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Abstract
In this article, we outline criteria for good assessment that include: (1) validity or coherence, (2) reproducibility or consistency,
(3) equivalence, (4) feasibility, (5) educational effect, (6) catalytic effect, and (7) acceptability. Many of the criteria have been
described before and we continue to support their importance here. However, we place particular emphasis on the catalytic effect
of the assessment, which is whether the assessment provides results and feedback in a fashion that creates, enhances, and supports
education. These criteria do not apply equally well to all situations. Consequently, we discuss how the purpose of the test
(summative versus formative) and the perspectives of stakeholders (examinees, patients, teachers-educational institutions,
healthcare system, and regulators) influence the importance of the criteria. Finally, we offer a series of practice points as well
as next steps that should be taken with the criteria. Specifically, we recommend that the criteria be expanded or modified to
take account of: (1) the perspectives of patients and the public, (2) the intimate relationship between assessment, feedback, and
continued learning, (3) systems of assessment, and (4) accreditation systems.

Context
Definitions
Assessment involves testing, measuring, collecting, and combining information, and providing feedback.
Criteria provide the basis and the framework for judgments
or decisions.
It is clear that assessment has played and continues to play
a central role in medical education. The importance given to
the characteristics of a good assessment varies, depending
on whether you are being assessed, doing the assessment, or
relying on the results. In each case, meeting established criteria
for good assessment is critical to both value and credibility for
all stakeholders.
Assessment in medical education is multifaceted. It drives
and stimulates learning, provides information on educational
efficacy to institutions and teachers, and protects patients.
For example, examinees need to know what is expected of
them and they also need to receive feedback that helps them
improve. Those who assess – often teachers and teaching
institutions – must ensure that learners are making progress,
guarantee that programs are consistent with their mission,
and meet the requirements of society and accrediting bodies.
Ultimately, patients and society place strong emphasis on summative testing and on assessment programs because

Practice points
The criteria for good assessment outlined above are
intended to act as a set of overarching principles. From
them, a series of practice points can be derived that might
provide useful guidance to various stakeholders. Some of
these practice points follow.
Examinees
. Examinees should know the purpose of the assessments
they take.
. Examinees should be assured of the quality of assessments they take.
. Examinees should receive feedback that fosters ongoing
learning.
. Examinees should participate actively in receiving and
acting on feedback.
. Examinees should be informed in a timely fashion about
the scoring and standard-setting process.
. ...
Patients
. Patients should be included as assessors when that role
is consistent with their expertise (e.g., communication
skills).
. Patients should contribute to improving understanding
of facets of competence and performance.
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. Patients should be assured of the quality of assessments
trainees take.
. Patients should be included as educators when, within
the scope of their expertise, they can contribute to the
educational effects of assessments.
. ...
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Teachers
. Teachers should design their assessments in ways that
maximize examinee learning.
. Teachers should address learning objectives in their
teaching.
. Teachers should use assessment results to improve the
quality of future learning.
. ...
Educational institutions
. Educational institutions should provide training in
assessment for faculty.
. Educational institutions should allocate resources
(clinical staff) to ensure assessment is done well.
. Educational institutions should analyze the quality of
their assessments as part of processes for monitoring
the quality of their teaching.
. Educational institutions should ensure that their curricula
are consistent with their assessments.
. ...
Healthcare systems
. Healthcare systems should offer opportunities for ongoing formative assessment.
. Healthcare systems should facilitate a culture of encouraging response to formative assessment.
. Healthcare systems should promote research in assessment in workplace settings.
. ...
Regulators
. Regulators should take account of the educational effects
of their assessments.
. Regulators should offer assessments which ensure
ongoing competence.
. Regulators should recognize the catalytic effects of
assessment on the education and healthcare systems.
. ...

they provide assurance that graduates have met minimum
standards and are ‘‘fit for purpose’’. Assessment criteria are
necessary to ensure that the results generated are of sufficient
quality to meet the needs of each of these and other
stakeholders.
No matter the perspective, the dictionary definition carries
two distinct meanings to the verb ‘‘to test’’ (Crossley et al.
2002). One is to discover the worth of something by trial, with
the purpose of obtaining more information about the object of
assessment. The other is to improve the quality of something
by trial (i.e., the impact of assessment). These two meanings
are central to understanding the importance of assessment,
its applications, and to identifying the criteria for good
assessment.

In the remainder of this section we provide a historical
perspective and argue for the importance of defining criteria
for good assessment. In the sections that follow, we identify
the current issues, present a set of criteria, make recommendations for how to proceed, and offer a series of practice
points.

