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Implications for the judgment of personal risk
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The regulator’s responsibility

• Protect the safety of the public

• Manifests in two forms
– Identify those below standard

• Restrict and/or remediate

– Promote and support practice improvement for all members
• Raise the level of performance for everyone
• Keep those at risk above the bar (reduce need to restrict / remediate)
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Epidemiological risks

• We “know” (statistically) who is at risk
– Many identified “epidemiological risk factors”

• Ideally we want them to know too
– Empower them to proactively avoid falling below the bar
– But how can knowing your epidemiological risks help?

• Can’t change being a 62yo, male rural practitioner
• “Be more diligent”?
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Underlying source of risk

• Might help to understand WHY they are at risk
– All the “risk factors” are potential sources of social isolation

• Fewer people who can give honest feedback
• Fewer people who can exert social influence

• Leads to:
– Increasingly distorted social data
– Increasing reliance on actual self-regulatory processes

• Independent self-reflection to understand gaps
• Independent self-motivation to redress gaps
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The challenge of using self-reflection 
to appreciate gaps



The self-protective role of reflection

• Presumption that self-reflection on practice 
is used to expose gaps

• But reflection often used to protect self-concept
– Eg, gamblers’ interpretation of losses (Gilovich,1983)

– “It’s a one time thing, it just happens a lot” (Suzanne Vega)
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Value of self-protective reflection

• Such re-interpretive reflection important

– Depressed people have more “accurate” 
interpretation of own role in events

• Depressive realism (“sadder but wiser”)
• Lab-induced “learned helplessness” model of depression

– Self-efficacy leads to success
• Confidence to persist in face of initially negative feedback
• Willingness to keep trying in difficult situations
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Implications for practice change

• “Rose colored glasses” approach to reflection 
understandable and necessary
– Not just a “selfish” activity
– Important for ability to function and succeed

• BUT 
– May get in the way of self-improvement
– How much rationalization is too much?

University of British Columbia, Faculty of Medicine
Centre for Health Education Scholarship

@UBCMedCHES



University of British Columbia, Faculty of Medicine
Centre for Health Education Scholarship

@UBCMedCHES

The challenge of self-motivation 
to address gaps through learning



The motivation to learn

• Assumption that the “adult learner” is motivated 
to fill gaps in knowledge/skill
– Motivation comes from recognition of the value of learning

• But where does assumption come from?
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Theoretical support

• Malcolm Knolwes
– “The Adult Learner”

• Anders Ericsson 
– Expert Performance

• Bereiter and Scardamalia
– “Surpassing Ourselves”
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BUT…

• Think about last conference attended
– How did you select sessions to attend?

• “Wow, thank goodness they have a session on that, 
I am really poor at that and should find out how to 
come back up to speed.”

OR
• “Hey, that looks cool…wow, that sounds interesting.”

• Evidence that health care professionals attend CE 
events that confirm what they already know

(cf Miller, 2005; Mazmanian et al, 1996)
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The flaw in the theories

• All theories of adult learning/expertise 
focus on the reasons why people learn
– Areas where we excel
– Areas where we have an interest

• Our own reflections focus on times we chose to learn
– “I am here aren’t I?”
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The flaw in the theories

• Little or no research or theory on 
why people DON’T learn
– Areas where we struggle
– Areas that do not interest us much

• Few examples in our own heads of times 
we chose not to learn or gave up
– “Wouldn’t it be fun to learn how to play the guitar?”
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Regehr’s axiom of learning

• LEARNING IS NOT FUN

– Learning fun things is fun
– Learning hard things is hard
– Learning boring things is boring
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The adult learner redefined

• Differences between adult and child learners:
– Children have lots of energy
– You can make children do things

• Regehr’s axiom of adult learners:
– The older we get, the less willing we are 

to expend our limited energy on learning, 
and the fewer people there are who can 
tell us we have to

University of British Columbia, Faculty of Medicine
Centre for Health Education Scholarship

@UBCMedCHES



University of British Columbia, Faculty of Medicine
Centre for Health Education Scholarship

@UBCMedCHES

From self-regulation
to social regulation



Reconceptualizing risk factors

• May not be enough to assess “epidemiological risks”
– Not clear how we might redress them
– Not clear they are the “real problem” 

• Real underlying risk is social isolation
– A forced reliance on independent “self-regulatory” processes

• A personal, unguided reflection on performance data 
to generate an individually derived determination
of one’s level of ability in various domains of practice 
to motivate targeted learning to address areas of weakness
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Questions to assess “social isolation” risk

• WHO are your sources of data for developing 
an understanding of your current abilities and needs?

– Who is allowed to tell you what needs improving?
• Who do you ask for feedback?
• Who is allowed to give you feedback even when you don’t ask?

