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Abstract. Context: In-training assessment (ITA), deﬁned as multiple assessments of performance in the setting of day-to-day practice, is an invaluable tool in assessment programmes
which aim to assess professional competence in a comprehensive and valid way. Research on
clinical performance ratings, however, consistently shows weaknesses concerning accuracy,
reliability and validity. Attempts to improve the psychometric characteristics of ITA focusing
on standardisation and objectivity of measurement thus far result in limited improvement of
ITA-practices. Purpose: The aim of the paper is to demonstrate that the psychometric
framework may limit more meaningful educational approaches to performance assessment,
because it does not take into account key issues in the mechanics of the assessment process.
Based on insights from other disciplines, we propose an approach to ITA that takes a constructivist, social-psychological perspective and integrates elements of theories of cognition,
motivation and decision making. A central assumption in the proposed framework is that
performance assessment is a judgment and decision making process, in which rating outcomes
are inﬂuenced by interactions between individuals and the social context in which assessment
occurs. Discussion: The issues raised in the article and the proposed assessment framework
bring forward a number of implications for current performance assessment practice. It is
argued that focusing on the context of performance assessment may be more eﬀective in
improving ITA practices than focusing strictly on raters and rating instruments. Furthermore,
the constructivist approach towards assessment has important implications for assessment
procedures as well as the evaluation of assessment quality. Finally, it is argued that further
research into performance assessment should contribute towards a better understanding of the
factors that inﬂuence rating outcomes, such as rater motivation, assessment procedures and
other contextual variables.
Key words: clinical competence, clinical education, clinical ratings, competence assessment,
educational measurement, in-training assessment, performance assessment, rating process
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Introduction
In medical education, the growing interest in direct performance assessment
in recent decades has prompted the development of a wide range of
‘authentic’ assessment methods. Until recently, the ‘authenticity movement’
focused primarily on performance-based assessment that relied on simulations of complex professional practice, such as OSCEs, standardised patient
techniques and computerised patient management simulations (van der
Vleuten, 1996; Reznick and Rajaratanam, 2000; Petrusa, 2002; Clauser and
Schuwirth, 2002). These methods focus on maximum objectivity and standardised test conditions as prerequisites for reliable assessment. Despite the
popularity of these types of assessment, ‘in vivo’ performance continues to be
the primary basis for appraising clinical competence (van der Vleuten et al.,
2000; Williams et al., 2003). As a matter of fact, there are reasons to assume
that practice-based assessment will occupy an increasingly prominent position in professional education. The increasing emphasis on outcome-based
and competency-based education is likely to favour assessment methods that
integrate relevant competencies (van der Vleuten and Schuwirth, 2005).
Assessment in authentic situations can focus on how students combine
knowledge and skills, judgments and attitudes in dealing with realistic
problems of professional practice. Moreover, on-going assessment of performance in day-to-day practice enables assessment of a range of essential
competencies, some of which cannot be validly assessed otherwise, such as
professional behaviour, eﬃcient organisation of work, communication in
teamwork, and continuous learning skills (McGaghie, 1993; Prescott et al.,
2002; Turnbull and van Barneveld, 2002). Therefore, in-training assessment
(ITA), deﬁned as multiple observations and assessment of performance in the
setting of day-to-day practice, will remain an invaluable tool in comprehensive and valid assessment of clinical competence. However, while ITA
may come closest to measuring habitual performance, the use of clinical
performance ratings is not undisputed. Research has consistently shown
considerable weaknesses, particularly regarding accuracy and reliability
(Sloan et al., 1995; van der Vleuten et al., 2000). For instance, in clerkship
settings, assessors tend to give above average ratings which barely distinguish
between students despite obvious diﬀerences in performance (e.g. Kwolek et
al., 1997; Speer et al., 2000; Nahum, 2004). Furthermore, raters appear to use
a 1 or 2 dimensional concept of performance and fail to distinguish between
more detailed performance dimensions (Verhulst et al., 1986; Ramsey et al.,
1993; Silber et al., 2004). Leniency, halo-eﬀects and range restriction are
much-discussed rater errors that are assumed to contribute to the inaccuracy
of performance ratings. In addition, research has revealed a lack of rating
consistency between raters and within raters, across diﬀerent occasions, with
reliability coeﬃcients approaching zero (Littleﬁeld et al., 1991; Noel et al.,
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1992; Gray, 1996; van Barneveld, 2005). Finally, the validity of interpretations based on ITA scores is questionable due to content speciﬁcity, lack of
discrimination between items and low correlations with other assessment
formats (e.g. Hull et al., 1995; Kahn et al., 2001; Turnbull and van Barneveld
2002).
