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Abstract

Background
Program directors and resident advisors serving as both evaluators and advocates for struggling
residents face documented role conflict and rater bias, and Clinical Competency Committees (CCCs)
tasked with collective remediation decisions face significant time and resource burdens. This study
describes and evaluates the Directed Education Committee (DEC), a delegated CCC subcommittee
developed to support residents with academic or clinical struggles through individualized education
plans (IEPs), using the Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM)
framework.

Methods
This retrospective, mixed-methods study evaluated DEC over its first five years (Academic Year 2018–
2023) at a family medicine residency program. Content analysis of faculty and CCC meeting minutes,
using relational content analysis and cognitive mapping, assessed role delineation, cognitive
dissonance, learner perception, resident-faculty relationships, and legal/compliance considerations
before and after DEC implementation. Quantitative data on resident demographics and outcomes were
analyzed using Chi-square and Fisher's exact tests, with significance set at α < 0.05.

Results
Over the study period, DEC supported 15 of 37 total residents (38% utilization), developing more than 50
IEPs comprising approximately 500 learning objectives. Only 3 residents (20%) experienced an adverse
action (formal remediation, probation, or unsuccessful graduation); the remaining residents achieved
competency in their identified area of struggle. No statistically significant associations were found
between DEC enrollment, successful IEP completion, or adverse action and resident gender or race.
Faculty focus group data indicated that DEC's structural separation of evaluator, advocate, and content-
expert roles reduced role confusion and distributed legal/documentation risk compared to traditional
program director- or advisor-led approaches.

Conclusions
DEC offers a structurally distinct, feasible alternative to traditional resident remediation models by
formally separating evaluation, advocacy, and content-expertise functions within a delegated CCC
subcommittee. This approach may be adaptable to other residency programs seeking to formalize
support for struggling residents.
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Introduction
Medical residency programs are inherently demanding, often placing significant stress on residents. To
ensure residents can provide high-quality patient care, it is crucial to have a structured program to
support those who are struggling. Identifying these residents and offering appropriate help is essential.

Residency Program Directors and Clinical Competency Committees (CCCs) face a considerable
challenge in identifying and assisting residents experiencing academic or clinical difficulties, a challenge
documented across multiple specialties and program types (1, 2). The Accreditation Council for
Graduate Medical Education (ACGME) mandates CCCs for accreditation purposes and for various
resident assessments and decisions (3). These committees are tasked with evaluating resident
performance and progress toward unsupervised practice, utilizing structured assessment methods and
competency milestones as criteria (4, 5).

A well-designed and effective process is vital for ensuring residents' academic growth, maintaining
patient safety, and promoting resident well-being (6). When a CCC or faculty member identifies a
resident with substantial difficulties, traditional approaches typically involve the program director,
sometimes with a resident advisor (7, 8), or entire CCCs collaboratively developing and implementing an
Individualized Education Plan (IEP), Performance Improvement Plan (PIP), or Remediation Plan.

Both of these traditional approaches present significant challenges. Program directors and resident
advisors may lack specific expertise in the resident's struggling area or core competency, and they might
have unconscious biases (9, 3). Feedback from a single authority figure, such as the program director,
can introduce a power imbalance between the program director and the resident, which may
unintentionally hamper open communication and effective support; such power differentials can affect
how feedback is received and integrated (10). A resident advisor, on the other hand, may experience
cognitive conflict or dissonance, leading to confusion about their role as the resident's educational
advocate versus their role in evaluation and improvement (9, 3). Additionally, when CCC members
collectively take on this task, it can represent a significant drain on faculty time and resources.

To address these challenges, a well-developed framework is essential for providing resident feedback
and improving resident outcomes. The authors propose the "Directed Education Committee (DEC)" as an
effective and efficient solution. The DEC aims to serve as an alternative support system for struggling
residents by developing tailored IEPs and minimizing cognitive bias.

The Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework is a widely
used planning and evaluation tool, particularly in public health, behavioral science, and implementation
science, used to understand the impact or effectiveness of a program or intervention (11). The RE-AIM
framework emphasizes five key dimensions, evaluated at both the individual level and organizational
level (11). These five dimensions provide a comprehensive approach to evaluating an intervention's
impact and feasibility: Reach, the extent to which the target population participates; Effectiveness, the
impact on individual outcomes; Adoption, the proportion of settings that implement the program or
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policy; Implementation, the fidelity and consistency of delivery; and Maintenance, the extent to which the
program or policy becomes institutionalized as part of routine organizational practice (11).

This manuscript aims to analyze the effectiveness of the DEC framework in supporting struggling
residents by applying the RE-AIM framework.

Methods

Study Design & Study Setting:
This is a retrospective review of DEC by using mixed methods by utilizing the RE-AIM framework. The
DEC developed as a delegated subcommittee of the Clinical Competency Committee (CCC) in a family
medicine residency program. This study evaluates the program for the initial five years which spans from
Academic Year (AY) 2018 through 2023 at WellSpan Good Samaritan Hospital Family Medicine
Residency Program. WellSpan Good Samaritan Hospital Family Medicine Residency Program is a
medium size program in the discipline. At the time when DEC was implemented, the program was
accredited by the Accreditation Council for Graduate Medical Education (ACGME) with a total
complement of 21 residents. This hospital has been a site of family medicine residency for more than 30
years at the time of this study. This program is the only accredited graduate medical education (GME)
program in this community hospital. This program was established in 2014 after the previous program
had moved to another location by the prior GME sponsor.

This study was determined by the WellSpan Health Institutional Review Board (IRB) as IRB exempt via
notification number 2173829-2. There was no informed consent involved. Individual resident level data
was de-identified when provided to this study team. The study followed the SQUIRE 2.0 guidelines (12).
As this study evaluated a complete historical cohort rather than a sampled population, no a priori power
calculation was performed; potential limitations related to statistical power are addressed in the
Discussion. The RE-AIM framework was used for both implementation and evaluation of this project.

Context of DEC Program Development & Implementation
At baseline, the program had a proto-CCC consisting of faculty and program director. The program
director was central to the process of evaluation, assessment, and improvement. This included
development of improvement plans including enrichment, remediation, and probation. As the ACGME
accreditation requirements were being implemented in the program, a fully functional CCC was
established. The discussions in the faculty meeting and review literature provided further impetus for
creation of an innovative pathway for enrichment and improvement for residents who struggled with
their development and meeting the expected milestones. Figure 1 summarizes the structural and cultural
context of DEC's emergence, organized by RE-AIM component.
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It was intended to help residents struggling to achieve the expected milestones. Figure 2 provides a
schematic of how the DEC worked.

Data Collection & Analysis
This is a mixed method study where data were collected to generate a comprehensive understanding of
implementation and outcomes of the DEC process. A content analysis was done on the minute notes
from general faculty meetings and CCC meetings. These faculty forums provided insights from the
focussed discussions regarding the resident improvement and remediation process pre and post
implementation of DEC. A relational content analysis method was used to understand and analyze the
data. Cognitive mapping was performed for proximity of the discussion content to the following
elements/concepts before and after implementation of DEC.

Role delineation Versus Role Confusion of Advisor

Cognitive convergence Versus Cognitive dissonance of Program Director involvement

Learner perception of the process

Resident & Faculty relationships within the program

Compliance/Legal implication

Quantitative data were collected on the demographics of residents overall in the program as well as who
underwent the DEC process. The outcomes were also charted according to gender, race, and the ACGME
core competency of the learning objectives or training deficits. Chi-square and Fisher’s exact test were
performed for inferential statistics to determine associations between the outcomes and demographic
characteristics. Fisher's exact test was used in place of the Chi-square test where expected cell counts
were below 5. Statistical data analysis was performed using JMP Pro 19. An alpha of < 0.05 was used
for statistical significance. The findings were interpreted using Reach, Effectiveness, Adoption,
Implementation, and Maintenance (RE-AIM) Framework.