– Whose opinion do you respect so much that 
you would be willing to learn something hard 
just because he/she said you should?
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Good Medical Practice – it’s what we’re all about

Background & Aim

• Component of pan-Canadian physician factors project

• Some research conducted to define/describe aspects of physician performance 
as it relates to protective and risk factors…BUT, paucity of research exploring the 
experiential knowledge of factors for performance 

• The Cambridge Model of physician performance 

(Competence + Individual Factors + System Factors = Performance)

• Aim: Identify, understand and explain the risk and support factors influencing 
physician performance, as identified by experienced physician-assessors at 
three MRAs in Canada

Rethans et al, 2002
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Methods

• 23 interviews 2016–2017 w/physician-assessors from the CPSA, CPSM and CPSO; 
via telephone or in-person whenever possible

• Interviews ~60 minutes; audio-recorded upon consent; transcribed verbatim

• Semi-structured; questions relating to:

1) Definition/discussion of what makes a “high quality physician” 

2) Factors for individual physician performance

3) Factors for group physician performance

4) Recommendations on how to support or protect high quality medical practice

• Grounded-theory approach; analysis completed May 2017 

• Study approved by the appropriate Ethics Board at the University of Alberta
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Results

Model of the interaction of factors 

affecting patient care, as identified by 

experienced physician assessors



Good Medical Practice – it’s what we’re all about

Results: Skills & attributes of 
high-quality physicians

Engagement, intrinsic motivation

A high-quality doctor is somebody who really wants to be a physician not because they 
want to make a lot of money, but because they really enjoy the practice of medicine.

Caring

The most important point is that they care about what they’re doing. I see those qualities 
in measurable things: appointments are booked so that they have time to spend with 
patients, to talk to them. Care is well-documented and follow-up is arranged.
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Results: Protective and risk factors 
of individual physician performance

Protective

Interactivity
Interactivity is very, very important…There’s 
something very special about having other 
professionals who are meeting the same 
challenges that you’re meeting, and to have the 
ability to discuss them in a safe way.

IMG
Patients will gravitate to a doctor they feel 
comfortable with, often who speaks their 
language, who comes from a similar cultural 
background. For a multicultural population, I see 
[IMGs] as overall advantageous and beneficial 
for our healthcare system.

Risk

High patient volume
It’s very easy, in the middle of a flu epidemic, to be 
working so quickly with many patients that you may 
not realize one of them has encephalitis; and that if 
you had a bit more time and weren’t so rushed, the 
bells would go off. That’s a huge risk.

Disengaged 
An awful lot of physicians run into trouble when 
they’ve lost their sense of curiosity, or they never had 
it in the first place, and things are done by rote. When 
things are done by rote without being curious as to 
the underpinnings, mistakes are made.

Age (older)
If I see an elderly physician who works in isolation in a 
small community, I know there’s a much higher 

chance that there are going to be issues.
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Results: Protective and risk factors 
of group performance

Protective

Shared Philosophy of Care
To have a high-functioning group, you have to 
have a group of physicians who get along well, 
who are collegial, who respect one another, who 
have a similar outlook, a similar philosophy.

Diversity of Physicians
Working together, interacting with another 
doctor, you have the benefit of a younger 
physician who may have just learned something 
new in training; versus an older doctor’s wisdom. 
Then the patient is getting the benefit of several 
different minds with perhaps different clinical 
backgrounds. 

Risk

Single disruptive physician
When you get a disruptive physician in a group, it 
really is a big risk factor for the whole group. Not only 
the group but the whole community as well, it 
becomes a whole culture… it’s not just that group 
that’s affected. 

Episodic care
Episodic care is really problematic… the main reason 
for that is they don’t set themselves up to be 
accountable. No one’s going to review anything after 
the fact… I think it sets up that expectation that the 
patient is not expecting to be called back.
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Implications

• 1st qualitative study to explore the risk and support factors of individual and group 
performance in Canada, utilizing assessors’ experiential knowledge

• Although many factors were not directly observable, administrative practices = 
proxy indicators of less-measurable qualities 

• By understanding the risk & support factors MRAs will be better-equipped to tailor 
physician assessments and limited resources to support competence and enhance 
performance

• Limitation: we cannot comment on the extent to which identified factors may 
affect physician performance outcomes 

• Further research warranted to test identified factors, to determine their 
relationship with physician performance, patient care and related health outcomes
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Introduction
and context



• 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

• The Professional Inspection Committee (PIC)
makes recommendations to the board on the
necessary actions 

Peer reviews in Quebec



Level 2

Level 1

Level 0

Non satisfactory
quality of practice

Satisfactory
quality of practice

Level 3
Remediation prescription,

limitation, retirementLevel 3

Level 2
Recommendations + 

Control visit

Level 1
Recommendations

Level 0
No action,

Satisfaction letter

Peer review outcomes
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2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017
Inquiries division (n=666) Professional reporting (n=545) 70-y.o. program (n=294)
>35 years of practice (n=221) Executive Committee (n=43) Restrictive permit (n=41)
Abnormal billing (n=31) Professional claim (n=31) Locum only (n=29)
Impaired physicians (n=28) Control group (n=24)

