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In 2013, the Accreditation Council for Graduate
Medical Education (ACGME) published the initial
version of the Internal Medicine Milestones as part
of the Next Accreditation System. Implementation
of the milestones is built on prior efforts to expand
competency-based medical education by describing
subcompetencies for a developmental approach to
resident assessment. Medical educators had long
recognized that a traditional Likert-type scale to
define resident progression was imperfect at best
and inaccurate at worst.1 Likert scales were not
anchored to specific skills or the emerging growth
of trainees, and there was often wide variation
among evaluators.1 What did a “7/10” actually
mean? Did a “7” mean the resident was on track for
her year or demonstrated competence?
The milestones movement showed promise to meet
these deficiencies by recognizing that trainees develop
along a spectrum of increasing competence. Specific
knowledge, skills, and attitudes can be codified along
this spectrum in each of the 6 core competencies:
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patient care (PC), medical knowledge (MK), systembased practice (SBP), practice-based learning and
improvement (PBLI), professionalism (PROF), and
interpersonal and communication skills (ICS).2 The
milestones serve to guide the trainees in their strengths
and weakness as they move toward clinical competence.
The first iteration of the internal medicine milestones was designed “for programs to use for their
semi-annual review of resident performance and
reporting to ACGME.”2 The authors were careful to
focus the use of milestones for the evaluation of residents in an ACGME-accredited program; they were
not designed for use in other contexts, such as for medical licensing board decisions. Internal medicine was
one of the first specialties to develop milestones
and did not have the benefit of learning from other
specialties. Twenty-two specific subcompetency milestones across the 6 competencies were developed,
along a gradient of “critical deficiency,” “early
learner,” “advancing and demonstrating improvement,”
“ready for unsupervised practice,” and “aspirational.”

EMERGING CHALLENGES FOR MILESTONES 1.0
As the internal medicine milestones were implemented,
several issues emerged. First, program leaders found
that the wording could be confusing; they too often
used “med-ed speak” or seemed opaque for understanding key concepts. Milestones 1.0 also included
the use of negative wording. Throughout the core
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competencies, “critical deficiencies” and “early learner”
GROWTH MINDSET AND RESTRUCTURING FOR
often described behavior that was missing. For example,
CLARITY AND CONSISTENCY
PC1 describes a critical deficiency with regard to gatherMilestones 2.0 sought to incorporate growth mindset
ing a patient’s history as, “Does not use physical exam
concepts into its structure and description. The changes
to confirm history.” PC1 for an early learner states,
included the removal of the terms “critical deficiencies,”
“Does not seek or is overly reliant on secondary data”
“ready for unsupervised practice,” and “aspirational,”
(Figure 1). Negatively worded descriptions made the
which was language not reflected in
creation of assessment
the milestones of any other specialtools difficult. It was prob- PERSPECTIVES VIEWPOINTS
ties. In particular, “ready for unsuperlematic to determine difvised practice” created some legal
 The Internal Medicine Milestones 2.0 challenges and was misinterpreted
ferences between a critical
deficiency and an early
represent the collaboration of a diverse by some that the milestones should
learner. Positively worded
group of 36 medical educators.
be used to evaluate decisions for
descriptions—what
a
 The Milestones 2.0 have incorporated credentialing, licensing, or other uses
learner is doing and should
several revisions, with an emphasis on beyond centralized assessment.
be doing—provide oppormaking the subcompetencies more effi- “Critical deficiencies” was removed
tunities for formative
cient and easier to apply for resident from Level 1 and not used for
feedback.
individuals not meeting Level
trainees.
Second, the milestones
 The Milestones 2.0 include a supple- 1 standards. Committee members
were structured with comment that explains the subcompeten- recognized that a graduate of medical
plex concepts tied together
school not demonstrating Level
cies and provides specific examples to
with 4 or 5 descriptions
1 competency would indicate an
clarify further their use for resident urgent need for coaching and remediwithin a column. For some
evaluation.
levels, the descriptions
ation. Because these milestones are
along the column for a
to be used for many purposes, includgiven level did not always
ing remediation and resident selfcleanly match from column to column. This discrepancy
assessment, it was important that the new wording be
created difficulty in accurately assessing the proper level
“not yet completed Level 1” to align with growth mindin which to place a resident when disparate skills and
set framing.
knowledge were assessed (Figure 1).
Each of the competencies underwent significant
Third, between the numerous specialties and fellowrevision. In addition to changing descriptions from
ships, there was significant variation in describing what
negative to positive wording in Milestones 2.0, each
likely were shared, common subcompetencies such as
subcompetency has only 1 to 3 themes, which cleanly
Interpersonal Communication Skills and Professionalprogress through the developmental progression of a
ism. This variation made programmatic assessment
trainee (Figure 1). Level 1 descriptions recognize the
across graduate medical education programs difficult
early stages of the learner and often include language
when levels and descriptions were so different. For
such as “with prompting” or “with assistance.” Level 2
example, the milestones were largely self-explanatory;
descriptions often acknowledge that the learner can
programs wanted better preparation and clarification
perform basic tasks or relate simple principles. Level 3
with a new system of assessment.
descriptions recognize that the resident is on track in
To address these issues, a committee of 36 medical
his or her progression, incorporating increasing comeducators was convened for a comprehensive revision
plexity and autonomy. Level 4 descriptions acknowlto create Internal Medicine Milestones 2.0 (Table 1).
edge that the learner is now entrusted to perform
Members included residents, core faculty, program
independently. In Level 5, the resident usually coaches
directors, deans, and representatives from specialty and
others, is a role model, works for systemwide change,
educational organizations as well as members of the
or has broad leadership impact.
public. Members were generalists and subspecialists
For example, in Professionalism 2, Ethical Princifrom both university- and community-based programs
ples, Level 1 states, “Demonstrates knowledge of
with wide geographic representation. Particular attenbasic ethical principles.” Level 2 demonstrates progtion was paid to ensure sex and ethnic diversity. Two
ress with, “Applies basic principles to address
subcommittees held multiple meetings to review the
straightforward ethical situations.” Level 3 incorpomilestone reporting data, published research, and the
rates a degree of complexity that a resident might
results of a program director survey to develop an iniencounter in clinic care with, “Analyzes complex sittial set of milestones. A third subcommittee reviewed
uations using ethical principles and identifies the
the draft work in preparation for a final session of all
need to seek help in addressing complex ethical sitmembers for final editing and review.
uations.” Level 4 independence is demonstrated
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Figure 1 Comparison of Milestones 1.0 and 2.0 for patient care—history taking.
Note: In Milestones 1.0 (top), the levels contained multiple concepts and did not flow cleanly across the levels. In Milestones 2.0 (bottom), the levels were simplified, with an emphasis on logically progressing from level to level.

