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BEST PRACTICES FOR ASSESSING COMPETENCE
AND PERFORMANCE OF THE BEHAVIORAL
HEALTH WORKFORCE

Philip G. Bashook

ABSTRACT: The need for mechanisms to assess the competence and performance of the
behavioral health workforce has received increasing attention. This article reviews strategies
used in general medicine and other disciplines for assessing trainees and practitioners. The
possibilities and limitations of various approaches are reviewed, and the implications for
behavioral health are addressed. A conceptual model of competence is presented, and
practical applications of this model are reviewed. Finally, guidelines are proposed for
building competency assessment protocols for behavioral health.
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Assessment of health care providers’ competencies occurs throughout
the continuum of training and practice. Patients and clients, clinical
experts, supervisors, and other health care providers informally evaluate
these individuals every day. The expected competence of behavioral health
care providers can be summarized in the phrase: he/she should know his/her
own limits of expertise, and should know what to do when those limits are reached.
Articulation of defined competencies by the Annapolis Coalition (Hoge,
Tondora, & Marrelli, in press) translates knowing ‘‘one’s own limits of
expertise’’ as knowledge of the science of behavioral health care and how
to use that knowledge in a caring and appropriate manner. One should
also keep in mind that assessment of competence before entry into prac-
tice is quite different from assessment of performance in practice.
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A general schema has been proposed to assess competence of physi-
cians and other health care practitioners (Newble et al., 1994). Using
this schema assessment of competence in the behavioral health work-
force should begin by defining how the assessments will be used and
what assessment results will be needed. Keeping this bigger picture in
mind, an assessment plan might unfold by addressing each of these ques-
tions: who is to be assessed? What should be in the blueprint of compe-
tencies to be assessed along career paths (during training, pre-practice
for certification/licensure, and during practice/employment)? What
combination of assessment methods can provide the best measures for
each of the competencies to be evaluated (Norman, Swanson, & Case,
1996), given the available resources and the intended uses of the assess-
ments? The paper is organized into sections that follow this approach to
the assessment planning process. It concludes with recommended best
practices for assessment of competencies illustrated by examples for
selected members of the behavioral health workforce.

THE BEHAVIORAL HEALTH WORKFORCE

The assessment challenge is to develop and use valid and reliable
assessment methods that measure the competencies relevant to the set-
ting and roles where each member of the behavioral health workforce
functions. It is impractical in this paper to recommend an assessment
plan for the more than 20 different types of behavioral health specialty
disciplines, not to mention customizing the applications to the hundreds
of settings where they practice. The elements of the behavioral health
workforce have been described in previous work of the Annapolis Coali-
tion and the Institute of Medicine (Hoge & Morris, 2002, 2004; Morris,
Goplerud, & Hoge, 2004). This article reflects the broad breakdown of
the workforce into those with graduate training, those with baccalaureate
training, frontline providers, and consumers and families. Within these
broad categories of course, extensive variation exists among the types of
licensure and certification standards along the dimensions of educational
level, credentialing authority, and state regulation. At present, very few
formal structures exist for credentialing consumers and family members,
who are increasingly acknowledged as significant parts of the workforce.
The most significant exception to this observation is the emergence of
peer support specialists. The peer support specialists are newly defined
members of the behavioral health workforce who are current and/or for-
mer mental health consumers. They are trained to fulfill key roles in
advocacy and consumer support of Medicaidfunded mental health
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services. The certified peer specialists, originally only in the state of Geor-
gia, complete competency-based training modules, and written and oral
examinations (Sabin & Daniels, 2003). Since assessment principles de-
scribed here for non-degreed staff most closely apply to this group of
behavioral health providers, these individuals will not be discussed fur-
ther here (see the website of the Georgia Certified Peer Specialist, 2004
Project for more details at http://www.gacps.org.

Assessment Technology

When considering which assessment technology to use, a significant
challenge is judging the quality of the possible assessment methods. The
goal is to generate as many quality measurements as possible about a trai-
nee or practitioner across as many examples as possible of the trainee/
practitioners knowledge, skills, abilities, and practice performances.
Assessments for high-stakes decisions like graduation, certification, and
licensure, for example, must be credible. This requires proof and docu-
mentation of the reliability and validity of the assessment results. The pri-
ority for assessments during training is to select the most feasible
methods (i.e., the least expensive in terms of direct costs and labor) to
obtain useful data for giving constructive feedback to trainees, and for
making decisions about continuing or advancing the trainee in the
program.

It is helpful to know the assessment jargon when weighing the value of
one assessment method over another. Commonly used concepts for judg-
ing assessment methods are the psychometric requirements of reliability
and validity, feasibility, and credibility. Each concept will be discussed
briefly, followed by descriptions of commonly used assessment methods
and the competencies each can best measure.

Psychometric Requirements. These are the estimates of the reliability and
validity of an assessment method for a specific purpose. When measuring
the competencies of an individual during training or in practice, the goal
is for each assessment to be an accurate measure of the person’s knowl-
edge, skills, abilities, or performance. Accuracy means that the scores
from the assessment are reliable and a valid measure of that person’s per-
formance. It is important to recognize that validity does not mean a
method is valid per se, but refers to the validity of what the score means
when used for a specific purpose with a specific group of people. Experts
in psychometrics have developed statistical tests and procedures for cal-
culating reliability estimates. They have also devised procedures for sum-
marizing and interpreting an accumulation of studies necessary to
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establish the validity of scores derived from an assessment method (Joint
Committee on Testing Practices, 1999; Linn, 1994).

The research evidence suggests these instructor-made tests are rarely
reliable, and may not cover the content adequately.

