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purely peer reviewed: the clergy and the medical pro-

fession. Both provide an ultimate social good, and both
engage in self-evaluation because there was a perception
that only the professionals themselves were capable of eval-
uating the application of their knowledge.

On the eve of a new millennium, one of these, medicine,
is taking on a direct social responsibility, that of demon-
strating to the communities it serves that any care given is
not only appropriate (as valued by clinicians) but also parsi-
moniously provided and responsive to society’s needs. Such
is the backdrop for many of the performance evaluation
initiatives in North America,** Europe® and Australia.® At
the core of these initiatives and wrapped within the princi-
ples of quality and accountability is the expectation of im-
provement. Indeed, documentation of better delivery of
care, with emphasis on compassion for patients, is what
various stakeholders, including patients, regulators, insurers
and government, are requesting. The question is, are these
constituents asking about the outcomesf care or about the
processely which that care is delivered? Is the medical pro-
fession expected to deliver the best care or to achieve the
best outcomes? Ironically, although the answer to these
questions is neither straightforward nor universal, it must
be determined, because good processes do not always result
in good outcomes.

I t is said that historically 2 social professions were

The Physician Achievement Review
as a means of reviewing performance

In this issue, Dr. William Hall and associates describe a
singularly noteworthy initiative of the College of Physi-
cians and Surgeons of Alberta (page 52). The Physician
Achievement Review (PAR) is a systematic, ongoing, struc-
tured program to assess selected dimensions of physicians’
performance. The ultimate goal of this initiative is to im-
prove medical practice through peer review of comparative
performance profiles by the college’s Physician Perfor-
mance Committee.

The authors specify that the name of the program,
Physician Achievement Review, was selected “... to denote
a supportive purpose and the goals of describing profes-
sional accomplishment and improving practice.” The de-
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velopers of the PAR program have addressed these goals by
identifying a typology of the attributes of the performance
of medical care, characterizing these attributes as essential,
important, desirable or irrelevant. Most important, the
assessments done within the context of the PAR program
are not made by the physician alone, but by patients, med-
ical peers, consultants and other health care providers. It is
perhaps in this vision of who should evaluate performance
that the PAR distinguishes itself from other similar initia-
tives. Although there have been attempts to have physicians’
performance evaluated by peers alone, the developers of the
PAR have recognized the importance of accountability to a
larger group which, eventually, will decide if the ultimate
social service, health care, has been provided caringly, parsi-
moniously and appropriately. But what is “performance™?

The definition of performance

When dealing with performance measurement systems,
such as the PAR, it is important to distinguish between per-
formance and quality. Whatever the eventual strategy, all
measurement systems are designed to identify variation.
Because variation has no intrinsic value, the distinction be-
tween performance and quality becomes one that might be
used to build consensus among stakeholders or, if misused,
might seriously threaten an accountability initiative. In fact,
at least one study using US national statistics reported that
high variation may be associated with highly appropriate
care and that, conversely, low variation may be associated
with highly inappropriate care.” Thus, | would propose the
following operational definitions aimed at unifying the
concepts of performance and quality: Performance is the
objective description of activities toward a well-stated goal.
Quality is the value placed upon that performance.

I suggest that, in health care, placing a value on perfor-
mance — evaluating performance — is best carried out at
the local level, where the care is provided. The rationale is
that the value system in place there, which will be based on
the expectations of local residents, will be reflected in the
evaluation of performance. Thus, when the PAR is tested
locally in Alberta, it will be affected by local practice styles
and expectations. For example, rural patients may have dif-
ferent expectations than urban patients and may evaluate
the same type and level of care differently. As a result, the



validity of the PAR initiative in contributing to the im-
provement of performance may not be fully tested if the
initiative is not applied in different environments.

Could the experience of Alberta’s PAR program be ex-
panded nationally? Although it is too early to proceed in
that direction, a number of structural characteristics of the
PAR program suggest that a larger initiative could be un-
dertaken. First, the program is based on a comparative
analysis of performance. Indeed, physician performance
profiles are systematically quantified through rates, and
trend analysis is planned over time, across physicians. Sec-
ond, it seems to be reliable in documenting variation and
the potential sources of and reasons for such variation.
Third, its framework is flexible and can thus accommodate
changing philosophy, science and the relation between
process and outcome. The first two characteristics pave the
way toward generalization of the PAR to other jurisdic-
tions, while the third needs further consideration.

Indeed, although the framework is flexible and amenable
to change, it may be challenged by an “uneven” evolution
in clinical practice and philosophy across regions or groups
of providers. Thus, the generalizability of the PAR may be
stepwise rather than simultaneous across regions.

In contrast, the first 2 structural characteristics of the
PAR are fashioned following more readily available experi-
ences from the health care research and epidemiological
fields.

For clinicians who are exposed to research about and re-
porting on appropriateness of care, the interpretation of
what variation really means when they are dealing with in-
dividual patients is a complex question. It is not easy to
translate a group observation into a recommendation on
how to manage an individual patient. The College of
Physicians and Surgeons of Alberta, by accounting for the
expectations of people other than physicians in the assess-
ment tools of the PAR, has shown significant vision and
strategic courage. However, it seems absolutely necessary
that clinicians be involved in the evaluation of the variation,
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since the interpretation of performance profiles, compara-
tive analyses and temporal patterns will require an intimate
understanding of the relation between patients’ characteris-
tics (including their expectations) and decisions about the
care path, which consists of clinical and patient need man-
agement dimensions. The PAR initiative is a thoughtful at-
tempt to use past initiatives as guides rather than exclusive
models. As such, we may be seeing a groundbreaking initia-
tive by the College of Physicians and Surgeons of Alberta.
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The Maclean—Mueller Prize

Attention: Residents and surgical department chairs

Each year the Canadian Journal of Surgeryffers a prize of $1000 for the best manuscript written
by a Canadian resident or fellow from a specialty program who has not completed training or as-
sumed a faculty position. The prize-winning manuscript for the calendar year will be published in
an early issue (February or April) the following year, and other submissions deemed suitable for
publication may appear in a subsequent issue of the Journal.

The resident should be the principal author of the manuscript, which should not have been submitted or
published elsewhere. It should be submitted to the Canadian Journal of Surgeryot later than Oct. 1.

Send submissions to: Dr. J.L. Meakins, Coeditor, Canadian Journal of SurgeryDepartment of Surgery,
Room S10.34, Royal Victoria Hospital, 687 Pine Ave. W, Montreal QC H3A 1A1.
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