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SUMMARY Portfolios are not new, but their use in initial and

continuing professional development in medicine is still in its

infancy. In this context, this guide has the following aims: to give

the background and an educational rationale for portfolio-based

learning and assessment in medical education; to examine how

and where portfolios have been used for professional development

both within and beyond medicine; to highlight issues which will

need to be addressed by those wishing to implement portfolio-

based learning, and suggest ways of dealing with them. It does

not attempt to address the particular constraints or resource issues

that face practitioners in any educational initiative, as these are

far too many and too complex for a publication of this type.

However, it does provide evidence of a range of ways in which

opportunities have been created and developed by colleagues in

establishing frameworks within which individual learning can be

planned, documented and assessed.Whilst not a panacea for all

learning contexts, portfolios have much to offer both learners and

teachers as we move forward into the new world of revalidation,

clinical governance, and increased accountability.

Rationale and development of portfolios

What is a portfolio?

ª A professional development portfolio is a collection of
material, made by a professional, that records, and re¯ ects
on, key events and processes in that professional’s careerº
(Hall, 1992, p. 81). It is usually paper based, but it may also
include anything that provides appropriate evidence of
learning and achievement, such as video or audio record-
ings, artefacts or photographs. This evidence is gathered
together, and possibly presented to another person for review,
with a particular purpose in mind. Because the range of
purposes is very large, there is an equally large range of
structures and complexity of portfolio in use across profes-
sions, and even within medical education. Thus some will
be little more than a log book recording speci® c activities,
while others offer an in-depth and long-term perspective on
professional development over an extended period.

Whatever the guiding purpose behind the portfolio, it
should be clear to both the learner and the person making
judgements about the portfolio. Some portfolios may be
developed in order to demonstrate the process of progres-
sion, while others will be assessed against speci® c targets of

achievement. Some will be essentially private documents,
for personal review only, while others will need to be open
to public scrutiny. It may therefore be appropriate for some
learners to create a long-term, personal development
portfolio, which shows breadth of learning. From this, items
can be selected to demonstrate learning that meets the
standards of achievement required by other authorities.

Portfolios will normally be integrally related to a personal
or professional learning plan.This constitutes the framework
within which portfolio development takes place, and provides
a statement of the outcomes that the portfolio seeks to
demonstrate.

In all cases, the portfolio remains the practical and intel-
lectual property of the person who develops it. In order to
maximize the learning potential of portfolio development,
the learner therefore has to take responsibility for its crea-
tion, maintenance and appropriateness for purpose.

There are many bene® ts that arise from the use of
portfolio-based learning that may not be encompassed in
other forms of educational activity:

· it recognizes and encourages the autonomous and re¯ ec-
tive learning that is an integral part of professional educa-
tion and development;

· it is based in the real experience of the learner, and so
enables the consolidation of the connection between
theory and practice;

· it allows a range of learning styles to be used according to
the preferences of the learner;

· it enables assessment within a framework of transparent
and declared criteria and learning objectives;

· it can accommodate evidence of learning from a range of
different contexts;

· it provides a process for both formative and summative
assessment, based on either personally derived or
externally governed learning objectives;

· it provides a model for lifelong learning and continuing
professional development.

The remainder of this guide will explore these points, giving
examples of how and where portfolio-based learning has
been used in both medicine and other professions, and
locating the practice within a model of adult learning and
cognitive development.

Where did portfolios come from?

Keeping a portfolio of one’s work is nothing new: architects,
artists and writers have been doing it for years. Such
portfolios are generally maintained in order to demonstrate
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achievement to someone else who is in a position to make a

judgement on its contents. The portfolio itself may be
generic, consisting of a very large collection of items, or it
may be speci® c, drawing particular elements of the generic
portfolio to suit the purpose for which they are to be used.
It may be developed and evaluated within strictly de® ned
and pre-speci® ed criteria, or may be developed largely
according to the purposes and progression of the individual
learner. It may also be either personal or professional, private
or public, externally evaluated or assessed, or for individual
re¯ ection only (Challis, 1993).

Increasingly, many of these aspects are being brought
together so that portfolios are used as a means of planning
and structuring both personal and professional develop-
ment. The compiler provides evidence not only of achieve-
ment, but also of how and why that achievement has been
made: in other words, an integral part of the professional
portfolio is the element of re¯ ection. Through this process,
retrospective re¯ ection and analysis of past learning are
synthesized into learning that will in¯ uence future changes
in practice, and the identi® cation of individual needs,

resulting in a learning plan. The portfolio thereby has the
potential to provide the perfect vehicle for the synthesis of
adult learning and re¯ ective practice.

Portfolio-based learning has been introduced success-
fully into a range of educational and professional learning
contexts. This may have been prompted largely in the UK
by the move towards competence-based assessment and the
introduction of National Vocational Quali® cations (NVQs),
where the emphasis is on evidence of achievement, rather
than the educational processes undertaken by the learner
(Simosko, 1991; Redman, 1994). Within this framework,
the portfolio is designed to demonstrate how the learner has
met the outcomes that form the basis of the quali® cation.
However, the use of portfolios as a tool for development in
initial and continuing professional development, taking into
account process as well as outcome, is growing.The nursing
profession, for example, has a professional portfolio folder,
developed by the English National Board (ENB) in 1991.
The purpose of this portfolio is to help nurses to plan and
implement their continuing professional development (CPD)
through keeping records of educational activity and thus to
encourage the development of critical and re¯ ective practice.
Teachers in training, in both schools and institutions of
higher education, are encouraged to maintain portfolios
that demonstrate the development of their teaching skills
(Graham, 1989). Within medical education, too, the value
of portfolio development is becoming recognized.

Portfolio-based learning recognizes:

· the value and signi® cance of past learning and experience
for the individual;

· the ability of adults to learn and act autonomously;

· the centrality of re¯ ection in the learning process;

· the need for meaningful links to be made between experi-
ences, learning opportunities and role requirements
(RCGP, 1993).

Although different professions have differing speci® c require-
ments for the recording and evidencing of learning, there
are a series of key aspects that are generally recorded in the
portfolio:

· the experienceÐ what has happened, what has been done,
seen, written, made etc.;

· the learningÐ the discovery that what has been recalled
has signi® cance for doing or changing things in the future;

· the evidenceÐ a demonstration of how the learning is
being applied in an appropriate context;

· learning needsÐ an identi® cation of where it would be
appropriate to go next;

· learning opportunitiesÐ an educational action plan
identifying ways in which learning needs might be met
(Redman, 1994).

The building of the portfolio itself requires engagement in
a process of re¯ ection and critical self-awareness. Its crea-
tion therefore constitutes an educational process, and this
aspect needs to be recognized over and above the outcomes
of learning that are identi® ed and evidenced in the physical
material contained in the portfolio. If this aspect of portfolio-
based learning is to be exploited, this additional learning
through the portfolio-building process generally leads to the
learner needing support during portfolio development.

What is the educational rationale for using portfolios?

As soon as they enter medical school, students ® nd
themselves in an environment in which they are set upon a
quite speci® c career path. Unlike those choosing a more
generic degree such as English or Philosophy, medical
students become immediately engaged in a process of
acculturation into the medical profession (Newble &
Entwistle, 1986). However, they are no longer children, and
have passed the stage of formal operations which Piaget
(1929) believed was attained during adolescence and which
he felt represented the culmination of cognitive develop-
ment. From their ® rst days as undergraduates, we are
teaching and working with young adults, and this should be
taken into account in the ways in which we facilitate learning
amongst our students.

Psychologists exploring the subject of adult learning in
the 1970s began to uncover aspects of adult cognitive
development that have since had a bearing on the teaching
and facilitation of learning in adults. Riegel (1973) suggests
that learning is in¯ uenced by adults’ ability to use dialectical
logic, based on a principle of contradiction, and the ability
to identify problems or pose questions. He also proposes
that a signi® cant feature of adult thinking is the ability to
reunite the abstract and the concrete, and thus explore
complex problems. If this is indeed the case, then a model
of education that is based on a didactic, teacher-led
approach, as has been traditionally used in medical educa-
tion, may deny adult learners the opportunity to use or
develop their full potential. It presents a `handed-down’
interpretation of reality for acceptance, rather than allowing
the learners the opportunity to de® ne, explore, or even
create their own reality.

Riegel’s view may be seen to be in line with the proposal
made by Knowles (1970), where he presents a model that
shows the distinctiveness of adult learning in four key areas:

· As a person matures, there is a shift away from a self-
concept of a dependent personality towards one that is
self-directed.

