
The Coalition for Physician Enhancement 
Fall 2017 Meeting

Please complete the Pre-Test 
while you are waiting



Thank you
Polsinelli



Thank you
Albany Medical College

Office of Continuing Medical Education



Logistics

• Meals and refreshments
• Parking
• Small Group Sessions
• Wireless access code:  September6 (no space 

between the  month and day)



Meeting Packet
• Agenda
• CME Information

– Attendance Verification Form: turn in at conclusion of 
meeting

– Online evaluation:  link will be emailed to you
– CME Activity Data Form:  just FYI

• Faculty Biographies
• Pre-test
• CPE Webinar Series: We Want Your Input!
• TAG:  menu options (FYI)
• Panel presentation hand out(s)



Financial Disclosures
It is the policy of Albany Medical College that all participants in the 

planning and implementation of a CME program must disclose possible 
conflicts of interest.  ACCME requirements for relevant financial interests 

are applicable to anyone in a position to control the activity’s content 
(including their spouses/partners) and include relationships that are in 

place at the time of the activity or were in place in the 13 months 
preceding the activity. 

The following faculty/Planning Committee members have the following 
financial interests to disclose:

Michael Victoroff, M.D.
Lynxcare, Inc.

The CPEP staff, and remaining members of the Planning Committee and 
faculty, do not have any relevant financial relationships to disclose.



Please silence your cell phone!



SAVE THE DATE
COALITION FOR PHYSICIAN ENHANCEMENT SPRING 2018 MEETING

MAY10-11, 2018
TORONTO, ONTARIO

“UNDERSTANDING RISKS TO PHYSICIAN CLINICAL PERFORMANCE:
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LEARNING OBJECTIVES
By the end of the meeting, participants will be able to:
•Identify risk factors associated with poor physician clinical performance that have been supported by evidence in the academic literature.
•Discuss and understand how risk may contribute to the structure of physician performance screening and assessment programs.
•Discuss and understand how risk may be used for physician individual self-reflection.
•Discuss how/if risk contributes to decision making in clinical performance assessment processes.
•Discuss how risk may impact the selection of assessment tools and strategies.
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Chart Review Use and Limitations-
Review of the Literature
________________________

Coalition for Physician Enhancement Fall Meeting, October 26-27, 2017
Physician Assessment Tool Kit: 
Exploring Time-Honored and Novel Approaches to Using Medical Charts

Elizabeth Wenghofer, PhD
School of Rural and Northern Health
Laurentian University



Outline

• NO CONFLICTS
• Survey Results
• General notes about the Chart Audit Literature
• Performance Evaluation
 Implicit
 Explicit

• About Chart Audit
 Why Chart Audit
 What it measures
 Challenges
 Effectiveness

• Recommendations



Survey Results

• Total of 17 respondents representing 10 
organizations – THANK YOU!

• Chart Audit
 Use
 Goals
 Process
 Barriers
 Successes



Which of the following barriers to the chart review process 
do you find problematic

Not a 
problem

Minor 
problem

Moderate
problem

Significant
Problem

Failure to submit 
charts 7 8 2

Overall condition 2 5 10

Did not follow prep 
instructions

1 10 4 2

Lack of co-operation  
of facility

5 8 3 1

Minimum Necessary 
Components in Chart 5 4 8
Variability of opinion 

re: quality 7 7 3

Attrib of response 5 11 1



Survey Results – continued

• Total of 17 respondents representing 10 
organizations – THANK YOU!

• Chart Audit
 Use
 Goals
 Process
 Barriers
 Successes



Performance Evaluation

• No single method can do it all
• Real practice is unstandardized
• Judgement is subjective
• Qualitative, narrative information carries 

a lot of weight – summative decisions 
can be rigorous with non-psychometric 
qualitative research procedures

• Govaerts M, van der Vleuten CPM. Validity in work-based assessment: expanding 
our horizons. Medical Education 2013. 47: 1164–1174.

• van der Vleuten CPM, Schuwirth LTW, Sheele F, Driesses EW, Hodges B. The 
assessment of professional competence: building blocks for theory development. 
Best Practice & Research Clinical Obstetrics and Gynaecology 2010. 24:703-719.



Criteria for Good Assessment
• Validity or Coherence: There is a body of evidence that 

is coherent (“hangs together”) and that supports the use 
of the results of an assessment for a particular purpose.

• Reproducibility or Consistency: The results of the 
assessment would be the same if repeated under similar 
circumstances

• Equivalence: The same asmt yeilds equivalent scores or 
decisions when administered across different institutions 
or cycles of testing

• Feasibility: The asmt is practical, realistic, and sensible, 
given the circumstances and context

• Educational Effect: The asmt motivates those who take 
it to prepare in fashion that has educational benefit

• Catalytic Effect: The asmt provides results and feedback 
in a fashion that creates, enhances, and supports 
education; it drives future learning forward

• Acceptability: Stakeholders find the asmt process and 
results to be credible.

Norcini J, Anderson B, Bollela V, et al. Criteria for good assessment: Concensus statement and 
recommendations from the Ottawa 2010 Conference. Medical Teacher 2011. 33:206-214.



Notes regarding the literature reviewed

• Not a systematic review
• Full reference list provided at end of 

presentation
• Time trends in the literature
• EMR – soon but not here
• Chart Stimulated Recall (CSR)  and 

Work-based Assessments (WBA) – a bit
• Practising Physicians vs. Trainees
• Focus



Implicit and Explicit Assessments

IMP EXP

Evidence based (e.g., guideline 
based)/Expert developed

X X

Considered gold standard X X
Can focus on various aspects of 
Performance and quality

X X

Requires true “peers” for interpretation X*
Standardized means of assessment for 
comparisons

X*

Reliability X
Time consuming X



Why use chart audits?

• Importance of charting
• Practical considerations

 Available
 Feedback
 Flexible
 Not invasive to care



What does chart audit audit?

• Data sources
• Performance vs. competence
• Recorded vs. completed vs. 

completed well
• Process vs. outcome



Physician Competencies

Competencies
• Medical knowledge
• Patient Care
• Problem Based Learning
• Interpersonal/ 

Communication
• Professionalism
• System-based Practice

Literature
• YES
• YES
• NO
• NO

• UNCLEAR
• UNCLEAR



Challenges in chart audit

• Patient mix 
• Attribution 
• Number of charts/patients 
• Chart Quality
• Cost – assessor costs, development 

costs (abstraction tools, electronic 
abstractions software/ algorithms) 

• Root cause



Do chart audits work?