Historical perspective
Assessment has been part of various societies for more than
2000 years (Gipps 1999). Measurement of knowledge and/or
performance for the purposes of selection has been its
most pervasive role throughout time. The earliest records of
assessment date back to the Han dynasty in China (206 BC to
220 AD) where candidates were selected for government
service. The practice of medicine in medieval Islam required
competence testing and by the seventeenth century Jesuit
priests were using competitive examination for entry into
their schools, possibly influenced by the missionaries who had
traveled to China.
With regard to medical education, the first step toward the
development of formal assessments was the introduction of
examinations during an internship in Viennese and French
medical schools. From 1788, entry to these internships in Paris
was decreed to be by competition in the form of written and
oral examinations (Lesky 1970; Poynter 1970). Exit level
examinations for medical students were subsequently introduced in Britain in the 1850s at Oxford and Cambridge
universities. By 1861, such examinations became a statutory
national requirement stipulated by the General Medical
Council established in Britain in 1858. This practice rapidly
spread throughout medical schools in Europe in the latter part
of the nineteenth century.
Across the Atlantic, in the USA the situation was quite
different. During the 1800s there had been a proliferation of
‘‘medical colleges’’ both privately and publicly funded, in
which the standards of teaching, training, and assessment
varied widely as described in the report authored by Abraham
Flexner (Flexner 1910). This report subsequently revolutionized medical education in the USA and by 1912, a group of
licensing boards formed the Federation of State Medical
Boards which agreed to base their practice on academic
standards (criteria) as determined by the American Medical
Association’s Council on Medical Education (Kassebaum
1992). (Flexner (1912) also authored a less influential report
published in 1912 about medical education in Europe,
England, and Scotland.) By the 1930s, medical training in the
USA had been standardized and colleges offered laboratorybased and hospital-based training with exit examinations
(Starr 1982).
Over the past 50 years, there have been at least four major
developments relevant to the assessment of undergraduate
medical students and postgraduate trainees worldwide. These
are the:
. development of a wide range of assessment tools, directed
to different dimensions of medical competency,
. development and application of new teaching and learning
approaches,
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. increased sophistication of psychometrics and its application to individual assessment tools and results, and
. growing role of the computer as an integral part of
assessments (Norcini 2005)
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Until the middle of the twentieth century, medical school
examinations relied heavily on the use of essays and oral
examinations and the standards for passing were subjective.
Recognition of the arbitrary nature of such examinations and
their poor reliability led to the development of a large array
of psychometrically robust assessment tools over the past
50 years. These include multiple choice questions (best option
or extended matching item formats) and a range of modalities
assessing performance both in an examination setting (objective structured clinical examination; OSCE, directly observed
clinical encounter examination) as well as in the workplace
(mini-CEX, clinical encounter cards) (Case & Swanson 1996;
Norcini & Burch 2007; Kogan et al. 2009).
These developments have been driven by a few criteria:
. the assessments need to be reproducible (reliable), valid,
feasible, fair, and beneficial to learning (van der Vleuten
1996),
. the content and form of assessments need to be aligned
with their purpose and desired outcomes,
. broad sampling is needed to achieve an accurate representation of ability since examinee performance is case or
content specific (multiple biopsies),
. systematically derived pass–fail scores and the overall
reliability of an assessment are important, and
. assessments need to be constructed according to clearly
defined standards and derived using systematic and credible methods.