Reliability. Technically, reliability means an estimate of the measure-
ment error for an assessment score (Brennan, 2001; Joint Committee on
Testing Practices, 1999). The most useful reliability statistic in assessment
is a calculation of the measurement error if the same assessment were
repeated under similar conditions. This estimate of measurement error is
called score reproducibility (Lunz, Stahl, & Wright, 1994). A highly reli-
able test of knowledge, for example in a standardized test format, would
have a very low error rate and be expressed as having a reliability of 0.90
or greater (i.e., good score reproducibility). The reliability scale uses 0 as
unreliable and 1.0 as perfect reliability. In performance assessments and
assessments of skills for high-stakes decisions, acceptable reliabilities are
above 0.85. Explanations for estimating reliability of written examinations
can be found in Case and Swanson (2003). For performance assessments,
see Lunz (1995) or Swanson, Norman, and Linn (1995).

In complex assessments like simulations, or when combining multiple
assessment methods, it is necessary to separate out the estimated reliabil-
ity of the score for each person from variations due to the method used,
the difficulty of the clinical cases or situations presented, the severity or
easy grading by assessors/raters, and different administrations of the
assessment over time and location. These variables are referred to as fac-
ets when calculating reliability with the Rasch statistical model (Andrich,
1988; Lunz et al., 1994) or components when using generalizability
theory (Shavelson & Webb, 1991).

Validity. The concept of validity refers to the accumulated evidence
about how well an assessment of competencies measures what it is
intended to measure (Joint Committee on Testing Practices, 1999).
Validity is not a single statistical calculation, but rather a construct com-
bining statistics, observations, and logical arguments to explain the qual-
ity of the validity evidence. In psychometric terms, validity refers to the
consistency of scores on an assessment with a preconceived ‘‘psychologi-
cal construct’ that defines a person’s abilities or explains performance in
practice. In the modern concept of validity, even statistical estimates of
reliability are subsumed under construct validity, because reliability
influences judgments about the veracity of assessment scores.
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Content validity refers to selecting the appropriate range of topics and
situations for the assessment. Content validity usually involves creating a
blueprint for an examination or assessment and determining that the
administered assessment items match the distribution of content defined
in the blueprint. In performance assessments, content validity is estab-
lished by experts selecting the situations or client cases to be used in an
assessment, and confirming that the sample of cases is representative of
the practice (LaDuca, 1994). Evidence for concurrent validity compares
performance by the same people on one assessment (e.g., a simulated
case problem) with a well-established score from another assessment
(e.g., ratings from training supervisors), both administered contempora-
neously as much as possible. A predictive validity study about simulated
client cases, for example, might establish that a measurement of a per-
son’s abilities managing simulated client cases while in training has a
high correlation with performance in actual practice.

Feasibility. Feasibility can be divided into the theoretical and practical
problems of design, development, and production of an assessment
method, as well as the administration, data analysis, reporting, and ongo-
ing revisions and use of the method. In nearly all situations, feasibility
becomes a question of available money, expertise, opportunity, resources,
and time. The most efficient approach is to borrow a proven existing
method, make minor changes to adapt it for use in the new setting, and
hope that the method is as valid for the new setting and the different
type of health provider as it was previously. This is the least costly
approach, but leaves in question the validity of the results. There is
extensive literature describing the transportability of assessment methods,
which pivots on one question: will doing the assessments in a new setting
or with different stimulus cases/items or raters still provide reproducible
and valid measures of competencies the assessment was intended to mea-
sure? (Joint Committee on Testing Practices, 1999; Linn, 1994).

Practical concerns with using any assessment method, as noted above,
are the time, expertise, and resources needed to use it properly and get
useful results. Most clinical settings lack one or more of these. Training
settings can often customize survey or rating forms by making minor
changes to existing ones. This is quite easy and can be done at minimal
cost. Creating custom forms should be sufficient to document a supervi-
sor’s ratings of trainees and give trainees feedback, but may not be credi-
ble or defensible for pass/fail decisions without additional corroborative
evidence of reliability and validity.

In contrast, when resources are more plentiful, as with certifying
boards, it is possible to produce a full battery of methods and even have
a pool of test questions that can be used year to year. Practical concerns
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are cost and sustaining the quality of the assessment method to assure
credible results. A complete written examination for board certification
(150 high-quality test questions per half-day exam) typically takes
12-18 months for initial planning to administration. The average cost is
between $1000 and $1500 per item for development alone ($225,000 per
test), excluding test administration and the time of voluntary experts
writing test questions. A practical examination like case-based orals takes
less time because fewer cases are needed, but costs slightly more, since
administration of the exam requires live expert examiners ($1500 per
case, or $500-$1000 per candidate). Budgeting for either assessment
method needs to include experts meeting to construct and review items,
consultants or staff with test construction expertise, editing and revising
questions, pilot testing questions, and statistical analysis to document reli-
ability and validity, obtain statistics about the quality of each test ques-
tion, and administer the assessment to candidates (Browning, Bugbee, &
Mullins, 1996).

Another practical matter is administering the assessment. Written exams,
for example, are shifting from paper-and-pencil, to computer-based or
web-enabled delivery of exams (Mancall, Bashook, & Dockery, 1996). Com-
puters can vividly and accurately display pictures, video clips of clients, and
actual clinical findings, allowing the user to zoom in on images, repeat
video clips, and move easily from question to question. There are thou-
sands of commercially run computer testing centers in all large cities and
many smaller ones (e.g., http://www.prometric.com, http://www.vue.-
com). For-profit and nonprofit vendors also provide exam development
expertise, candidate scheduling and registration, and verification of candi-
dates during administration. Feedback from users reflects greater satisfac-
tion with computer-delivered tests than paper-and-pencil administrations
for high-stakes tests, and they appreciate the reduced time and cost, and
added convenience of local travel to test sites. On the other hand, the costs
are high for administration. A half-day to one-day exam can cost over $80
per candidate seat at a commercial testing site. Clearly, this mode of test
delivery is potentially feasible for large-scale testing by certifying or licen-
sure boards. The candidates pay the testing cost through certification fees.
In contrast, paper-and-pencil test delivery is most common during training.

Succesful simulations force the trainee or practitioner to sort through a wide
variety of options to clarify the important clinical problems and challenges.