• Since 1997, the PIC has been using screening 
programs to target physicians for inspection

Peer review programs

2 082 peer reviews
2006-2017



Relative efficiency of programs*

*Initial visits only (control visits excluded)



• Briefly describe your medical practice
• Summarize your clinical activities and number of patients
• Do you practice outside your initial medical training?
• Do you practice alone or with medical colleagues?
• How many patients, on average, do you see every week?
• List each place of practice
• Do you do: Locum, On-call duty, Diagnostic or therapeutic 

interventions?
• Do you participate in an approved CPD program?
• Did you change your practice in the last 2 years?
• Do you intend to change your practice in the next year?
• Are you satisfied with your actual practice?

70-y.o. program questionnaire



70-y.o. program evaluation grid
Peer-review if 
risk is high:

total score ≥ 26

OR
letter grade = C

OR

24 ≤ total score ≤ 25
AND

letter grade = B

• All questionnaires analyzed by 
same external evaluator

• 12 risk factors with score 0-10

• Maximum total score = 54

• Subjective letter grade = A, B, C



Psychometric properties

Physicians’ performance
(based on peer review)

NOT 
satisfactory Satisfactory

Questionnaire
+

evaluation grid

HIGH
RISK

TRUE POSITIVE
153

FALSE POSITIVE
93

Positive predictive value
15

153 9 %

LOW
RISK

FALSE NEGATIVE
15

TRUE NEGATIVE
3

Negative predictive value
3

15 3 %

TOTAL 168 96
Precision

15
%



Research question

How can we adjust the 
weights of the risk factors

to better predict the
outcome of peer review?



Data and 
methodology



• Results of 274 peer reviews from the 70-y.o. 
program made between 2012 and 2018-04-30

• Score on each of the 12 risk factors

• Letter grade

• One questionnaire + grid per physician

Data



• Multivariate logistic regression:
 Response variable: peer review outcome

(0=satisfactory; 1=non satisfactory)

 Predictors: the 12 risk factors + letter grade

• Dominance analysis to estimate the “dominance 
weight” (relative importance) of each risk factor

• Bootstrap analysis to obtain confidence intervals 
for the dominance weights

Methodology



• Select an appropriate measure of fit for logistic regression models: 

, Nagelkerke’s pseudo-R2, where  L0 = null model (intercept only);

LM = model with predictors; n = sample size

• For each predictor, calculate its average additional contribution (∆ ) 
to the model, for each class of models with 0, 1, 2, …, k predictors

k predictors 2k-1 models
13 predictors 8 191 models 

• The “dominance weight” (relative importance) of each predictor is 
equal to the mean of the  ∆ , taken over all classes of models, 
divided by the value of  for the full model

Dominance analysis



Example with 3 predictors*

*Adapted from Budescu (1993).

Class of models
Additional contribution ∆
X1 X2 X3

Model with 0 predictor (null) .000 .10 .20 .15
Models with 1 predictor

X1 .10 --- .15 .11
X2 .20 .05 --- .12
X3 .15 .06 .17 ---

1-predictor average ∆ .055 .16 .115
Models with 2 predictors

X1, X2 .25 --- --- .12
X1, X3 .21 --- .16 ---
X2, X3 .32 .05 --- ---

2-predictor average ∆ .05 .16 .12
Model with 3 predictors (full)

X1, X2, X3 .37 --- --- ---

AVERAGE  ∆ (over all classes of models) .069 .173 .128

Dominance weights (relative importance) 18% 47% 35%



Bootstrap analysis
Original sample: 274 peer reviews

Bootstrap 
sample 1

n=274

Bootstrap 
sample 2

n=274

Bootstrap 
sample 500

n=274

Resample from 
original sample 

with replacement

…

Dominance 
analysis with
2k-1 models

Dominance 
analysis with
2k-1 models

Dominance 
analysis with
2k-1 models

Dominance 
weights

Dominance 
weights

Dominance 
weights

…

…

95% confidence intervals for dominance weights



Results



Multivariate logistic regression
RISK FACTOR Odds ratio

(95% C.I.) p-value

Locum only=yes    (ref=no) 3.937    (0.363 - 42.743) .26

Gender=M    (ref=F) 1.85    (0.618 - 5.539) .271

IMG    (ref=Canada/US) 1.553    (0.874 - 2.759) .133

Outside initial training - yes without training    (ref=practice in initial training) 1.518    (0.144 - 16.004) .729