The importance of defining criteria
for good assessment
Stakeholders
A number of different stakeholders are involved with or
affected by assessments and their results. Stakeholders include
the patients, general public, healthcare employers, professional and regulatory bodies, universities, medical schools,
training organizations, individual teachers, and, finally and
equally important, the examinees themselves (Amin et al.
2006). The stakeholders make different uses of even the same
assessments and, not surprisingly, have somewhat different
priorities when it comes to the importance of various criteria
against which those assessments should be judged.
Students come from a specific socio-cultural context, which
affects their learning, and they have their development shaped
by assessment (Vygotsky 1978). If successful with these
ongoing assessments, the student gradually adopts new roles
within society such as healer, counselor, or scientist (Downie
& Calman 1987; Rees & Jolly 1998). Further, Boud (2000), has
proposed that assessment is a key feature of lifelong learning.
Rushton (2005) supports this perspective, stating ‘‘(it) equips
students with the preparation required to continue independent assessment of their future learning experiences’’.
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The various teaching and learning institutions have a
slightly different perspective, from students, on assessment.
The vision of the institution – for example its commitment to
community-based education – can be supported and grown
through assessment and feedback from the students (which
is simply another form of assessment). At the same time,
assessment both focuses the learner’s attention on what is
considered core knowledge and influences the content of the
undergraduate curriculum. Skills are assessed and attitudes
formulated by the feedback assessment provides. The assessment process must be carried out in such a way that only
competent and skilled health practitioners emerge.
Regulatory bodies have a critical role in ensuring good
assessment since they serve as gatekeepers for patients, the
general public, and employers. Assessment in this context is
closely linked with the maintenance of professional standards
and with accountability – both to the individual and to
society – which reinforces the need to have clear criteria for
good assessment. In the end, the public entrusts itself to
individual doctors based on the belief that the assessment
process has been carried out in such a way that all are
competent and skilled health practitioners.
Good criteria for assessment are important not only to
improve quality but also to avoid unintended effects. Newble
(1998) described how a mismatch between assessment and
curriculum reform resulted in undesirable effects on student
behavior. As part of curricular reform, he describes how
didactic teaching was replaced with ward-based teaching.
However, as the year progressed students were seldom seen
on the wards, didactic teaching was increasingly requested
and more time was devoted to book learning. The reason for
this was that the assessment methods did not match the
curricular reform but favoured the former style of didactic
learning. Thus, at an institutional level, the assessment
methodology was undermining the institutional mission and
the goal of the educational program (Trigwell 2001). This
example highlights the importance of aligning the assessment
with educational practice.

Learning and teaching
Many well-known adages emphasize the central role of
assessment in the educational process such as ‘‘Assessment
is the tail that wags the dog’’ or Miller’s (1990) assertion that
‘‘Assessment drives learning’’ and Ben-David’s (2000) view
that ‘‘Assessment expands professional horizons’’. These
fundamental tenets are central to understanding the role of
assessment and its application to teaching and learning.
As Gipps (1999) points out, it is inadequate to conceive of
assessment as measurement alone. In order for it to achieve its
two goals – that of discovering worth as well as improving
quality – the assessment of learning is critical (Arnold 2002).
Institutions and educators have moved from viewing assessment as only a tool for accountability to viewing it as a
method for improvement as well (Colliver 2002; Cottrell 2006).
The emphasis is on the need for the robust assessment of
learning and the development of a theory to support it. This is
still a work in progress; as Norman and Schmidt (1999) note:
‘‘When educators do make reference to theory, it is more
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frequently used the same way as a drunkard uses a light post –
more for support than for illumination’’.
It would be a mistake to recognize the importance of
assessment and yet not to connect it with the scholarship of
teaching and learning (Shepard 2000). Simply stated, it implies
that those who are responsible for assessment can improve
it by both taking account of the research literature and
conducting research when needed. The scholarship of teaching is not a new concept, but was highlighted as one out
of four types of scholarship by The Boyer Commission
(Boyer 1990). Trigwell’s model demonstrates the growth
from excellent teachers to scholars of education by the
application of the scholarship of teaching and learning
(Trigwell et al. 2000). Unfortunately, along with the scholarship of integration, the scholarship of teaching and learning is
still not as highly valued (in financial and other terms) as the
well-recognized scholarships of discovery and clinical practice
(Curry 2002). Scholarship would also be a way to combat
the tendency, in some institutions, to base the practice
of assessment and teaching on intuition rather than evidence.

Current issues in criteria for good
assessment
The state of the art of assessment may be organized into three
categories:
. Areas where practice is consistent with the evidence:
Assessment situations where there is evidence that informs
practice and where practice is generally consistent with that
evidence.
. Areas where practice is not yet consistent with the evidence:
Assessment situations where there is evidence but it is
generally ignored in practice (e.g., where there are issues
of feasibility).
. Areas where there is a lack of evidence: Assessment
situations that are not informed by the evidence (i.e.,
research is needed).
Aspects of any particular assessment fall into one of these
three categories and no assessment falls exclusively into only
one. Despite the fact that there is a mix, criteria for certain
assessments are further developed than others.

Category 1: Practice is consistent with the evidence
Written examinations. The assessment of knowledge, synthesis, and judgment through multiple choice questions,
essays, and similar formats falls predominantly into the first
category. The criteria for the assessments in this category are
generally well established and accepted. There is a sizeable
evidence base and, where reasonable resources are available,
their application in high stakes (local, national, and regional
examinations) and low stakes settings, is typically consistent
with the evidence. There remain areas where practice is
inconsistent with the evidence (category 2) primarily due to
feasibility issues such as test security, test development, and
test/item review. And, there is a continued need to develop the
evidence base in areas such as score aggregation and standard
setting (category 3).