Credibility. Credibility refers to the veracity of assessment results from
the perspective of those who will use the results (e.g., the behavioral
health community, colleagues in the same discipline, the public, govern-
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ment regulatory agencies, and clients). A straightforward rule of thumb
for judging credibility is deciding if the assessment results are a good
measure of whether the person ‘“‘knows their own limits and what to do
when those limits are reached.” Credibility indicates how well the assess-
ment results are supported by affirmative answers to the following
questions:

e Are the content and competencies being assessed appropriate for
the providers’ expected roles and responsibilities?

e What is the appropriate use of the assessment results? Training feed-
back? Training promotion? Employment? Certification? Licensure?
Practice privileges?

e Was appropriate scientific rigor used in the design and execution of
the assessment methods and the assessment process?

e Are the assessment methods appropriate for the type of provider?

e Were any adjustments made to accommodate the providers’ disabili-
ties?

e [s the assessment fair to all those who take it?

e Are the raw findings in the assessment results kept confidential, as
appropriate?

Assessment Methods

The commonly used assessment methodology can be classified into
four categories according to what each is intended to measure. Table 1
describes each method and recommended uses for assessing competen-
cies of behavioral health providers. Some of these descriptions build on
the ACGME Toolbox of Assessment Methods© that is now a guide used
in assessment of physicians in training (Bashook & Swing, 2000) and
other sources (Bashook, 1994). Additionally, the methods can be
grouped into four assessment categories according to what each is best
at measuring: (1) assessment of knowledge, (2) assessment of decision-
making, (3) assessment of practice performance and personal attributes,
and (4) assessment of skills and tasks.

Assessment of Knowledge

This usually refers to assessing recall of facts, concepts, principles, and
basic application in a standard examination format. There are three com-
mon exam formats: multiple choice questions (MCQs), essay questions,
and short-answer questions.
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Multiple Choice Questions (MCQ). The typical standardized test that con-
tains hundreds of questions often presents a brief synopsis of a client situ-
ation. The candidate is to select the best answer among four or five
options. The individual taking the exam is judged by how many of the pre-
ferred responses are chosen. Questions are scored as correct or incorrect
and tallied to decide a pass/fail decision or rank the person among peers.
The questions are selected from a pool of questions based on a test blue-
print that defines the content to be assessed. Experts on the content pre-
select the correct answers. When properly designed, this type of written
exam is considered the gold standard in knowledge assessment. Nearly all
members of the behavioral health workforce are expected to pass stan-
dardized written examinations in the multiple-choice format at some
point in their career.

These written exams are typically developed and administered by a cer-
tifying or licensure board. The MC(Q exams are administered on paper
or delivered on a computer as one or more half-day sessions, with
around 150-200 questions per session. Some boards have one or
even two full days of exams (300-600 test questions per exam). Well-
constructed exams comply with accepted psychometric standards for reli-
ability and validity (reliability can be as high as 0.98 for a diverse group
of candidates). Credibility of results is high by all who rely upon test
scores as evidence of the candidate’s knowledge. Although expensive to
create and administer, it is quite feasible to use this format for large-scale
national testing of candidates.

Training instructors often assumes that constructing quality written
exam questions will be easy. The research evidence suggests these
instructor-made tests are rarely reliable (e.g., too few questions), and may
not cover the content adequately (e.g., questionable validity). Also,
design flaws with the MCQ technology contribute to unreliable scores.
For example, one question gives hints to help the less capable answer
other questions, or the questions contain grammatical errors that guide
more astute test-takers (Case & Swanson, 2003; Joint Committee on
Testing Practices, 1999).

Essay Questions. Essay questions present the test-taker with a challeng-
ing problem or scenario and ask him/her to explain how s/he would
address the problem or scenario in a written essay response. Lengths of
allowable responses can vary, and scoring is completed by content
experts. The grading may be pass/fail or use various rating scales. Issues
of reliability surface when multiple graders judge performance or one
person must grade many essays. Reliability can be improved by training
and monitoring the graders. The Educational Testing Service has
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developed software to automate grading of essays and short-answer ques-
tions (Educational Testing Service, 2004).

Continuous quality improvement is a newer technology that some suggest
could be used to measure practice performance.

Short Answer Questions. When using a short-answer question format, a
brief synopsis of a client situation or problem is presented and the per-
son responds with a phrase or one-sentence answer. Experts on the topic
score answers. Grading answers can be automated using computer soft-
ware (Educational Testing Service, 2004), which limits problems of inter-
judge reliability. Short-answer questions are often used in written exams
for limited numbers of trainees in place of the MCQ format because they
are much easier to construct and do not require sophisticated technology
to score.

Assessment of Decision-Making

At every stage in care, the practitioner must make judgments about
critical actions that can affect a client. Decision-making and judgment
cannot be assessed with standardized MCQs. They require assessing the
use of knowledge in realistic practice situations (Page, 1995). The follow-
ing assessment methods are effective for assessing decision-making if
designed and used appropriately: case-based oral exams and key features
cases.

Case-Based Oral Exams. This technology is used extensively in certifica-
tion examinations for psychiatry (Juul & Scheiber, 1994), psychology,
including specialties in psychology (see American Board of Professional
Psychology, http://www.abpp.org), and other behavioral health dis-
ciplines requiring a professional degree. The candidate can be presented
with case material in a variety of formats: written vignettes, images, their
own client case reports, or live client situations. As the case unfolds, the
candidates must explain their decisions about assessment, diagnoses,
treatment planning, and/or managing the case. Examiners can question
candidates on reasons for their decisions. Adding hypothetical variations
to the presenting case tests the candidate’s limits of expertise and actions
they would take once those limits are reached (Mancall & Bashook,
1995). A typical examination lasts 30-60 min per session, with four to
eight sessions. In this time frame, a well-constructed exam can question a
candidate on 12-36 cases, and obtain from 50 to 100 measures of clinical
decision-making. Estimated score reproducibility (reliability) has been
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consistently above 0.90 for well designed and administered oral exams
for certification (Lunz, 1995; Lunz et al., 1994).

