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Abstract
THE COLLEGE OF PHYSICIANS AND SURGEONS OF ALBERTA, in collaboration with the Universities of Calgary and Alberta, has developed a program to routinely assess the
performance of physicians, intended primarily for quality improvement in medical
practice. The Physician Achievement Review (PAR) provides a multidimensional
view of performance through structured feedback to physicians. The program will
also provide a new mechanism for identifying physicians for whom more detailed
assessment of practice performance or medical competence may be needed.
Questionnaires were created to assess an array of performance attributes, and then
appropriate assessors were designated — the physician himself or herself (selfevaluation), patients, medical peers, consultants and referring physicians, and nonphysician coworkers. A pilot study with 308 physician volunteers was used to evaluate the psychometric and statistical properties of the questionnaires and to
develop operating policies. The pilot surveys showed good statistical validity and
technical reliability of the PAR questionnaires. For only 28 (9.1%) of the physicians
were the PAR results more than one standard deviation from the peer group means
for 3 or more of the 5 major domains of assessment (self, patients, peers, consultants and coworkers). In post-survey feedback, two-thirds of the physicians indicated that they were considering or had implemented changes to their medical
practice on the basis of their PAR data. The estimated operating cost of the PAR
program is approximately $200 per physician. In February 1999, on the basis of
the operating experience and the results of the pilot survey, the College of Physicians and Surgeons of Alberta implemented this innovative program, in which all
Alberta physicians will be required to participate every 5 years.

I

n common with other provincial medical licensing authorities, the College of
Physicians and Surgeons of Alberta seeks to maintain high standards of practice
that meet the expectations of society. Its stated mission is to guide the medical
profession and protect the public.
The provincial medical licensing authorities have established procedures to assess the small minority of physicians who may have problems with loss of competence or unacceptable professional conduct or against whom allegations of deficient
performance have been made.1–3 These programs are expensive, and their focus on
questionable performance does not assist or assure the large majority of physicians
without such problems.
In 1995 the College of Physicians and Surgeons of Alberta established the Physician Performance Advisory Committee to establish a process to evaluate physician
performance; members were drawn from the 2 Alberta medical schools (the Universities of Alberta and Calgary) and the Alberta Medical Association and included
a representative of the public.
In 1998 more than half of the 770 complaints to the College of Physicians and
Surgeons of Alberta related to issues of physician–patient communication (Donald
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E. Chadsey, Deputy Registrar: personal communication,
1999). The Physician Performance Advisory Committee
anticipated that a process drawing to the attention of physicians important issues such as physician–patient communication might improve the quality of medical practice and
avert many such complaints. There is evidence that this
strategy can be effective. For example, the peer review program of the College of Physicians and Surgeons of Ontario
showed that the office records of randomly selected physicians tended to improve after defects were pointed out.4 A
British study suggested that the routine practice of doctors
can be influenced by feedback from patients.5 Other studies
have reported the feasibility and value of physician performance appraisal by patients, 6–9 p e e r s 10,11 and hospital
nurses.12,13
This paper describes the purpose, development and pilot
studies of a program that will regularly assess the performance of all licensed physicians in Alberta. The process
may trigger further assessment of a limited number of
physicians.

Development of a program to assess physician
performance
After its initial work, the Physician Performance Advisory Committee concluded that a performance assessment
program should conform to some specific concepts and
characteristics (Table 1). The committee selected the program name Physician Achievement Review (PAR) to deTable 1: Requirements for a program to assess physician performance
in Alberta
Tools should be developed to routinely assess and assist all physicians.
The focus of a primary assessment program should be practice quality
and related educational processes, rather than a search for “bad apples.”14
Several aspects of performance, including relationships with patients
and medical colleagues, should be assessed, to reflect the different
functions of physicians.
Participation in the program should not lead directly to any disciplinary
action or investigation without further involvement of the physician.
However, the legislated responsibility of the College of Physicians and
Surgeons of Alberta to protect the public interest must be acknowledged,
and data that raise concerns of serious performance problems might,
after review, trigger appropriate, focused appraisal. The statutory
obligation of the medical licensing body should not compromise fair and
confidential procedures for review of performance profiles.