with, “Analyzes complex situations and engages with
appropriate resources for managing and addressing
ethical dilemmas as needed.” Level 5, which is aspirational for a resident, suggests, “Identifies and seeks
to address system-level factors that induce or exacerbate ethical problems or impede their resolution”
(Figure 2). The committee sought to clarify, tighten,
and simplify these subcompetencies to make them
more easily applicable for resident evaluation and
guidance.

RECONCEPTUALIZING PATIENT CARE AND
MEDICAL KNOWLEDGE
The patient care subcompetencies underwent significant revision for the Milestones 2.0. Patient care skills
were reconceptualized into 4 component parts: history,
physical examination, clinical reasoning, and patient
management. This update allows for more nuanced
assessment, clarity, and ease of use.
The history subcompetency assesses for “a hypothesis driven history.” A new emphasis on social
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Eva Aagaard
Cinnamon Bradley
Fred Buckhold
Alfred Burger
Stephanie Call
Mobola Campbell-Yesufu
Shobhina Chheda
Davoren Chick
Jack DePriest
Gretchen Diemer
Benjamin Doolittle
Laura Edgar
Jodi Friedman
Christin Giordano McAuliffe
Janae Heath
Benjamin Kinnear
Neil Kothari
Heather Laird-Fick

Jonathan Lim
Monica Lypson
Allan Markus
Bernadette Miller
Attila Nemeth
Jacob Perrin
Subha Ramani
Raul Ramirez Velazquez
Rachel Robbins
Brijen Shah
C. Christopher
Abby Spencer
Jacqueline Stocking
Nicole Swallow
Jane Trinh
Mark Tschanz
Asher Tulsky
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determinants of health was viewed as essential to
advanced history-taking skills and inseparable from the
progression toward mastery. The physical examination
subcompetency now also includes both the performing
of examination maneuvers and evidence-based interpretation of findings. Clinical reasoning is also a new subcompetency within patient care that more specifically
recognizes the importance of a diagnostic approach and
identification of clinical reasoning errors. A resident’s
skill in clinical reasoning progresses with growing
thoroughness and accurate prioritization of differential
diagnosis in increasingly complex presentations. Additionally, the committee believed that identifying errors
was a critical element to clinical reasoning. The qualifiers of “subtle, unusual, or conflicting findings,” alludes
to the challenges of clinical reasoning in uncertainty.
The levels progress from retrospective reflection to continuous appraisal of errors, with a Level 5 resident being