Most criticisms of ITA stem from assessment views that are consistent
with the quantitative psychometric framework. Central to this framework is
judgment of performance through the inference of a true score, reﬂecting
‘true’ performance. Characteristics of the psychometric perspective are the
pursuit of a speciﬁed level of consistency that is assumed to be conditional on
technically sound measurement and the assumption of error when repeated
measurements fail to yield consistent results. Raters are considered to be
interchangeable ‘measurement instruments’, and ratees’ ability is assumed to
be a ﬁxed, permanent and acontextual attribute. Rater eﬀects, changes in
context and interactions between ratees and tasks or contexts are regarded as
unwanted sources of score variation (bias), compromising the utility of
assessment results. Consequently, attempts to improve ITA from this perspective have focused primarily on standardisation and objectivity of measurement by adjusting assessment instruments, rating scale formats and
enhancing raters’ accuracy and consistency through rater training. Despite
these eﬀorts, the general feeling prevails that clinical ratings have serious
limitations (Williams et al., 2003) and that considerable improvement in
assessing clinical competence is attainable by perfecting ITA (Turnbull and
van Barneveld, 2002; Holmboe, 2004).
The psychometric approach, however, may limit more meaningful educational approaches to ITA by its disregard for key issues within the
mechanisms of the assessment process. The psychometric approach tends to
ignore the role of the assessment context and issues of concern to those
involved in the assessment task. ITA is predicated on active involvement of
both students (ratees) and assessors (raters), who integrate personal goals,
situational cues and organisational demands in the assessment process. For
instance, in clinical education, ITA typically takes the form of assessment
embedded in teaching, focusing on the assessment of individual students’
competence development. Learning processes and assessment tasks are largely determined by the dynamic context of patient care. The learning agenda
is shaped by interactions among patients, teachers (assessors) and students,
requiring teachers and students to negotiate assessment tasks and performance criteria. Also, if the essence of ITA is assessment of speciﬁc competencies that can only be validly assessed in real life practice, assessment tasks
must intentionally capture performance in context. Essential aspects of
authentic performance include students’ responses to particular factors that
are determined by the context and time of the assessment. In other words,
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real life performance cannot be deﬁned independently of the event and its
context. As a consequence, consistency of measurement may be attained at a
superﬁcial level only, while the most critical aspects of performance will vary
across contexts, time and individuals (Delandshere and Petrosky, 1998).
Thus, performance ratings in ITA will inevitably reﬂect interpretations of
students’ observed performance on poorly standardised tasks, related to
individual learning goals, contextual factors and implied agreement on performance criteria.
Finally, ITA typically takes place in an organisational context which is
determined by time constraints, competing goals (patient care, teaching,
management) and a vague and frequently implicit set of norms and values in
relation to performance assessment (Williams et al., 2003; Hoﬀman and
Donaldson, 2004). Research into performance appraisal in various professional ﬁelds, including business and industry, the military and nursing, has
indicated that it is not just student behaviour that is aﬀected by contextual
factors but rater behaviour as well (Judge and Ferris, 1993; Murphy and
Cleveland, 1995).
On the basis of its educational and organisational characteristics, we argue
that a new conceptual model of performance assessment is needed to make
progress in research into and the use of ITA. In the context-bound world of
ITA, an exclusive focus on psychometric, context free criteria, such as
accuracy or consistency of scores across tasks and raters, seems no longer
appropriate. ITA involves judgement and decision making processes in which
raters are no passive measurement instruments. On the contrary, raters are to
be seen as active information processors in a complex social environment,
continuously challenged to sample and make sense of performance data, and
to judiciously use their personal judgements in public decision making (i.e.
performance rating).
The role of raters as the key players in performance assessment lies at the
centre of this paper. We will discuss three issues that we believe are crucial to
performance assessment: raters’ judgment and decision making processes
from a social cognitive perspective; environmental factors that inﬂuence
raters’ motivation and goals; and the relationship between performance
theories, values and beliefs and the practice of performance assessment.
Finally, we will present an alternative approach to performance assessment, based on insights from other disciplines and integrating perspectives
from diﬀerent theoretical frameworks. We favour a social psychological
approach to performance assessment over the objective measurement perspective. In addition, we will address a number of implications of this
approach for ITA practice and we will advocate directions for future research
that are likely to advance our understanding of practice-based performance
assessment.
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Rater judgment and rater cognition
At the heart of ITA lie the cognitive processes and structures used by raters in
forming impressions of and judging ratees’ behaviour in the complex social
environment of clinical practice. Research into social cognition has demonstrated that cognitive processes in judgment and decision making can be
divided into (a) relatively automatic top-down or schema-based information
processing and (b) relatively deliberate bottom-up or data-based information
processing (Fiske and Taylor, 1991; Hodgkinson, 2003; Hogg, 2003).
In bottom-up processing, all the available information is attended to.
Factual details and implications of observed behaviour are recalled, combined and weighted without reference to earlier experiences or prior knowledge. Research has shown, however, that individuals’ limited ability for
processing external stimuli favours the use of adaptive mechanisms, such as
simpliﬁed representations of reality (knowledge structures referred to as
categories, schemata or scripts) and mental shortcuts or heuristics in cognitive decision making (Komatsu, 1992). Once invoked by situational cues,
these schematic knowledge structures and heuristics facilitate fast top-down
processing, i.e. reliance on prior knowledge and preconceptions. In top-down
processing, much of the information that might contribute to impression
formation is lost and judgments are driven by global, holistic impressions.