note a supportive purpose and the goals of describing professional accomplishment and improving practice.
Extensive discussions within the committee generated 2
complementary inventories of medical practice characteristics: first, 6 broad categories of physician performance attributes — medical knowledge and skills, attitudes and behaviour, professional responsibilities, practice improvement
activities, administrative skills and personal health — and
second, 5 categories of sources of physician assessment —
self, patients, medical peers or colleagues, consulting physicians to whom patients are referred and nonphysician
coworkers in health care (e.g., secretaries, nurses and pharmacists). The Physician Performance Advisory Committee
used these inventories to construct an assessment grid that
listed 90 performance attributes and appropriate raters.
The committee then classified the attributes in relation to
the members’ judgement of good medical care as essential,
important, desirable or irrelevant. The performance grid
categories were used to develop separate questionnaire instruments reflecting the perspectives of self, patients, medical peers, consultants and nonphysician coworkers respectively (Table 2).

Pilot projects
The College of Physicians and Surgeons of Alberta contracted a group from the University of Calgary (Faculty of
Medicine — Continuing Medical Education and Faculty
of Education) to further refine the questionnaires through
a prepilot survey in 1996 with 28 volunteer physician participants15 and a larger pilot feasibility study in 1997 with
308 participants, the results of which are reported here.
The results of the pilot study form the basis of the evaluation tools now being used in Alberta. Both studies were approved by the University of Calgary Research Ethics Committee. In the prepilot study, the coefficient of
generalizability (Cronbach α) ranged from 0.64 with 4 peer
raters to 0.82 with 10 peer raters, which provided satisfactory technical evidence of internal consistency.
The questionnaires developed from the performance
grid were further evaluated by focus groups of patients,
generalist and specialist physicians, and other health care
workers (mostly nurses) and were adapted for the perspectives of the assessors — self, patients, peers, consultants
and coworkers.

The process must be conducted by and for the medical profession, as a
function of its self-regulating role in society.

Methods for pilot feasibility study

Data about individual physicians must be confidential and must not be
made available to patients, health authorities or other nonmedical
bodies. Performance reports must not be used for personal promotion
or advertisement.

The goals of the pilot study were to evaluate the psychometric properties and the statistical validity of the questionnaires, to compare self-ratings with ratings given by peers
and co-workers, and to examine the influence of raters’ familiarity with the physicians being assessed. A sample of
approximately 300 physicians was required; 874 physicians
were contacted to meet this sample size. The inclusion criteria were registration with the College of Physicians and
Surgeons of Alberta for more than 5 years and current

The process should be conducted and promoted in accordance with
the concepts of adult education theory and quality improvement,
including assistance to identify personal learning needs.
The process must be relevant to routine medical practice and must be
cost-effective.
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practice as a family physician, general
practitioner, or specialist in obstetrics
and gynecology, general internal
medicine, or general pediatrics. Participants were recruited by means of
a letter sent by the registrar of the
College of Physicians and Surgeons
of Alberta to a stratified random
sample of physicians.

Questionnaire instruments
Participants were asked to complete a self-assessment questionnaire
and to identify patients, physicians
and other health care coworkers to
complete the other assessment questionnaires. A previous study 11 r eported that the method of selecting
peer or patient raters (by the physician, by the investigators, or at random from lists of associates or patients) does not influence ratings.
Accordingly, we asked participants
to identify 6 peers, 6 physicians to
whom they referred patients, and 6
nonphysician coworkers to complete
the respective assessment questionnaires. In addition, consulting physicians were asked to identify 6 referring physicians. To select patient
assessors, the participants were asked
to have their office staff distribute
the questionnaires systematically
(e.g., every second patient beginning
Monday morning). All of the raters
were asked to rate statements on a 5point Likert scale. Each statement
began with the phrase “Compared to
the physicians I know, this one is
…,” where 1 = among the worst, 2 =
bottom half, 3 = average, 4 = top
half, and 5 = among the best (“unable to assess” was also an option).
Raters were also asked how well they
knew the physician.