• Educational value
• Charting skills
• Patient Outcomes



Overall assessment of chart audit utility

• IT DEPENDS



Final thoughts

• Purpose is the driver
 Implicit vs Explicit
 Process

• Number of Charts
• Chart Selection

 Mulitple tools

• Awareness of Limitations
 Understand what you are measuring
 Don’t overstate

• Continual improvement
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Alan Lembitz, MD
Chief Medical Officer, COPIC

ASSESSING COMPETENCE 
AND ANALYZING CARE FROM 

DOCUMENTATION
The Medical Malpractice Perspective



Good vs. Great



Good vs. Great
How we perform when things are at their best is 

what makes us good…
But,
How we perform when things are at their worst 

is what makes us great.



Medical errors
with injury
one in thirty three

Brennan, NEJM 1991

Relationship between Medical 
Errors and Claims

Malpractice claims
one in five



4,000 occurrence reports

600 claims
(75% dismissed w/o indemnity

20% settled w/ indemnity)

5% go to trial

88% result in a 
defense verdict

<1% of claims 
result

in a plaintiff 
verdict
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What are my risks of having a 
claim?

• High Risk 
Specialties
– By age 45
– By age 65

• Low Risk 
Specialties
– By age 45
– By age 65



What are my risks of having a 
claim?

• High Risk Specialties
– By age 45  88%
– By age 65  99%

• Low Risk Specialties
– By age 45  36%
– By age 65   75%

Annual incidence of a claim for high 
risk specialties: 15.3 to 19.1%

Over 50% of their careers spent with a 
pending claim or suit (accounting 
for the time to close)



Joint Commission Sentinel Events 
Causes (in order)

• Human factors
• Communication
• Leadership
• Assessment
• Information management
• Physical environment.
• Care planning
• Continuum of care.
• Medication use
• Operative care
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Elements of a Claim:

• Existence of a duty

• Standard of care

• Deviation from the standard of care

• Deviation causing injury/damages

• Injury/damages

Negligence

Required Proof





• Miscommunication between providers
• Failure to review information
• Poor follow up on differential diagnosis
• Inaccurate charting
• Poor patient communication
• Inadequate informed consent
• Technical errors
• Hot buttons 

12

What’s the Story?



• Extent of injury
• Prevalence of condition
• Medical judgment
• Differential diagnosis
• Level of difficulty of care
• Consistency in evaluations
• Documentation reflecting interaction

13

Important Defense Factors 



Where’s the Risks?
• Cognitive specialists
• Procedural specialists



Improving Diagnosis in Health Care

Suggested citation: National Academies of Sciences, Engineering, and 
Medicine. 2015. Improving diagnosis in health care. Washington, DC: The 
National Academies Press.



Issues in Diagnostic Errors
Information
Communication 
Systems
Medical Knowledge
Heuristics









Procedural/Surgical Cases
• Indications
• Informed Consent
• All necessary preparations
• Technical Performance
• Recognition of Complications
• Rescue



“To know that you know what you know,  and 
that you do not know what do not know,

That is True Knowledge”



Questions?

22

Alan Lembitz,  MD
COPIC

alembitz@copic.com
Office: 720-858-6133

Cell: 970-231-6286

mailto:alembitz@copic.com


Retrospective Record Review to
Assess Quality / Reasonable Care & 

Standard of Care

Presented by:
Don Lefkowits, MD, FACEP, Medical Director, MDReview

Sharon Beckwith, CEO, MDReview



Electronic Health Records

• EHR’s complicate retrospective review
– Produce voluminous records
– Relevant information is difficult to find

• Use technology to your advantage 
– Adobe bookmarks
– Advanced search capability



Electronic Health Records

Bookmarks Advanced Search



Organizing the Record

• Use a checklist for critical elements
– H&P
– Progress Notes
– Procedure Notes
– Ancillary Reports
– OR Notes & Check List
– Discharge Summary
– Transfer Notes
– EMTALA forms

• Timeliness of all
• Content of all
• Copy / paste



Key Elements
• Appropriate use of consultants 

o Acknowledge and use their recommendations
• Physician Orders and Order Sets

o Timeliness and content
• Core Measure Performance

o Cardiology – door to balloon time
o Neurology – Stroke alert – door to needle for TpA
o Medicine – Sepsis Alert
o ICU – Central Line bundle compliance, foley catheter, 

ventilator associated pneumonia, antibiotic stewardship
o Surgery – length of procedure, return to OR, post-op 

wounds, blood utilization



Defining 
Standard of Care

Most commonly, “standard of care” is defined as 
the medical care that the vast majority of 
prudent providers would practice. It is how 
similarly qualified practitioners would have 
managed the patient’s care under the same or 
similar circumstances.



Defining 
Standard of Care

In the context of external peer review, the 
“standard of care” is defined by the expert 
reviewer – it is what that physician, based on 
training, experience and knowledge of current 
guidelines would do or what they consider 
acceptable to do under the same or similar 
circumstances.



Defining 
Standard of Care

• There is the black, the white, and the gray
• Reasonable care need not be the gold 

standard or cutting edge
• Reasonable care should fall within a narrow 

window of acceptable variation
• Most importantly conclusions reached must 

be well supported and explained



Defining 
Standard of Care

• To be considered within “standard of care”, 
the physician’s care must be consistent with
– Current standard of practice or current guidelines 
– Compliant with well established
– best clinical practices
– Common practice for the vast majority of 

physicians in that same circumstance



Challenging Issues to Assess

• Clinical Judgement
o Overall sense of clinician’s care and decision making

• Fund of Knowledge
o Gaps in education or training

• Technical Skills
o Skills that are lacking may not be reflected in a procedure 

or operative report
o Compare to usual/expected

• Current Competency
o Example: Aging physician

Impaired physician 



Physician Assessment and Clinical Education (PACE) Program

Progress Note Audit Tool
David E.J. Bazzo, M.D.
Clinical Professor of Family Medicine
Director, Fitness for Duty, UC San Diego PACE Program
UC San Diego School of Medicine
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Physician Assessment and Clinical Education (PACE) Program

In compliance with the ACCME Standards of 
Commercial support of CME, the following faculty 
have stated that they do not have any 
relationships to disclose:  

David Bazzo, MD

There is no commercial support affiliated with this 
activity.  