· Accumulated experience becomes a resource for learning.

AMEE Medical Education Guide

371



· Readiness to learn becomes increasingly orientated
towards the developmental tasks of social roles.

· Time perspectives change from one of postponed applica-
tion of knowledge to immediacy of applicationÐ thus
learning moves from being subject-centred to problem-
centred.

The implications of accepting these characteristics of adult
learning are signi® cant in considering how professionals in
training might most effectively engage in their own learning
development.

Knowles (1970) expands some of these implications in
terms of appropriate models for the facilitation of learning.
These include such aspects as the learning climate, diagnosis
of needs, the planning process, conduct of the learning
experience, and evaluation of learning. Central to each of
these is the fact that adults enter into any undertaking with
a background of experience and learning from that experi-
ence. Therefore, teaching (or facilitating) techniques that
build on experiential learning may be perceived by the
learners as an extension of everyday life, and will be based
on the assumption that learning from experience is as valid
as other forms of learning.The trend to introduce problem-
based learning into the undergraduate medical curriculum
is founded on these assumptions.

However, there also exists a model of initial and
continuing professional development which is based on a
pattern of attendance at lectures or workshops, and a require-
ment to engage in such activities for a speci® ed number of
hours, rather than on an identi® able increase in learning.
Under these circumstances, the learner continues to be
seen as dependent, participating in someone else’s agenda
of desirable learning; individual histories and experiences
are not embedded in the learning process; application of the
anticipated new learning is not necessarily related to the
everyday roles of the participants, and is necessarily deferred.

Knowles’s work resonates with the notions of deep and
surface learning originally developed by Marton & Saljo
(1984) and subsequently developed by Gibbs (1992). Gibbs
contends that the quality of the outcome of learning is
crucially affected by the way in which individuals approach
their learning. Surface approaches are characterized by the
rote learning of facts and their regurgitation (frequently
under formal examination conditions). Deep approaches
involve individuals attempting to understand underlying
principles, ideas and concepts and to interpret these in
personally meaningful ways. Gibbs emphasizes that the two
approaches are not mutually exclusive. What determines
whether a learner adopts a surface or deep approach is
primarily a mix of prior educational experience and the
nature or structure of the particular task in hand.

Gibbs describes the key characteristics of a model of
facilitating learning which leads to a `deep’ , as distinct from
a `surface’ approach to learning. These characteristics are
those:

· which recognize that a learner’s motivation is intrinsic,
and they experience a need to know something;

· where learners are actively involved in their own learning,
rather than passive;

· where there are opportunities for exploratory talk and
interaction with others;

· where knowledge is approached as a series of integrated

wholes, and related to other knowledge, rather than
presented in small separate pieces.

The traditional model of continuing medical education,
based on attendance at sessions planned and run by those
with a particular `message’ to transmit, represents a model
of delivery that is likely to lead to surface learning.Whilst in
certain circumstances surface learning is appropriate, and
even desirable, it does not lead to the type of engagement
with the subject or process of learning that will facilitate
personal and professional development. For this to take
place, deep learning is necessary.

Kolb (1984) explored the principle of experiential
learning by describing it as a cycle that explicitly incorporates
and builds on the experiences from which learning is derived.
His cycle, which may be entered at any point, includes the
stages of engaging in a de® nable experience, re¯ ecting on
that experience in order to draw from it generalizations that
may be applied elsewhere, and testing of these generaliza-
tions, or theories, through the medium of a new experience.
(Thus it may be more appropriate to think of the process
not as a cycle, but as a helix, which more accurately
represents a sense of progression rather than repetition.)

To engage effectively in all stages of this learning process,
learners need four different kinds of abilities: the ability to
engage in a concrete experience; to engage in re¯ ective
observation; to conceptualize or draw abstract generaliza-
tions; to apply concepts to new situations. Each learner
brings to each part of the process preferred learning styles,
often developed during previous pedagogic experiences. An
emphasis on this preferred style, may, without appropriate
stimulus, inhibit development that will enable learners to
engage in the whole experiential cycle.

Closely allied to Knowles’s work, and also overlapping
into Kolb’s experiential learning theories, are the educational
principles of andragogy. Mezirow (1981, p. 136) has
described andragogy as an ª organised and sustained effort
to assist adults to learn in a way that enhances their capability
to function as self-directed learnersº . He suggests that this
may be achieved through a progressive decrease in depend-
ency on the educator, using a range of learning resources
and engaging in individual goal setting, problem posing and
problem solving. Integral to this process is the ability to
value, re¯ ect on and learn from experience.

Re¯ ection, as well as being a crucial stage in Kolb’s
learning cycle, is seen by many others to be a key concept in
professional development, and has been particularly
highlighted by Schon (1983, 1987) and Boud et al. (1985,
1993). Schon highlights the difference between `re¯ ection
in action’ and `re¯ ection on action’ . The former, when
applied by an experienced practitioner, may be almost at
the level of intuition. Thus the response to an apparently
new situation, requiring immediate action, may result from
many years of experience in different situations which,
nonetheless, bear enough similarity to the current situation
for an appropriate response to be made. He likens this to a
jazz player who, when being given a tune, will add new and
individual interpretations to the basic theme to produce a
familiar yet original work. Schon believes that the ability to
interpret and develop concepts within a sphere of profes-
sional expertise enables the individual to learn and grow.

He also proposes a model of re¯ ection on action, which
involves revisiting an experience after the event, in order to
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extract principles and effectively `bank’ these for future use
in re¯ ection in action. It is this form of re¯ ection that Boud
et al. have explored further. The authors identify the key
components of re¯ ection. These relate to initial experi-
ence(s), the processes of re¯ ection, and the outcomes of
these processes. The initial experience includes aspects of
behaviour, ideas and feelings.These then feed into the re¯ ec-
tive processes, which involve returning to the experience,
attending to feelings in relation to the retrospective percep-
tion of the experience (utilizing positive feelings and setting
aside those which might obstruct learning), and re-evaluating
the experience. The outcomes of these processes will then
result in new perspectives on experience, a change in
behaviour, readiness for application and commitment to
action.

A signi® cant issue in encouraging learners to engage in
such processes of re¯ ection is the role played by others in
supporting re¯ ection. ª We believe that if teachers and others
assisting learners are to have an effective role in promoting
learning, that role is essentially to support the learner in the
process and to assist the learner in extracting the maximum
bene® t from what occursº (Boud et al., 1985, p. 36).

Portfolio-based learning encapsulates these principles of
adult learning, but at the same time offers an effective means
not only of facilitating and recording learning and valuing
the individual’s unique experiences, but also of reviewing
and assessing that learning.

What is the link between portfolios and professional develop-

ment?

As the traditional ethos of a j̀ob for life’ becomes less of a
reality for many professionals, greater emphasis is being
placed on the role of CPD. This is increasingly aimed not
only at keeping abreast of new developments within the
profession, but also at providing a means of improving
continuing employability in the discipline or ® eld, if not
necessarily within a particular organization.The response to
this trend by professional bodies and professional associa-
tions has been to place increasing emphasis on the needs of
their members, and to incorporate into their CPD schemes
some framework within which such developments should
take place.Thus there has been a shift away from a focus on
initial professional quali® cations, ad hoc CPD activities,
predictable career paths mapped out by tradition, and
voluntary CPD.These are being replaced by de® ning CPD
and promoting the bene® ts of structured CPD, developing
a strategy for implementing this, linking career planning
and personal development to CPD and making it
compulsory.

Continuing professional development has been
de® ned as:

The maintenance and enhancement of the
knowledge, expertise and competence of profes-
sionals throughout their careers, according to a
plan formulated with regard to the needs of the
professional, the employer and society. (Madden
& Mitchell, 1993, p. 12)

This involves three key functions:

· updating of knowledge and skills in existing and new
areas of practice;

· preparation for a changing role in the organization, new
responsibilities and promotion;

· increasing competence in a wider context with bene® ts to
both professional and personal roles.

In the past, many professional bodies have relied on the
individual’s sense of moral obligation and individual motiva-
tion to keep abreast of change and new developments, by
reading and by attending relevant seminars and confer-
ences. (This is exempli® ed by the Law Society’s insistence
on CPD for those members of three years’ standing or less,
but leaving continuation of engagement in CPD for more
experienced practitioners up to the choice and professional
integrity of the individual.) There has traditionally been no
coherent or strategic plan for the management of such
development, and as such the role of professional bodies in
CPD has tended to be reactive rather than proactive (Watkins
et al., 1996). Where attempts have been made to impose
structure, this has been greeted with less than enthusiasm
by the members of the organization, largely, according to
Madden & Mitchell (1993, p. 10) because of the ª myth that
education is something that happens to the young before
they embark upon their working livesº .