Generally, schematisation and automation are determined by formal and
informal learning experiences and reﬂect the eﬃcient and eﬀective information processing of experts. Expert performance is characterised by attention
to the most meaningful and relevant contextual events, eﬀective encoding and
retrieval of information, appropriate solutions and accuracy of judgment
(Chi et al., 1989; Schmidt et al., 1990). Once established, schemata may be
virtually impervious to change. Despite its obvious beneﬁts, top-down
information processing has the downside of potentially hampering the full
use of all the information contained in situations in forming impressions and
gaining an adequate understanding of the environment. Top-down information processing thus may encourage thinking in stereotypes, inaccurate
ﬁlling of data gaps (typical but inaccurate information), rejection of relevant
and possibly signiﬁcant information and inhibition of disconﬁrmation of
existing knowledge structures (Fiske and Taylor 1991; Walsh 1995).
With this in mind, it may be informative to refer to similar concepts in
research on clinical reasoning (Norman, 2005). This research attempts to
understand reasoning strategies used by clinical experts – as compared to
beginners in the ﬁeld – when solving medical problems or making clinical
decisions. Current research has shown that both analytical (bottom-up) and
non-analytical (top-down) strategies are being used in clinical decisionmaking, at all levels of expertise. Research ﬁndings also suggest that
non-analytic reasoning is very successful in terms of diagnostic accuracy – even
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among relative novices, although its eﬀectiveness increases with medical
expertise (Coderre et al., 2003). Research ﬁndings also show that excessive
reliance on non-analytical reasoning can be a source of diagnostic error.
Therefore, optimal decision making most probably requires interactivity between non-analytical and analytical reasoning strategies (Eva, 2004).
Research into performance appraisal has suggested that both top-down
and data-driven processing may occur, depending on contextual cues and the
demands of the rating task. The objective of rating (i.e. establishing diﬀerences between or within persons), the rating-scale format and the complexity
of the rating task aﬀect which approach is used for information gathering,
encoding and categorising, and thus the accessibility and availability of the
information to be used in appraisal decisions (DeNisi and Williams, 1988;
Jelley and Goﬃn, 2001).
Several studies have supported the existence of top-down or schemadriven processing in raters. For instance, research of performance rating in
assessment centres and industrial organisations has shown that raters’ recall
of overall assessments is more accurate than that of supportive detail. Topdown ratings have been shown to be more accurate than data-driven ratings,
with rating accuracy increasing with raters’ experience and expertise (Cardy
et al., 1987; Kozlowski and Mongillo, 1992; Lievens, 2001). The ﬁndings that
schemata are used to ﬁll information gaps and direct raters’ attention to
schema-consistent information suggest that top-down information processing occurs, and may be responsible for one of the much-criticised traits of
performance rating, namely the blurring of performance dimensions, or halo
eﬀects (Zedeck, 1986; Fiske and Taylor, 1991; Lance et al., 1994; Lievens,
2001).
Accuracy of rating is generally assumed to be a function of accuracy of
observation and recall of behaviour. Consequently, bottom-up or data-driven processing in performance assessment is frequently stimulated by asking
raters to observe and memorise those behaviours that have to be relied upon
in generating performance ratings. However, as said earlier, research evidence on performance appraisal casts doubt on this relationship. Several
ﬁndings have implied that raters with high accuracy at the behavioural level
may make poor judgments. Similarly, raters who provide accurate holistic
ratings, relying on on-line impressions, may show little accuracy in assessing
behaviour – especially when the rating task is delayed (Murphy and Balzer,
1986, 1989). In other words, preserving all of the behavioural details is not a
prerequisite for arriving at accurate judgments (Sanchez and DeLaTorre,
1996; Middendorf and Macan, 2002). Nevertheless, there is evidence that
assessment features, such as behavioural checklists or structured diaries, may
enhance the organisation of information in memory. These features may
contribute to the usefulness of appraisal information for feedback purposes
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or raters’ ability to substantiate their ratings, which is important to ensure
fairness of assessment (DeNisi and Peters, 1996; Sanchez and DeLaTorre,
1996). A laboratory study by DeNisi et al. (1989) showed that diaries enhanced the accuracy of ratings and meaningful feedback by raters. This
shows that, a least in some conditions, ratings may beneﬁt from interventions
that help raters organise and recall complex information. There is also evidence that for record keeping to be really eﬀective it should follow closely on
the observation of performance (Sanchez and DeLaTorre, 1996).
As the use of heuristics and schemata occurs relatively spontaneously,
schema-based processing is likely to be a dominant automatic response in
performance assessment in complex settings. The notion of schemata as
simpliﬁed, persistent mental representations that enhance cognitive eﬃciency
may oﬀer a plausible explanation for some consistent ﬁndings in research on
performance assessment, i.e. the limited success of rater training programmes
and persistence of rater bias. Performance schemata are by deﬁnition idiosyncratic, representing unique individual experiences and understanding of
performance. Obviously, raters’ knowledge representations with regard to
performance are bound to diﬀer, depending on their professional experience
and informal and formal communication (socialisation and training). Seeing
that these unique cognitive schemata serve as organising frameworks for
raters’ cognitive processes in judgment and decision making, ‘objective’
situational stimuli may engender very diﬀerent representations of reality, i.e.