DISCLOSURE



Chart Review
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Physician Assessment and Clinical Education (PACE) Program4

RECORD KEEPING PROCESS 

• Make concise and accurate notes 
• MINIMUM CONTENT includes:

• Identification of the author and date of record

• Relevant history and examination
• Diagnoses/problems

• Outline of management plan; therapy, investigations, 
referral and follow up

• Information, instructions and special precautions given to 
the patient



Physician Assessment and Clinical Education (PACE) Program

• Review of chart entry by another
• Auditor
• Expert

• Make a judgement of the care delivered 
based on documentation

• No input from creator of note
• Legal review - Deposition

5

Chart Review



Progress Note Audit Tool
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Physician Assessment and Clinical Education (PACE) Program

• Needed a tool
• Couldn’t find a tool
• Created a tool (2005)
• Studied the tool (good reliability scores)
• Use the tool

7

Background



Physician Assessment and Clinical Education (PACE) Program8

What to measure

• A standardized protocol is used by a trained physician reviewer who 
assesses clinical record entries.

• The charts are evaluated for 7 different aspects of recording and care 
quality
1. Legibility 5. Assessment/Formulation
2. Organization 6. Plan/Treatment
3. History 7. Overall Chart Quality
4. Physical Exam
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Record and Care 
Quality Element

Chart Audit Tool Scoring

Legibility Chart is Legible 1 
2 
3 

Not legible
Partially legible
Legible

Organization Chart is generally well-organized (conforms generally to SOAP of 
Subjective/History-Objective/Physical Exam/Lab/Imaging Studies etc. 
Assessment/Formulation-plan/Treatment Outlined).

1-3
4-6  
7-9

Unsatisfactory
Satisfactory
Superior

History The history/subjective information is adequate for the reason(s) for the 
encounter/clinical situation

1-3
4-6 
7-9

Unsatisfactory
Satisfactory
Superior

Physical Exam The physical exam/objective information is adequate for the reason(s) for 
the encounter/clinical situation.

1-3
4-6  
7-9

Unsatisfactory
Satisfactory
Superior

Assessment/ Formulation The assessment/formulation adequately examiners, considers, and reflects 
on the encounter/clinical situation.

1-3
4-6  
7-9

Unsatisfactory
Satisfactory
Superior

Plan/Treatment The plan/treatment (including documentation of patient education) is 
adequate for the encounter/clinical situation.

1-3
4-6 
7-9

Unsatisfactory
Satisfactory
Superior

Overall Chart Quality Global overall assessment of the clinical record entry. 1-3
4-6  
7-9

Unsatisfactory
Satisfactory
Superior



Physician Assessment and Clinical Education (PACE) Program10

UCSD PACE Program Progress Note Audit Tool 
 
1. Today's Date:  
2. Physician Audited:     
3. Chart #:   
4. Auditor:  
5. Year of Chart Entry: 
6. Patient Age: 
7. Patient Gender:  
8. Chart is Legible:   Legible Partially Legible  Illegible 
9. Type of Clinical Encounter (Identify all that are appropriate for this single encounter):  

Acute Problem  Health Maintenance or Well Person 
Care  

Chronic Problem or Chronic Disease 
Management  Psychiatric or Psychosocial Care  

Consultation  Administrative Service  

Follow-up For Consultation or Procedure  Other  

Procedure or Surgery     
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Does Not Meet Standards Meets Standards Sets Standards

Legibility / 
spelling

Legibility and/or spelling 
errors affect understanding 
and interpretation of the 
documentation or the 
doctor’s intent 

Legible, with effort;
1 or 2 words not 
legible; 1 or 2 
misspellings; but 
nothing leading to 
misinterpretation

Writing easy to read 
with no spelling 
errors 

Organization Information arranged in a 
confusing or illogical 
manner; information from 
individual sections of the 
note included in wrong 
section; e.g. impression 
regarding historical data 
included in the S part of 
the SOAP note

Information is usually 
consistent and 
appropriate to the 
section; sometimes an 
entity is out of 
sequence within entry.

Information flowed 
logically and 
correctly 
categorized within 
the SOAP note; 
information is 
recorded in an 
internally consistent 
manner
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10. The reason(s) for the encounter (e.g., "chief complaint") are clear from the record: 

Yes No  
11. Chart is generally well-organized (conforms generally to SOAP or Subjective/History-
Objective/Physical Exam/Labs/Imaging Studies/etc.-assessment/Formulation-plan/Treatment 
Outline).  

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

12. The history/subjective information is adequate for the reason(s) for the encounter/clinical 
situation.     

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

 
13. Describe how the subjective information is adequate or inadequate for the encounter/clinical 
situation:        
 
 
14. The physical exam/objective information is adequate for the reason(s) for the 
encounter/clinical situation. 

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

 
15. Describe how the objective information is adequate or inadequate for the encounter/clinical 
situation. 
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I.  Evaluation of SUBJECTIVE Components      

Please consider in your evaluation the following key components of the 
SUBJECTIVE/OBJECTIVE documentation:
History of present illness (# of the 10 components for the appropriate type of 
visit/problem)

ACUTE: character, better, triggers/worse, associated sx, risk factors, 
duration, frequency, progression, pertinent P/F/S Hx, meaning to pt
CHRONIC: Interim hx, Home routine, Meds compliance/SEs, Diet, 
Exercise/activity, Self-monitoring, Risk factors, Complications, Freq of sx, 
ROS
H&P / Est. Care:  Current active problems, PM/SHx, Meds, Allergies, 
FamHx, SocHx., Preventive Health Maintenance, ROS

Appropriate documentation of past results from lab or other tests (number, 
relevance, pertinent negative results, discussion)
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B. OBJECTIVE Components      
Objective exam appropriate for 
subjective info and dx?  (two levels:  # 
of systems examined & extent of each 
system examined)
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16. The assessment/formulation adequately examines, considers, and reflects on the 
encounter/clinical situation. 