Hospital practice=no    (ref=yes) 1.444    (0.723 - 2.886) .298

Letter grade=B    (ref=A) 1.168    (0.527 - 2.588) .701

Volume of activities - full-time    (ref= < 2 days/week) 1.132    (0.369 - 3.469) .829

Retirement next year=no    (ref=yes) 1.058    (0.177 - 6.331) .951

Volume of activities - part-time    (ref= < 2 days/week) 1.018    (0.319 - 3.244) .976

Support in practice – solo    (ref=with peers) 0.976    (0.525 - 1.812) .938

Letter grade=C    (ref=A) 0.881    (0.408 - 1.905) .748

CPD plan=no    (ref=yes) 0.836    (0.443 - 1.58) .582

Scope of practice – limited    (ref=one field) 0.555    (0.185 - 1.666) .294

Techniques=high risk    (ref=low risk) 0.473    (0.211 - 1.065) .071

Scope of practice - all types    (ref=one field) 0.465    (0.126 - 1.724) .252

Outside initial training - yes with training    (ref=practice in initial training) 0.349    (0.077 - 1.582) .172

New patients=yes    (ref=no) 0.184    (0.022 - 1.575) .122



Correlation matrix
Kendall tau-b

Letter 
grade Gender MD 

country
Scope of 
practice

Volume of 
activities

Practice outside 
initial training

Support in 
practice

New 
patients

Hospital 
practice

Locum 
only Techniques CPD Future plans

  Letter grade 1 .034 .052 -.199** -.160** -.118* .061 .026 -.129* .024 -.126* .079 -.079

  Gender 1 -.216** -.068 .053 .055 .040 -.053 -.042 .031 .096 .035 .065

  MD country 1 .056 .041 -.013 -.025 .076 .046 .035 -.055 -.002 -.043

  Scope of practice 1 .223** -.038 -.177** .043 -.261** .214** .452** -.067 .119*

  Volume of activities 1 .032 -.158** -.005 -.100 -.019 .082 -.024 .042
  Practice outside
  initial training 1 -.042 -.046 .005 -.026 -.068 .050 .032

  Support in practice 1 -.085 .465** .017 -.288** -.010 -.021

  New patients 1 -.142* .025 .106 -.107 -.031

  Hospital practice 1 -.139* -.501** .031 .020

  Locum only 1 .235** .005 .018

  Techniques 1 -.012 .078

  CPD 1 -.094

  Future plans 1
  **Correlation significant at 0.01 level
   *Correlation significant at 0.05 level



OBSERVED
peer review outcome

Non
satisfactory Satisfactory

PREDICTED
peer review 

outcome

Non
satisfactory

(threshold = .5)

TRUE POSITIVE
158

FALSE POSITIVE
68

Positive predictive value
70%

Satisfactory FALSE NEGATIVE
20

TRUE NEGATIVE
28

Negative predictive value
58%

Precision
68%

Multivariate logistic regression

.112
AUROC = .664 

Questionnaire + grid  62%

Questionnaire + grid  17%

Questionnaire + grid  59%



Dominance analysis
Class of models
(213-1 = 8 191 different models)

Average contribution of each predictor 	∆
to the prediction of Peer review outcome

Gender MD country … Letter grade
Model with 0 predictor .001 .008 … .001

1-predictor average ∆ .002 .008 … .001

2-predictor average ∆ .002 .008 … .002

3-predictor average ∆ .002 .008 … .002

4-predictor average ∆ .003 .008 … .002

5-predictor average ∆ .003 .009 … .002

6-predictor average ∆ .003 .009 … .003

… … … … …

12-predictor average ∆ .005 .009 … .003

Model with 13 predictors . --- --- --- ---
Overall average  ∆ .003 .009 … .002
Dominance weights 3% 8% … 2%



Bootstrap confidence intervals
RISK FACTOR Average ∆

(95% C.I.)
Dominance weight

(95% C.I.)
Techniques 0.0300 (0.0027-0.0834) 27% (2% - 40%)

Hospital practice 0.0197 (0.0028-0.0608) 18% (2% - 32%)

New patients 0.0171 (0.0009-0.0377) 15% (1% - 23%)

Scope of practice 0.0119 (0.003-0.0582) 11% (2% - 30%)

MD country 0.009 (0.0003-0.0514) 8% (0% - 28%)

Practice outside initial training 0.0072 (0.0013-0.0467) 6% (1% - 29%)

Locum only 0.0047 (0.0004-0.0206) 4% (0% - 11%)

Support in practice 0.004 (0.0012-0.0267) 4% (1% - 16%)

Gender 0.0034 (0.0004-0.0406) 3% (0% - 22%)

Letter grade 0.0024 (0.0016-0.0408) 2% (1% - 24%)

Volume of activities 0.0015 (0.0011-0.0376) 1% (1% - 21%)

CPD 0.0007 (0.0002-0.0298) 1% (0% - 18%)