Figure 2 Comparison between Milestones 1.0 and 2.0—ethical behavior.
Notes: In Milestones 1.0 (top), concepts were heavily loaded and created the need to assess multiple elements. In Milestones 2.0 (bottom), concepts were clarified, simplified, and consistent with harmonized milestones.
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conscientiousness
Well-being

Ethical principles
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Patient management—inpatient
Patient management—outpatient
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testing
Clinical reasoning

Physical examination

Applied foundational
sciences
Therapeutic knowledge
History

Physician role in health
care systems

Evidence-based and
-informed practice
Reflective practice and
commitment to personal
growth

Medical Knowledge

The large 36-member group, of diverse representation,
offered numerous voices in a difficult process to find

Internal Medicine Milestone 2.0 Subcompetencies

IMPLEMENTATION, CHALLENGES, AND THE
FUTURE OF INTERNAL MEDICINE TRAINING

Table 2

The other 4 competencies were refined from a set of
harmonized milestones created by 4 interprofessional
and interdisciplinary teams.3 The intent of these
“harmonized milestones” was to include the same subcompetencies for all specialties. Although the subcompetencies are the same, the individual milestones have
been edited for the needs of internal medicine. Some of
the topics included are patient safety, transitions in care,
well-being, and communicating with patients and families (Table 2). Of note, Milestones 2.0 contains 20 subcompetencies, 2 fewer than Milestones 1.0. Table 31−4
maps the Milestones 1.0 with Milestones 2.0.
An important innovation to the new milestones
includes the addition of a supplemental guide, which
includes the intent of each subcompetency, examples
for all levels, assessment models, and resources. This
document will be available in an editable format so the
clinical competency committees can create a shared
mental model about their program’s expectations at
each level as well as a list of the assessment tools they
will use (Figure 3).

Systems-Based Practice

HARMONIZED MILESTONES AND A
SUPPLEMENTAL GUIDE

Patient safety and quality
improvement
System navigation for
patient-centered care

Practice-Based Learning
and Improvement

Professionalism

Interpersonal and
Communication Skills

a role model for error recognition who uses reflection on
clinical reasoning with others.
Subcompetencies in management skills were
described based on clinical context: inpatient and outpatient. Given the differences in patient populations,
acuity, and priorities, the milestones committee
believed it important to have separate assessment in
the 2 domains. A resident may excel in the management of acutely ill, hospitalized patients, but not yet
meet expectations in the maintenance and promotion
of health in continuity clinic.
Last, subcompetencies related to procedures and
consultative care were removed from patient care. The
elimination of procedural skills brings the milestones
in line with changes to the American Board of Internal
Medicine requirements in procedures for graduating
residents. Consultative care can now be seen in the harmonized milestones for interpersonal and communication skills.
Milestones for medical knowledge are focused on
applied foundational science, therapeutic knowledge,
and diagnostic testing. In particular, diagnostic testing
includes both identifying value and test characteristics
along with interpreting the data. These milestones were
written to allow for application to most wellness and
disease states.

Patient- and family-centered communication
Interprofessional and
team communication
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Comparison of Subcompetencies in Milestone 1.0 to Milestones 2.0

Milestones 1.0

Milestones 2.0

PC1: Gathers and synthesizes essential and accurate information to define each patient’s clinical problem(s)

PC1: History
PC2: Physical Examination
PC3: Clinical Reasoning
PC3: Clinical Reasoning
PC4: Patient Management − Inpatient
PC5: Patient Management − Outpatient
PC4: Patient Management − Inpatient
PC5: Patient Management − Outpatient
No match
ICS2: Interprofessional and Team Communication
MK1: Applied Foundational Sciences
MK2: Therapeutic Knowledge
MK3: Knowledge of Diagnostic Testing
ICS2: Interprofessional and Team Communication

PC2: Develops and achieves comprehensive management
plan for each patient
PC3: Manages patients with progressive responsibility and
independence
PC4: Skill in performing procedures
PC5: Requests and provides consultative care
MK1: Clinical knowledge
MK2: Knowledge of diagnostic testing and procedures
SBP1: Works effectively within an interprofessional team
(eg, peers, consultants, nursing, ancillary professionals
and other support personnel)
SBP2: Recognizes system error and advocates for system
improvement
SBP3: Identifies forces that impact the cost of health care,
and advocates for, and practices, cost-effective care
SBP4: Transitions patients effectively within and across
health delivery systems
PBLI1: Monitors practice with a goal for improvement
PBLI2: Learns and improves via performance audit
PBLI3: Learns and improves via feedback
PBLI4: Learns and improves at the point of care