Quality oral exams require extensive training of examiners (Des
Marchais & Jean, 1993; McDermott et al., 1991), standardization of cases,
pre-established scoring schema, and careful monitoring of administration
to obtain reliable and valid results (Bashook, 2003; Mancall & Bashook,
1995). When designed properly, the case-based oral examination is a
good predictor of practice performance (Solomon, Reinhart, Bridgham,
Munger, & Starnaman, 1990).

Key Features Cases. 'This approach is a written examination where the
person must make decisions for critical actions (key features) occurring
at various stages in the case. Experts score responses based upon previ-
ously established criteria. Each case is counted as a single score (Page,
Bordage, & Allen, 1995). Key features cases are currently used in physi-
cian licensure examinations in Canada (Page et al., 1995). This method
has not been used in assessments of clinicians in the behavioral health
workforce, but certainly could be incorporated into written exams during
training and practice.

Assessment of Practice Performance and Personal Attributes

Assessing the performance of trainees involves assessments of observed
behavior with clients over time, or in specific observed client encounters.
Most commonly used methods are: global rating forms, supervisor’s sum-
mary reports, client surveys, client record audits, portfolios, and 360-de-
gree evaluations.

Global Rating Forms. A rater uses a form with multiple categories of per-
formance to provide retrospective impressions/judgments about a
person’s performance. The rater can not only incorporate observed per-
formance over time, but often include a synthesis of second-hand informa-
tion from multiple sources. The rating scales usually include a place for
judgments about overall competence and space for written comments.
Scoring global rating forms includes separate tallies of rating scales with
averages, frequency counts, the ratings by multiple raters, and qualitative
evaluation of comments. There is some evidence that global ratings are
superior for assessing performance compared to checklists (Regehr, Mac-
Rae, Reznick, & Szalay, 1998). This assessment method is used frequently
in supervised clinical care situations, with supervisors or more senior
practitioners rating junior practitioners or trainees. It is used in all beha-
vioral health training programs leading to professional degrees and for
behavioral health specialists.
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Supervisor’s Summary Reports. These reports are summaries produced
biannually or annually (for employment), and provide documentation of
a supervisor’s evaluation of trainees or practitioners employed in a behav-
ioral health facility. They serve as a compilation of the supervisor’s judg-
ments about the competencies of the person accumulated over months
or a year. Often the reports are confidential. This report is ubiquitous,
and used in both training and practice for all levels of the behavioral
health workforce.

Client Surveys. Clients complete a questionnaire about specific encoun-
ters with a practitioner, the setting, and related care issues. Typical assess-
ments include satisfaction with care, overall quality of care, competencies
in interpersonal relations, therapeutic relationships, perceived expert
knowledge, and professional practices. Accumulated across a number of
clients, the summary of results and highlighted incidents (positive and
negative reports from clients) can provide insight into how clients per-
ceive a practitioner’s professional demeanor, attitudes, and care (Weaver,
Ow, Walker, & Degenhardt, 1993). Scoring is done by experts comparing
findings against expected performance at the level of training and cir-
cumstances of practice situation.

Client Record Audits. This approach is customarily used to assess per-
formance in practice with trained auditors performing a confidential re-
view of case records and judging findings based on previously defined
protocols and criteria. Audit information from multiple cases is easily
converted into statistical descriptions to measure compliance with ex-
pected practices. Scores are useful for identifying strengths and weak-
nesses in practice performance when compared to similar practitioners.
Some medical specialty certifying boards have introduced client record
audits as part of the re-certification for their specialty (Bashook, 1994).

Roe points out, “A high level of competence is a prerequisite for good
performance; it does not guarentee adequate performance.”

Portfolios. The portfolio is a defined collection of products prepared
by the student or practitioner that demonstrates progress in learning
about or mastery of a competency. Products can be from training or
practice experiences (e.g., clients encountered, ethical situations). For
each product required in the portfolio, there are specifications based on
what competencies will be assessed. In addition, the trainee or practi-
tioner might be required to prepare a statement reflecting upon quality
of the product, what was learned, and assessment of current competency.
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Portfolios have been used to assess psychiatrists during residency training
on attitudes, professionalism, and experience-related competencies that
are not easily and systematically measured by other means (O’Sullivan,
Cogpbill, McClain, Reckase, & Clardy, 2002). Supervisors and instructors
can score the portfolio against pre-determined standards. When properly
designed, portfolios can be a reliable method to assess the more
intangible attributes of competence, even in high-stakes assessments
(Roberts, Newble, & O’Rourke, 2002).

360-Degree Fvaluations. Often used in business, 360-degree evaluations
are multiple ratings done retrospectively, concurrently, and separately by
people in the sphere of influence of the person being evaluated (e.g.,
supervisors, colleagues, subordinates, clients, referring clinicians). All rat-
ers receive the same written survey containing rating scales and request-
ing judgments about a person’s performance for a specific time period.
The raters are strongly encouraged to add comments that illustrate the
reasons for the ratings. Competencies often assessed include the person’s
clinical performance, interpersonal relationships, teamwork, knowledge
application, communication skills, attitudes, and professionalism (Hall et
al.,, 1999). The rating scales can be tabulated to produce a numeric
score, and comments are organized to provide insight into the raters’
perceptions about the person. A variation on the 360-degree evaluation is
multiple peer ratings of performance that emphasize only the attributes
that each peer is best at rating (Ramsey et al., 1993).

Using the 360-degree report requires caution in keeping information
confidential, because comments are often sensitive, and exposure can be
detrimental. This assessment method is used most effectively during
employment situations for individuals who have some supervisory respon-
sibilities, or training situations where the person has a significant role in
team care.