Future plans 0.0001 (0.0002-0.0174) 0% (0% - 11%)



Conclusion 
and future 
research



• The questionnaire and evaluation grid have good 
psychometric properties (PPV=62%, precision=59%) 
when total score and letter grade are used to target 
physicians for peer review

• Logistic regression improves the prediction of peer 
review outcome (PPV=70%, precision=68%)

• Dominance analysis provides an estimation of relative 
importance of risk factors in the prediction of peer 
review outcome, but the precision is low

Conclusion



• Use the results of dominance analysis to adjust the 
relative weights of risk factors in the grid, so that they 
better reflect their relative importance in the prediction 
of peer review outcome

• Use logistic regression to predict peer review outcome, 
updating the model regularly with new data

• Consider other risk factors:
 previous problems (striking from the roll, practice limitation, 

discipline)
 age (70-75, 75-80, 80+)

Future research
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 Be informed about descriptive data on remediation programs 
undertaken by Quebec practicing physicians between 2002 
and 2017, and about their success rate

At the end of the presentation, the participant will:

 Be able to discuss protective factors and directions for future 
research on success factors for remediation programs

Objectives



A. Decision of the Professional Inspection Committee following an 
assessment of the candidate’s clinical performance

Sources of referrals to the PED

• By voluntary commitment
• By decision of the Executive Committee

B. Voluntary commitment following a complaint to the Inquiries Division

D.  Decision of the Executive Committee on the recommendation of the 
Disciplinary Council

C.  “Voluntary commitment” with an institution following a complaint 
and other difficulties related to clinical performance



A. Professional Inspection Committee

♂ 75-year-old anesthesiologist, one-day training program at the simulation 
centre on cardiopulmonary resuscitation

♂ 58-year-old family physician, 20-day training program in ambulatory
family medicine with practice limitation

♀ 60-year-old family physician, 8-session tutoring program on record keeping, 
practice organization and quality of practice in ambulatory family medicine

♀ 82-year-old psychiatrist, 6-session tutoring program on record keeping
and data collection in ambulatory psychiatry

Examples by source



B. Inquiries Division
♀ 58-year-old physiatrist, tutoring program on interpersonal skills and   

demonstration of an objective expertise report

♂ 48-year-old family physician, tutoring program on interpersonal skills,
stress and anger management

Examples by source



C. “Voluntary commitment” with an institution
♂ Obstetrician-gynecologist, 20-day training program in gynecologic oncology  

followed by a 10-session tutoring program

♀ Geneticist, 10-session tutoring program on time, practice management and 
chart keeping management

Examples by source

D. By decision of the Executive Committee on the   
recommendation of the Disciplinary Council

♀ Psychiatrist, 6-session tutoring program on the Code of Ethics and 
appropriate distance

♂ Emergency room family physician, tutoring program on stress and anger 
management



1. Workshops, conferences, symposiums, seminars

Types of educational interventions

2. Directed reading

3. Tutoring program with or without direct observation

4. Clinical training program with or without practice limitation



Practice 
assessment 

and 
remediation 

process



1

Who are the 
candidates?

2

Which activities?

3

Who succeeded?
Who failed?

2002-2017 statistics

J



1

Who are the 
candidates ?



Who are the candidates?
2002‐2017 candidates

N=651 physicians*

* Physicians who did several educational activities are only counted once UNLESS their activities were not proposed in the 
same educational prescription or were done more than 24 months apart.

2009‐2010 active physicians 
N=18 147 physicians

2 = 199.5
p < 0.0001

59%

41%

86%
14%



2 = 294.8
p < 0.0001

68%

32%

Canada/U.S. IMGs

90%

10%

Canada/U.S. IMGs

Who are the candidates?
2002‐2017 candidates

N=651 physicians*
2009‐2010 active physicians 

N=18 147 physicians

* Physicians who did several educational activities are only counted once UNLESS their activities were not proposed in the 
same educational prescription or were done more than 24 months apart.

Country where MD degree was obtained Country where MD degree was obtained



Who are the candidates?
2002‐2017 candidates

N=651 physicians*

* Physicians who did several educational activities are only counted once UNLESS their activities were not proposed in the 
same educational prescription or were done more than 24 months apart.

2009‐2010 active physicians
N=18 147 physicians

2 = 267.6
p < 0.0001

< 50 
years old

50‐69 
years old

≥ 70 
years old

< 50 
years old

50‐69 
years old

≥ 70
years old

18%

55%

27%

50%

44%

6%



Who are the candidates?
2002‐2017 candidates

N=651 physicians*

* Physicians who did several educational activities are only counted once UNLESS their activities were not proposed in the 
same educational prescription or were done more than 24 months apart.