Watkins et al. (1996) have shown that, even where CPD
requirements are imposed by professional bodies, engage-
ment is often measured by the number of hours spent in
such activities, not by the learning or change of practice that
takes place as a result. The Chartered Institute of Building
requires 35 hours of CPD a year; the Royal Institution of
Chartered Surveyors imposes a compulsory 48 hours per
year, with 20 hours for chartered members; the Institute of
Personnel and Development requires evidence of CPD that
equates to the recommended 35 hours of involvement. Some
professional bodies (such as the British Psychological
Society) will only renew licence to practise on the presenta-
tion of evidence of engagement in CPD activities. In
medicine, general practitioners have to date been expected
to engage in 30 hours of postgraduate education per year in
order to gain their ® nancial educational allowance, and
individual Royal Colleges have their own hours require-
ment for their members.

However, there is an increasing recognition that measure-
ment of learning activity through an ìnput’ model is not
necessarily an indication of personal or professional develop-
ment, and other means of recording and assessing CPD
activity are being developed. The Institution of Electrical
Engineers is moving away from a scheme that is voluntary
and based solely on the number of CPD hours, to a model
in which members are encouraged to maintain a record of
activity, 50% of which must relate to non-discipline-related
activity that will increase the individual’s employability and
management skills.The nursing profession and professions
allied to medicine are now using portfolios to chart their
members’ professional development. The introduction of
NVQs into administrative and management-development
programmes makes the use of portfolios an essential process.
The Investors in People `badge’ equally requires a portfolio
of evidence or organizational development to be presented,
and the proposed Personal Practice Development Plan
(DoH, 1998a) is also based on the principle of a team-
based portfolio to demonstrate planning and development.

Concerns of employability and personal and profes-
sional development are increasingly being brought together
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to create a climate of CPD that relates to an educational-

development, outcomes-de® ned model, rather than a process
based on time-serving and inputs.

Within the ® eld of medical education pressure to change
the way in which CPD is undertaken and evaluated is being

driven from many directions: the rate of change of
bio-technology; organizational change; the structure of

education within the training grades; issues of appraisal and
revalidation; clinical governance; clinical guidelines.The list

is long and growing. Portfolios may offer an opportunity for
these many dimensions to be drawn together to plan and

evaluate educational activity that meets the needs of the
`millennium doctor’ .

What does a portfolio look like?

The very personal nature of portfolios makes it difficult to

give a clear picture of what constitutes a t̀ypical’ portfolio.
A generic portfolio developed for the purposes of recording

a wide range of activity, which will not be reviewed by
anyone else, may be relatively unstructured. However, if the

portfolio is to be reviewed or assessed, then there are some
general guidelines that will make it easier for both learner

and reviewer to ensure that the portfolio meets its purpose.
In the context of medical education, most portfolios are

likely to be developed in order to provide an opportunity for
a learner to demonstrate learning and achievement to
another person. In order to facilitate this, the following

basic structure may prove helpful:

· a title page, giving the learner’s name, post and year of
training and supervising clinician;

· a contents page, listing what is in the portfolio, with page

references;

· a list of the learning objectives whose achievement the
evidence in the portfolio claims to demonstrate;

· a short re¯ ective overview, summarizing the learning that
has taken place since the last portfolio review, and
indicating which items of evidence relate to which learning
objective

· the evidence itself, probably grouped together into the
areas contained in the learning objectives.

The choice of evidence that is included will rest with the
learner, but its source and purpose should be clear. Some
evidence will be `direct’ , that is, created by the learner.This
may include letters, articles, presentations, critical incident
reviews, audit reports or reviews of literature, or artefacts
that have been developed by the learner for a speci® c teaching
or clinical purpose. Other items of evidence may be ìndirect’ ,
that is, items that are about the learner.Typically these may
include testimonials, references, or letters about the learner,
videotapes, or transcripts.

The stimulus for including each item should be its

relationship to the learning objectives for the period under
review.The source is daily practice, or research and develop-
ment activity necessary to improve practice. It is a
fundamental principle of portfolio-based learning that the
portfolio belongs to the learner, and the learner must take
the responsibility for its development, maintenance and
presentation for review.

How is portfolio development supported?

Most learners approaching portfolio development for the
® rst time will require some supportÐ not only in the actual
construction of the portfolio, but also in the unfamiliar
process of engaging in and recording re¯ ections upon their
work (Hall, 1992). Support is particularly important for
those whose portfolios will be externally reviewed or assessed.
The nature of the support will vary according to the needs
of the learner and the purpose of the portfolio. For
undergraduates or pre-registration house officers (PRHOs),
it may be appropriate for the support to be given by a tutor
or senior clinicianÐ possibly the educational supervisorÐ
and, given the stage of development of these learners, the
nature of the support is likely to involve an element of
directing or guiding. In circumstances where the portfolio
will be subject to assessment for progression or some other
form of external recognition, it is best if the person
supporting the learner and the person carrying out the
assessment are not the same person.

During the senior house officer or specialist registrar
years, a portfolio may be developed as preparation for
applying for the next post, or as part of the Record of
In-service Training Assessment (RITA) process. As these
doctors are now working as junior professionals in their own
right, the most appropriate type of support might be through
some form of mentoring. It is difficult to de® ne mentoring
as it has different manifestations for different people.
However, the following de® nitions are offered as outlining the
principles involved: ª an intense relationship calling for a high
degree of involvement between a novice in a discipline and a
person who is knowledgeable in that areaº (May et al., 1982,
p. 294). Or it may be ª the guiding of a novice in professional
development and the journeying together towards profes-
sional excellenceº (Hetherington & Barcelo, 1985, p. 5).

Mentor support may be offered in many ways within a
common working environment (SEDA/UCoSDA, 1996) and
may take any or all of the following forms:

· t̀imetabled’ mentoring where agreed time slots are agreed
for meetings, which can help ensure both parties are
committed to the process and make sure outcomes are
identi® ed and discussed;

· `corridor’ meetings where more informal support is offered
under circumstances were mentor and mentee meet
anyway;

· `mutual’ mentoring where self-help pairs or small groups
meet to support each other or work as study groups;

· telephone mentoring, which is particularly appropriate
where the mentor and mentee work at some distance
from each other.

The Royal College of General Practitioners (1993, p. 8)
supports a model of group-based mentoring where ª two or
possibly three individual practitioners provide one another
with peer support, facilitation and encouragementº or
ª groups of portfolio based learners could form and resolve
to deal with speci® c areas of mutual needº .

Increasingly there are opportunities for the support for
portfolio development to be given through the use of
information technology.

However mentoring support is put into practice, it should
be based on the principle that the support is
non-judgemental. Its purpose is to enable the learner to
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develop a portfolio that meets his/her needs and explore
means to achieve this. The mentor may offer opinions and
add issues based on personal experience, but should not
take responsibility for the eventual actions of the learner in
developing the portfolio. Mentoring is a totally separate
activity from either appraising or assessing the learner.

How are portfolios assessed?

Assessment is an essential component of any educational or
development process, and has a range of purposes. These
may be learner focused, or designed to meet the needs of
teachers and/or the institutions offering or accrediting the
programmes of learning. Broadly, assessment may have any
or all of the following aims:

· to provide feedback to learners so that they can learn
from mistakes and build on achievements;

· to motivate learners and focus their sense of achieve-
ment;

· to enable learners to correct errors and remedy de® cien-
cies;

· to consolidate learning;

· to help learners to apply abstract principles to practical
contexts;

· to guide selection, option or career choice;

· to classify or grade learner achievement;

· to estimate potential to progress to other levels or courses;

· to give teachers feedback on how effective they are at
promoting learning;

· to provide statistics for internal and external agencies
(Brown & Knight, 1994).

As well as multiple purposes, there are very many different
methods of assessment: from formal, unseen, written
examinations, through to OSCEs and observation of
performance in `real-life’ settings. Selecting an assessment
method and matching it to the purpose for which assess-
ment is being carried out will ensure that the things that are
important get assessedÐ not merely the things that it is
relatively easy to assess. It is clear that portfolios are not the
appropriate method of assessment if the purpose is to see
whether the learner can recall information and apply it in a
speci® c, time-limited context. Equally, they should not be
the ® rst port of call if it is important to be able to rank
learners or grade their learning. However, in other contexts,
the portfolio may offer the breadth of information about the
learner’s progress and achievement to be considered an
appropriate means of assessment.