Statistical methods
The analyses focused on descriptive statistics and reliability (as indicated by the Cronbach α statistic).
Differences in ratings between selfassessments and the assessments of
peers and coworkers were evaluated
by Student’s t-test. The potential influence of self-reported familiarity
54

Table 2: Examples of questionnaire instruments developed from performance grid items and
statement content
Questionnaire instrument

Statement content

Self-assessment
Clinical competence

Psychosocial management of
patients
Humanistic aspects and
patient communication
Personal professional
management
Patient assessment
Humanistic aspects
Office staff
Technical communication
Physical office
Personal communication
Phone communication
Appointments
Peer assessment
Clinical competence
Psychosocial management of
patients
Humanistic aspects and
patient communication
Personal professional
management
Consultant assessment
Professional relationship with
consultant
Clinical competence
Humanistic aspects and
patient communication
Patient management
Referring physician assessment
Professional relationship with
referring physician
Clinical competence
Humanistic aspects and
patient communication
Psychosocial management of
patients
Technical skills

I select diagnostic tests appropriately
I select appropriate treatment
I manage patients with complex medical problems
I recognize the psychosocial aspects of an illness
I manage patients with complex psychosocial problems
I communicate effectively with patients
I respect the rights of patients
I am involved in professional development
I manage personal stress
My doctor shows interest in my problems
My doctor treats me with respect
Is helpful and pleasant
Works well with my doctor
My doctor provides reports, files or copies of letters
I am advised of results of tests or radiographs
The office has sufficient waiting area
The office is in good repair
My doctor explained my illness or injury to me thoroughly
My doctor told me of any side effects of medicine prescribed
I am able to reach a doctor by phone after office hours
In urgent cases, a doctor is available by phone
I can get an appointment quickly
I do not wait long for my appointments
Selects diagnostic tests appropriately
Selects appropriate treatment
Recognizes the psychosocial aspects of an illness
Manages patients with complex psychosocial problems
Communicates effectively with patients
Respects the rights of patients
Is involved in professional development
Manages personal stress
Communicates adequately with consultant physician
Refers patients in an appropriate manner
Critically assesses diagnostic information
Selects the appropriate treatment
Communicates effectively with patients
Shows compassion to patients and their families
Recognizes the psychosocial aspects of an illness
Manages patients with complex medical problems
Communicates adequately with referring physician
Willing to accept patients back for subsequent care
History, physical exam and choice of tests are done appropriately
Recommends appropriate treatment
Is sensitive to psychosocial issues
Respects the rights of patients
Accepts responsibility for own professional actions
Is available to patients to help them make informed decisions
Performs technical procedures skillfully
Demonstrates good judgment in selecting procedures

Nonmedical coworker assessment
Humanistic and psychosocial
Shows compassion to patients and their families
aspects
Respects the rights of patients to make informed decisions
Coworker collegiality
Respects the professional knowledge and skills of coworkers
Collaborates well with coworkers
Communication
Written communication is effective
Writes prescriptions clearly
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with the physician was tested by one-way multivariate
analyses of variance (MANOVA).

Results of the pilot study
Descriptive statistics
Most (221 or 71.8%) of the 308 volunteer physicians
were men, 192 (62.3%) had received their medical degree in
Canada, 224 (72.7%) had been in practice between 10 and
30 years, 108 (35.1%) were in rural practice and 51 (16.6%)
were specialists. The mean ratings on all of the questionnaires were greater than 3.5 (Table 3). The Cronbach α coefficients were high (above 0.90), which provided evidence
for the internal consistency and technical reliability of all of
the questionnaires. On the questionnaires used by patients,
peers, consulting or referring physicians, and nonphysician
coworkers, the options “unable to assess” and “not applicable” were selected infrequently (in less than 10% of responses). For 28 physicians (9.1%) the PAR results were
more than one standard deviation from the mean for their
peer group for 3 or more of the 5 major domains of assessment (self, patients, peers, consultants and coworkers).