2009‐2010 active physicians
N=18 147 physicians

2 = 40.03
p < 0.0001

Family 
medicine

Family 
medicine

Other 
specialties

Other 
specialties

63%
50%37% 50%



Source of the remediation activity

PIC

Inquiries Division

Executive Committee

72%

20%

2%

Voluntary Commitment 6%



2

Which activities?



Which activities?

TOTAL: 764 activities*

* Completed activities only; for 2017, a total of 33 activities are in progress (5 training programs, 28 tutoring programs).



Which activities?

Training programs: 395

Tutoring
programs:        

369

YES
27%NO

73%

Practice 
limitation

Full-time
36%Part-time

64%

Training 
programs



3

Who succeeded ?
Who failed?



Results for activities*
Tutoring
programs

(N=369)

Training 
programs

(N=395)

*All the activities completed by a single physician are included, even if they were proposed in the same educational prescription.
**For the chi-square test, only the “Success” and “Failure” categories were considered.

2 = 4.2**
p = 0.038



Success % depending on various factors*

* All the comparative analyses were done keeping only the first activity completed by each physician;
only the “Success” and “Failure” categories were considered (N=620).

93%
82%

Women Men

2 = 5.42
p = 0.02

97% 86%
70%

< 50 y.o. 50‐69 y.o. ≥ 70 y.o.

2 = 42.4
p < 0.0001

87% 82%

Other
specialty

Family medicine

2 = 2.1
p = 0.15

G
E
N
D
E
R

A
G
E

S
P
E
C
I
A
L
T
Y



Success % depending on various factors*

86% 79%

Canada/U.S. IMGs

2 = 5.5
p = 0.02

C
O
U
N
T
R
Y

M
D

* All the comparative analyses were done keeping only the first activity completed by each physician;
only the “Success” and “Failure” categories were considered (N=620).

98% 91%
81%

Voluntary
commitment

Inquiry
Division

PIC/EC

2 = 12.9
p = 0.002

S
O
U
R
C
E



Success % depending on the number of factors

Type of activity
Number of risk 

factors Tutoring program Training program 
without limitation

Training program 
with limitation

0 92% 100% 100%

1 95% 87% 70%

2 87% 77% 51%

3 83% 62% 22%

AGE ≥ 70

IMGs

GENDER = M

* All the comparative analyses were done keeping only the first activity completed by each physician;
only the “Success” and “Failure” categories were considered (N=620).



Protective factors

1. Women

2. Physicians less than 70 years of age

3. MD degree obtained in Canada or United States



Trends

1. Longer-term personalized tutoring (3-6 months)

2. During the tutoring program, use of a variety of teaching 
tools:

 Records review
 Direct observation
 Directed reading
 Online learning tools
 Feedback



Questions?

Suggestions?

Source of images and animations: www.presentermedia.com
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MD Snapshot: Practice Checkup Report

– Background
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– Methods

– Results

– Conclusions & Next Steps
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MD Snapshot: Practice Checkup 
Background/Aim

(Rethans J et al., 2002)

Factors: Anything that fits into the Cambridge Model and impacts a 

physician’s performance

= Performance

Competence System 
Factors

Individual 
Factors
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MD Snapshot: Practice Checkup 
Background/Aim

Aim: To determine the attitudes and opinions of physicians 

in Alberta upon receipt of their MD Snapshot: Practice 
Checkup Report in 2017
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MD Snapshot: Practice Checkup 
Methods

Link to Feedback 
Survey (developed 
with SurveyMonkey®) 
was emailed to all 
physicians November 
13, 2017

Survey Details:
- 5 Closed ended questions
- 5 Open ended questions 
if response was no
- 1 open ended comment 
asking for suggestions

The survey was 
open for 2 weeks 
closing on 
November 27, 
2017

Data was compiled 
and exported via 
SurveyMonkey®

Analysis completed January 2018

Nvivo was used 
to assist with the 
analysis

Comments were 
analyzed using 
Qualitative Thematic 
and Content Analysis
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MD Snapshot: Practice Checkup 
Results

Survey response rate 10% (1,084 respondents)

25% of respondents intend to make changes to their practice as a result of the Report

40% of respondents found the information useful 29% said the report will help improve their practice

1,257 comments were provided & grouped into 3 overarching themes
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MD Snapshot: Practice Checkup 
Results - Positive

Thanks, gratitude, reassurance and utility:

Thanks for sending me my "Practice Checkup Report.” I find it very useful. It 
is [a] comprehensive, evidence and statistics based report … It is very 
beneficial feedback and I take it as a road map. It will help me organize my 
practice activities in [a] more efficient way

I think the report is one the most important documents 
sent to us by CPSA in the last few years - why? Because 
it highlights personalized potential pitfalls one might 
get into and hopefully take measures to prevent them. 
For me it achieved its purpose.
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Useless, meaningless, offensive, and a waste of 
time, money and resources:

Metrics provided are totally irrelevant and useless.