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

 
17. Describe how the assessment is adequate or inadequate for the encounter/clinical situation.    
 
 
18. The plan/treatment (including documentation of patient education) is adequate for the 
encounter/clinical situation.   

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

      
19. Describe how the plan is adequate or inadequate for the encounter/clinical situation.       

  

20. Global overall assessment of this clinical record entry. 
1        2        3 

UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

 
21. Overall clinical and intellectual complexity of the encounter, in your opinion. 

1        2        3 
UNSATISFACTORY 

4        5       6 
SATISFACTORY 

7        8        9 
SUPERIOR 

N/A 

    

22. The best single recommendation for improving the quality of this chart entry is: 
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II.  Evaluation of ASSESSMENT Component      

Please consider in your evaluation the following key components of the 
ASSESSMENT documentation:
A. Appropriate documentation of the differential of a new complaint:

• Findings supported by subjective and objective data documented in the 
note

• Extent of differential diagnoses listed
• Appropriate prioritization of the possibilities listed
• Clear commitment to one (or a limited number of) diagnosis(es) +/-

discussion of reasoning
OR

B. Appropriate documentation of the status of a chronic or existing problem:
• Names problem and/or status
• Problem/status supported by subjective and objective documented in 

the note
• Discusses reasoning for assessment of status as basis of following plan 
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Please consider in your evaluation the following key components of the PLAN 
documentation:

A. Diagnostic approach:
 Appropriate use of labs as well as appropriate use of non-lab diagnostic procedures

(CT, EEG, etc)
B. Therapeutic approach:

• Appropriate use of medication: including drug choice appropriate, drug dosage
appropriate, administration schedule appropriate, &   Instructions to pt with risk &
benefits mentioned

• Explanation given for any changes to treatment?
• Appropriate use of other therapies (rest, heat, elevation, ice, exercise, support

stockings, push fluids, OTCs)
• Appropriate documentation of stepwise approach when applicable (e.g. start with 

bronchodilator, will add steroid inhaler if sx > 2X/wk).
• Appropriate documentation of anticipated results and response (e.g. if blood pressure 

not adequately controlled on diuretic, will add in beta-blocker)
C. Disposition:

• Appropriate follow-up outlined (e.g. patient to “RTC in 3 months).
• Is the purpose of follow-up (if planned) clear (e.g. to discuss progress of diet/exercise 

approach to hyperlipidemia)?
• Appropriate use of consultants (Including time frame).
• Appropriate use of ancillary therapeutic services (e.g. Physical therapy, Nutritional,  

Psychological, Other).
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IV.   Evaluation of PATIENT EDUCATION
Please consider in your evaluation the following key components of the 
PATIENT EDUCATION documentation:
• Has appropriate counseling been made re:  tobacco, alcohol / 

substance abuse?
• Has appropriate counseling been made re:  new or ongoing 

medication Rx(s) including side effects, alternatives, need to inform 
MD of concerning symptoms?

• Is there evidence that preventive services and/or counseling have 
been offered and/or obtained in accordance with a reasonable set of 
preventive practice guidelines (if appropriate for chief complaint)?

• Evidence of soliciting patient preference and acceptance of and/or 
participation in plan?

• Evidence of plan to follow-up or to handle ongoing decision-making
(e.g. next visit pt to bring in signed copy of Advanced Directive)
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V.   OVERALL CHART ASSESSMENT

Please rate the chart from a global perspective:
• Rate the overall effectiveness of the chart entry
• If the chart does not meet standards, please comment 

on the deficiencies that made this progress note fall 
below the standards for acceptable charting.

• If the chart was adequate, please comment on the 
deficiencies noted.
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• Web-based form
• Send pdf or chart note to reviewer
• Scoring and feedback
• Report generated

2
0

Demonstration



Questions
dbazzo@ucsd.edu
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Chart-Stimulated recall

Carole Santerre, M.D.



Disclosure

I am an employee of the Collège des médecins du Québec (CMQ), 
the medical regulatory authority in Québec.

I do not have any affiliation (financial or otherwise) with a 
commercial organization that may have a direct or indirect interest 
in the content of this presentation.



Practice Enhancement Division:
Professional Inspection

Individual visit programs
• Inquiries;
• Reporting (institution visits, or 

authorities);
• Graduating>35 years or age>70;
• Changing field of practice or 

specialty;
• 60 years of age;
• Other programs.

Modalities
Charts review with or without expert, 
direct observation, Oral structured
interview, assessment training 
program

Health institution visits
• Boards of physicians are 

entrusted with quality practice 
evaluation and competence
evaluation. CMQ ensures they
meet these duties.

• With collaboration of in-practice 
clinician experts we target
departments to monitor quality.

Modalities
Charts review with expert, 
evaluation of mandatory committees’ 
activities



Peer reviews in Quebec

• Peer reviews* are carried out by a full-time 
inspector, with or without a medical expert

• Evaluation is based on:
Review of a sample of medical records
Chart-stimulated recall interview

• Inspector submits a report to the Professional 
Inspection Committee (PIC) who decides on
the necessary actions 

*In this project, peer reviews include 90% on-site inspection visits and 10% structured oral interviews.



Evaluation tools used in Quebec
Peer review visit
 9 full-time inspectors

 ∼190 visits/year

 ∼90 visits/year with expert

 Medical charts audit

 Chart-stimulated recall interview

Structured oral interview

Direct observation

Psychometric tests



WARNING
Our candidates are not trainees

 Full licensed physicians
 Autonomous practice
 Experienced clinicians
 Often not evaluated since the end of their residency program
 With a specific scope of practice



Knows

Knows how

Shows how

Does

Miller’s pyramid of competence
Miller G.E. The assessment of clinical skills/performance.
Academic Medicine 1990; 65(9): s63-s67

do we to measure?

Performance assessment:
peer review, direct observation,
structured oral interview

Competence assessment

Performance assessment:
peer review, direct observation,
structured oral interview (SOI)



Why Chart-Stimulated Recall (CSR) 

How can we understand the physician reasonning through
the content of the charts?

Barriers
• Illegibility;

• Short notes;

• Non descriptive questionnaire and examination (HNHPAE);

• Data collected insufficient to justify the investigation required
and diagnosis proposed;

• No differential diagnosis proposed;

• Medical history and examination data do not support the 
proposed diagnosis, neither investigation nor treatment;

• Communications with patients not recorded;

• No interpretation or analysis of signs or investigation
results;



How to prepare for CSR

When reviewing charts initially selected for peer review, we are trying to: 

• Identify recurrent missing data that impedes the assessment of the 
physician’s questionnaire and examination;

• Assess if required investigation (clinical and non clinical) is pertinent 
and well understood, and if results are correctly interpreted;

• Determine if the physician’s knowledge is up-to-date regarding
different clinical situations;

• Estimate the physician’s reasoning even with missing information.