performance ratings will always reﬂect ‘subjective’ interpretations of
situational behaviours. Thus the principles of schema-based reasoning in
performance appraisal require taking account of raters’ knowledge representations and performance theories as the primary basis for judgment and
rating. We will elaborate on this later. Paying attention to cognitive
approaches alone, however, does not suﬃce to achieve a full understanding
of appraisal processes in the context of real life assessment. Recent research
has shown that judgment and decision making are highly susceptible to mood
and emotions (e.g., Forgas and George, 2001). Furthermore, there is
increasing recognition of the importance of contextual factors. Diﬀerent
sources of rater motivation, including factors in the assessment context and
aﬀective states, may favour the use of diﬀerent processing strategies, which
aﬀects the quality of ratings (Harris, 1994; Forgas, 2002). For example, the
use of schemata will be stimulated when there are situational constraints
(time pressures, distraction by other tasks) or with relatively low impact
judgments (Rothman and Schwarz, 1998; Siemer and Reisenzein, 1998),
whereas outcome dependency and accountability will tend to promote
data-driven or bottom-up information processing (Fiske and Taylor, 1991).
These ﬁndings have encouraged increased integration of cognitive, social,
motivational and organisational perspectives in approaches to research of
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performance appraisal (Hodgkinson, 2003). In the next section, we will focus
on contextual factors that have a potential impact on assessment outcomes
by inﬂuencing raters’ motivation and goals in ITA.
The educational and social context: raters’ motivation and raters’
goals
The impact of factors in the assessment context on students’ learning
behaviour has been examined in depth (Van Luijk et al., 1990; McDowell,
1995; Crooks, 1998; McIlroy et al., 2002). Findings from research into
performance appraisal indicate that contextual factors also aﬀect raters’
behaviour and thus the quality of ratings (Judge and Ferris, 1993; Murphy
and Cleveland, 1995; Hawe, 2003; Williams et al., 2003). This suggests that
context may be a good starting point for examining components of the
assessment process. Some critical contextual factors that mediate the
relationship between raters and assessment are
• Purposes and use of assessment results;
• Consequences of ratings – rewards and threats; trust and accountability;
and
• Organisational complexity, values and norms.
Purposes and use of assessment results
Assessment purposes may aﬀect the quality and usefulness of rating outcomes in several ways. First of all, purpose may dictate the administrative
features of rating, ranging from frequency to type of rating scale. For instance, for administrative purposes, it may be desirable to rely on infrequent
and global ratings, whereas improvement of performance generally beneﬁts
from frequent feedback on speciﬁc performance dimensions.
As indicated before, an indirect eﬀect of rating purposes may be mediated
by basic cognitive processes of information acquisition, storage and recall
(Landy and Farr, 1980; Murphy et al., 1984; Williams et al., 1985; Greguras
et al., 2003). The potential of continuous performance assessment to serve
both formative and summative purposes has prompted attempts to integrate
these two functions based on considerations of eﬃciency and new approaches
to assessment (e.g. Prescott, 2002). However, ﬁndings about the inﬂuence of
assessment purposes on raters’ cognitions raise doubts as to the eﬀectiveness
of combining summative and formative functions. For instance, faced with
changes in rating purpose, raters have been found to have diﬃculty tailoring
ratings to the new purpose; raters’ information processing has been found to
be impaired when the purpose of the ﬁnal ratings diﬀered from the purpose
raters had in mind when observing ratees’ performance (DeNisi and Williams, 1988). The observed impact of assessment purpose, makes it the more
deplorable that research has suggested that organisations tend to convey
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vague or conﬂicting messages about rating purposes, especially when
performance appraisal is used to serve multiple goals (Cleveland et al., 1989;
Murphy and Cleveland, 1995). In ITA for instance, educational institutions
may focus on the summative purpose of assessment (ranking of students),
whereas supervisors (raters) may feel that its primary purpose should be to
give feedback to students about the strengths and weaknesses of their performance. This may create a conﬂict of interest between rating purposes set
by the organisation and raters’ conceptions of their role in the organisation,
i.e. that of mentors and coaches of students’ competence development.
Conﬂict may also arise in multi-purpose appraisal systems due to discrepancies between the actual use of assessment results and the assessment
purposes communicated to raters. For instance, Hawe (2003) found that
management who support the role of raters as the profession’s gatekeepers
(selection) may at the same time tell staﬀ that there is concern about the
retention of students and the related funding of the institution. This may lead
to management challenging or even overturning low ratings, frustrating
raters who were willing to provide accurate ratings. In these cases, raters have
to weigh appraisal purposes, which may result in ratings that reﬂect ‘politically correct’ judgments rather than accurate performance appraisal (Mero
and Motowidlo, 1995; Murphy and Cleveland, 1995). Finally, rating purpose
may aﬀect rater motivation, depending on the consequences of ratings as
described below.
Consequences of ratings: rewards and threats; accountability and trust
A major complaint about performance ratings is that they tend to be inﬂated.