The highly individual nature of each portfolio means
that their assessment can present as many challenges as the
building of the portfolio itself. The process does not ® t
neatly with the traditional concept of assessment within
medical education as a quasi-science, supposedly founded
on objectivity. In order to create and therefore to assess
portfolios, we have to accept the subjectivityÐ almost artistic
appreciationÐ of the work that is presented.

The process of re¯ ecting on experiences and identifying
and recording evidence of learning involves a process of
self-assessment. It is a necessary component of autonomous
learning (Boud & Lublin, 1983) and also forms the basis for
identifying further learning needs and setting goals for the
coming period.

External assessment, however, requires someone other

than the learner to place a value on the presented portfolio.
This assessment may be formativeÐ used as feedback to
help the learner to developÐ or summativeÐ to indicate that
a speci® ed end point for current learning has been reached.
Many portfoliosÐ for example those created to gain an
NVQÐ are designed around the ® xed outcomes of the
occupational standards that are to be met. However, many
professional portfolios have much less detailed criteria.The
ENB Higher Award, for instance, is based on 10 key
characteristics (Harden et al., 1999).

Any evidence of learning or of an appropriate learning
plan that meets these characteristics may be included within
the English National Board (ENB) portfolio (Brown, 1992).

It follows from this that, even when operating within a
set of broad prescribed criteria, a portfolio is still a highly
individual and essentially unique creation. Assessment for
the purposes of external validationÐ academic credit, admis-
sion into a profession, licence to practice etc.Ð will therefore
need to be carried out with this in mind. Generic principles
or themes such as those used by the ENB may be appropriate
to guide learners in constructing their portfolios, but this
may limit the type of re¯ ection engendered by the process
itself. Aspects of great personal worth may be omitted or
reduced in order to meet the criteria against which assess-
ment will be carried out, yet it may be in these areas that the
learner has the greatest development need or achievement.
There is also a danger that the learner will produce a docu-
ment that meets the perceived requirements of the assessor,
but does not meet the needs of the learner. On the other
hand, allowing the learner total freedom in deciding what
learning to document and pursue leaves open the question
of the validity and reliability of the assessmentÐ would two
assessors review the portfolio in such a way that similar
conclusions as to its merits would be drawn?

Experience in using portfolios indicates that the assess-
ment function is best carried out within a set of principles
that enable the assessor to decide whether the evidence
presented is valid (shows what it claims to show), and
sufficient (detailed enough for an assessor to be able to infer
that appropriate learning has indeed taken place) (Simosko,
1991).The negotiation and de® nition of how these principles
are put into practice will take place in the individual’s context
of learning, and whether the assessment is to be assessed
formatively or summatively. If it can be further established
that the learning is current, and that the evidence presented
has indeed been generated by the learner, and is thus
authentic, then inter-rater reliability is increased (Simosko,
1991).The choice of actual material collected and presented
for assessment may then be devolved to the learner, who
enters into a l̀earning agreement’ with the assessor. Here
the intentions of the retrospective or prospective learning
are clearly stated, thus giving benchmarks against which the
product, and the re¯ ection on the process of constructing
the portfolio, may be measured. Portfolios are therefore,
almost by de® nition, assessed within a criterion, rather than
norm-referenced system, as comparison between learners
becomes irrelevant (Challis, 1993).

In summary, the following guidelines will help in
developing an assessment framework for portfolios:

· Assessment is carried out within a criterion-referenced
rather than a norm-referenced systemÐ `grading’
portfolios, while not impossible, assumes a rigidity of
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format that is counter-productive to the learner-centred
philosophy underpinning the use of portfolios.

· The criteria for assessmentÐ that is, the benchmarks or
standards against which the evidence of learning will be
measuredÐ should be explicit, and known to (or, if
appropriate negotiated between) the learner and assessor.

· Criteria should link to speci® c learning outcomes or objec-
tives, which should be written in such a way that the
evidence of their attainment can be assessed; for example,
`demonstrate an understanding of . . .’ is not readily assess-
able, as `understanding’ is an inde® nite term. Objectives
which use words such as `explain’ , `evaluate’ , `analyse’ ,
ìllustrate’ enable both learner and assessor to approach

the evidence of learning from a common standpoint

· The evidence of learning should be accompanied by a
verbal or written re¯ ective explanation of why each piece
of evidence has been included, and the part it has played
in the progression of the learner’s thought and practice.

· Evidence must be ascertainable as either by or about the
learner (authentic), be appropriate to demonstrate the
learning claimed (valid) and of sufficient recency for the
assessor to infer that the learning is still current.

What are the major issues in portfolio-based learning and assess-

ment?

Despite the many advantages of portfolio-based learning,
there are particular issues that may prove problematic. These
should be borne in mind, and are best addressed at the
outset of designing and implementing any portfolio-based
learning scheme.These may be summarized as follows:

Portfolio-based learning is not a soft option. Most learners find
the process of developing an appropriate portfolio arduous,
particularly in the early stages.The amount of thought and
re¯ ection that go into both the learning evidenced within
the portfolio, and the construction and presentation of the
® nished article, is very great, and requires a consistency and
commitment that it is unusual to ® nd in other educational
processes.

Portfolios are highly personal. Individual learning preferences
and pressures of work will dictate the amount of effort and
consistency with which learners approach the task. Both
mentors and reviewers should therefore seek to support the
approach taken by the learner, and recognize the learning
that is taking place during the construction development
process. They should therefore avoid trying to impose a
standardized format or dictate what will count as `appropri-
ate’ evidence of learning.

Portfolios are about learning. The portfolio’s purpose is to
demonstrate learning, not to chronicle a series of experi-
ences. Learning from experience will only happen once
re¯ ection and application of resulting modi® cations in
practice have taken place. It is evidence of how the learning
has been, or will be applied that will form the basis of the
review or assessment.

Quantity of evidence is no substitute for quality. There is no
need for a portfolio to be a huge document. A few examples
of re¯ ective learning in practice may demonstrate a wide
range of learning outcomes. This is far more valuable than

a portfolio that documents numerous repetitions of a task,
but does not demonstrate resulting learning and change in
practice.

Portfolios are not a quick ® x. Portfolio development should
become an embedded part of everyday practice. Running
around just before a meeting with a supervisor, trying to
®̀ nd’ or manufacture appropriate evidence, is a waste of

valuable time and does not constitute appropriate profes-
sional practice. The art, from the learner’s point of view, is
in taking advantage of both planned and opportunistic
learning in order to record its impact on current and future
practice.

Assessment should be based on clear learning objectives. Learning
objectives should be attainable and capable of assessment.
Very broad or nebulous objectives are not helpful to either
the learner or the assessor. It is best to avoid the use of
`understand’ in setting objectives as it is unclear what
evidence of achievement of `understanding’ would look like.
For example, instead of setting as a target t̀o understand
the role of the practice nurse’ it would be better to aim to
`describe the principle functions carried out by a practice
nurse and how these contribute to the work of the practice
team’ . Although this may be interpreted by both learner
and assessor as `understanding’ , it results in an action and
evidence which can be reviewed and discussed.

Glossy presentation should not be taken as an indication of the

quality of learning. Every reviewer will be impressed by a
well-structured and neatly presented portfolio. However, it
is the quality of the learning that is being reviewed; marks
are not necessarily awarded for artistic impression, unless,
of course, one of the learning objectives relates to the
learner’s organizational and presentation skills.

Assessment of portfolios is as much an art as a science. However
closely the criteria for assessment are drawn up, and however
carefully learning objectives are described, there will always
be a degree of subjectivity involved in assessing portfolios.
This is not a disadvantage, as the principle aim of portfolio
development and assessment is not to grade or select on the
basis of the evidence presented, but to judge whether
appropriate learning has taken place and has been
demonstrated, in accordance with the development needs
of the learner.

Examples in practice

Using portfolios in medical education

Recent innovations in medical education, such as the Record
of In-service Training Assessments (RITAs) for Specialist
Registrars (DoH, 1998b) or the learning requirements for
pre-registration house officers set out in The New Doctor

(GMC, 1997) lend themselves ideally to assessment by
portfolio. The process of matching curriculum require-
ments and appropriate assessment methodologies is also
stressed in the GMC (1999) document The Early Years in
respect of senior house officer training. Tomorrow’s Doctors

(GMC, 1993) also highlighted dimensions of undergraduate
teaching which, through an emphasis on learner-centred
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education and personal as well as professional develop-
ment, has encouraged a move to a problem-based curriculum
and assessment by portfolio as well as traditional examina-
tion (Boud & Feletti, 1997).