Objective structured clinical examination. Assessment of
clinical skills using the OSCE is included in this category.
Over the past 30 years, an extensive body of research about
the reliability, feasibility, and validity of the OSCE and the use
of standardized patients has been developed. The OSCE
format has been applied in a variety of high and low stakes
situations in a fashion consistent with the evidence (category
1). Issues that require resolution for the application of OSCEs
to be more consistent with evidence from the research include
case development, standardized patient training, and security
of the assessment (category 2). Additional research is needed
to improve the evidence around scoring and standard setting
(category 3).

Category 2: Practice is not yet consistent with
the evidence
Simulation. Advances in technology have led to the development of simulations that recreate, with varying degrees of
fidelity, aspects of the practice of medicine. Research done
over the past few decades is very supportive of the use of this
technology in assessment and broad guidance is available
for its successful deployment in a variety of different situations
(category 1). The main impediment to the general application
of simulation relates to its feasibility. Specifically, the devices
are expensive, they may require the creation of a dedicated
facility (simulation center), and the development of good
testing material can be resource intense (category 2). In
addition to these issues, research is needed to provide
guidance on a variety of issues including scoring and
assessment situations that profit from high fidelity simulation
(category 3).
Workplace-based assessment that supports clinical training.
In recent years, there has been an increasing emphasis on
directly observed formative assessment that supports clinical
training. Preliminary research is generally supportive and the
literature provides broad guidance on issues such as the
number of assessors and encounters needed for various
purposes. Feasibility (category 2) is the major obstacle to its
implementation and, in particular, it is difficult for clinical
faculty to find time to perform a sufficient number of
assessments. Additional research (category 3) is needed as
well, especially to develop guidance and training for faculty on
how to effectively score the encounters and provide feedback.

Category 3: Lack of evidence
Assessment of work. With the growing public interest in
doctor accountability and the implementation of continuous
quality improvement (CQI) processes in the healthcare system,
there is a need to assess the actual, unobserved performance
of doctors at work. Included in any assessment of practice
performance are both patient outcomes (e.g., mortality,
morbidity, patient satisfaction) and the process of care
(immunizations, monitoring HbA1c in diabetics).
Considerable research is needed to determine which
aspects of patient care are most appropriate (i.e., those
for which the doctor is directly responsible), the number of
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patients needed to produce reliable results, and means for
adjusting the outcomes and processes for case mix and patient
complexity (category 3). Feasibility and acceptability are major
issues for most of the available measures since they require
continuous access to accurate patient records (category 2).
Finally, there are a few measures, such as patient satisfaction
measures, for which there is good evidence and that are
feasible (category 1).

Assessment of newer competencies. The recent shift of focus
from the process of education to the required outcomes, along
with changes in societies’ expectations of doctors, has led to an
increased emphasis on a range of newer competencies. There
are several schemes for describing the major domains of
proficiency (e.g., Accreditation Council for Graduate Medical
Education; ACGME, Good Medical Practice, CANMEDs) and,
for example, the ACGME competencies are medical knowledge, patient care, communication skills, professionalism,
systems-based practice, and practice-based learning and
improvement. Each competency is defined as follows:
. Medical knowledge: Demonstrate knowledge of established
and evolving biomedical, clinical, epidemiological, and
social-behavioral sciences, as well as the application of this
knowledge to patient care.
. Patient care: The ability to provide patient care that is
compassionate, appropriate, and effective for the treatment
of health problems and the promotion of health.
. Practice-based learning and improvement: The ability to
investigate and evaluate the care of patients, to appraise
and assimilate scientific evidence, and to continuously
improve patient care based on constant self-evaluation and
lifelong learning.
. Interpersonal and communication skills: Demonstrate interpersonal and communication skills that result in the
effective exchange of information and collaboration with
patients, their families, and health professionals.
. Professionalism: Demonstrate a commitment to professional
responsibilities and an adherence to ethical principles.
Demonstrate:
– compassion, integrity, and respect for others;
– responsiveness to patient needs that supersedes selfinterest;
– respect for patient privacy and autonomy; and
– accountability to patients, society, and the profession.
. Systems-based practice: Demonstrate an awareness of
and responsiveness to the larger context and system of
healthcare, as well as the ability to call effectively on other
resources in the system to provide optimal healthcare.
These competencies embody the concepts of patientcenteredness, attitudes, values, teamwork, interprofessional
collaboration, etc., and they can be thought of as a threedimensional framework for structuring an assessment system.
Along the first dimension are the competencies that need to be
assessed, along the second is the level of assessment required,
and along the third is the trainee’s stage of development
(Dreyfus & Dreyfus 1980; Miller 1990; Norcini et al. 2008).
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Of these competencies, there is a substantial literature on
the assessment of medical knowledge, patient care, and
communication skills (category 1) and a growing literature in
the assessment of professionalism (category 2), while practicebased learning and improvement and systems-based practice
are relatively new and considerable research is needed to
determine the criteria for good assessment of these competencies (category 3).(Arnold 2002; Driessen et al. 2005; Cruess
et al. 2006; Epstein 2007; Lurie et al. 2009; Varkey et al. 2009).
Methods such as portfolios have been proposed for practicebased learning and improvement. Issues of feasibility, security
of data, and their application throughout the continuum of
medical education require further research (category 3) (Burch
& Seggie 2008).