Results

Reach
Over the past five years, our program has successfully implemented the DEC framework which started in
the academic year 2018. Table 1 shows some common characteristics of residents training in the
residency program during this time.
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Table 1
Demographic characteristics of residents training in the program during the study period, by race,

medical school type, and gender.
Characteristics Category Number (%)

Race Asian 20 (54%)

  White 8 (22%)

  African American 7 (19%)

  Latino 2 (5%)

  Other 0 (0%)

Medical School Attended LCME Accredited 5 (14%)

  COCA Accredited 19 (51%)

  IMG 13 (35%)

Gender Male 18 (49%)

  Female 19 (51%)

LCME: Liaison Committee on Medical Education, COCA: Commission on Osteopathic Colleges
Accreditation, IMG: International Medical Graduate

Once the CCC has identified the struggling resident, the DEC then identifies the actual learning issue and
makes recommendations for improvement. The improvement/education plan can be used for residents
who are underperforming or overachieving residents.

The reach of this intervention involved 15 residents as well as faculty members at one residency
program.

Effectiveness
Over 50 IEPs with 500 learning objectives were developed with the DEC framework. The implementation
of the DEC framework resulted in positive outcomes, with only three adverse actions involving official
remediation or probation/unsuccessful from graduating from the program. All other residents achieved
competency in their area of struggle.

Adoption
Adoption refers to the proportion of the target population who actually begin using the intervention or
program and is a measure of how many people initially participate.

In the case of this study, 15 of the 37 total residents who were part of the program during this timeframe
were enrolled in the intervention or about a 38% utilization rate. Table 2 presents enrollment, successful
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completion, and adverse action outcomes by gender and race. Statistical associations between these
outcomes and resident demographic and training characteristics, including ACGME core competency,
are further examined in Table 4.

Table 2
Adoption and outcomes of the DEC framework by gender and race, including enrollment, successful IEP

completion and graduation, and adverse action, AY2018–2023.
Parameter Numbers

Gender of the Resident in DEC 9/20 Males versus 6/29 Females

Gender of the successful IEP and graduation from the
program

8/9 Males versus 5/6 Females

Gender of the resident in DEC with any adverse action 1/9 Males versus 2/6 Females

Race of the resident in DEC 3/15 White versus 12/34 Non-
White

Race of the successful IEP and graduation from the program 3/3 White versus 10/12 Non-White

Race of the resident in DEC with any adverse action 1/3 White versus 2/12 Non-White

Faculty participation was limited to a permanent DEC Chair and behavioral health faculty as consultants,
and then the rest of the committee was individualized to each struggling learner. Every DEC included the
resident’s assigned faculty advisor as part of the team. Occasionally, individuals with expertise outside
the core faculty were asked to serve on the DEC.

Implementation
Implementation refers to how consistently the intervention is delivered in real-world settings. It considers
factors like the fidelity of the intervention, the time and resources required for implementation, and the
challenges encountered during delivery. The decision was made to apply the intervention to all residents
who were identified as struggling to meet their learning objectives.

The permanent chair develops and provides leadership and expertise related to learners with struggles,
while the behavioral health faculty offers insights into the resident's learning style, motivations, and
potential barriers. The resident advisor represents the resident's perspective and serves as an advocate
for resident education by providing valuable context for understanding their challenges. Finally, the
invited expert contributes specialized knowledge in the resident's area of struggle, ensuring that the IEP
is tailored to their specific needs (Fig. 3).

Maintenance
Maintenance refers to the long-term effects of the intervention. It assesses how long the positive effects
of the intervention last, both at the individual and population levels, and what strategies are needed to
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sustain those effects over time.

By having a single core faculty member be a permanent chair for the DEC, there is consistency and
reliability year over year. As long as there continues to be support from the PD, this committee is
sustainable long term.

We performed a faculty focus group session pre- and post-implementation of the DEC framework as part
of our routine annual faculty development. The responses of faculty opinions were recorded on paper.
The responses are grouped in themes/constructs for both pre- and post-implementation and are
presented in Table 3.