Research ﬁndings indicate that leniency in performance rating is strongly
aﬀected by contextual eﬀects on rater motivation. Perceived rewards, threats
and accountability are major motivational pressures that inﬂuence raters’
behaviour. A framework for understanding leniency in performance
appraisal was provided by Tetlock’s research (1983, 1985), as cited by
Hauenstein (1992), in which the rating process is seen as ‘political’ decision
making by raters who are accountable to others and motivated to seek the
approval of those to whom they feel accountable. Raters will tend to bias
their decisions towards what is acceptable to others. They may feel
accountable to their supervisors (and management) and to ratees. When
supervisors or management send strong messages that ratings must be justiﬁed, raters will be pressed to be thorough and careful in observing,
recording and documenting performance and provide accurate ratings (Hauenstein, 1992; Mero et al., 2003). Similarly, a well designed assessment
system (e.g. acceptance of rating forms, well deﬁned performance dimensions
and requirements of procedural justice) is likely to increase raters’ perceptions of accountability. By contrast, when raters perceive an increased
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accountability to ratees, they may be less motivated to provide accurate
ratings and more likely to please ratees by giving lenient judgments (Klimoski
and Inks, 1990). Unfortunately, most educational settings oﬀer no (extrinsic)
rewards for rating accuracy and accuracy may do no more than frustrate
raters, as shown for example in the case study by Hawe (2003).
Accountability and assessment consequences are associated with raters’
trust in the assessment process. Trust reﬂects raters’ belief that consequences
are fair and just and decision making is based on accurate ratings. Trust
appears to inﬂuence the psychometric quality of ratings and acceptance of
the rating system. A study by Bernardin et al. (1981) showed that trust in the
appraisal process may account for 32% of the variance in ratings, with raters
who feel a high degree of trust providing less lenient ratings. Good working
relationships, well-deﬁned roles, opportunity to observe ratees’ behaviour,
high quality feedback (speciﬁc, honest) and low tolerance for political
manipulation all contribute to trust in and trustworthiness of assessment
(Murphy and Cleveland, 1995; Longenecker and Gioia, 2000; Piggot-Irvine,
2003).
Within the context of clinical education, several factors may contribute
to leniency of performance ratings. Clinical supervisors often fulﬁl the dual
roles of mentor-coach and assessor and may not be equipped to deal with
these seemingly conﬂicting tasks. They may have diﬃculty giving students
feedback about weaknesses in performance while maintaining a supportive
student-supervisor relationship. Supervisors may be tempted to resort to
upward distortion of ratings to avoid diﬃcult feedback sessions and
defensive reactions from students. Furthermore, extrapolating research
ﬁndings about performance appraisal in the ﬁeld of business and organisation, supervisors may not be very concerned with accuracy in performance rating (Harris, 1994). Clinical supervisors’ main concern may well be
to establish and maintain high levels of student motivation. Although
guidelines may emphasise accuracy of ratings, supervisors may believe that
accurate low ratings will tend to turn into self-fulﬁlling prophecies by
demotivating students who will subsequently perform at substandard levels.
From this point of view, distortion of ratings may even be justiﬁed as being
good teaching practice. Finally, both assessors and students tend to interpret performance assessment as at least in part a judgment of personal
worth (Hawe, 2003). Supervisors may interpret assessments as reﬂecting on
their competence as a teacher. Supervisors may feel accountable for poor
student performance; they may feel they have failed as a teacher or fear
that their competence as a teacher will be questioned. In these situations,
supervisors will tend to bypass guidelines and assessment criteria in making
decisions (Harris, 1994; Hawe, 2003).
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Organisational complexity, norms and values
Research into performance appraisal in industrial organisations has identiﬁed several other categories of contextual factors that inﬂuence the rating
process (Murphy and Cleveland, 1995). Rater behaviour will be aﬀected by
organisational norms and values regarding competence assessment, with low
or below average ratings being unacceptable in some organisations, even if
they are accurate. Research ﬁndings have also indicated that high entrance or
educational standards for admission into a professional community may
cause raters to be reluctant to assign average or low ratings. Although there is
as yet no research evidence to back this up, implicit organisational norms and
pressures for conformity may be a signiﬁcant factor in inﬂating ratings in
clinical settings. In addition, the fact that patient care is a team eﬀort may
complicate assessment of individual contributions. The increasing complexity
of assessment tasks will aﬀect raters’ judgments and decision strategies, while
time constraints and competing responsibilities may hamper careful information processing.
In summary, the evidence on appraisal processes from several domains
suggests that contextual factors are key mechanisms, with important eﬀects
on raters’ goals and motivation. Consequently, rating behaviour that is
commonly labelled as rater error or inaccuracy may be attributable to
(conscious or subconscious) raters adapting to situational cues, rewards or
feedback.
Theories, values and beliefs about performance
Without clearly articulated and shared theories of performance, raters are
unlikely to hold common deﬁnitions of work performance. Evidence from the
ﬁeld of performance appraisal has shown that framing performance assessment as a psychometric problem may lead to preoccupation with raters’ errors
and ways to eliminate them, while the development of organisation speciﬁc
theories of work performance is neglected (Sulsky and Keown, 1999). An
overview of research on assessment in medical education shows a similar
preoccupation with assessment design, rater training and the development of
rating scale formats in order to optimise the psychometric properties of performance assessment (van der Vleuten and Schuwirth, 2005). Assessment
instruments often reﬂect designers’ implicit theories about performance and
describe performance dimensions and standards against which observed
behaviour is to be measured. Although these external guidelines may be useful,
they are generally unable to account for raters’ judgments and decisions.