To be frank, I felt like I was reading 'canned' information that was at best 
unhelpful, [and] at worst condescending. 

MD Snapshot: Practice Checkup 
Results - Negative

The entire report is a waste of time/money.  Please 
spend our fees on something more useful.
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Application to practice, identifying level of risk, and 
inaccuracies:
Not applicable as at the moment I'm in the low risk group and there's 
nothing to change.

I can't change being an IMG or male (already have high interaction with 
others) and I was not at risk otherwise.

Didn’t tell me any new information - no actionable items

MD Snapshot: Practice Checkup 
Results - Neutral
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The information or data presented:
– Refining the language

– Clarifying terminology and concepts

– Making the report more specific 

– Providing more information/indicators

– Providing more straightforward opportunities to gain CPD credit

The length:
The information could have been a lot more brief. Didn't need all the tables to get 
the message I am an aging physician (the mirror gives me that information every 

morning!).

The medium of the report:
The plan to make the …report accessible online via the CPSA secured physician 

portal is a welcome idea.

If you want our attention, send us a hard copy; if you don't, use the internet… 

MD Snapshot: Practice Checkup 
Results - Recommendations
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MD Snapshot: Practice Checkup 
Results – Focus Groups

Preliminary Results: April 2018

• Similar reception as the survey
• Clear recommendations 

– Online vs. paper
– Length and display of information
– Language 

• Acclimation 
“It could be that we’ll get used to these [Reports]. So it may be a 

growing thing as well. Some of the criticism might be because it's 

new.”
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• Respondents’ opinions about the Report vary

MD Snapshot: Practice Checkup 
Conclusion

Goal: Make the report useful and meaningful to our 
members by continually improving & refining it in an 
evidence-based manner 
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Questions/Discussion

Thank you! 
http://www.cpsa.ca/your-practice/revu/ 
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MD Snapshot: Practice Checkup 
References
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In the next few minutes…..

1. Direction

2. Data Strategy – What? How?

3. Impact and importance
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1.  CPSO Strategic Direction

Dr Joel Kirsh, 2016 CPSO President 
(Dialogue 2016)

“I’m looking forward to the College 
beginning to analyze the full range of 
data available to us ………across the 
whole spectrum of regulatory activity”. 

Internal and system drivers



2. THE DATA STRATEGY FRAMEWORK
WHAT IS IT? HOW DID WE DO IT?



What I heard in May 2016

“We have no data” “I have too much data –

“I don’t know where it is” 

“What do you mean when you say ‘DATA’?”

I need help making sense of it”

I am very excited

Let’s get started



Focus Groups - Summer 2016

What?

• Purpose, Vision, Mandate 

• Aspirations, goals, activities

Process and 
data

• Process and data alignment

• How do we typically measure our activity? Our successes?

• Streamlining data processes – what is needed?

Current 

data

• What data? Formats? Location?

• Current state

• Desired state

20 Managers and staff participated 



Scope
• 3 – 5 years
• Not IT infrastructure
• No HR, finance, communications data

Framework components
• Purpose
• Principles
• Vision and mandate
• Current state
• Desired state
• Activities to get to desired state 

o 2017 - 2020 

Additional documents
• Activity descriptions and concepts
• Plans and timelines for activities

The Data and Analytics Strategy





Authoritative data source for analytics

Who - What - Where - When - Why - What happened….. 

…..College interactions with 
each member from 
registration to resignation



Central Data Repository

Data Attributes:
• Population based
• Longitudinal
• Timely/current
• Accurate
• Linkable
• Easy to use
• Private and secure
• Well documented
• Continuously

maintained

TIME

Member 
demographics

Assessments 
and 

outcomes

Advisory calls 
from public

Hearings 
and 

Discipline

Compliance 
and 

Supervision

Outcomes

Annual 
Renewal

Practice 
Information

VISION: Quality data to inform decisions,
Improve practice and maintain member
and public trust



Considerations
• Implementation through managed and feasible projects

• Desired state will unfold incrementally

• Supported by staff and phased in, based on departmental 
readiness 

• No new dedicated FTE resources at this time 

• Data-focused collaboration with external partners, where 
appropriate, will continue as considered and planned

• Committees will have the opportunity to participate as 
implementation unfolds



3. WHY A DATA STRATEGY? 
EXPECTED IMPACT



Expected impact at CPSO

Routinely use data & 
evidence to make 
operational and 

programmatic decisions

Confidence that our 
programs are effective and 
our operations are efficient

Transparency to stakeholders
Ability to efficiently report to 
stakeholders and ourselves

Ability to test new ideas and 
know if they work

Capacity building for data 
literacy, skills and knowledge



Pan Canadian Factors Initiative

Program 
development 

and evaluation

Understanding 
risk & support 

factors: 
evidence base

Identifying 
physician 

learning needs

Education, 
support & 

remediation

What data do we need?  