Assessment of Skills and Tasks

Competencies involving specific skills or actions in client assessment,
treatment, or care management can be assessed individually both in the
context of care and during training. In order to give the skills or tasks a
context, the assessment requires the presentation of a clinical case situa-
tion, even if only a brief description of the patient’s characteristics. More
elaborate case situations are used when the assessment attempts to mimic
the realities of clinical practice as much as possible, and these commonly
use role-playing simulations with live interactions or computers to create
virtual reality environments. Typical assessment methods are: rating scales
and checklists, role-playing computer simulations, and role-playing stan-
dardized patient examinations.
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Rating Scales and Checklists. Rating scales and checklists are used dur-
ing live or videotaped observations of a trainee or practitioner as a
means of guiding the evaluation, and as documentation of what was ob-
served. These assessment methods are very similar in how they are used,
but differ in one respect. For checklists, the rater decides if the person
being evaluated has or has not performed a specific action. If performed,
the rater then checks the appropriate box on the form. With rating
scales, the rater may judge not only completing a task, but also how well
it was performed along a spectrum of excellent to poor or other range of
quality performances. The additional step of judging the quality of a per-
formance introduces greater variability in the ratings due to differences
in interpreting the meaning of scale descriptions (e.g., what exactly does
excellent or average mean). Personal biases about what behaviors should
count more or less also influence the consistency of ratings across raters
are, along with a tendency of raters to differ about how severe or easy
they are when grading another’s performance (rater severity). These vari-
ations in judgment are one reason rating scales may have a lower reliabil-
ity than checklists, unless the rater is trained how to use the scales. There
are statistical methods to correct for rater severity (Lunz et al., 1994).
Also, training of raters improves consistency and validity of the raters’
judgments (Winckel, Reznick, Cohen, & Taylor, 1994). It appears that
global rating scales may provide more reliable measures of performance
compared to checklists when the tasks are complex (Regehr et al., 1998).
Typical uses include: completing a series of steps in a client workup such
as mini-mental health status, or assessing completion of steps in a proto-
col for planning a client’s discharge from a restricted care unit.

Role-playing Computer Simulations. Simulations used in assessment clo-
sely resemble reality. The focus is on the essential realistic clinical prob-
lems to be solved, while stripping away irrelevant distractions (Clyman,
Melnick, & Clauser, 1995). Successful simulations, whether on computer,
paper-and-pencil, or through role-playing, force the trainee or practi-
tioner to sort through a wide variety of options as they clarify the impor-
tant clinical problems and challenges to address and attempt to solve the
problems. Simulations on computer have been developed to train sur-
geons, anesthesiologists, and other procedure-oriented doctors to
manage new invasive technology like arthroscopy (Taffinder, Sutton,
Fishwick, McManus, & Darzi, 1998).

Life-sized computerized adult and child mannequins have been used
in an operating room simulation to train anesthesiologists in basic and
advanced anesthesia treatments, including crisis situations (Gaba et al.,
1998). These technologically advanced simulations, referred to as virtual
reality (VR) environments, are commercially available at a cost of around
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$50,000 each, and include case-based software. There are additional
expenses for creating tailor-made case scenarios, maintaining equipment
and space, and employing technical staff to run the simulations. Some
medical schools and hospitals have purchased VR equipment to train
clinical staff, medical students, residents, and physicians. It is anticipated
this technology will be widely adopted in medical curricula, because
there are fewer opportunities to learn directly from patients and clients.

Role-playing Standardized Patient Examinations. During a standardized
patient examination (SP), a trainee or practitioner is presented with a
realistic scenario and must interact with a live person (the SP) in a role-
playing simulation, as if the SP were a real client. The SP is an actor who
has been previously trained to simulate a client with a realistic condition
and appropriate emotional state. The trainee or practitioner’s perfor-
mance during the encounter can be evaluated against expected compe-
tencies defined in advance, and documented either by the SP or an
observer. The SP encounter can last 10-30 min, followed by at least
10 min for the SP or an observer to rate the performance. Frequently,
the encounters are observed and videotaped to protect the SP and the
person being evaluated. SPs are widely used in training medical students
and physicians in training, and for continuing medical education experi-
ences (Guagnano, Merlitti, Manigrasso, Pace-Palitti, & Sensi, 2002). The
SP examinations are most effective to evaluate the following compe-
tencies: workup/assessment of a client (medical, social, emotional, or
other history, physical examination skills); communication skills, includ-
ing giving bad news and counseling patients; and managing complex
situations that could harm patients or staff when mishandled (e.g.,
suicidal patient, aggressive client behavior, paranoia).

Conceptual Frameworks for Assessment in Training and Practice

A distinction needs to be made between assessing competence and
assessing performance in practice. Competence to practice is measured
during training in controlled situations, at the time credentials or
licenses are obtained, through objective examinations (written and oral).
Assessment of performance during actual practice is measured either
with assessments that are a snapshot of client care, or accumulated assess-
ments over time (somewhat like video clips of practice with annotated
ratings of the performance quality). Statistical analyses discern useful
trends and outlying behaviors for improving quality of care, and look for
patterns in the setting that need quality assurance interventions. In
either the snapshot or video format, they are direct measures of practice,
not implied capacities based on exams. Roe (2002) described a tradi-
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FIGURE 1
Competence Architecture Model (Roe, 2002)

tional approach for assessment of psychologists’ competencies prior to
practice (during training) that is applicable to any occupation. Roe’s
model, the ‘“‘competence architecture model” (2002), was intended as a
guide for incorporating defined competencies for curricular design and
program accreditation, but it works equally well for assessing competen-
cies of anyone in the behavioral health workforce.

The model proposed by Roe can be visualized as a Greek temple (see
Figure 1). He depicts expected competencies capping a building that has
foundation layers of abilities, personality traits, and other personal attri-
butes, all potentially measurable by assessment methods. Pillars of ac-
quired learning are the traditional KSAs (knowledge, skills, and
attitudes) where depth and breadth of learning are assessed. Practical
learning supports the roof during supervised training. The knowing how
and when that integrates the KSAs with the foundation layers become
subcompetencies. Subspecialties combine KSAs with other abilities and
personal attributes, all of which work together when performing a spe-
cific and demonstrable part of the clinical care. Typical subcompetencies
include the evaluation of a client or the articulation of a treatment plan
for a client. The roof of the model is made up of the competencies
essential to practice. By combining assessments for the architectural ele-
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ments below the roof of competence, one can infer whether a person
has the appropriate competencies essential to practice.