In most ITA approaches, rating scales reﬂect performance dimensions
derived from formal job/task analyses, standards are deﬁned in terms of more
or less concrete behaviours or outcomes, and raters are expected to judge
performance in terms of deviations from the concrete standard. However, as
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indicated before, judgments of real life performance in a social context will
inevitably involve ‘subjective’ interpretation of ‘objective’ information,
matching internal concepts of performance, which are rooted in experience
and training. Raters’ abstract task schemata as well as their perceptions of
the purposes and consequences of the appraisal process will determine which
standards they actually use. These ‘intuitive’ standards may vary considerably from judge to judge and disagreement between raters may say more
about diﬀerences in task schemata or interpretation of assessors’ tasks than
about diﬀerences in perceptions of ratees’ behaviour. Research on performance appraisal also suggests that the dimensions that supervisors emphasise
do not necessarily match the dimensions derived through formal job analysis.
In all probability, job performance refers to two distinct sets of behaviours:
those contained in formal job descriptions and those deﬁned by the social
context of work and organisations – i.e. contextual performance or extra-role
behaviours (Borman and Motowidlo, 1997; Johnson, 2001). Extra-role
behaviours contribute to the organisational, social and psychological working environment and are typically context bound. Research ﬁndings have
shown that these behaviours strongly inﬂuence raters’ search strategies and
ratings by supervisors. For instance, supervisors generally place high
importance on persisting with enthusiasm and extra eﬀort, volunteering to
carry out extra duties, job-task conscientiousness, contributions to a more
positive working climate and handling work stress. These traits are often
considered to be more important than speciﬁc aspects of task proﬁciency
(Johnson, 2001). Raters also tend to include situational constraints in their
performance assessment. Situational variables that enhance or depress performance are weighted and factored into assessments (Sulsky and Keown,
1999). Individual ratees’ competence development may also inﬂuence raters’
perceptions of the relative importance of performance dimensions. For instance, when performance components that tend to be predicted by cognitive
ability have become automatic, their contribution to overall performance
ratings may decrease (Govaerts et al., 2005). Finally, judgments about performance involve values as well as objective information. Diﬀerent judges are
likely to hold diﬀerent values, particularly when they have diﬀerent experiences, prior knowledge or occupational backgrounds. Disagreement on
performance assessment may thus stem either from disagreement on facts or
disagreement on values. In short, raters will judge observed behaviour
against personal values and internal performance theories as well as external
guidelines, using implicit internal standards to assess performance. Whether
raters will comply with the standards deﬁned by the assessment designers will
depend on the extent to which raters can identify with and have internalised
these external directions. These processes are subject to a broad range of
inﬂuences.
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It is our view that lack of convergence across rating sources reﬂects the
complexity and context-speciﬁc nature of performance assessment, the lack
of explicit and unifying performance theories and raters’ use of idiosyncratic
theoretical frameworks. From a traditional psychometric perspective, this
raises the problem of unwanted measurement bias. However, several
researchers in the domain of performance appraisal have proposed an
alternative view. They argue that diﬀerent measurement sources may result in
multiple true performance scores, each capturing both common and unique
aspects of ratees’ performance. Raters from diﬀerent perspectives may rate
diﬀerently because they observe diﬀerent aspects of performance, and differences in ratings may very well reﬂect true diﬀerences in performance
(Lance et al., 1992). This suggests that there is room for honest disagreement
and performance ratings from diﬀerent sources ‘‘may be equally valid, even
though not highly correlated’’ (Landy and Farr, 1980, p.76). Indeed, the
concept of a true score has been challenged within traditional assessment
approaches as well. For instance, in the ﬁeld of standard setting, the belief in
a true cutscore has been replaced by the knowledge that all standard setting
depends on subjective judgments, i.e. the values and beliefs of the people
constructing the cutscores (Zieky, 2001, p. 45).
The measurement approach to performance assessment is grounded in the
assumption that students will perform consistently across tasks and performance dimensions. However, given the complexity of assessment of real-life
performance, the validity of these performance theories seems questionable.
Nichols and Smith (1998) have argued that a more appropriate theoretical
framework for assessing complex performance would be one that allows for
diﬀerent ratees using diﬀerent procedures and strategies across diﬀerent tasks
and occasions. Such a framework would rely on the assumption that ratees
are active learners who construct their own knowledge on the basis of unique
practical experiences. It would be consistent with the view that performance
is highly contextual and deﬁnitions of ‘good performance’ may encompass
many diﬀerent approaches to assessment tasks. Moreover, this framework
would link performance interpretation to theories of learning and problem
solving (Nichols and Smith, 1998). When this framework is applied to performance rating, a picture emerges of performance assessment as context
speciﬁc and based on raters’ unique cognitive structures. Therefore, in our
view, a constructivist approach to assessment is equally applicable to raters
as it is to ratees.
