
Current models of maintenance of compe-
tence and self-regulation within medicine
are largely formalizations of the instruc-

tion “Physician, know thyself.” For the individ-
ual, appreciating the limits of one’s abilities is
considered a core aspect of professionalism. Fail-
ure in this regard threatens quality of care. For the
medical profession, self-direction has been estab-
lished as a foundation on which maintenance of
competence (and maintenance of certification
programs) are built. Failure in this regard threat-
ens the privilege of self-regulation granted to the
profession. In this commentary, we use a cogni-
tive perspective to outline the insufficiency of
reliance on self-assessment and the inadequacy of
simple efforts to redress its limitations. Our goals
are to raise awareness of the complexity of the
issue and offer some practical solutions.

Unquestionably, we each have more informa-
tion on which to judge our own abilities than do
external observers. However, this very wealth of
information may prevent us from generating
accurate impressions of our abilities and from
properly appreciating the value of feedback from
other sources.1 An extensive body of research has
shown the robust inaccuracy of self-assessment2

and revealed several cognitive mechanisms by
which we fool ourselves into believing that we
have privileged insight into our own capacities,
thereby undermining the benefit we might gain in
taking guidance from others.3 This literature
raises fundamental concerns about the health pro-
fession’s conception of self-assessment as the
pathway to improved performance.

For many decades, the response to these find-
ings has been the use of targeted training to
improve practitioners’ self-assessment abilities.4

Given that it is easy to identify lack of insight in
others and difficult to appreciate the same flaws
in ourselves, most of us tend to believe that we
are above average at self-assessment.5 Thus, it is
perhaps not surprising that educational efforts
have commonly, albeit mistakenly, been directed
toward training “them” to be as good at self-
assessment as are “we.”

As the ubiquity and persistence of poor self-
assessment has become more fully appreciated,

proposed solutions have begun shifting toward
establishing computer systems that will enable
physicians to access “better data” on their prac-
tice population and treatment habits.6 Although
such data are important, emphasis on “getting
the data right” may perpetuate the problem of
self-assessment rather than solve it. That is,
although this new approach has shifted emphasis
from “improving the process of self-assessment”
to “improving the data on which self-assess-
ments are based,” it still relies on the individual’s
ability to incorporate these data into an “accu-
rate” sense of self. Thus, although this enterprise
is often described as providing better feedback,
its almost exclusive focus on improving the data
likely pays too little attention to the conceptual-
ization of meaningful feedback as an iterative,
interactive process.

Feedback has been a topic of research and
theorizing in the educational and psychology lit-
eratures for over a century.1 However, the domi-
nant emphasis of this work has been on mecha-
nisms of effective delivery with relatively little
focus on the person who receives the feedback,
the relationship between recipient and deliverer,
or the context in which the feedback is deliv-
ered.7 One fundamental error in this regard has
been to treat feedback recipients as rational
beings. Health professionals in particular are
generally well-meaning and intelligent individu-
als who have dedicated their lives to the altruistic
good. It is assumed, therefore, that if we provide
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them with compelling and meaningful data about
the limits of their practice, they will turn their
good intentions into improved performance and,
therefore, better health care. Research on cogni-
tive dissonance, however, suggests otherwise.8

Cognitive dissonance is the discomfort cre-
ated by trying to maintain 2 conflicting beliefs at
the same time. We are motivated to lessen such
discomfort and, in response, tend to alter one of
the beliefs. Accepting and incorporating correc-
tive feedback, even in the form of “objective”
practice data, requires the acknowledgement that
one is performing suboptimally. Such an under-
standing is, by definition, in conflict with the
belief that one is serving one’s patients well.
Because it is easier to question the data than to
question oneself, this pair of conflicting beliefs
will often be resolved by discounting the feed-
back rather than altering one’s sense of self as a
competent clinician.9 In fact, the literature on
self-efficacy suggests that this discounting may
have value. Having a belief that one can accom-
plish a goal increases the likelihood of accom-
plishing it.10 Thus, the drive to sustain a positive
self-concept might be important to good perfor-
mance, and threats to positive self-concept
should be defended against.

These findings have implications for con-
structions of feedback and its role in practice
improvement. They suggest that providing clear
and accurate data are not sufficient. Rather, hav-
ing a coach or peer group who can help the
recipient grapple with available data while
clearly keeping the best interests and well-being
of the recipient at heart is likely vital. In these
coaching interactions, effective guidance should
not focus on helping people understand that they
are weak by pointing out their flaws. Rather, it
should focus on negotiating how their practices
could evolve to achieve meaningful goals and
what might need to be learned to achieve these
goals. In fact, the findings described here suggest
that feedback should not be about the delivery or
receipt of information at all. Instead, it should be
about identifying appropriate challenges (i.e.,
desirable difficulties) that enable individuals to

maintain their perspective as competent and con-
scientious practitioners while also continually
evolving their practice.1

In recent years, there has been growing aware-
ness of the value of physician–patient interaction
that is based on a foundation of good communi-
cation, preservation of the dignity and integrity of
the patient, and collaborative decision-making.
We feel that similar principles need to be trans-
lated into physician–physician and educator–
trainee dynamics in a manner that takes into
account the motivations, desires and perspectives
of feedback recipients, thus enabling them to
improve themselves regardless of their ability to
know themselves.
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