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O
ver the past decades, competency-based education

has become the norm in the medical education

continuum. The rise of competency- or outcome-

based models of education has been paralleled by an

increasing interest in workplace-based assessment (WBA)

to provide direct evidence of proficiencies of interest (ie,

what the trainee will ultimately do in professional practice).

WBA has become a cornerstone in the summative

assessment of learning and professional competence.

Competency-based education, however, also calls for a

greater emphasis on formative assessment, or assessment

for learning. Frequent feedback on performance should

effectively steer and foster the acquisition of the necessary

competencies. It therefore seems beyond dispute that

assessment programs in competency-based medical educa-

tion need to combine summative and formative assessment

purposes.

In this issue of the Journal of Graduate Medical

Education, the article by Donato et al,1 ‘‘Validity and

feasibility of the Minicard direct observation tool in 1

training program,’’ illustrates how specific WBA tools may

support both assessment functions. Findings from their

study suggest that the Minicard direct observation tool

facilitates identification of substandard performance and

provides feedback to guide and stimulate residents’

competence development. By obtaining evidence about the

quality and quantity of feedback recorded on the Minicard,

Donato and colleagues1 aimed to develop a validity

argument for the proposed use of the Minicard for

formative assessment (ie, as a tool for learning).

Validity is essential in any assessment. In general,

validity refers to the evidence that supports or refutes the

interpretation and proposed use of assessment results.

Results are more or less valid depending on what the

intention was in using the assessment, at that particular

point in time and for that particular population. Clearly,

high-quality feedback is fundamental to formative assess-

ment. Feedback should not only include information about

observed performance (‘‘feed-back’’), but also cues to

directions for performance improvement in terms of

performance goals and what needs to be done in order to

achieve these goals (also known as feed-up and feed-

forward, respectively).2 However, if the main purpose of

formative assessment is to stimulate further learning and

use of feedback for performance improvement, one might

argue that the key question to be addressed in the validity

inquiry must be whether the assessment actually achieves

these goals. Unfortunately, a wealth of research findings

indicate that there is no simple answer to the questions of

when, for whom, and for what feedback works.3–5

Research on WBA increasingly suggests that combining

formative and summative assessment purposes in WBA

programs is very difficult, some would say almost

impossible to achieve. A recent study by Bok et al,6 for

instance, revealed that low-stakes formative assessments

were increasingly being perceived as high stakes and

summative, if these assessments were used not only to

generate feedback but also as input into grading and pass-

fail decisions.6 In other words: Despite our best intentions,

frequent formative assessments can very well be perceived

as summative. This interferes with the acceptance and use

of feedback. In fact, findings indicate that there are

multiple threats to the validity of formative assessment, and

some of the factors that compromise assessment for

learning seem to be deeply engrained in medical training

and WBA.

One of the factors to consider is our assumption that we

can (and should) ‘‘measure’’ progress and learning out-

comes, which leads to the focus on quantifiable assessment

outcomes (eg, scores, grades). In WBA, assessment instru-

ments typically require assessors to convert trainee

performance into numerical scores, scoring levels, or grades

on a performance rating scale. Space for narrative

comments or written feedback, if present at all, tends to be

limited. Obviously, grades and scores represent very poor

feedback for learning (for instance, how does one interpret

a ‘‘6’’ for communication?), but more importantly, research

findings in (higher) education consistently indicate that a

focus on grades may actually hinder learning and compe-

tence development. For example, grading student perfor-

mance has been shown to diminish intrinsic motivation and
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to reduce the quality of student learning. It may encourage

students to focus on performance goals (‘‘looking good’’)

rather than on learning, understanding, and mastery of the

task. If grades are given, students will usually pay little

attention to any supplemental feedback or comments, and

they will not try to use comments for performance

improvement.7 It goes without saying that this finding is at

odds with aspirations to develop our trainees to become

self-regulated learners who are committed to excellence in

patient care. To enhance the validity of WBA for learning, a

shift from numbers to words, from rating scales to high-

quality narrative evaluations, thus seems inevitable.

A second point refers to credibility as a key factor in

the acceptance and use of feedback, and as a necessary

condition for feedback to be perceived as meaningful.8

Direct observation of trainee performance is a critical

factor to enhance the credibility of feedback. Although

the importance of direct observation in WBA is widely

acknowledged, trainees are infrequently directly observed

during clinical interactions with patients.9 Some have

argued that autonomy and independence, being core

values in the current culture of medicine, may conflict

with a learning culture that fundamentally values routine

direct observation.10 More importantly, however, the

incorporation of direct observation into day-to-day

working routines can be difficult because of competing

demands, time pressure, and limited compensation for

clinical teaching. For the same reasons, paperwork and

recording of feedback may be delayed (sometimes for days

to weeks after the assessment), resulting in feedback that

is likely to be incomplete, inaccurate, and no longer

meaningful.

Credibility of feedback is similarly dependent on the

relationship between supervisor (feedback provider) and

trainee (feedback receiver). Acceptance and use of feedback

is enhanced in settings in which trainees and supervisors

have been able to develop trusting professional relation-

ships, in which trainees feel safe and confident that they

and their supervisors are working together to achieve

shared goals, in health care as well as in learning and

competence development.8,11 Fragmented learning, howev-

er, seems to be typical of many medical training programs.

Trainees often rotate to different sites and learning settings

and to different supervisors within short periods of time.

The validity of WBA for formative purposes therefore calls

attention to the way we organize supervision and learning

in medical training. We not only need to create time for

direct observation and feedback in crowded training

schedules, we also may need to reorganize medical training

to foster the development of extended trusting supervisor-

trainee relationships in communities of learning and

professional practice. In doing so, high levels of account-

ability would be combined with high levels of psychological

safety.

A third and related point is the need to engage our

trainees in the assessment and feedback process. Without

engagement, feedback is likely to be perceived as

meaningless. While it is common knowledge that to learn,

students must do more than just listen or simply read the

information provided to them, we often assume that

providing learners with information about what went well

and what went poorly will automatically result in

behavior change. Understanding, accepting, and using

feedback, however, requires learners to review and reflect,

comment on, and discuss feedback. Learners need to

actively engage in setting their own learning goals,

discussing performance requirements, and seeking feed-

back on task performance. Effective (valid) formative

WBA therefore needs to conceptualize feedback as a

dialogue, a 2-way process, rather than as 1-way

transmission of information.7,12

So what does this mean for the validity of formative

WBA? First of all, we need to realize that feedback

processes are complex, and that the acceptance and use of

feedback by learners is influenced by many complex and

interrelated factors in seemingly unpredictable ways: More

feedback does not necessarily imply more learning. The

conclusion can be drawn, however, that effective formative

WBA requires a change in culture. It will not work to

structure and formalize feedback processes through the use

of feedback forms or by mandating that learners collect and

document feedback in their portfolios. As shown in the

study by Bok and colleagues,6 and similar studies in the

United Kingdom,13 this may actually result in general

disappointment or cynicism about the utility of WBA for

learning. Rather, we should invest in a feedback culture in

which our trainees’ learning and competence development

drives the assessment, and in which both trainees and

supervisors are committed to high-quality feedback as the

basis for high-quality patient care.
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