PROF1: Has professional and respectful interactions with
patients, caregivers, and members of the interprofessional
team (eg, peers, consultants, nursing, ancillary professionals, and support personnel)
PROF2: Accepts responsibility and follows through on tasks
PROF3: Responds to each patient’s unique characteristics
and needs
PROF4: Exhibits integrity and ethical behavior in professional conduct
No match
ICS1: Communicates effectively with patients and
caregivers

ICS2: Communicates effectively in interprofessional teams
(eg, peers, consultants, nursing, ancillary professionals,
and other support personnel)
ICS3: Appropriate utilization and completion of health
records

SBP1: Patient Safety and Quality Improvement
PBLI2: Reflective Practice and Commitment to Personal Growth
SBP2: System Navigation for Patient-Centered Care
SBP3: Physician Role in Health Care Systems
SBP2: System Navigation for Patient-Centered Care
PBLI2: Reflective Practice and Commitment to Personal Growth
SBP1: Patient Safety and Quality Improvement
PBLI2: Reflective Practice and Commitment to Personal Growth
PBLI2: Reflective Practice and Commitment to Personal Growth
PC3: Clinical Reasoning
PBLI1: Evidence-Based and Informed Practice
ICS3: Communication within Health Care Systems
PROF2: Ethical Principles
ICS1: Patient and Family-Centered Communication
ICS2: Interprofessional and Team Communication
PROF3: Accountability/Conscientiousness
PC3: Clinical Reasoning
ICS1: Patient and Family-Centered Communication
PROF1: Professional Behavior
PROF2: Ethical Principles
PROF3: Accountability/Conscientiousness
PROF4: Well-Being
PC4: Patient Management − Inpatient
PC5: Patient Management − Outpatient
PBLI1: Evidence-Based and -Informed Practice
ICS1: Patient- and Family-Centered Communication
ICS2: Interprofessional and Team Communication
ICS3: Communication within Health Care Systems
ICS3: Communication within Health Care Systems

ICS = interpersonal and communication skills; MK = medical knowledge; PROF = professionalism; PC = patient care; PBLI = practice-based
learning and improvement; SBP = system-based practice.

consensus on new milestones. After feedback from
public comment has been incorporated, programs will
be tasked with the challenge of implementation. This
challenge will include changes to curriculum, assessment, and greater moves to competency-based medical

education. Program leaders will find new opportunities
to collaborate among institutions to meet the needs of
our evolving profession.
When meetings began in 2019, the committee
engaged in an exercise to brainstorm what internal
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Figure 3 Sample from the Internal Medicine Supplemental Guide.

medicine might look like in 2025, when our graduates
are coming into their prime. Ideas included the need
for stronger applied foundational sciences knowledge
based in emerging therapies, more integrated health
systems, greater challenges to meet diverse health
needs of local communities, and more knowledge
about the business of medicine. One challenge of the
Internal Medicine Milestones 2.0 was what to exclude,
such as digital health. How will wearable devices,
smart phone applications, digitally connected heath
systems, telemedicine, and artificial intelligence impact
the future practice of internal medicine? No doubt it
will look very different by 2025. Some institutions
may be far ahead of others. Because Milestones 2.0
defines the progression of a resident’s development in
the present day, a digital health milestone was not
included in the present version.
There are still challenges with the assessment of resident physicians. How do we make the milestones a

practical, relevant tool for the development of our
learners? Entrustable professional activities (EPAs)
have been proposed as a model. EPAs are defined this
way: “As measurable units of observable work, EPAs
describe important routine activities of a given specialist or subspecialist that require integration of competencies for safe and effective performance. In the
aggregate, they define the specialty or subspecialty.”4
While encouraging, many programs are still challenged
to integrate EPAs into the milestone framework.
What can we do to ensure that the milestones do not
become another empty Likert scale? Milestones 2.0
show promise. The lessons learned from Milestones
1.0 have been incorporated into the new founding document. The subcompetencies have been clarified, simplified, and progress in a logical fashion across the
levels. Applying the Milestones to a learner’s progress
is more intuitive. Milestones for 4 of the subcompetencies—SBP, PBLI, PROF, and ICS—have been
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harmonized across all specialties. While the particulars
for internal medicine have been incorporated, there is
now a common platform and a shared language across
disciplines that may encourage collaboration. There is
a supplemental guide that provides specific examples
of each subcompetency to inform program directors
and members of the clinical competence committees.
Milestones 2.0 proposes a growth mindset for the
assessment of our learners. It is this growth mindset
that sets the stage for future innovation, improved education, and better patient care.
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