The individual competencies defined by the Annapolis Coalition
(Hoge et al., in press) are equivalent to subcompetencies in Roe’s com-
petence architecture model. In assessment, the preference is to measure
each subcompetency separately and accumulate the results to make judg-
ments about a person’s overall competence. For example, a subcompe-
tency is the ability to perform an appropriate and focused intake
interview with a client and/or family.

A variety of assessment methods could be used to generate an aggre-
gate score composed of multiple measurements of this ability. A system-
atic assessment could include a knowledge test about essential steps and
theory in history taking, live or simulated observations of the student or
practitioner interviewing a client, documented accumulated ratings on
intake interviewing skills observed and judged by faculty, supervisors or
senior trainees over weeks or months of supervised practice, and mea-
sures of the person’s attitudes about clients’ cultural differences assessed
using validated attitude scales. An aggregate score that combines these
measures would require adjustments for statistical reliability of each mea-
sure. Interpreting the score must be tempered by qualitative adjustments
for the person’s communication style, personality attributes, assumed
relative validity of each measure, and limits and circumstances when each
measure was taken.

Accumulating valid measures for each subcompetency is essential, but
as Roe points out, ““A high level of competence is a prerequisite for good
performance; it does not guarantee adequate performance.”” This model
provides the framework used in this paper when explaining how to
design assessment of competencies for entry into practice.

Miller’s Triangle (1990) provides a useful framework for structuring
assessment of performance in practice. The triangle is like an inverted
pyramid, with four progressive stages of assessment: ‘‘knows,” ‘‘knows
how,” ‘“‘shows how,” and ‘“‘does” (see Figure 2). All four stages clearly
define progressive capabilities, and build on abilities in the lower stages.
Also, Miller’s Triangle visualizes the well-established principle that assess-
ment of a person’s knowledge is important, but not sufficient to predict
they will apply the knowledge in practice (Kennedy, Regehr, Rosenfield,
Roberts, & Lingard, 2003).

Considering the roles, responsibilities, and settings of behavioral
health practice requires adding two more components to the Miller Tri-
angle: (1) systems-related influences on practice (e.g., facilityspecific
regulations, policies, patient expectations, governmental regulations, and
access to other health professionals), and (2) individual-related influ-
ences (e.g., mental and physical health of the practitioner, relationships
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FIGURE 2
Miller’s Triangle of Competence Assessment (Miller, 1990)

Miller’s Triangle of Competence

|Does| | Performance |

| Shows how | |Competence |

Knows how

Knows

(Miller, 1990. Acad Med 65, S63)

with others like patients, other practitioners, and their family, and state
of mind at time of performance practice assessment). Rethans and col-
leagues (2002) refer to this more complex model of assessment and com-
petence as the ‘““‘Cambridge Model,” after the conference where it was
proposed (see Figure 3).

Measurement of practice performance is complex because of variability
in forces external to the individual. The Institute of Medicine (2000,
2001) reported about safe health care, and emphasized that quality per-
formance by individual practitioners depends directly upon the health
care systems where they work. The following is a short list of the com-
mon systems-related factors that can influence practice performance, and
must be considered when interpreting results from an assessment pro-
gram for behavioral health providers:

Case mix and quantity of clients

Dierences in priority setting by individuals

Institutional policies and regulations

Legal, ethical, and other limits in how one can practice
Expertise and teamwork of available clinical team members
Options for referral to practitioners with greater expertise

How care will be paid for and limitations in insurance coverage

Also, the validity of predicting quality of practice performance from
objective assessments like exams for re-licensure or renewal of certifica-
tion (the “knowing how” in the Miller model) depends to a large extent
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FIGURE 3
The Cambridge Model for Assessment of Performance

(Rethans et al., 2002)

Performance
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Compbetence
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upon how well these assessment methods are adjusted to account for the
variabilities inherent in daily practice.

Looked at from the perspective of the practitioner, maintenance of
competence in practice requires a purposeful self-directed learning agen-
da that combines opportunities to participate in continuing education
activities and on-the-job learning. Often, client needs and expectations,
as well as a wish to manage care situations most effectively, drive most
practitioners’ learning agendas (Bashook, 1993). A method to assess this
competence in practice has not been well developed.

Another product of the Cambridge Conference meeting was a frame-
work for implementing a practice performance assessment program (Lew
et al., 2002). The proposed framework outlines three broad domains to
address in planning, and specifies the questions and decisions to con-
sider. It offers guidance for creating defensible procedures that should
address the concerns of all stakeholders. The domains are:
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1. Purposes and Outcomes. What are the purposes of the assessment?
Whose purposes are being met? Are they unambiguously stated and
made available prior to implementing the program?

2. Planning the Practice Assessment Program. What steps are taken to
assure fairness and defensibility of the process and results? Is the
plan clearly described, including who are the assessors, what meth-
ods are used, what is known about the technical characteristics of
the methods?

3. Processes. How will the program be administered and communicated
to the stakeholders and assessors? How will methods be developed
and used? What are the security issues? What are the policies and
rules regarding the amount of time for the assessments and appeals
procedures? What are the feasibility issues like cost and resource
needs to produce credible and useful performance data?

The framework is partly based upon the extensive experience of the
United Kingdom’s General Medical Council peer review program, which
assessed physicians’ practice performance. The UK program withstood
court litigation to remove doctors’ licenses (Southgate et al., 2001), and
uses a portfolio method combining interviews, tests of competence, and
self-reports, which generates more than 700 judgments about the doc-
tor’s practice performance.

A less ambitious suggestion for assessing performance practice is to
provide tools for the individual practitioner to create a self-directed
learning portfolio (Roberts et al., 2002) and report progress to certifying
and licensure boards using web-based software (Bashook & Parboosingh,
1998). This approach would fit into one component of the maintenance
of certification programs by the physician specialty boards in the U.S.
and Canada (American Board of Medical Specialties, 2003; Royal College
of Physicians and Surgeons of Canada, 2004). It also takes into consider-
ation on-thejob learning directly related to personal and institutional
influences the practitioner brings to the workplace (see Figure 2). It is
important to realize that some practice roles cannot be assessed with any
assurance until the person has begun working in a practice setting and
has opportunities to demonstrate their capabilities over time, under real
conditions (Cunnington & Southgate, 2002).