Influence of rater familiarity with physician
Knowledge of the physician was used as an independent
variable in a one-way MANOVA with the questionnaire
items as dependent measures. For the peer assessment
questionnaire, there was an overall main effect (Wilk’s λ =
0.88, F = 21.11, p < 0.001), which indicates that the results
were affected by the peers’ knowledge of the physician.
There were statistically significant differences for almost
half of the items, and for most of these, the raters who indicated that they knew the physicians not well or not at all
gave more favourable ratings than raters who knew the
physicians somewhat, well or very well. Raters who did not
know the physicians well constituted only a small percentage of all raters (1.8%), and the mean difference in ratings
was also small (0.21). The MANOVA results also showed
overall significant effects for the coworker questionnaire
(Wilk’s λ = 0.88, F = 11.58, p < 0.001). As for the peer assessment questionnaire, it was the raters who indicated that
they knew the physician not well or not at all who gave the

highest ratings. The differences in ratings were small, and
only 1.3% of raters gave high ratings. Comparison of selfassessments with assessments by peers, consultant and referring physicians, and coworkers showed little correspondence between the 2 categories. Physicians rate d
themselves less favourably than did their professional colleagues. Some of the consultants said that they did not
know enough about their referring physicians to appropriately rate performance. Therefore, for implementation of
the PAR program it was decided to merge the peer and
consultant questionnaires into a single questionnaire for
medical colleagues.
The volunteer physicians were asked, in focus groups
and by questionnaires, about their reactions to their PAR
profiles. Approximately two-thirds of respondents reported
having contemplated or initiated changes in practice as a
result of their PAR profiles.16 The most commonly mentioned changes related to communication with patients.

Implementation of the PAR program
On the basis of a recommendation from the Physician
Performance Advisory Committee, the Council of the College of Physicians and Surgeons of Alberta implemented
the PAR program for all physicians in February 1999.
Some practical aspects of the evolving PAR program are
described here.
There are 4700 physicians in Alberta, and it is planned
that approximately 20% will be assessed each year over a 5year cycle. For the assessment, a PAR package containing
an explanation of the process and questionnaires will be
mailed to each physician. The physician will complete the
self-evaluation questionnaire (consisting of 26 questions)
and will distribute questionnaires to the following assessors:
25 patients (44 questions), 8 medical colleagues (peers or
consultants; 26 questions) and 6 nonphysician health care
coworkers (17 questions). The completed questionnaires
will be returned to the data processing centre in prepaid
envelopes.
The PAR responses will be sent to participating physicians in text and graphic formats. Each physician’s performance report will be returned only to that individual and
the Physician Performance Committee. Performance data
will be classified according to the domain of assessment (as

Table 3: Descriptive statistics and reliability results of the 6 pilot study questionnaires for 308 Alberta physicians
Type of assessment
Self-assessment
Patient assessment
Peer assessment
Consultant assessment
Referring physician
assessment
Coworker assessment

No.
of items

No. of
respondents

Return rate,
%

Mean item
rating (and SD)

26
44
26
23

295
6825
1473
1228

95.8
88.6
79.7
79.6

3.88
4.48
4.08
4.41

(0.47)
(0.45)
(0.60)
(0.81)

0.95
0.95
0.95
0.93

21
17

243
1601

79.4
86.7

4.60 (0.72)
4.28 (0.58)