Whether it is possible or not to realize the above,
we proceed with CSR



Charts selection for CSR

• Clinical conditions for which the chart is not documented
enough to appreciate knowledge, reasoning, understanding
of patient characteristics;

• Complications raised by the inspector or expert;

• Unjustified treatment or errors;

• Preventive practices;

• Specific techniques: surgical, radiological or others.



Clinical reasoning algorithm

Semantic translation

Ability to identify Key Features Problem with structure, process

Ability to make a differential
diagnosis

YES NO

Premature closure
Poor Knowledge

Lack of understanding

Difficulty prioritizing
Ability to identify discriminating cues

Knowledge/Integration
Connections/Judgement

Ability to develop an overall understanding of patient:
Synthesizing problem/difficulty prioritizing

Ability to use critical analysis when new information obtained:
Difficulty developing a management plan



Object: How physician is able to assign clinical meaning to the reason
of consultation and to the clinical information given by the patient

Question: summarize the reason for consulting in one sentence

Expected answer: Adult with acute dyspnea without cough

Semantic translation



Object: How physician identifies 
key features that are directing his
diagnostic process

Question:  What key features or 
cues led to the diagnosis of…

Expected answer for pneumonia: 
fever, shortness of breath, chest
pain, colored expectorations

Object: If no diagnosis proposed
but treatment plan prescribed, is
the physician able to identify the 
patient’s problem with the history
and examination that has been 
recorded

Question 1: In your chart, you did
not indicate any diagnosis but you
prescribed antibiotics. What is the 
patient’s problem? 

Possible answer: pneumonia

Question 2: Justify your answer
with key features not described in 
your chart.

Ability to identify Key Features Problem with structure, process



YES

Object: 
Ability to identify discriminating cues
Evaluate the capacity of prioritizing
Question: 
Which diagnoses? Why were they ruled out?

Object: 
Ordering appropriate investigations for 
the patient’s clinical condition 
Question: 
Why? Why not? Give the rationale for these
investigations and interpret the results

Final object: 
Evaluate Knowledge, Integration, 
Connections, Judgement

NO or POOR

What are the possible explanations for 
this paucity?

Premature closure?

Pattern recognition?

Lack of knowledge?

Unstructured approach?

Does not understand the problem?

Ability to make a differential diagnosis
Ask: Other possible diagnoses?



A) Overall understanding

Object:
Evaluate the ability to develop an overall
understanding of the patient: Synthesizing
problem? Difficulty prioritizing?

Question: Based on what has just been 
discussed, what is your understanding of the 
patient’s condition?

B) Coherent management plan/reflective approach

Object:
Evaluate the ability to use critical analysis with
new information obtained
Difficulty developping or adapting management 
plan?

Question: Considering this new information, would
you change your management of the case? How?

Ability to develop an overall understanding of patient:
Synthesizing problem/difficulty prioritizing

Ability to use critical analysis when new information obtained:
Difficulty developing a management plan



Algorithme pour l’analyse du raisonnement clinique 
à l’intérieur d’une démarche clinique

Malaise ou problème

Quelles questions allez-vous poser?

Compréhension et 
représentation du 

problème: évaluer la 
capacité du médecin à se 
faire une représentation 
du problème et à donner 

un sens clinique aux 
propos du patient.

Génération d’hypothèse(s) 
précoce(s): dans votre 

expérience, en pratique ou 
dans vos lectures, ces 
éléments-clés réfèrent 

selon vous spontanément 
à quel(s) diagnostic(s)?

Mots 
clés

Absence de question ou 
questionnaire 
désorganisée

Élaborées et 
organisées

• Caractérisation du malaise
• Antécédents personnels ou familiaux
• Habitudes de vie et médicaments

Fonctionnemen
t en pattern? Pattern?

Revue des systèmes pertinente
Test et validation des hypothèses: vérifier si le
médecin tente de valider ou de tester son ou ses
hypothèses précoces.

Reto
ur

OU
I

NO
N

Évaluer la pertinence et la 
justesse de la prise de 

décision du médecin en 
regard de l’hypothèse la 
plus probable retenue et 
celle qui présente une 
dangerosité à éliminer 

(inclus plan d’intervention et 
de recrutement).

Examen physique
ciblé?

Justesse du diagnostic: quels sont
les diagnostics les plus
probables?

Indices d’un manque de justesse 
possible:
• Mauvaise compréhension du 

problème initial;
• Pas d’hypothèses précoces;
• Fonctionnement exclusivement en 

pattern, sans validation. 
Fermeture prématurée;

• Connaissance insuffisante ou 
désorganisée;

• Difficulté à identifier les éléments-
clés discriminants;

• Difficulté à comparer et 
contraster.

Plausible Peu 
plausible

Priorisation: vérifier si le médecin 
est en mesure de prioriser les 
problèmes ou les diagnostics 
selon les probabilités ou selon les 
dangerosités à éliminer.

Prise de décision: quel est votre
plan d’intervention selon les
hypothèses discutées?

• Faible connaissance?
• Fermeture 

prématurée?
• Effet de primauté?
• Biais de 

confirmation?

Absence ou examen physique 
stéréotypé?

Propriété d’Yves Gervais - 6 mars 2013



69% of the physicians 
who undertook
a remediation 

program had been 
identified during a 
peer review visit

78% of the physicians 
who undertook
a remediation 

program prescribed 
by the PIC completed 

it with success

The majority of 
physicians who 

complete a remediation 
program with success 
have a follow-up peer 

review visit in the 
following year



* Only remediation activities with a peer review before AND  after are included in this analysis.
Differences were tested using the Student’s t-test for paired data.

N=136 activities
2003-2013*

All differences are significant
(p<0.05)

% satisfactory scores at peer review
before and after remediation



Remediation prescription

The results of the chart-stimulated recall are of crucial 
importance to determine the goals of the remediation activity
prescribed by the PIC.

Identifying:
• reasoning weaknesses;
• poor data integration;
• lack of knowledge;
• prioritizing problems;
• difficulty adapting management plan to the specific

situations; 

allows the remediation to target the physician’s difficulties and 
possibly makes it more likely to be successful.



Questions for the future

• Should we attribute scores for reasoning process evaluation
tool?