Accumulation of continuing education credits in place of direct performance
assessments has no value when assessing practitioners maintenance of
competence.
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Continuous quality improvement is a newer technology that some sug-
gest could be used to measure practice performance (see Institute for
Healthcare Improvement, http://www.ihi.org). It is based on the
principles of quality control used in engineering systems as adapted to
human behavior and health systems. Most recently, quality improvement
initiatives have focused on patient safety themes, which supports the
Institute of Medicine report about ‘“‘errors in medicine”” and health care
system deficiencies (Institute of Medicine, 2000, 2001). The assessment
pays direct attention to individual behaviors that are influenced by the
systems where they work, which in turn influence quality. It seems to
work in medical settings with defined expectations for patient care deci-
sion-making and outcomes.

Once in practice, the person may have the competence and know-how
and perform admirably when the opportunities arise, yet still have few sit-
uations to perform all they can do. Demonstrating pre-practice compe-
tence does not necessarily mean the person will find him or herself in a
practice environment designed to support competence, and so may not
function competently in practice. The reality of practice places con-
straints on how competencies are routinely used, and the practice setting
adds additional restrictions that necessitate conformity to team prefer-
ences or institutional policies and practices, whether or not these prefer-
ences, policies, or practices have as a basis empirical knowledge.

These variations in settings, roles, and responsibilities will influence
the individual practitioner’s abilities to maintain the initial competencies
assessed at entry into practice. Complicating the equation are the grow-
ing trends that require practitioners to demonstrate continuing or main-
tenance of competence by periodic reassessments for re-registration of a
license or renewal of certification (Bashook & Parboosingh, 1998). These
reassessments often occur at intervals of two or three years for licensure,
and 5-10 years for renewal of certification. It’s important to recognize
that accumulation of continuing education credits in place of direct per-
formance assessments has no value when assessing practitioners’ mainte-
nance of competence (Cunnington & Southgate, 2002). An alternative is
to adopt the maintenance of certification programs being implemented
in Canada and the United States (American Board of Medical Specialties,
2003; Royal College of Physicians and Surgeons of Canada, 2004).

Some behavioral health providers without professional degrees, or
advanced certified training do not have these re-registration and renewal
requirements. However, all groups are reassessed for continuing compe-
tence through employment evaluations, practice opportunities, and
attempts to advance through adding specialized expertise with additional
certifications.
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Recommended Best Practices in Assessment of Providers

In considering which methods to adopt, it is important to realize that
no single assessment method can evaluate all competencies, and more
than one method may measure the same competencies (see Table 1).
Ideally, the best approach is to develop an assessment blueprint that
identifies multiple assessment methods tailored to the competencies to
be measured, and accounts for feasibility of using the methods when
considering the career stage of a practitioner (year in training, or prac-
tice roles in clinical settings). An example is a peer assessment program
for family physicians in Canada that uses written exams, case-based and
chartstimulated oral exams, and standardized patient cases (Norman
et al., 1993).

Schuwirth and colleagues (2002) proposed guiding principles that
would combine practice performance assessment methods into results
that all stakeholders would consider coherent, credible, and defensible.
In their view, the combination of assessment methods should provide a
whole portrait of the practitioner. The essential ingredients include: hav-
ing large samples of behavior to assess, irrespective of the assessment
methods used; organizing the sequence and intensity of assessments into
a structure, but not an overly regimented or prescriptive structure; and
using multiple assessment methods to reduce risk of bias due to any one
method. Also, it’s important to keep in mind that ways of assessing com-
petencies are not static, and need to be revised to be consistent with cur-
rent priorities in the discipline, public expectations, current scientific
knowledge, and improvements in assessment methodology.

With these caveats noted, the following are some suggested best prac-
tices citations that build upon the published literature (see American
Board of Professional Psychology, http://www.abpp.org; Bashook, 1994).
For examples of assessment practices with other health care providers,
see Landon, Normand, Blumenthal, and Daley (2003); Browning et al.
(1996); Swanson et al. (1995); and Foulkes et al. (1993). These recom-
mended best practices are grounded in the conceptual framework for
assessments in training, the ‘“‘competence architecture model” (Roe,
2002); and the framework for assessment in practice, the ‘“‘Cambridge
Model of Assessment’” (Rethans et al., 2002). All suggestions are tem-
pered by considerations of the reliability, validity, feasibility, and credibil-
ity of the assessment methods.

Within each of the traditional behavioral health disciplines, there are
templates for assessment practices, some much more detailed than oth-
ers. This is also true for some practice areas that have traditionally put
less emphasis on academic credentials and more on life experiences,
such as addictions counseling and the newly created peer support spe-
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cialist category. There are also educational programs being developed
targeted towards families and primary consumers, for which assessment
strategies are in their earliest stages of development. Readers seeking
detailed information should access professional association websites or
seek information related to intervention strategies with specific popula-
tion targets (e.g., assertive community treatment for persons with serious
and persistent mental illnesses).

Best Assessment Practices: Professional Degreed Practitioners

The Example of Psychiatrists. The medical student who plans to enter
psychiatry after completing the M.D. degree is continuously evaluated
over the four-year medical school curriculum in a carefully constructed
and progressive assessment process that resembles the competence archi-
tecture model. All accredited medical schools in the U.S. and Canada
must have defined graduation competencies and a comprehensive system
of evaluating medical students (see http://www.lcme.org/standard.htm).
After graduating medical school, assessments for residents in psychiatry
for four years (general psychiatry) or five to six years (child and adoles-
cent psychiatry) shift emphasis from evaluating knowledge and basic clin-
ical skills and tasks to evaluation of core psychiatric competencies
(Scheiber, Kramer, & Adamowski, 2003). The accumulated results of
these assessments during residency determine whether the graduate is
qualified to become a candidate for certification by the American Board
of Psychiatry and Neurology. Advanced certification after training in
child and adolescent psychiatry and other psychiatric specialties involves
a similar two-stage assessment process.