Table 3
Comparison of traditional resident support approaches versus the DEC framework across role clarity,

plan usage, program relationships, and legal/documentation risk.
Element Traditional Approach DEC Framework

Advisor in CCC & Meeting
with Advisee

Cognitive Dissonance & Role
Confusion with assessments

Assessor, Advisor, DEC
Members separated

Resident with struggles
identified by CCC and
improvement advised

Program Director (PD) manages
performance

Committee with permanent
chair & members with
expertise

Improvement/Education Plan Almost always signals trouble Could be used for
underperforming or
overachieving residents

Resident & Program
Relationship

PD & Advisor confused as
"enforcers" of plan and evaluators
simultaneously

PD serves as "enforcer,"
advisor as "advocate" and
witness, CCC evaluator, and
DEC as improvement advisor

Legal Concerns about blind spots; one
or two people at risk of
accusations of bias,
discrimination, or retaliation; large
concerns regarding sound
documentation

Risk of accusations of bias,
discrimination, or retaliation
distributed among multiple;
less documentation concerns

Over the subsequent five years, this DEC supported 15 residents with struggles at different stages of
training (Fig. 4). The DEC furnished over 50 IEPs featuring approximately 500 learning objectives with key
evaluation/monitoring mechanisms and additional resources.

This collaborative approach has resulted in positive outcomes, with only three adverse actions involving
official remediation, and/or probation/unsuccessful in graduating from the program. All other residents
achieved competency in their area of struggle, demonstrating the effectiveness of the DEC framework in
avoiding conflicts of interest and cognitive strain.

Statistical comparisons by gender, race, and ACGME core competency are presented in Table 4.
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Table 4
Adoption and outcomes of the DEC framework by gender, race, and ACGME core competency, with Chi-

square/Fisher's exact test p-values, AY2018–2023.
Parameter/Predictor Numbers p-Value from Chi-

square/Fisher's Exact Test

Gender of the Resident in DEC 9/20 Males versus 6/29
Females

0.069

Gender of the successful IEP and
graduation from the program

8/9 Males versus 5/6
Females

0.93

Gender of the resident in DEC with any
adverse action

1/9 Males versus 2/6
Females

0.39

Race of the resident in DEC 3/15 White versus 12/34
Non-White

0.42

Race of the successful IEP and
graduation from the program

3/3 White versus 10/12
Non-White

0.84

Race of the resident in DEC with any
adverse action

1/3 White versus 2/12
Non-White

0.61

ACGME Core Competency predictor of
unsuccessful IEP and adverse action

Professionalism 3/3
versus others 14/15

0.9

Discussion
This five-year retrospective evaluation of the Directed Education Committee (DEC) demonstrates that a
structurally formalized, delegated subcommittee model can support residents with significant struggles
while limiting adverse academic outcomes: only 3 of 15 residents (20%) experienced an adverse action,
with the remaining residents achieving competency in their identified area of difficulty. Applying the RE-
AIM framework allowed us to characterize not only the outcomes of the DEC model but also its reach,
adoption pattern, and the structural mechanics that differentiate it from more commonly described
approaches to resident remediation.

Addressing role conflict through structural separation
The central design rationale for DEC, separating the roles of evaluator, advocate, and content expert, is
supported by prior literature documenting that these roles are frequently conflated in conventional CCC
and advisor-based models. Woods et al. found that faculty serving as resident advisors at Duke's internal
medicine program described their role in explicitly administrative and evaluative terms, as "evaluators,
monitors, and administrators," despite also being expected to function as advocates and mentors (9).
Similarly, Schumacher et al.'s multisite study of CCC member review processes found that individual
reviewer characteristics, including whether a member had provided feedback directly to residents after
CCC meetings, were independently associated with the milestone levels and supervisory
recommendations they assigned (3). DEC's structural separation of the permanent chair, behavioral
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health consultant, resident's own advisor, and subject-matter expert is designed specifically to distribute
this risk across roles with distinct, non-overlapping functions, rather than relying on a single individual to
simultaneously evaluate, advocate for, and remediate the same resident.

Situating DEC among existing remediation structures
DEC's closest structural analogue in the published literature is the three-party liaison model described for
radiology remediation, in which a resident, program director, and a faculty educational liaison with
content expertise in the area of difficulty form a working alliance to construct and monitor a remediation
plan (13). That model shares DEC's use of a designated content expert but lacks a standing behavioral
health consultant and does not operate as a formally delegated CCC subcommittee with a permanent
chair. More recently, Goldhamer et al. have argued that CCCs should move toward a "growth model" in
which individualized learning plans are co-produced with the resident and updated iteratively, rather than
treating an IEP as a one-time response to identified deficits (14). This call aligns closely with DEC's
iterative IEP process, which produced over 50 IEPs and approximately 500 learning objectives across the
study period.