• How to compare the reasoning process between initial visit
and control visit (after remediation)?
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At the end of this presentation, attendees will be able to:

Describe the rationale for using peer reviewed charts in 
physician clinical performance evaluations

Outline the process used for this tool
 Summarize the domains evaluated by this tool
 Compare the inter-rater reliability to that of other tools



 Started in 2006 after ARCHI did a needs assessment of the rural 
hospitals in Texas – the physicians and hospital leaders wanted a peer-
review program

 Internal peer review program – hospitals “internalize” the ARCHI program 
by writing it into their bylaws

 Charts for review are submitted to ARCHI and are redacted to remove 
PHI.  They are then made available by securely sharing those charts with 
physicians who are scheduled (or opt into) the call

 Standard of care determinations are made as well as recommendations 
for improvement (including system factors); commendations are 
sometimes made, and literature reviews are done when indicated

 CME is provided to physicians who participate in peer review meetings



 More than 17,000 charts have been reviewed to date
 60 hospitals currently participate in the rural peer review 

program
 11 Texas State Hospitals participate in a separate peer review 

program
 Ambulatory Peer Review Pilot – Family Medicine Residency and 

3 outpatient clinics in rural Texas
 Completed reviews are kept in a database and can be sorted 

by diagnosis



Dr. Josephine Williams (former Executive Director or ARCHI) realized that these 
“real” medical cases could be used to evaluate a physician’s performance: (5 charts 
are sent to the physician 2 weeks ahead of time)

 Present a summary of the case to a facilitator (communication, mind-
organization, quality of hand-off)

 Identify pertinent findings in the chart (patient care, systems based practice)
 Critique of the care given (system factors, quality improvement)
 Discussion: Facilitator probes medical knowledge, differential diagnosis, patient 

care knowledge
 Four or more physician assessors view the recording (usually 1 hour)
 Assessors rate the physician’s performance using (electronic tool)
 A committee meeting his held by teleconference when all testing results are 

available; the committee discusses and comes to consensus on level of 
performance



KSTAR Inter-Rater Reliability Study
Intra-Class Correlation Coefficients

9-Point Scale; 3-Point Scale

Tool 2015(n=26) 2017(n=45)

Peer Review Presentations 0.759; 0.749 0.860; 0.836
Standardized Patients 0.783; 0.738 0.848; 0.798
Clinical Subject Test (standardized) 0.935; 0.885 0.950; 0.902
Core Competency: Professionalism 0.814; 0.784 (0.806; 0.712)
Overall 0.887; 0.872 0.900; 0.863



According to Barrett
>0.900 Excellent – very good for high-stakes testing
0.7-0.8 Good for applied tests
<0.7 Poor/Problems with rating
http://pbarrett.net/rater.pdf

Other opinions
Fleiss:  0.40 to 0.75 “fair to good”
Fleiss JL.  The Design and Analysis of Clinical Experiments, New York:  John Wiley & Sons, 1986.

Streiner Norman:  Recommend >0.75 for continuous scales 
used in health research
Streiner DL, Norman GR.  Health Measurement Scales: A Practical Guide to their Development and Use, 2, New York, Oxford University Press, 1995.



 Yields a lot of information across multiple domains
 Acceptable to examinees (unobtrusive)
 The examinees can prepare ahead of time 
 We can individualize assessments by choosing charts that pertain 

to scope of practice 
 Alternative to Chart Stimulated Recall if physicians can’t provide 

recent charts (reentry)
 The same chart presentation process is continued as an 

educational tool in KSTAR Mini-Residency programs – to further 
hone presentation skills

 Participation in peer review is regularly recommended when other 
remedial education tools don’t exist or if the physician may be out 
of practice for a while



 It’s hard to understand the value of it unless you try it
 There is a learning curve: assessors have to know the charts 

well





CPSO Redesigned Medical Record Audit Program: 
Supporting QI with a Consensus Approach 
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Coalition for Physician Enhancement 
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Peer Assessment at the CPSO & Goals of “Redesign” 

2 

• Quality assurance program with education focus  
 

• ~1700 assessments per year across any specialty 
 

• ½ day visit from matched physician assessor: 
Audit of 20-30 patient records 
 Interview 

 
Purpose of Redesigning Peer Assessment Program: 

 Support: Consistency, Appropriate Decision-Making & 
Feedback, Transparency 

 Improve: Educational relevance of assessment 



Criteria for Good Assessment 

 Feasibility 

 Acceptability 

 Educational Effect 

 Catalytic Effect 

Program Development Program Evaluation 

 Norcini, J., et al. (2011). Criteria for good assessment: consensus statement and 
recommendations from the Ottawa 2010 Conference. Medical Teacher, 33(3), 206–14.  

Process 
Evaluation 

Outcome 
Evaluation 

 Validity 

 Consistency 

 Equivalence 

3 



Kane’s Validity Framework 

• Aligns program with intended purpose by 
attending to four key inferences 
• How performance is scored during assessment 

• How assessment scores generalize to all potential 
assessment performance (reliability) 

• How assessment performance extrapolates to real-
world performance 

• The accuracy of the decisions and implications 
stemming from the assessment 

 Kane MT. Validating the Interpretations and Uses of Test Scores. 
2013;50(1):1–73.  

 Cook DA, Hatala R. Validation of educational assessments: a primer for 
simulation and beyond. Adv Simul. Advances in Simulation; 2016;1(1):31.  

4 



Audit Tool Developmental Process 

1) Tool Development

2) Assessor Orientation & Feedback

3) Assessor Training & Consensus Building

4) External Review

5) Implementation and Evaluation

6) Continuous Improvement

Program 
Evaluation 

Program 
Development 

Patton, Michael Q. (2010). Developmental 
Evaluation: Applying Complexity Concepts to 
Enhance Innovation and Use. New York, NY: 
Guilford.  

5 



Drafting Elements of Quality: Family Medicine 

6 



Example Scoring Rubric: 

7 
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Spotlight on Training: Assessment Scenarios 

• Create record-focused clinical scenarios to
train assessors and test consistency
• Record/scenario is realistic

• Record constructed to include positives and negatives
(some directly anchored to evaluation criteria)

• Conduct group-based training using….. 
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Spotlight on Training: Modified Delphi Process 
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Current Status…. 
 Process & outcome evaluation
 Data capture & coding
 Creating efficient process for review

and updating of assessment tools

Considering…. 
 New member orientation

 Self-Assessment



Thank You 
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First public draft of CPSO Family Medicine / 
General Practice Peer and Practice 
Assessment Handbook can be accessed here. 

