children at very low risk of clinically-important brain injuries after head trauma: A prospective cohort study. 
Lancet. 2009;374:1160–1170.
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