Concluding remarks
We have addressed several issues that we believe are critical in practice-based
assessment, like ITA. Although a comprehensive description of performance
assessment should also address the impact of rater-ratee and ratee-context
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interactions on the rating process, we have deliberately focused on the role of
raters and the impact of context on raters’ judgment and decision making
processes. The reason for this is that these aspects have remained somewhat
underexposed in the literature on assessment in medical education.
A constructivist, social-psychological approach to performance
appraisal
We believe that the issues raised in this article make out a case for an approach to ITA that: is based on insights from other disciplines (Murphy and
Cleveland, 1995), takes a predominantly constructivist, social-psychological
perspective, and integrates elements of theories of cognition, motivation and
decision making. A central assumption in the proposed approach is that ITA
is a judgment and decision making process in which raters’ behaviour is
shaped by interactions between individuals and social context in which
assessment occurs. Raters are no longer seen as passive measurement
instruments, but as active information processors, who interpret and
construct their personal reality of the assessment context. They gather
information about ratees’ performance and make public decisions (ratings)
based on their personal evaluation (judgment) of that information. Situational cues, conceptions of good or poor performance, ratees’ behaviour as
well as cognitive and motivational rater variables, all contribute to rating
outcomes. We take the view that raters’ behaviour is motivated and goal
directed, deﬁned by raters’ perceptions of the assessment system and its intended or unintended (negative) eﬀects. Actual public ratings communicate
raters’ goals to other parties involved in the assessment process and they may
diﬀer from raters’ personal judgments or feedback to ratees (Murphy and
Cleveland, 1995; Murphy et al., 2004). This implies that real-life performance
assessment is less about measurement and more about reasoning, problem
solving and decision making in a dynamic environment, akin to clinical
reasoning and decision making in medical practice (Norman, 2005).
Implications of the new approach
Some of the implications of the proposed approach for current ITA practice
will be discussed brieﬂy.
From the perspective of our approach, it does not make sense to exclusively attribute raters’ errors to raters’ inability to produce accurate ratings.
Raters are no passive measurement instruments, and they should not be
treated as such. Discrepancies between actual performance and ratings may
simply reﬂect eﬀects of forces that discourage accurate rating, and failure to
discriminate between persons or dimensions may constitute adaptive
behaviour. Depending on their goals in the rating process, raters may want to
enhance the usefulness of performance appraisal through ‘motivated

BROADENING PERSPECTIVES ON PERFORMANCE ASSESSMENT

253

distortion’ of ratings. In fact, raters’ behaviour may be driven more strongly
by situational variables than by actual diﬀerences between ratee variables
(Murphy and Cleveland, 1995). It may, therefore, be a more eﬀective strategy
for improving ITA practice to focus on the assessment context than to focus
on individual raters.
In this respect, several factors in the assessment context deserve special
attention:
1. Trust in and acceptance of the assessment system by raters and ratees is a
crucial factor. The concept of trust is related to the concept of consequential validity. Prerequisites for trust in the assessment system are well
documented and include authenticity, fairness, honesty, transparency of
procedures (due process), well-deﬁned roles and high quality feedback
(Messick, 1994; Taylor et al., 1995; Erdogan et al., 2001; Piggot-Irvine,
2003). Acceptance of performance appraisal may be enhanced by
involving raters in assessment development and by participation of ratees
in the assessment process. In addition, the organisation should create
conditions that allow raters to be thorough and honest in their assessment. This implies that raters should have adequate opportunities to
gather and document relevant information and feel conﬁdent about
providing performance ratings and feedback (rater training). Raters
should be motivated to be careful and thorough, i.e. they should be
accountable for the ratings they provide to both ratees and management.
This requires documentation of evidence (direct observation, immediately followed by documentation of performance interpretations and
feedback) as well as procedures that ensure interaction between the
parties involved in the assessment process. Finally, management must
provide clarity about assessment purposes and the use of assessment
results. This requires not only transparent procedures but also open and
honest communication about what is expected from all parties involved.
2. The underlying performance theories should be explicated and communicated to all parties involved in the assessment. However, it should be
acknowledged that these performance theories and standards are in
accordance with the values and beliefs of those who designed the
assessment system. ‘Truth’ will always be a matter of consensus (Johnston, 2004). Furthermore, interpretations of observed behaviour will
always reﬂect raters’ personal performance theories, based on individual
experiences, values, demands of the local context, and role perceptions –
as well as external guidelines. Inherent to the constructivist approach of
our approach and the inevitability of personal performance constructs in
assessment is the acceptance of diﬀerent performance interpretations, i.e.