Change in the process of training and continuing profes-
sional development for general practitioners has also been
considered by their Royal College. The year 1993 saw the
publication of Occasional Paper 63, from the Royal College
of General Practitioners: Portfolio-based learning in General

Practice.This paper proposes that there is a need for a range
of models to be developed to provide a structural framework
for appropriate education which meets the needs of general
practitioners, and which reinforces or enhances their percep-
tions of their need for further learning.The model explored
in the paper is that of portfolio-based learning, which draws
on a range of educational theories relating to the previous
knowledge and experience of learners, and their preferred
learning styles. More recently, the Chief Medical Officer
reviewed continuing professional development for general
practitioners (DoH, 1998a) and has proposed quite radical
changes in education and development. The main recom-
mendation is that education should be practice based and
multidisciplinary; patients needs should be given higher
priority; links between education and service delivery should
be more evident. Practice Professional Development Plans
(PPDPs)Ð a form of practice-based portfolioÐ are proposed
as a means of making this happen.

The principle of an evidence-based approach to learning
appears to be gaining ground throughout medical educa-
tion and training.

The examples which follow show how the principles of
portfolio-based learning and assessment have been used in
a range of contexts to support the initial and continuing
development of doctors throughout the various stages of
their education. These examples are by no means
comprehensive, but they do give an indication of the
possibilities that are already being explored and developed
by medical educators. The examples given are drawn solely
from the United Kingdom.This is deliberate, partly because
extending into the international arena would have made this
document unacceptably large and complex, but also because
in this way it can be demonstrated that within a single
national framework for medical education, the adoption
and adaptation of the portfolio as a means of recording and
promoting learning is moving forward apace, and taking
maximum advantage of this highly ¯ exible educational tool.
Some of these case studies have been largely written by
colleagues involved in the work described, while others have
been gleaned from the literature.There is thus no common
format to their presentation, but instead the `¯ avour’
intended by the authors has been preserved.

Year 5 Undergraduate Module in General Practice and

Community Health Care

The University of Sheffield has for some years used a
criterion-referenced, pro® le-based method of assessment
(Usherwood & Hannay, 1992). There exists a formal
examination process for General Practice and Public Health
Medicine, which takes place each year before the equivalent
examinations in Medicine and Surgery. However, it is
expected that the majority of students will gain exemption
from the examination by presenting a portfolio or record of

achievement that demonstrates that appropriate learning
has taken place across a range of areas. Assessment is based
on evidence from the following sources: GP practice tutor
assessment of performance and competence in practice;
small-group tutor assessment of performance in group work;
end-of-module OSCE examination of communication skills;
clinical audit project; essay/project from public health
teaching.

The assessment of clinical competence relies on the
student engaging in prescribed activities, and having these
signed up by their practice tutor. Activities include taking
patient histories, undertaking examinations, writing hospital
referral letters, offering a range of possible causes/diagnoses,
formulating suitable management plans, giving clear and
concise explanations to patients, writing prescriptions. Each
of these activities has with it criteria for basic
competenceÐ for example:

Take patient histories establishing the reason for
consultation and eliciting relevant information
from patients, with due regard to physical, social
and psychological factors as appropriate.

Students are also expected to undertake additional tasks
during their placement, such as attending a session with a
community pharmacist, accompanying a GP or deputizing
service on emergency calls during an evening shift, and
visiting a patient with a serious illness.

Broader professional skills such as punctuality and the
ability to work with the practice team are also attested to by
the practice tutor.

The student is also assessed against criteria for participa-
tion in the small-group learning process, communication
skills, and carrying out a clinical audit project. (For details
of the development of these criteria see Usherwood et al.,

1995.) Additional criteria are included for a distinction to
be awarded in some areas.

The portfolio also contains a self-assessment section,
containing a clinical learning self-assessment pro® le, an
end-of-module self-assessment, a feedback sheet for tutors
at end-point assessment and a log of learning events, linked
to the practice assessment tasks.

Because the in-module performance allows exemption
from the end-of-year examination, there is no moderation
between the elements of the portfolioÐ that is, failure in
one component cannot be redeemed by performance in
another.

Portfolios for pre-registration house officers (PRHOs)

Following the publication of The New Doctor (GMC, 1997)
the Chief Medical Officer established a steering group to
explore ways of ensuring that the syllabus set out in the
document could be delivered and assessed prior to the issue
of the Certi® cate of Experience. The group decided on a
portfolio approach to gathering evidence of satisfactory
service, which would be supported by clinical and
educational supervisors. In England individual deaneries
have adapted the material produced by the steering group
according to their own local needs, but in Scotland a more
uni® ed approach has been adopted.

The learning portfolio is based on the development of a
personal development plan, which the PRHO agrees with
his/her educational supervisor. This plan is framed by the
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GMC objectives, job descriptions and service contracts for
individual posts, an initial self-assessment exercise, and the
career aspirations of the individual. PRHOs are asked to
identify speci® c learning objectives, key tasks relating to
each objective, the criteria by which their achievement of
each objective will be judged, and how the PRHO intends
to achieve the objective, including any speci® c teaching
inputs required.

During the course of each placement, the PRHO gathers
evidence of achievement which relates to the development
plan and the GMC objectives, and collates this into a
portfolio. A series of tools or instruments was developed by
the CMO’s steering group to facilitate portfolio develop-
ment.These include the following.

Criterion-based assessment schedule. These grids give criteria
for performance from `good’ to `does not reach standard’
for the major areas of the GMC’s syllabus, which the PRHO
has assessed and `signed off’ by an appropriate member of
the supervising teamÐ medical staff, nursing staff,
pharmacists.Assessment of each item is designated `essential’
or `desirable’ . An example of the grid for history taking
(essential, and to be assessed by medical staff) is given in
Figure 1.

Case presentations. Each presentation is expected to include
history taking, gathering and interpreting key clinical signs,
use of investigations, and decisions made, or which would
be made, with regard to treatment. Colleagues record their

comments on the presentation on a structured feedback
form.

Extended case reviews. PRHOs are asked to outline a case,
indicating key points from history, key clinical ® ndings,
investigations, problem list/differential diagnosis, treat-
ments selected, patient outcomes, research evidence used,
involvement of patient in decision making, social context of
patient, effects of these on PRHO’s actions, issues of health
promotion and prevention of illness, complaints or legal
implications, roles of other health care workers, PRHO
opinion of quality of care, what might be done differently in
similar circumstances.

Recording of untoward incidents (`critical incidents’). A review
of a thought-provoking event, to be addressed under the
broad headings of: context; what happened; what were your
concerns; identify the positives; identify the negatives; what
are you going to do as a result of this incident.

PRHO RITA for Certi® cation. Following a similar philosophy
to that adopted for Specialist Registrars, this form allows
information to be taken from previous reviews and recorded
in order to gain an overall view of the PRHO’s ® tness for a
Certi® cate of Experience. The overall assessment requests
comments on performance based on evidence drawn from
the use of the above and other documentation presented by
the PRHO.

None of the above is a statutory requirement in order for

Figure 1. Example of history-taking grid.

M. Challis

378



the Certi® cate of Experience to be issued. However, the
format for the portfolio developed by the steering group
offers the possibility for individual Postgraduate Deans to
create a locally relevant version which will allow for the
progress of PRHOs to be monitored and supported
appropriately, whilst at the same time ensuring that the
GMC requirements are met. This will give a ® rm basis for
accountability in making a judgement about an individual’s
® tness to progress.

Portfolio learning in general practice vocational training in

Scotland

A model of portfolio learning has been explored in one
training region in Scotland, in terms of its usefulness in
general practice training and its relationship to re¯ ective
learning. Pilot work (Snadden et al., 1996; Snadden &
Thomas, 1998a) suggested that portfolio learning in
vocational training enabled GP registrars to gain more from
their training period in three ways:

· by making the year less timetable orientated;

· by structuring learning around perceived needs;

· by basing learning around re¯ ection on experiences
throughout the year.

Further work was then undertaken with the aims of:

· introducing and monitoring responses to the use of a
re¯ ective learning strategy in a training region not familiar
with the concept of portfolios;

· mapping the usefulness of a portfolio model in terms of
general practice vocational training;

· evaluating the effectiveness of an external facilitator (® nd-
ings not included here).