What data are missing?

Are the data of good quality?

Can we access it?

• Timely?
• Accurate?
• Reliable ?
• Usable?

How do we know?



Cross sector trends:  Risk based regulation

Source: 
Dodek A. Alderson E. Risk regulation for the legal profession.  
(https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3026869)

“The more the data gathering, the
more confident a regulator can be
that it has located all risks”p. 18

“Robust data will include
both quantitative and 
qualitative information”p.18

“Compiling different types of
data from multiple sources is 
very important” p.20

“Putting data together reveals patterns 
that form a key part of risk regulation”p.20

Plus:
Malcom
Sparrow & others  



Harness the power of your data!!

Understand it 
Document it 

Standardize it
Access it

Maintain it
Protect it …..

Collect it!

Use it!!!



Questions and Discussion
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Objectives

 To describe:

– How CMPA’s view of risk changed

– Evidence for this change

– Nature of CMPA medico-legal data

– How we approach our data



>97,000
physicians

CMPA



How we used to view risk…

© The Canadian Medical Protective Association cmpa-
acpm.ca



How we view risk now…



Patient Safety Incidents vs. Medico-legal Cases
All Specialties
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Now what?

You know you are interested in
the medico-legal risk for resident
trainees…

…how would you
approach your analysis?



Nature of CMPA case data
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Nature of CMPA case data

Civil Legal
Matters

Hospital
Complaints

College
Complaints

TOTAL

Cases
1953-2015

37,245 8,017 60,789 549,863

Cases
2011-2015

4,807 6,173 20,704 32,365

> 97,000 members
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Structured
Unstructured
Numeric
Text

Nature of medico-legal data



Limitations of CMPA data

 Members reporting medico-legal matters
discretionary

 Case coding & analysis inclusion criteria

 CMPA cases ≠  all Patient Safety Incidents



Limitations of medico-legal data

 Restricted to what is documented in the records

 Missing data

 Hindsight bias

 Outcome bias

 Skewed sample – selection bias



Preparing the data

 CMPA approach:
– Frequency counts on open cases

– Coding & analyses on closed cases

– Eligible cases reviewed by trained RN coders

– Use 3 frameworks:
 ICD 10

 WHO

 CMPA Contributing Factor Framework



Contributing Factor Framework



Contributing Factor Framework

System Factors
Environment
Equipment Resources
Workload
Safety Protocols
Policies and Procedures

Team Factors
Patient Factors
Communication with

patients and/or family
Communication and

coordination of care
with other providers

Documentation

Provider Factors
Decision-making
Situational awareness
Procedural violations
Conduct

Event or Patient
Safety Incident
No harm incident
Near miss
Other event



Understanding data & matching approach

 Nature of CMPA data

– Structured data

– Codified data

– Unstructured data

 CMPA analytic approaches

– Quantitative analysis

– Qualitative analysis

– Text analytics



Analytic approaches

10101010101 Abcabcabc
10101010101 Abcabcabc

Theoretic Model

Thematic Coding

Quantitative Analysis



Analytic approaches

Abcabcabcabcabcabcabcabcabcabcabcabc

Generative thematic coding

Qualitative Analysis
- content analysis



Qualitative research

 Rich descriptions of complex phenomena

 Context not just event

 Unexpected or unique events

 Develop theories, generate hypotheses

 Reduce bias & error



Qualitative research

 Ethnographic observations

 Surveys/interviews

 Focus groups

 Content analysis*



Analytic approaches
10101010101 Abcabcabc
10101010101 Abcabcabc

Theoretic Model

Thematic Coding

Quantitative Analysis Qualitative Analysis
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 What, when, where

What can you answer with quantitative analysis?



25

 Why? How?

What can you answer with qualitative analysis?



What can you answer with text
analytics?



Nature of CMPA case data
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What can you answer with text analytics?

 How often?

 What theme?



So we have…

 Chosen the right questions

 Prepared the data

 Set up appropriate analytic tools

 Analysed the data

Now what?



Knowledge translation streams

Physicians in Training

Physicians in Practice

Physician Leaders

Physicians in High Risk Specialties



Knowledge translation

 Considerations:

– Audience

– Adult education principles

– Modalities

– Perceived and unperceived needs

– Provider and system level messages



Knowledge translation

Knowledge Generation

CONTRIBUTING FACTOR FRAMEWORK

Knowledge Translation Stream



Example for residents’ medico-legal risk

 Knowledge Translation Stream
for Physicians in Training
– National Resident Symposia

– Facebook live events

– Abstracts

– Manuscripts

– E-learning platforms



Key messages

 We have shifted our view of risk

 We use our data and diverse tools

 We have broadened our view of KT



1-800-267-6522

@cmpamembers



Safe Medical Care in 2016
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