Feel free to contact me at: wtays@cpso.on.ca 

https://www.cpso.on.ca/CPSO/media/documents/CPSO Members/Peer-Assessment/Peer-Assessment-Handbook-FM-GP.pdf
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The EMR: New Obstacles to
Chart Review

Elizabeth S. Grace, MD, FAAFP
CPEP Medical Director
Assistant Clinical Professor
Department of Family Medicine
University of Colorado School of Medicine

Michael Victoroff, MD, FAAFP, CI
Clinical Professor, Family Medicine
Department of Family Medicine
University of Colorado School of Medicine



Part 1
THE CHALLENGES



• Elizabeth Grace, MD, has nothing to disclose

Disclosures



Office of the National Coordinator for Health Information Technology. 'Office-based Physician Electronic Health Record Adoption,' 
Health IT Quick-Stat #50. dashboard.healthit.gov/quickstats/pages/physician-ehr-adoption-trends.php. December 2016.

EMR Adoption



Challenges

Volume

©Phillip Wong 2017. CC By 2.0



Challenges

Access and navigation

NNECAPA Photo Library

https://www.flickr.com/photos/nnecapa/


Challenges

Attribution

Bundesarchiv, Bild 102-13334 / CC-BY-SA 3.0 [CC BY-SA 3.0 de 
(https://creativecommons.org/licenses/by-sa/3.0/de/deed.en)], via Wikimedia Commons



Imprecise/incorrect 
diagnostic code selection

Challenges



Challenges

Impact of scribes

CC0 Creative Commons



Impact of “open notes”

Challenges



Challenges

Undifferentiated notes

(A surgeon recalled), in the days before 
EHRs, reading the notes from his clinic 
visits the night before taking patients 
into surgery. “I might have eight cases –
this kind of hernia, that kind of hernia –
I’d look at my notes, and I’d know who 
the patient was,” he told me.… “Then 
enters Epic…and suddenly every one of 
my notes looks the same.”

-Robert Wachter, MD
The Digital Doctor, p. 79



Challenges

“When I was on clinical service in 
July and read the notes written by 
our interns and residents, I often 
had no idea whether the patient 
was getting better or worse, 
whether our plan was working, 
whether we need to rethink our 
whole approach or stay the 
course.” 

-Robert Wachter, MD

Lack of ability to follow clinical 
course and discern clinical 
rationale

Wachter, R. (2015). The digital doctor : Hope, hype, and harm at the dawn of medicine's computer age.
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Disclosures

Nothing relevant
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Grand message

A. Legibility (Yay!)
• Apprehension, computation, search, analysis…

B. Overuse of structured data (Boo!)
• Impoverishment of narrative
• Invisible or missing thought processes
• Distortion, illusion, error, clutter
• Refuge for the disorganized

C. Total surveillance environment (Hmmm...)
4

The double-edged EHR



Is it malpractice not to have an EHR?

Not today…
But –

ER without an X-ray?
Anesthesia without oximetry?
Airplane without a radio…?

5[See The T.J. Hooper, 60 F2d 737 (2d Cir. 1932)]



OK, but what can you do with it?
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Philosophical questions…

• Can good doctors have bad records?

• Do records reflect provider quality?
• Can EHRs give a false impression?

• Bad care by a good doctor?
• Good care by a bad doctor?

• Do EHRs make doctors better?

• Can you tell?
• Mass screening vs. focused review
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Many tools

• Output
• Query/Search
• Reports
• Statistics/logs
• Metadata

• Workflow (observation)
• Mastery
• Fluency
• Efficiency

8

• Workflow (format)
• Content tabs
• Templates
• Alerts/reminders



Online Support Apps

9



If you can only ask one question…

10

“If you ordered a test and the result never came 
back, how would you become aware of it?”



In theory…
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• The EHR should make audits 
a snap, in many ways:

1. Pick a drug that needs monitoring; show me a patient who’s on it
2. Find me an abnormal liver test; let’s look at your note
3. Let’s see your process for signing off results
4. Let’s see your process for tracking tasks
5. Show me how you interact with the drug interaction module
6. Show me how you use a decision support tool
7. Show me a quality reports

• Don’t accept, “Documentation is just for insurance.”



High degree of formatting

• Looks professional
• Implies organization, 

attention to detail
(Whether true or false)

 Facilitates comprehension
 Impedes comprehension

12



Potemkin Village?

13



Red Flags

EHRs improve care effectiveness
 True
 False

• Effective providers use effective technology
• Befuddlement can be a sign of disability
• Overt hostility can be a sign of disorganization
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Anomalytics…

• Fraud detection algorithms
• Patterns and associations
• Time series analysis
• Statistical profiling
• Error detection
• Rule following
• Rule breaking

15



Outliers

• 50 patients on the morning schedule…
• Charting 3 weeks behind…
• Staff obviously unhappy…
• Alcohol on the breath…

16

Is an audit really 
necessary?



Behavioral clues

• Healthy skepticism
• vs. hostility, defensiveness

• Good faith effort
• vs. going through the motions

• Communication
• vs. documentation for its own sake

• Attention to detail
• vs. throwing chaff

• Thoughtful use of advanced features
• vs. checkboxing

• Slips and errors
• vs. lying

17



Are Clinical Quality Measures Useful?

• Patient safety
• Health outcomes
• Clinical processes
• Care coordination
• Patient engagements
• Population and public health
• Adherence to clinical guidelines
• Efficient use of health care resources

18



Is Metadata Useful?

The EHR is watching…
• Every keystroke, mouse-click, screen viewed, record viewed
• With user ID and timestamp

Can support or impeach testimony
• “How long did you spend?”
• “When exactly did you review that?”
• “Did you notify the lab?”

Meta2 data?
• Metadata can be wrong
• Hard to prove
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Are Claims Data Useful?

Yes!
• Pattern analysis can be revealing
• Targeted reports are easy to run
• Anomalytics…

But…
• Comparison data is necessary



Coding fallacy

• ICD Code proliferation (complexification)
• Acuity padding

• Convenience coding
• Choosing something true but irrelevant

• Perseveration
• E.g., “Hematuria” used for pre-cert, long 

after problem was resolved
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Managing the Interface

80% of important patient information 
is in narrative (text) format.
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Gap Analysis

• Identification
• Author, patient (!), date

• Indications
• Prescription, test

• Assessment
• It’s not a justification for a charge — it’s a 

justification for a professional judgment!
• Situational awareness

• Why is the finding abnormal…?
• Why was _____________ done / not done?
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Missing in Action

• Voicemail
• On-call notes
• Verbal orders
• Scratch paper
• Text messages
• Consent/release
• Curbside consults
• Attachments and external documents
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Orphans

• Plans
• Results
• Reports
• Findings
• Problems
• Questions
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Timing

• Is there an algorithm?

