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Self-assessment in Lifelong Learning
and Improving Performance in Practice
Physician Know Thyself
F. Daniel Duffy, MD
Eric S. Holmboe, MD

ASELF-REGULATING PROFESSION HOLDS ITS MEMBERS

accountable to the public it serves for the con-
tinuous development of the competencies they pro-
fess to hold. A central component of physician

competence is professionalism, which requires lifelong learn-
ing that leads to improved performance in practice. A medi-
cal profession accomplishes accountability by providing its
members periodic measurement of performance using re-
liable and valid instruments and judging performance against
evidence-based standards, providing graduate and continu-
ing medical education (CME) programs that advance mem-
bers’ knowledge and skills to meet these standards, and pub-
licly certifying those who do so.

Successful completion of accredited graduate medical edu-
cation and board certification is the bedrock evidence used
for identifying initial physician competence; however, most
of a physician’s career is spent in practice using unstructured
CME that relies on self-assessment to determine learning and
improvement needs. Many state medical licensing boards and
most certifying boards require evidence of periodic partici-
pation in self-selected CME programs to maintain a medical
license and board certification. The systematic review of phy-
sician self-assessment by Davis and colleagues1 in this issue
of JAMA provokes rethinking of whether it is wise to rely on
unguided physician self-assessment as a cornerstone of con-
tinuous professional development.

Clinical education is rooted in experiential learning. Phy-
sicians learnfromtheirpatients.Educational theoryandempiri-
cal research demonstrate that clinicians develop competence
in their work by learning from their mistakes in perfor-

mance.2,3 Advancing to expert levels of competence will not
happen by reviewing failures in secret and making personal
corrections; it needs guided feedback from other experts. The
feedback needs to be based on an accurate appraisal of per-
formance that identifies areas for expanding knowledge or
improving methods of work.4 The medical profession’s over-
emphasis on self-directed learning, self-assessment, and self-
regulation by individual physicians may be one cause of inef-
fective learning over a career if physicians inaccurately assess
their learning needs.5 Ineffective self-assessment can lead phy-
sicians to forfeit the necessary motivation to change their con-
cepts, knowledge, or methods of care.

Davis et al1 demonstrate that there is a paucity of good
studies to determine whether physicians are accurate in con-
ducting self-assessment of predictive, summative, and con-
current performance compared with external indicators.
Their analysis suggests a poor relationship between physi-
cian self-ratings of performance and the ratings provided by
external raters. Even more worrisome is the finding that this
inaccuracy may be worse for the least competent physi-
cians who overestimate their competence. Such an error could
lead to a failure to change ideas or practices and could sus-
tain an unwarranted sense of competence.

The process and terminology of “self-assessment” is
somewhat complex, and it is important to be clear about its
usage and meaning.4 Davis et al1 focus on self-assessment as
the ability of physicians to perform “self-rating” or use
“self-audit” with a goal of generating summary judgments
of their performance to determine their own learning needs
and find resources to meet them. Their study thus excludes
self-assessment programs that use questions to stimulate
learning.

See also p 1094.
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When US internists think of self-assessment, they may be
more likely to consider the American College of Physicians’
Medical Knowledge Self-Assessment Program, which is a type
of self-assessment that Davis et al1 excluded. This take-home
test is composed of single-best answer, multiple choice ques-
tions that are linked to a rationale for correct and incorrect
answers and to a detailed, referenced syllabus. For nearly 40
years, the Medical Knowledge Self-Assessment Program has
provided internists a means for measuring the currency of their
clinical knowledge and judgment by answering questions de-
rived from short-form cases.6 Many CME programs offer simi-
lar self-assessment programs. The reliability and validity of the
self-assessment program as a cognitive measurement instru-
ment can be determined by applying standard psychometric
principles, although in most cases the purpose of these pro-
grams is to stimulate learning rather than to compare the in-
dividual’s performance with others.

When assessment results are judged against an accept-
able or passing performance level, the process becomes an
“evaluation.” Self-assessment as Davis et al use the term is
more accurately defined as a self-evaluation because it re-
quires that the physician develop a judgment about his or
her grade of performance. The correctness of this rating was
determined by its correlation with ratings on a measure of
performance such as an objective structured clinical exami-
nation or by an external judge or panel of judges using the
same assessment instrument.

Another meaning of self-assessment, as used in CME, could
more accurately be called “guided self-audit,” which refers
to the activities physicians personally perform to assess their
level of competence. Self-audit is an active process of look-
ing systematically at the product of the physician’s work (as
in chart reviews) or clinical judgments (as in answering mul-
tiple choice questions) in contrast to the potentially more
passive process of self-rating performance on a clinical ex-
amination or solution of a clinical problem. This latter pro-
cess involves guesswork rather than the analysis of data.

Uncovering a gap in knowledge or in clinical performance
motivates self-directed professionals to take action to close it.
When the gap is discovered through self-assessment or self-
audit, it seems to have more salience than one exposed by some-
one else. The American Board of Internal Medicine’s initial
experience with physicians completing a practice improve-
ment module, which includes self-audit of medical records to
calculate quality of care measures, lends additional support
to the conclusions of Davis et al.1 When physicians received
their results in structured feedback, they often experienced
an aha moment. They saw and felt the gap in their perfor-
mance compared with their impression that they were doing
much better. Because physicians personally collected the data
for measurement, they saw the gaps in performance for indi-
vidual patients and the structured feedback for the sample was
powerful and credible.7

When physicians receive credible feedback about their per-
formance, they experience knowledge-performance discor-

dance. This occurs in situations in which knowledge about
the right thing to do is high and persons believe they are do-
ing it, but when receiving feedback about actual perfor-
mance they have a more accurate assessment of reality. Ad-
ditionally, individuals experience emotional discomfort with
this discordance, and if handled supportively, the discomfort
provides the necessary motivation to align performance with
knowledge about the guidelines for care. One problem with
the emotional pain of the knowledge-performance discor-
dance gap is the activation of psychological defense mecha-
nisms of denial, rationalization, excuse making, and blaming
that displaces the facts of a performance gap elsewhere.