Best Assessment Practices: Trained Therapists with College Degrees

The Example of Creative Arts Specialists. The Art Therapy Credentials
Board (2004) has developed a certifying process for art therapists that in-
cludes training requirements and a written case-based knowledge exami-
nation. The exam uses MCQ items with cases to cover the six major
content domains of the discipline: (1) psychological and psychotherapeu-
tic theories and practice, (2) art therapy assessment, (3) art therapy the-
ory and practice, (4) recipient populations, (5) art therapy media, and
(6) professionalism and ethics. Assessments of performance in practice
would greatly enhance the credibility of the certificates. These assess-
ments could be obtained at reasonable cost and effort through systematic
reports using a portfolio assessment method.
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Best Assessment Practices: Non-Degreed Staff

Example of Certification in Alcohol and Other Drug Abuse. The Interna-
tional Certification and Reciprocity Consortium/Alcohol and Other Drug
Abuse (2004) has established certification standards for alcohol and
other drug abuse counselors. Most American states and more than a
dozen countries have adopted these standards. The training require-
ments include 240 h of formal didactic instruction in workshops, courses,
institutes, in-service, and distance education. Supervised practical training
requires 300 h, covering 12 core functions with assessment of targeted
skill development and demonstrated application of knowledge within an
alcohol or drug counseling setting.

In addition, entry to certification requires 6000 h (three years) of
supervised experience in providing alcohol or other drug abuse counsel-
ing services. An associate’s degree and other behavioral science course
work can substitute for some of these training and course requirements.
Besides the reports of successfully completing the supervisor’s evalua-
tions, the candidate must pass a written examination (MCQ format)
designed by a team of international experts in alcohol and substance use.
Finally, a case-based oral examination (write-up of a single client that the
candidate has managed) must be passed. Peers who have advanced certi-
fication evaluate this case in a structured oral examination.

Clearly, this certification program closely follows the ‘“‘competence
architecture model,”” having the counselor build competency with didac-
tic foundational course work, plus extensive focused and supervised skill
and practice development, in addition to supervised training in practice.

CONCLUSION

The recommended best practices for assessment of the behavioral
health workforce can be summarized in the following guidelines:

1. Define the content and competencies to be assessed in an assess-
ment plan or blueprint as the first step in creating a valid assess-
ment program.

2. Provide evidence that the implemented assessment methods mea-
sure what was intended in the plan with supporting data, statistical
analysis, and logical explanations. The assessment evidence should:

e Assure that the assessment is reliable, showing the amount of error
or variability that could occur if the same assessment were repeated
with the same group of trainees or practitioners.



588

Administration and Policy in Mental Health

Present accumulated evidence of the validity of assessment results for
a specific group of people in specific circumstances to demonstrate
that the results can be interpreted to measure what they are pur-
ported to measure. It is the scores on the assessment, not the meth-
od, that is valid.

Demonstrate the feasibility of an assessment method with realistic
estimates of cost in time and eort to develop, test, implement, and
obtain valid results when using the method.

Demonstrate the credibility of an assessment where all stakeholders
who rely upon the assessment results consider the methods and the
findings plausible, consistent, and useful for the intended purposes.

3. Use the ‘“‘competence architecture model’” (Roe, 2002) as a guide

for combining assessment methods appropriate for evaluating train-
ees during training or at the completion of training (e.g., initial
certification or licensure).

Assessments used during training for purposes of feedback for train-
ees do not need the same high reliability and rigorous validity stan-
dards as in high-stakes assessments such as those involving
credentialing and licensure.

Assessments for licensure and certification (initial and renewal)
should include a well-engineered blueprint and evidence of validity
and reliability that is credible to defend against challenges.

4. Use the ‘““Cambridge Model” (Rethans et al., 2002) as a guide for

combining assessment methods appropriate for evaluating perfor-
mance in practice (e.g., continuing quality improvement of prac-
tice, renewal/maintenance of certification, re-registration of
license).

Sample multiple behaviors and practice events using a variety of
assessment methods.

Avoid overly structured assessment program that trivialize what is to
be assessed (Schuwirth et al., 2002).

5. Construct new assessment methods using the following sequence:

(1) content and testing experts work together to develop the new
method to assure content accuracy and technical integrity, (2) pilot
test and revise assessment cases or test items as needed, and (3)
perform psychometric analyses of results every time the methods
are used (Browning et al., 1996).

There is a growing global emphasis on assessing the competence of all
health care providers, especially physicians, as reflected in standards for
accreditation requiring assessment of competencies (World Federation
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for Medical Education, 1998). This trend continues into initial specialty
certification, with time-limited certification that requires physicians to
renew their certification through a process called ‘‘maintenance of certi-
fication/competence”” (Bashook & Parboosingh, 1998; Cunnington &
Southgate, 2002). This practice is the norm in medicine throughout
North America (American Board of Medical Specialties, 2003; Royal Col-
lege of Physicians and Surgeons of Canada, 2004), and is rapidly taking
hold in Europe and other regions of the world (see European Union of
Medical Specialists, http://www.uems.net). It is common for trends that
start in medicine to influence other health care disciplines. Therefore,
assessment plans, which demonstrate maintenance of competence, are
soon likely to be an important priority for all behavioral health disci-
plines. The medical model of competence and performance assessment
is one option, but the behavioral health workforce should consider alter-
natives tailored to their specialized roles, responsibilities, and settings.

A start could be periodic cross-disciplinary meetings to exchange infor-
mation and experience about assessment programs. Also valuable would
be a grant funding mechanism to foster creating better assessment tools
and methodology specific to common competencies in behavioral health
care. No matter how this effort is achieved, building and using quality
assessment methods will not occur without significant planning, support,
and cooperation among all who have a stake in behavioral health care.
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