GP registrars participating in this scheme were given guid-
ance on how to construct a portfolio containing critical
incidents of their experiences with patients, re¯ ections on
their difficulties and successes in their training period, and
how to use these to trigger re¯ ective learning with their
trainers. They were also encouraged to keep a re¯ ective
journal/diary. Portfolio development was supported by
facilitated workshops.

The researchers found that the portfolios were used in
four ways:

· as a tool for reminding, planning, tracking and encouraging
re¯ ection;

· as a route to exploring attitudes and values to stimulate
feedback;

· as encouragement, not humiliation;

· to act as a bridge from hospital practice to general practice.

A cost± bene® t analysis that participants used in deciding
whether to initiate and continue with the use of portfolios
included the following.

Con® dence. The portfolio acted as a useful means of raising
the con® dence of participants in their transition from hospital
to general practice over the initial months of their work in
the new environment.

The trainer± GP registrar relationship. The portfolio was most
useful when used as an integral part of the teaching and
learning process. This encouraged the development of a

trusting relationship and the exploration of difficult areas based
on the experience of both trainer and learner. Where there
were tensions in this relationship, the portfolio was not used.

Examinations. GP registrars who were working towards their
summative assessment and the MRCGP exam tended to
concentrate more on these aspects of their training and
assessment than the development of their portfolio.

The conclusions of this study were that portfolios work
most effectively where one-to-one support is an integral
part of portfolio development. Clear ground rules need to
be established regarding what is to be included, and how it
will be used by both trainer and learner. In general practice
vocational training, portfolios are effective:

· as a method of planning the curriculum that re¯ ects the
needs of GP registrars;

· as a reminder of what needs to be done;

· as a mechanism to capture examples of signi® cant
learning;

· to enhance the relationship between the GP registrar and
the trainer;

· to reach the more difficult areas of a GP registrar’s experi-
ence;

· to assist in the process of giving and receiving feedback.

Specialist registrars (SpRs): examples from Paediatrics and Public

Health

One of the principal objectives of `Calmanization’ of higher
specialist training was to structure training and to ensure
that time was set aside for training issues. An integral part of
the process was to ensure annual assessment, which is seen
as separate from appraisal, and which seeks to ensure that
progress within a training programme is assessed against an
established framework. In the case of paediatric training,
this framework is provided by the syllabus published by the
Royal College of Paediatrics and Child Health, and for
public health by the Faculty of Public Health Medicine.

Paediatrics. In order to facilitate the achievement of individual
training needs, the paediatric teams in both mid- and north
Trent Region decided to adopt a portfolio-based approach.
Although there are slight differences between the two
schemes, they share common principles. The portfolio is
loosely structured, allowing for the progression and changing
needs of the SpRs as they move through their years of
training. Thus the emphasis during the core training years
(1± 3) is on evidence-based practice, ethics, good clinical
practice and research methods. Later on, audits, manage-
ment skills and practice in a sub-specialty become more
salient features. Each SpR develops a learning plan in
consultation with an educational supervisor, and the portfolio
re¯ ects progress towards achieving this plan as well as
completion of the Royal College’s syllabus.

SpRs bring their portfolio with them to their end-of-year
assessment interview, for discussion with their assessors.
However, prior to this interview, they complete a series of
factual and self-assessment forms which form the outline
structure for the portfolio. These forms cover:

· an outline of a weekly timetable;

· a self-assessment of con® dence in relation to a list of
general and acute paediatric procedures;
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· self-assessment of expertise in correspondence and
outpatient work;

· notes on perceived needs in the area of management of
self and others;

· experience in child protection work;

· record of training days attended;

· teaching experience;

· assessment of nutrition and growth.

The forms are copied and kept as part of the SpR’s training
record. Evidence of activity under each category is presented
in the portfolio, and the SpR is encouraged to talk through
both his/her established learning and future learning needs
on the basis of what has been presented.

Support for portfolio development is mainly given
through peer-group meetings. There is great commitment
to the scheme by both trainers and trainees, who see the
bene® t of developing an individual document that allows
them to detail their activities and re¯ ect on their learning.
However, this enthusiasm is accompanied by some fear that
the portfolio may become standardized by the Royal College,
which could mean that the portfolios become more syllabus
focused and therefore end up saying more about the training
programme than about the individual trainee.

Public Health. A somewhat different approach to SpR training
has been adopted by the Faculty of Public Health Medicine,
which has created a national assessment scheme based on 17
skill areas in which competence should be attained before the
SpR can be considered ready to become a competent
consultant. On the year-end assessment forms, trainers are
required to indicate for each individual skill area the extent of
progress made by the SpR towards these statements of
competence, using a scale of 0 (area not yet achieved) to 3
(satisfactory to be a consultant). Trainers are also invited to
make additional comments on overall development and
progress over the last year towards annual training objectives.

The skill areas in which competence statements have been
developed are: information; epidemiology; communicable
disease control; environmental health; health needs assess-
ment; effectiveness and outcomes assessment; prioritization;
NHS organization; management skills; health education and
health promotion; communication skills; computing; audit;
continuing professional development; technical aspects of
public health medicine; research methods; personal.

Each skill area is broken down into a variable number of
statements of competence: for example, the area of
Epidemiology has two constituent competency statements:

· Knowledge of epidemiological methods and limitations
of the different types of epidemiological study

· The ability to undertake an epidemiological investigation
from inception to presentation of ® ndings and evaluation
of outcomes.

SpRs are encouraged to develop a portfolio which
demonstrates their progress towards the stipulated compe-
tences, and which can therefore inform the trainer’s judge-
ment as recorded on the annual assessment form.

The use of portfolios with general practice trainers inWessex

The educational competence of general practice trainers is
inferred from a range of disparate assessment measures

which include the teaching environment and resources, as
well as a subjective judgement of how good a trainer this
person is likely to be. There is an assumption that a trainer
who can reach some (often unarticulated) `standard’ is
competent as a teacher.

The issue of certi® cation and recerti® cation of GP
trainers was raised within Wessex by the Joint Committee
on Postgraduate Training for General Practice, which,
recognizing the difficulties in determining the teaching ability
of general practice trainers, suggested the development of a
feasible performance-based assessment method. Using valid
criteria of `good’ teaching, an assessment tool was used by
a panel of experienced trainers to judge a series of video-
recorded tutorials between general practice registrars and
their trainers.The reliability of judgements about individual
`components’ , together with an overall global judgement
about performance, was studied.The reliability of individual
assessors’ judgements (i.e. their consistency) was moderate,
but inter-rater reliability did not reach a level that could
support making a safe summative judgement (Pitts et al.,

1998a). Following this work, and in recognition of other
considerations concerning the issue of professional
competence, a `new direction’ based on portfolios was
suggested (Pitts et al., 1998b).

The Wessex course for prospective general practice
trainers comprises a residential introductory evening leading
in to the ® rst day of the course, and four further separate
days, approximately three weeks apart, based around work
carried out at home and their practices. During the course,
participants, working in groups of ® ve or six, maintain a
portfolio to record their personal learning. Whilst guidance
about portfolio construction is l̀oose’ there are areas recom-
mended for consideration. These include: re¯ ections on
`where they are’ and `where they have come from’ in
educational terms; learning-needs analysis (put into practice
as a structured interview); reading in the area of education;
the performing and recording of a teaching exercise.

Later in the course `real’ teaching is carried out with a
volunteer GP registrar, and feedback obtained from the
subject and the group members. Many new areas emerge
within the group discussions, particularly regarding the
politics and practicalities of training. These often become
the subject of re¯ ections within the portfolios. The groups
are facilitated by a tutor, and it is recommended, though
not compulsory, that participants ® nd a mentor from outside
the course. For satisfactory completion of the course,
participants are required to submit a 1000-word preÂ cis based
on their personal learning.

The `research’ aim of the move towards portfolios was to
study how a group of assessors, themselves experienced GP
trainers, might `rate’ the portfolios, in terms of the authors’
abilities to explain, understand and expose their reasoning
processes in making observations of learning outcomes,
elaboration and application of learning to new tasks.
Together with a global judgement based on an overall impres-
sion, six assessment criteria based on observable and record-
able thought processes have been developed.These are:

· evidence of `re¯ ective learning’ ;

· awareness of `where they were’ , consideration of past
learning experiences, identi® cation of personal learning
needs;

· recognition of effective teaching behaviours;
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· ability to identify with being a learner;

· awareness of educational resources;

· drawing conclusions, overall re¯ ections on the course and
their future career development.

The levels of reliability reached were similar to the previous
video work and other subjective assessments, and perhaps
re¯ ected individuality of personal agendas of both the
assessed the assessors, and variations in portfolio structure
and content.