0.91
0.95

α coefficient†

*On a 5-point Likert scale.
†Cronbach α statistic. Values approaching 1.0 indicate high internal consistency and reliability.
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in Table 2) and in relation to reference ranges for peer
groups. A guide to interpreting the results will be provided.
The PAR report will include the names and phone numbers of contact persons for further discussion about the interpretation of PAR profiles, as well as a list of educational
resources.
The confidentiality of individual physician data will be
assured by amendments to the Medical Professions Act of
Alberta, which were enacted in 1998.17 The legislation
states that a physician shall not be required to participate in
the PAR program more than once every 5 years.
Review of the PAR results will be the responsibility of a
committee (Physician Performance Committee) accountable to the Council of the College of Physicians and Surgeons of Alberta. This committee will examine analyses of
the results and, on the basis of operating experience, will
consider modifications to PAR procedures, such as changes
in the number and content of questionnaires. This committee will evaluate the value and outcomes of the PAR program. Program monitoring will cover the educational activities reported by physicians in their annual license
reapplication to the college, the profile of patients’ complaints to the college, and practice changes observed or reported in research studies.
Participation in the PAR program will be required unless a physician can explain to the Physician Performance
Committee why some or all of the process is inappropriate
for his or her practice. Refusal to participate without reasonable grounds may be regarded as conduct subject to the
disciplinary processes of the College of Physicians and Surgeons of Alberta.
The PAR has been developed with the majority of Alberta physicians in mind: those who engage in office and
hospital practice with substantial direct patient care. Specialty groups, particularly procedural and diagnostic specialties, have been invited to assist in developing modified
questionnaires to assess their performance.
The administrative costs of the PAR program will be approximately $200 per physician (in 1999 dollars). The PAR
program will be funded through the operating budget of
the College of Physicians and Surgeons of Alberta. The
necessary increase in annual licence fees of $40 per year for
all Alberta physicians is regarded as a cost inherent to the
self-regulation function of the profession.
The primary objective of the PAR will be improvement
of practice quality. This is the anticipated result of informing physicians of possible performance deficiencies, as in
the model of the quality improvement cycle14 and the educational model of practice reflection.18 Education related to
the PAR will be voluntary for most physicians. If serious
performance deficiencies are identified during review by
the Physician Performance Committee, the College of
Physicians and Surgeons of Alberta, under its existing authority, may require and direct detailed evaluation, remedial education and subsequent reassessment by methods appropriate to the deficiencies.
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The PAR office will maintain an inventory of educational resources for professional and nonprofessional help,
for example relating to physician–patient communication
or practice management. This inventory will be available to
all Alberta physicians, not only those participating in the
PAR program in a particular year.
The PAR process will not replace existing procedures by
which the College of Physicians and Surgeons of Alberta
fulfills its statutory obligations under the Medical Profession Act of Alberta, such as investigation of complaints.
Now that the program has been implemented, the threshold criteria for considering further assessment will be determined by the Physician Performance Committee from
operating experience and its review of aggregate performance data. The results of the PAR pilot study indicate
that for approximately 10% of physicians, further assessment or directed education may be appropriate.

Conclusion
The PAR program has been developed by a partnership
of the College of Physicians and Surgeons of Alberta, the 2
Alberta medical schools and members of the medical profession, including 336 physicians who participated in 2 pilot
projects.
The program has been designed to be relevant to aspects of medical practice judged to be important for most
physicians in Alberta. Most of the reported research on assessing physician performance by questionnaires has used
the ratings of single groups of raters, such as patients, peers
or coworkers. Our findings suggest that there are practical
and technical advantages to the multidimensional perspective provided by the different groups.
The PAR program aims to assist the physicians of Alberta to identify aspects of their circumstances and practice
that they might wish to review and perhaps change or improve, for the benefit of their patients and their own professional satisfaction.
Further information about the College of Physicians
and Surgeons of Alberta process is available at a Web site
under development (www.par-program.org). The intent of
this site is to provide information to physicians regarding
pertinent continuing medical education.
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