Behavioral health integration
DEC's inclusion of a standing behavioral health faculty consultant reflects a growing recognition that
clinical performance deficits frequently co-occur with underlying mental health conditions. Warburton
and Shahane found that 38% of learners referred to a centralized remediation program had an
identifiable mental health condition contributing to their performance deficit, with anxiety being most
common, and that professionalism was the most frequently identified deficit among learners with a
mental health condition (15). Embedding behavioral health expertise as a standing DEC role, rather than
as a downstream referral triggered only after a deficit is identified, may allow earlier recognition of these
overlapping contributors within the IEP development process itself.

Comparison of outcomes
Our finding that 80% of DEC-supported residents avoided any adverse action is broadly consistent with
outcomes reported for other structured remediation approaches. Guerrasio and Aagaard reported that
96% of learners with clinical reasoning deficits passed post-remediation reassessment, with 72%
graduating or continuing in good standing, using a ten-step structured remediation curriculum (16).
DEC's outcomes are somewhat more conservative by comparison, which may reflect differences in
referral population (DEC supported residents across all ACGME core competencies rather than clinical
reasoning specifically) and DEC's inclusion of high-acuity cases, including three residents who required
formal remediation, probation, or did not successfully graduate.

Equity considerations
Our adoption data showed no statistically significant association between DEC enrollment and either
resident gender (p = 0.069) or race (p = 0.42), nor between demographic characteristics and successful
IEP completion or adverse action. While reassuring, these analyses were likely underpowered given the
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small sample (15 residents), and should be interpreted as descriptive rather than conclusive evidence of
equitable access or outcomes.

Strengths and limitations
This study benefits from five years of longitudinal data, a mixed-methods design incorporating both
content analysis of faculty focus groups and quantitative outcome data, and application of a well-
established implementation science framework that allowed systematic evaluation across multiple
dimensions of program performance, consistent with current guidance on RE-AIM's flexible, pragmatic
application (17). Limitations include the single-institution, single-specialty design, which limits
generalizability; the modest sample size (15 residents over five years), which constrains statistical power
for subgroup analyses; and the retrospective nature of the faculty focus group data, which relied on
paper-recorded responses rather than a validated survey instrument. As noted in French et al.'s guidance
on CCC implementation, structures that rely on distributing review responsibility across multiple
committee members, as DEC does, require significant protected faculty time, which may limit feasibility
for smaller programs with fewer available content experts (18).

Future directions
Multi-institutional replication, particularly at smaller or community-based programs with more limited
access to subject-matter experts, would help establish whether DEC's structural benefits are transferable
outside a setting with strong regional academic affiliations. We also plan to explore DEC's applicability to
high-performing residents seeking enrichment, extending the model's IEP function beyond remediation.

Conclusion
The Directed Education Committee offers a structurally distinct alternative to traditional program
director- or advisor-led approaches for supporting residents with academic or clinical struggles. By
separating the roles of evaluator, advocate, and content expert into a delegated CCC subcommittee, DEC
reduces the role conflict and cognitive dissonance documented in conventional remediation models,
while distributing legal and documentation risk across multiple faculty members rather than
concentrating it in one or two individuals. Over five years, this framework supported 15 residents through
more than 50 individualized education plans, with the large majority achieving competency in their
identified area of struggle. These findings suggest that a dedicated, role-differentiated subcommittee is
a feasible and effective mechanism for individualizing resident support, with potential for adaptation at
other residency programs, particularly those seeking to formalize their CCC's approach to struggling
learners.
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Figure 1

Contextual factors present during DEC's development, organized by RE-AIM component.
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Figure 2

DEC workflow, from CCC identification of a struggling resident through IEP finalization and downstream
tracking.
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Figure 3

Sample individualized education plan (IEP) developed through the DEC process
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Figure 4

Number of residents with struggles by PGY level and year, 2018–2023
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