multiple true performance scores. We think that this constructivist
approach to assessment has important implications for assessment
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procedures (Krefting, 1991; Tigelaar et al., 2005; Rust et al., 2005). For
instance, ﬁnal decisions based on performance ratings should always
incorporate input from many diﬀerent rating sources. This is consistent
with traditional approaches. However, within our approach, the main
purpose of combining input from diﬀerent rating sources is not to reach
one ideal, ‘‘objective’’ decision through consensus on a mean eﬀectiveness rating. The rationale for combining sources in the new model is that
multiple interpretations of ratees’ performance may be equally valid and
together present a rich and detailed report of competencies and situationspeciﬁc behaviours. This is in line with new developments in competencebased education and other forms of practice-based assessment, such as
portfolios. It should be noted that we fully agree with Johnston (2004)
that this does not imply that ‘‘any interpretation is acceptable, that
‘anything goes’’’. Essentially, ﬁnal decision-making requires professional
judgments that should be corroborated, motivated and substantiated in
such a way that the decision is defensible and credible. Our argument is
that discussing individual assessment processes, values and standards will
contribute to a shared view about what is really important and constitutes meaningful performance assessment. In this process, organisational
guidelines may be the starting point to create locally accepted appraisal
systems that express the values and judgments of both the organisation
and the assessors. Examples of such assessment practices can be found in
the literature about portfolio assessment (Delandshere and Petroski,
1998; Johnston, 2004) and similar approaches have been developed in
medical education (Pangaro, 2000; Schwind et al., 2004).
3. Traditionally, rater training has focused on acquainting raters with the
assessment system and instruments and the skills to use them eﬀectively.
Most successful training methods involve frame-of-reference training or
cognitive modelling principles (Woehr and Hufcutt, 1994; Schleicher and
Day, 1998; Lievens, 2001). However, the alternative approach to performance assessment which we propound in this paper oﬀers several other
perspectives on rater training. From the perspective of performance rating as goal-directed behaviour, rater training should focus not only on
rater ability, but also (and perhaps even more so) on rater motivation.
This implies that rater training should include awareness raising of
internal values and beliefs about performance appraisal, accountability,
potential role conﬂicts, feedback and skills for establishing trusting, open
and non-defensive yet problem–confronting relationships.
4. Finally, the proposed assessment approach requires reappraisal of the
framework for evaluating assessment methods. The psychometric framework may no longer be appropriate to exclusively evaluate assessment
quality and we may need alternative criteria that are in line with the
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constructivist assessment approach. We need criteria that ensure rigour,
without sacriﬁcing the unique beneﬁts of a more descriptive, qualitative
approach. The Guba and Lincoln model for constructivist assessment may
prove very useful in this context (Guba and Lincoln, 1989). This model has
been recommended for other context-bound assessment programmes, for
example in teacher education (Driessen et al., 2005; Tigelaar et al., 2005).
Guba and Lincoln have described a number of criteria for assessing the
quality of assessment, focussing on trustworthiness and authenticity of the
assessment process. These criteria are partly incorporated in assumptions
that underlie traditional approaches (parallel to validity, reliability and
objectivity), but they also include fairness, shared understanding,
individual constructions and learning, and intended consequences.
Implications for further research
This overview of research on performance assessment is by no means comprehensive and future research will have to conﬁrm the adequacy of our
model within the context of medical education. Rater cognition, rater
motivation and rater training are important areas for research. This research
should focus on the cognitive processes in appraisal and how these are
aﬀected by appraisal purposes, rater motivation and features of the assessment system. For instance, although new developments in assessment
increasingly focus on integrating assessment and instruction, research
ﬁndings seem to indicate that summative and formative purposes are
incompatible in performance appraisal. Cognitive research seems to indicate
that accuracy of rating relies on top-down processing, resulting in holistic
performance assessments that disregard detailed information about performance dimensions. However, accuracy of rating reﬂects only one perspective
on the usefulness of appraisal information. Records of behaviours may be
needed to enable eﬀective feedback, i.e. to identify strengths and weaknesses,
as well as to substantiate judgments. This means that it is important to
determine whether raters’ cognitive limitations preclude combining formative
and summative purposes in a single assessment system. If so, we should ﬁnd
ways to compensate for these limitations by modifying assessment instruments and procedures.
Features of the assessment system, such as performance dimensions and
rating scale formats are important stimuli in performance appraisal.
Research on rating scale formats has largely ignored cognitive issues. Different scales may tap into diﬀerent cognitive processes, which may aﬀect
rating outcomes. A better understanding of these cognitive processes, the
presence and the actual use of schemata in performance assessment may
reveal a need for diﬀerent approaches to designing assessment instruments
and procedures.
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There is also a need for research on performance theories in medical
practice. A better understanding of raters’ implicit performance theories, in
particular, would increase our insight into performance judgments. When do
raters use their own standards, when do they comply with external guidelines? Research should also focus on the categorisation processes that
underlie performance schemata and are used to interpret and judge observed
behaviour. More insight is needed into how raters combine and weigh different kinds of information. How are situational constraints factored into
assessments, how do raters deal with inconsistencies between process and
result?
Finally, research should address rater motivation and factors that inﬂuence rater motivation and rater goals. For instance, it is important to gain
more insight into raters’ perceptions of assessment systems and assessment
purposes. What are implicit rater goals and how do they aﬀect rating
outcomes? Which context variables are important in encouraging (or
discouraging) raters to provide high quality performance assessment, and
how can these factors be inﬂuenced? What are eﬃcient and eﬀective ways to
involve raters and ratees in the appraisal process? How can we achieve
accountability and trust in the assessment system with limited resources and
while maintaining feasibility and ﬂexibility?
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