• Delayed documentation
• Late notes, corrections and amendments

• Delayed communication
• Late reports, messages; responses to messages

• Delayed management
• Apprehension of / reaction to findings

27



The Most Dangerous Procedure

Transitioning a patient from one point of care 
to another

• Office to hospital
• OR to ICU
• ER to L&D
• Home to rehab
• Hospital to LTC
• Ambulance to ER
• Hither to yonder

28



Threading

1. Themes
• Problem › action › result › response

2. Entities
• Does provider-patient attribution matter?

29

“See previous note?”



Thread Analysis

AHRQ Chart Audit Tool
https://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/office-testing-toolkit/officetesting-toolkit9.html

1. Is there an order for this test in the chart? (Date)
2. Is the test result in the chart? (Date received/registered)
3. Is there a reaction to the test result?
4. Was the patient notified of the result? (Date, method)

• Is a timeframe specified by policy?

5. Was the patient notified of the follow-up plan?
6. Was the follow-up plan acted upon?

• Is a timeframe specified by policy?
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Are Guidelines Useful?

• Algorithm?

• www.guidelines.gov
• Notable conditions by specialty
• Errors and allegations by specialty
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Literary Criticism

• What makes a good book?
• Coherence, consistency, logic
• Character development
• Layering (perspectives)
• Plot lines, resolution
• Threading (themes)
• Foreshadowing
• Narrative fluency
• Continuity

• “I am a writer”
33



So-called “Problem Lists”
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Are Privacy & Security Audits Useful?

• Application to quality?
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Are Documentation Audits Useful?
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Beware of Printouts

EHR real-time is not the same
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Impact of Scribes

• Completeness, fidelity of documentation?
• Visibility of thought processes?
• Attribution of work product?
• Error trapping?

40



Auto-population

• Like verbal “macros” – but more insidious

• Can produce bizarre and outrageous errors
• Templates
• Check-offs
• Pseudo-narrative
• Unclear attribution
• Paste forward accumulation
• Unintended orders or documentation

• “Let’s look at the notes on twenty 
patients with chest pain...”
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Templates

43

• Is this the way I visualize physical findings?
• Does this lead me to the assessment?



Forms

A. Can be extremely 
helpful

B. Can be extremely 
unhelpful
• Wrong form
• Incomplete form
• Biased form

44



Clones

• A suspicious similarity
• Credibility?
• Who reads these notes?

• Would anti-plagiarism tools be useful?
• Similarity scores?
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San Francisco (2017)

• Typical progress note
• 46% copied
• 36% imported
• 18% entered

46

• Medical Students
• 49.0% copied
• 16.2% entered

• Residents
• 51.4% copied
• 11.8% entered

• Hospitalists
• 47% copied
• 14.1% entered

Wang M, Khanna R, Najafi N. Characterizing the Source of Text in Electronic Health Record Progress Notes.
JAMA Internal Medicine. Published online May 30, 2017. doi:10.1001/jamainternmed.2017.1548



Copy / Paste

2.12.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant

2.19.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant

2.26.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant

3.05.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant

3.12.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant

3.19.15 - Mr. Baggins is here today for his 3rd

course of chemotherapy. He has had no significant
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Really?

Pass the eyebrow test?
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Imprefection

• Patient prepped and raped in the usual fashion

• His headaches began when you’re a goat

• The pharmacist made an error in copulation

• Patient agrees to try home anal replacement

• I saw the patient alone with the president

• Need to consider paint and frame valley

• On arrival, the patient was an extremist

• Was discharged with homo two

• Suspect purple muscular disease

• Will carefully monitor eyes and nose

d

^ one year ago

calculation

hormonal

patent foramen ovale

in extremis

home O2

peripheral vascular

I’s & O’s
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Proofreading?

50

Let’s eat Grandma!

Let’s eat, Grandma!



Someday, soon…
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Michael Victoroff, MD
720-858-6130
mvictoroff@copic.com
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Coalition for Physician 
Enhancement

Organizational Update
October 2017



Membership

 2 Categories

 Organizational – for groups providing comprehensive 
assessment and/or remediation services

 Individual – for members of groups not fitting into 
requirements for organizational membership, and for 
interested individuals



Board of Directors

 Elected by the membership – 9 members
 President, President-Elect, Treasurer, Secretary elected by 

the board
 Composed of Organizational and Individual members
 Volunteer
 Meets in conjunction with spring and fall educational 

meetings
 One 2-day planning meeting per year
 Conference calls every 2-3 months



Board of Directors

 Welcome to Mark Bellefontaine (CPSO) and Marcia 
Lammando (Lifeguard Program)

 Thank you to David Bazzo (PACE), Andrea Ciccone (NBME), 
and Elizabeth Wenghofer (School of Rural and Northern 
Health, Laurentian University)



Educational Meetings

 CPE holds 2 meetings per year, spring and fall

 Theme relating to assessment and/or remediation of 
practicing physicians

 Research forum component included in spring meeting –
members and others present works in progress or 
completed research

 Meetings are 1 ½ days in length



Educational Meetings

 Spring – larger meeting with a topic appealing to broader 
audience – members and non-members

 Fall – smaller meeting for members only – around best 
practices on a particular topic – appeal more to people 
actively working in the field 

 Both continue to be interactive



May 2018 Meeting

 May 10-11, 2018

College of Physicians and Surgeons of Ontario

Toronto, Canada

Understanding Risks to Physician Clinical Performance:

Implications for Assessment and Enhancement



Webinars

CPE began offering webinars in 2016 

 Well received, with increasing attendance
 2 webinars/year, spaced between meetings
 Focused on best practices, presented by people with 

experience working in the specific area
 Practical solutions to problems encountered
 Next webinar will be in early 2018



Improving Member Benefits

 Website has been redesigned for improved functionality

 Access to meeting materials 

 Access to webinars – powerpoint slides and audio file



Questions?
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