The experience of course participants was in line with that
of many others: the prospect of keeping a portfolio was initially
daunting and unfamiliar, but after the course, the process was
seen as worthwhile and educationally appropriate. Problems
for the assessors stemmed from the individuality of the
portfolios, and variation in the s̀tarting points’ of each prospec-
tive trainer. Material included within portfolios was not always
referred to in the discussionÐ some participants appeared to
be `squirrels’ who merely ® led documentation without
apparent further thought or connection, while others more
clearly used and cross-referred to papers and other literature
within their written re¯ ections.

The use of portfolios in supporting continuing professional develop-

ment of general practitioners in Sheffield

Portfolio-based learning was ® rst offered to GPs in Shef-
® eld from 1994 as a means of obtaining half the yearly
requirement for the postgraduate educational allowance
(PGEA). Its efficiency and effectiveness were measured
against the t̀raditional’ model of PGEA, based on 30 hours’
annual attendance at educational events (Challis et al., 1996).
This was achieved through a crossover comparison, whereby
32 volunteer GPs were divided into two cohorts: each cohort
spent 6 months following the t̀raditional’ route to PGEA
accreditation and 6 months following the portfolio-based
learning route.

The model adopted for support was one of co-mentoring
amongst groups of ® ve or six learners, supported by a facili-
tator who was also a GP and engaged in the process of portfolio
development.The process was designed to encourage:

· a proactive approach to learning and development;

· identi® cation of individual learning needs;

· the development of strategies to meet educational needs
using appropriate learning activities and styles;

· structured re¯ ection on experience and practice;

· the use of critical incidents (signi® cant events) to modify
or reformulate the original objectives of the learning plan;

· the completion of a learning cycle by applying new
learning to practice.

The format for the portfolios was not closely de® ned, but
participants were asked to present a portfolio that contained:

· a learning plan with speci® c learning objectives,
appropriate methods for meeting these objectives and
demonstration of the application of new learning to profes-
sional practice;

· a list of critical incidents, showing how these had led to
the formulation of new learning objectives and a revision
of the original learning plan;

· a claim for PGEA under the standard three headings of
health promotion, disease management and service provi-
sion, indicating the number of hours claimed, and types
of learning activity undertaken.

In addition, all participants were asked to submit a self-
appraisal of their learning during the year to encourage
continuing re¯ ective learning. This comprised an assess-
ment of features that they believed had helped or hindered
learning, and a learning plan for the forthcoming year.

The portfolios were assessed by the local continuing
medical education (CME) tutors, who made recommenda-
tions to the Director of General Practice Education for the
award of PGEA, using criteria of:

· demonstration of having completed a learning cycle;

· having met the learning objectives of the original learning
plan and/or those arising from critical incidents;

· demonstration of an understanding of the learning
process.

The study indicated that there was a clear need to streamline
the documentation used as this was seen as an encumbrance
to the learning process. Participants found the process of
building a portfolio difficult at ® rst, and this was heightened
by a sense of anxiety at having to share `gaps’ in knowledge
with other colleagues. However, over time, this insecurity
diminished.

The mentor groups were seen as an effective means of
supporting individual learners and in helping them to set
realistic objectives and explore ways of meeting them. Whilst
most participants indicated that they had spent more time
in developing their portfolios than they would have used in
more traditional PGEA activities, the educational bene® t
that they perceived was much greater.

Since the pilot project in 1994, portfolio-based learning
has been accepted by the Director of General Practice as an
alternative means for GPs to claim their PGEA. Many of
those GPs involved in the original pilot groups have opted
to continue with portfolio-based learning rather than
return to the previous model. In addition, further GPs have
chosen to engage in this approach to PGEA (Mathers et al.,
in press). New recruits are being supported in their
co-mentoring groups by participants in the original project,
who have engaged in training events relating to the principles
of co-mentoring and group facilitation. The process is
therefore being extended through a `cascade’ of expertise,
and will continue to be monitored, evaluated and developed.

Electronic portfolios: theWISDOM project

Within the developing agenda of a primary-care-led NHS,
healthcare professionals need to develop knowledge and
skills to utilize the technologies of information management
and computer-mediated communication. The embracing of
new technology which has been pledged by the signi® cant
commitment to NHSnet suggests further that, for future
health care professionals, informatics will not only be a tool,
but an integral part of their practice (DoH, 1998c). The
adoption of Internet technologies by the IM&T strategy
con® rms how the development of transferable Internet skills
such as electronic mail, web browser and database-
searching strategies, in parallel with the proposed NHSnet
implementation schedule, will be of immediate use in both
arenas. However, given the rigours and time constraints that
professionals face, ¯ exible study patterns are required to
enable them to learn at the pace, place and time of their
own choosing, thus necessitating an innovative approach to
work-based learning.
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It was within this context that theWISDOM project was
born. It is an innovative educational project aimed at primary
health care professionals, which uses the Internet to create
a `virtual classroom’ . It seeks to combine the twin aspects of
informatics and continuing professional development into a
package that can provide both an explicit and implicit
learning environment for participants.

The educational framework within which the electronic
portfolio model has been developed is that ª Problem based
educational approaches are both acceptable and appropriate
for health care professionals and education or training must
be delivered in a way which is feasible within the context of
busy professional schedulesº (Mathers et al., in press; Fox et

al., in press). Thus, a distance learning approach using the
Internet is well suited to the aims of CPD and will be effec-
tive by being both collaborative and interdisciplinary.

The originalWISDOM pilot evaluated the use of a pure
online environment, with no face-to-face contact for
participants or facilitators, for the development of infor-
matics skills via the Internet (Fox et al., in press). This
indicated that a hybrid approach was required using both
physical and virtual learning environments, as a factor
affecting uptake was not the lack of interest, but a lack of
basic skills to get online in order to participate (the
WISDOM project report may be found on the WWW at
http://www.shef.ac.uk/uni/projects/wrp/).

In its current form, WISDOM is an ongoing study
exploring the re® nement and evaluation of an effective multi-
professional education model, using both workshops and an
online-supported learning environment via the Internet and
NHSnet, which can be implemented on a wide-scale basis,
thus enabling healthcare professionals to embrace the
implications of the information age in which they now
practice (Roberts & Fox, 1998).Work is currently in progress
to gather further data on training and organizational needs
and to further evaluate the use of online technologies to
support collaborative learning of generic skills within the
health communities of the North Trent sub-region. Early
indicators suggest that multiple workshop sessions are
required in addition to online facilitation for participants to
reach the required competence and con® dence levels for an
effective skills cascade system to function (COGPED, 1998).

The virtual learning environment is the basis of the
educational intervention. It consists of a facilitated and
archived electronic discussion group in addition to
supporting web material including a virtual library, tutorials
and a model electronic portfolio. The physical learning
environment is a series of locally organized hands-on
workshops covering basic aspects of electronic mail, web
browser and database-searching strategies. Between each
session, these skills are consolidated within the virtual
learning environment with the assistance of an experienced
online facilitator. A continuous theme of individual needs
analysis, in collaboration with the facilitator and other group
members, underpins the process to inform future group
activity and for inclusion in personal learning plans which
are integral to the electronic learning model implemented.

The electronic portfolio model of learning used is based
on the principles:

· Content should meet the learning objectives of the
participants.

· Process must encourage re¯ ection and the development
of a learning cycle.

· Method of assessment should enable evaluation of the
extent to which personal learning outcomes have been
met.

Within this framework, participants draw up an educational
plan and gather evidence to be submitted in an electronic
portfolio to demonstrate learning outcomes related to that
plan (Fox et al., in press; Mathers et al., in press). For
assessment purposes, the portfolio has to contain elements
of the following:

· a structure to learning;

· a learning log;

· evidence of re¯ ective practice;

· evidence of a learning cycle.

Given the ¯ exibility of the portfolio model, evidence of
learning could relate to core informatics skills (sending email,
using the Internet to search for resources) and/or applica-
tion of these skills in the development of evidence-based
practice via information search and retrieval techniques,
downloading journal papers etc. Portfolios contain evidence
drawn from critical incidents, literature reviews of topics
and re¯ ections upon the content and process of the
educational activities. From this, and within the spirit of the
adult learning model, theWisdom approach emphasizes not
only skills and theoretical knowledge development but how
learners incorporate or synthesize their new learning into
primary care practice.