One reason clinicians may not be good at recognizing de-
ficiencies is that they often confuse confidence with com-
petence. Self-assessment of confidence in a particular per-
formance is an area of considerable concern. Confidence is
a quality of self-efficacy that tends to correlate in empirical
studies with persistence in the face of obstacles and higher
achievement.8 Ratings of confidence can provide a baseline
for guiding the structure of feedback provided to novice learn-
ers. However, the discordance between the overconfidence
of the novice and the underconfidence of those achieving
competence makes the unguided use of confidence mea-
sures particularly risky in medicine. The medical culture of
“see one, do one, teach one” not only overemphasizes con-
fidence to the detriment of acquiring true competence, but
likely leads to the erroneous conclusion that actual perfor-
mance data are not needed.9

The studies reported in the review by Davis et al1 demon-
strate that physicians can reliably self-administer assess-
ments of competence. To achieve the goals of public
accountability, however, these assessments must be care-
fully structured and externally audited to ensure their
veracity. Furthermore, when it comes to self-evaluation,
applying personally determined standards for acceptable
performance is risky and undesirable. This is particularly so
in light of the knowledge that the least competent physi-
cians, as judged by reliable external standards, tend to over-
rate their abilities. Physicians are not very good at knowing
what they do not know or estimating how well they do
know. This reinforces the observation by Eva and Regehr4

that an accurate judgment of performance cannot be made
without standard measures based on credible data. Self-
evaluation in the absence of credible data is unlikely to be
of much value. The role of the self-audit, using accurate
performance measurement and receiving expert-guided
feedback about the measurement results, becomes an
extremely important area for future work in continuous
professional development.

Despite current limitations, self-assessment remains an
essential tool for enabling physicians to discover the moti-
vational discomfort of a performance gap, which may lead
to changing concepts and mental models or changing work-
flow processes. However, physicians must acknowledge that
credible and reliable regulation of this assessment will be

EDITORIALS

1138 JAMA, September 6, 2006—Vol 296, No. 9 (Reprinted) ©2006 American Medical Association. All rights reserved.

 by Beverly Wood on May 8, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org


needed to ensure public accountability for fulfilling the so-
cial contract.10

As Davis et al1 recommend, the medical profession should
shift CME and maintenance of certification and licensure to
include processes of testing and educational methods that pro-
vide iterative feedback to supportivelyguidephysicians in learn-
ing new concepts, as well as in changing work processes that
lead to better patient care. This approach to continuous pro-
fessional development combines the motivating energy pro-
vided by uncovering gaps in performance with CME, recer-
tification, and relicensure. Physicians cannot be expected to
do this in isolation; they require educational service from spe-
cialty societies and academic centers, and need the credible
measurement tools and standards from certifying and licens-
ing boards and organizations.

Guided self-assessment should be incorporated at the ear-
liest stages of medical training as an essential professional
skill.11 Self-audit should be strategically used in continu-
ing professional development. Certifying boards are cur-
rently developing approaches to self-audit that should pro-
vide needed information on best practices and outcomes of
patient care. These tools are being used for learning and im-
provement.12,13 As such tools become more robust, the medi-
cal profession must be prepared to deal effectively with phy-
sicians demonstrating low levels of competence and who are
unable and unwilling to participate in meaningful self-
assessment. The public expects nothing less.

Finally, there is an urgent need for more and better re-
search into self-assessment, self-evaluation, and self-audit.
Some important questions for further study include what
happens when physicians choose the domain for self-
assessment, whether this improves their accuracy, and
whether repetitive self-assessment improves performance

over time. Answers to these and the other questions posed
by Davis et al1 will help to raise the standards for the entire
profession.
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Medical Education 2006
Beyond Mental Mediocrity
Robert M. Golub, MD

Why should I care about posterity? What’s posterity ever done for me?
Groucho Marx

PHYSICIANS DEMONSTRATE THEIR CONCERN FOR THE FU-
ture of the medical profession in their commitment
to the education of medical students, residents, fel-
lows, peers, and themselves. The 2006 Medical Edu-

cation theme issue of JAMA continues our recurrent focus on
teaching and learning at all of these levels.

Three articles in this issue focus on risks to residents re-
lated to their training environment. Ayas et al1 present evi-
dence of risk of percutaneous injuries associated with work-

ing extended duration work shifts, and Zheng et al2 describe
signs of vascular inflammation and changes in endothelial
function associated with extended work shifts and sleep dep-
rivation. West et al3 found an association between self-
perceived medical errors and measures of subsequent dis-
tress, including assessments for quality of life, burnout, loss
of empathy, and symptoms of depression. In addition, Lan-
drigan et al4 suggest that compliance with duty hour re-
strictions in the first year after implementation of man-
dated standards may not have been as high as previously
reported.
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