Draft consensus criteria for good
assessment
No single set of criteria for good assessment apply equally well
to all situations. In fact, the same criteria should be expected to
have different importance depending on the purpose and
context of assessment. For example, a good summative
examination designed to meet the need for accountability for
the knowledge of medical graduates (e.g., a medical licensing
examination) cannot be expected to, at the same time,
produce detailed feedback that would guide future learning
or curricular reform.
Similarly, the criteria are not of equal weight for all
stakeholders even given the same assessment. For example,
the validity or coherence of a licensing examination may be
of more importance to patients than how much it costs the
doctors who take it or the government that finances it.
The importance of the criteria will vary with the perspective
of the stakeholder.
To respond to these issues, we have listed a set of criteria
for good assessment with short definitions of each. We then
include sections on purpose (summative versus formative) and
stakeholders (a limited set: examinees, patients, teacherseducational institutions, healthcare system, and regulators).
In these, we discuss how the perspective of the stakeholder
influences the importance of the criteria.

Criteria for good assessment
The criteria for good assessment follow and are applicable to
a single assessment or a system of assessment focused around
one purpose. Many of these criteria have been described
before and we continue to support their importance here.
However, we place particular emphasis on the catalytic effect
of assessment.
(1)

(2)

Validity or coherence. There is a body of evidence that
is coherent (‘‘hangs together’’) and that supports the
use of the results of an assessment for a particular
purpose.
Reproducibility or consistency. The results of the
assessment would be the same if repeated under
similar circumstances.

Criteria for good assessment

(3)

(4)
(5)

(6)

(7)

Equivalence. The same assessment yields equivalent
scores or decisions when administered across different
institutions or cycles of testing.
Feasibility. The assessment is practical, realistic, and
sensible, given the circumstances and context.
Educational effect. The assessment motivates those
who take it to prepare in a fashion that has educational
benefit.
Catalytic effect. The assessment provides results and
feedback in a fashion that creates, enhances, and
supports education; it drives future learning forward.
Acceptability. Stakeholders find the assessment process
and results to be credible.
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The criteria and assessment purpose
Formative assessment. Effective formative assessment is
typically low stakes, often informal and opportunistic in
nature, and is intended to stimulate learning. By definition,
the criterion that stands out to characterize it is ‘‘catalytic
effect’’. It works best when it (1) is embedded in the
instructional process and/or work flow, (2) provides specific
and actionable feedback, (3) is ongoing, and (4) is timely.
Consequently, the importance of criteria such as equivalence
and reproducibility-consistency diminishes to some degree.
Validity-coherence remains central while educational effect
and educational quality become paramount. Feasibility also
increases in importance in response to the fact that formative
assessment is more effective if it is ongoing, timely, and
tailored to examinees’ individual difficulties. Likewise acceptability, both for faculty and students, is especially important
if they are to commit to the process, give credibility to the
feedback they receive, and ensure that it has a significant
effect.
Summative assessment. Effective summative assessment is
typically medium or high stakes and is primarily intended
to respond to the need for accountability. It often requires
coherent, high-quality test material, significant content expertise, a systematic standard-setting process, and secure administration. Consequently, criteria such as validity-coherence,
reproducibility-consistency, and equivalence are paramount.
Feasibility, acceptability, and educational effect are also
important, but not to the same degree as the psychometric
criteria, which will to a great extent determine credibility in the
scores and the underlying implications. A catalytic effect is
desirable but is less emphasized in this setting. However,
by not providing useful feedback, we miss the opportunity
to support the learners in their continuing education.