Learning Opportunities for Teams (`LOTUS’)

The LOTUS programme began in Sheffield in 1997 with
the aim of supporting the educational needs of general
practice staff. It is a model of practice-based, multidiscipli-
nary education speci® cally designed for primary health care
staff. It is based on principles of adult learning, and utilizes
team development plans, portfolios, re¯ ection and group
work, all located in a context of local need. The model
integrates personal, professional and practice development.
LOTUS therefore represents a means of developing the
team-based Practice Professional Development Plans
(PPDP) envisaged by the Chief Medical Officer in his review
of continuing medical education in general practice (DoH,
1998a). Individual learning plans and portfolios of evidence
of achievement are embedded within the team-based process.

The model involves two facilitators being attached to a
practice for a year. Through a series of workshops, the
facilitators enable the team to identify their learning needs
and develop a learning programme.The teams choose what
they want to learn and how they wish to learn it.The facili-
tators provide ongoing support and access to educational
resources. Throughout the year the practice teams are
encouraged to re¯ ect on their learning and its impact on the
practice. Individuals record their learning in a personal
portfolio, and at the end of the year both the practice and
the individuals are awarded PGEA, PREPP accreditation
and individual certi® cates of learning.

Evaluation of the programme to date has revealed the
following outcomes:

· learning is mainly practice based, encouraging integra-
tion between learning and working and reducing depend-
ence on externally provided courses;
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· inter-professional learning opportunities are increased and
team working is enhanced;

· Primary Health Care Teams produce individual team-
based learning and development programmes that are
owned and implemented by the team;

· LOTUS has led to changes in work practices including
service initiatives such as the setting up of a well-woman
clinic and the development of a counselling service for
patients with depression.

Future developments of the LOTUS project include
expanding into Europe, and the development of similar
initiatives with Primary Care Groups.

Postgraduate Certi® cate in Medical Education, University of

Newcastle upon Tyne

The aim of this course is to allow doctors and dentists to
acquire sufficient knowledge of educational process and
skill in the use of teaching strategies to allow them to provide
effective education for students and staff in a clinical environ-
ment.

The course is designed to provide three things:

· meet the learning needs of the clinical teachers who enrol
on the course;

· establish the level of competence of performance of the
teacher when using certain teaching strategies;

· provide a sound theoretical base for those teachers who
wish to take their teacher training further.

The course comprises two modules. Module One focuses
on teaching strategies and the aim is to promote an
understanding of the relationship between expected learning
outcomes, subject content and choice of teaching strategy.
The second module addresses issues concerned with plan-
ning clinical education and addresses how learning theory
underpins effective education.

The assessment requirement for the course is a work-
based assignment which will allow participants to apply what
they are learning to their current teaching responsibilities.
They will be able to exercise independence in their learning
by negotiation of the material to be included in the assess-
ment portfolio. Minimum criteria are set for assessment
purposes, but feedback on performance against personal
standards will be available through observation of teaching
and the use of the re¯ ective diary.The mixed mode of delivery
(workshops, tutorials and resource-based learning) will allow
the pace of learning to be dictated by the participant.

Successful completion of this course requires the submis-
sion of an assessment portfolio which shows evidence of the
learning that has taken place over the period of the course.

To produce the portfolio teachers are required to plan a
course of education for a designated group of learners.The
portfolio must contain:

· a written description of the programme of learning that
includes: details of the group of learners or trainee; length
of the programme of learning; the learners’ needs; an
explanation of how the learners’ needs were identi® ed; the
aim of the programme of learning; the expected learning
outcomes; the syllabus; lesson plans for a minimum of three
sessions (plans to include the expected learning outcome,
essential content, teaching strategy and teacher and learner
activities); the means by which learning will be assessed; the
means by which the teaching was evaluated;

· a discussion of the programme of learning that
demonstrates an understanding of the models of learning
and the way in which this has informed the design of the
programme. It is expected that this section should be in
the order of 3000 words and contain approximately 10
references to the literature;

· a record of the demonstration (to the satisfaction of the
assessor) of competence in the use of a least one teaching
strategy with the designated group of learners. A report of
the tutor’ s visit to the teaching event must be included in
the portfolio. This report should be the student’s percep-
tions of the event and the feedback received. It should be
countersigned by the tutor;

· a diary for the period of the course providing evidence of
re¯ ection on the teaching process and action based on
that re¯ ection. The diary should contain a minimum of
10 entries and should show evidence of incremental
development. This may be done by selecting one or two
themes to be recorded over the period for which the diary
is kept.

Conclusion

Portfolio-based learning represents a model of educational
development and review that is consistent with current adult
learning theory. It is becoming common practice in many
areas of higher education and professional development,
including medical education (Snadden & Thomas, 1998b).
However, it is not without its challenges. If you are
considering developing this approach with and for colleagues
for whom you have educational responsibility, it might help
to consider the following 12 questions. By addressing the
issues that they raise, you should be able to ensure the that
the model you develop meets the learning needs of the
learners themselves, and the requirements of the profession
to ensure the quality of education and training for current
and future doctors.

· Can you identify your projected learner group?

· Is a portfolio an appropriate learning process for them in
their context?

· How will you introduce the portfolio to the learners?

· Do you want to prepare standardized documentation for
the portfolio?

· Are you intending the portfolio to be a public or private
document?

· Will it need to demonstrate that the learner has reached
some pre-determined outcomes?

· Will these outcomes and criteria for assessment be negoti-
ated as part of a learning plan, or are they ordained by
another body?

· How will the learner be supported during the portfolio
development process?

· Who will undertake the review of the portfolio with the
learner?

· What training is available to prepare the reviewer/assessor
in carrying out this role?

· Who else needs to know what you are proposing to do?

· What will their role be in developing/supporting/assessing
the portfolio?

Finally,Table 1 is offered as an indicative guide to stages in
portfolio development and review/assessment. It suggests
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Table 1. A guide to the stages in portfolio development and review/assessment

What to do How to do it Who is involved

Develop a framework and
documentation for portfolio

Link the syllabus (if any) to the overall learning
objectives of the learning programme
Differentiate between the essential and the desirable
outcomes
Write appropriate guidance notes for learners,
supervisors, assessors and other people involved
Devise appropriate forms/checklists etc that will be used
for review and assessment

Clinical tutor, college tutor,
postgraduate dean, GP
adviser, course organizer,
and/or others as appropriate
to the individual training
programme

Establish means for
supporting the learner during
portfolio development

Identify educational supervisors and/or mentors
Implement training for those involved in providing
support

As above

Introduce portfolio to
learners

Present (rather than distribute) and explain
documentationÐ may be appropriately done during
induction
Name individuals designated to support and review the
portfolio

As above

Develop individual action
plan

Identify current level of learning in key areas for review
Identify areas for future development
Agree key learning objectives, linking individual learning
needs and relevant syllabus
Write these in assessable format, with criteria for
assessment if not already included in portfolio
documentation
Agree means for meeting needs and objectives
Educational supervisor and individual learner through
negotiation

Identify sources of evidence
of learning appropriate to
identi® ed learning needs

Agree which objectives may be met through natural
work patterns, and which will need speci® c training
input
Identify and arrange training where appropriate
Agree what types of evidence would be considered
appropriate to demonstrate learning achievement

Educational supervisor and
learner

Gather and document
evidence of learning

Ensure that appropriate evidence of learning is gathered
and its rationale for inclusion in the portfolio is
established
Supplement with re¯ ective accounts of learning as
appropriate
Learner in collaboration with mentor if appropriate

Monitor progress Review learning objectives and progress towards their
attainment
Ensure evidence relates to and demonstrates how
learning objectives have been addressed
Revise learning objectives if necessary

Learner with Mentor and/or
educational supervisor

Assess/review portfolio Select and provide rationale for evidence that
demonstrates achievement of learning objectives under
review

Learner

Ensure validity, sufficiency, authenticity of evidence and
currency of learning

Learner with
reviewer/assessor

Agree that evidence meets de® ned assessment criteria Reviewer/assessor
Plan further learning opportunities if necessary Leaner with reviewer/assessor
Devise new learning objectives and personal learning
plan

Learner with
reviewer/assessor

Report results to appropriate
bodies

Complete documentation
Make recommendations for progression/additional
support needed

Educational
supervisor/Clinical tutor

M. Challis

384



what needs to be done, what action this implies at each
stage, and who should be involved in each action.The range
of types and purposes of portfolios in use and under develop-
ment means that in speci® c circumstances only some stages
will be appropriate, and terminology for those involved in
supporting and assessing will vary from scheme to scheme.
However, this may act as a framework within which to begin
to develop a portfolio, whether you approach the process as
a learner, an assessor or a manager.
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