The criteria and stakeholders
Examinees. Examinees have a vested interest in both
formative and summative assessment and they must be
actively involved in seeking information that supports their
learning. For formative assessment, educational effects, catalytic effects, and acceptability are likely to be of most concern
to examinees since they are the drivers of learning. Examinees
may take validity-coherence for granted and feasibility will be

an issue in terms of cost and convenience. Equivalence and
reliability-consistency are less immediate.
For summative assessment, issues related to perceived
fairness will be most salient for examinees. Hence, criteria
such as validity-coherence, reproducibility-consistency, equivalence, and acceptability will be most important. The catalytic
effect will support remediation, especially for the unsuccessful
examinees. When successful examinees are not provided
feedback or do not use it, it misses the opportunity to support
ongoing learning.
Teachers-educational institutions. These stakeholders have
interests in every facet of the assessment of students to fulfill
their dual roles in education and accountability. Consistent
with what was outlined above, the criteria apply differently to
these two purposes.
For both teachers and institutions, student assessment
information serves an important secondary purpose. These
data speak to the outcomes of the educational process.
In other words, students’ summative assessments, appropriately aggregated, often serve as formative assessment for
teachers and institutions. When combined for this purpose,
criteria such as equivalence and reproducibility-consistency
are a bit less important while educational effect and educational effect are a bit more important. Validity-coherence is
important but should be addressed as part of good student
assessment, while feasibility should be straightforward since
the data are already available.
Beyond repurposing student assessment, institutions
engage in the assessment of individual teachers and programs.
These assessment applications can be broadly classified as
either formative or summative and the criteria apply as noted
above.
Patients. For patients, it is most important that their providers
have good communication skills, appropriate qualifications,
and the ability to offer safe and effective care. While patients
certainly support the use of formative assessment, summative
assessment is a more immediate concern. Consequently,
criteria such as validity-coherence, reproducibility-consistency,
and equivalence are of the most importance. Feasibility,
acceptability, educational effect, and catalytic effect are of less
concern to this group. In the long term, however, formative
assessment that supports continuous improvement will be of
equal or greater importance.
Healthcare system and regulators. The most pressing need
of the healthcare system and the regulators is to determine
which providers are competent and safe enough to enter the
workforce. This need implies correct decisions based on
summative assessment, so validity-coherence, reproducibilityconsistency, and equivalence are paramount. Feasibility is also
important.
It is growing more common for health systems to engage
in some form of CQI. These systems are often embedded in
the work flow and they provide ongoing, specific feedback to
healthcare workers about their activities and outcomes.
Validity-coherence is central, along with educational and
catalytic effects, feasibility, and acceptability.
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Likewise, many regulators are beginning to time limit the
validity of their registration-licensure-certification decisions.
This is often accompanied by the addition of a CQI component
to the revalidation process. As with the healthcare system, such
a component would need to emphasize validity-coherence,
educational effect, educational quality, feasibility, and acceptability with less stress on equivalence and reproducibilityconsistency.
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(1)

(2)

(3)

(4)

Criteria must recognize the legitimacy and incorporate
the perspectives of patients and the public. As the
recipient of care the patient has a central role to play
in the development and implementation of the criteria
for assessment. Utilizing their experiences, we should
strive to derive the hitherto difficult but critical facets
of the doctor–patient relationship.
Criteria must recognize the growing awareness of the
intimate relationship between assessment, feedback,
and continued learning. To maximize CQI, relevant and
useful feedback must be provided in a way that
encourages and supports the examinees’ progress.
Ideally, this feedback would be adaptive to the
individual, his/her place in the developmental continuum, and the broader system of assessment.
Criteria need to be developed for systems of assessment. The focus of the document to this point has been
single purpose assessment processes, but systems of
assessment require consideration as well. Such systems
integrate a series of different individual measures that
are developmental and cover the continuum of assessment. Good assessments within a system are designed
to take account of the content and results of former
and future assessments.
Criteria need to be developed for accreditation processes. The implementation of accreditation processes
for educational programs is growing rapidly and
internationally. As part of such processes, educational
programs are evaluated against a set of standards.
There is no published data about whether such
processes improve quality and what the criteria are
for judging actual performance against the standards
being promulgated. At the end of the day, criteria for
good assessment must apply equally to institutions and
individuals.
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