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In the mid-1980s, the licensing authorities in Quebec,
Ontario and Manitoba started programs to conduct

personal, in-depth assessments of the clinical skills and
abilities of physicians with suspected deficiencies in
competence. These programs are intended to supple-
ment the existing peer review and patient-complaint
mechanisms by identifying physicians' overall level of
competence and specific clinical strengths and weak-
nesses. The results of an assessment are the basis for an
"educational prescription," which focuses on aspects of

clinical practice in which the physicians may need or
wish to enhance their skills. In some situations, provin-
cial licensing authorities use the assessment information
to guide licensure decisions.

Representatives from Quebec, Ontario and Manitoba
met in November 1992 to review their programs and to
begin a collaboration, with representatives from other
provinces, to guide the development of such programs
in Canada. This article describes the programs estab-
lished in Quebec, Ontario and Manitoba. To set- the
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context of these progiams, we present an overview of
the processes and organizations in Canada concerned
with physician competence. We then describe the pro-
gram and assessment and enhancement processes in
each of the three provinces.

THE CONTEXT OF PHYSICIAN-ASSESSMENT
PROGRAMS

The academic criteria for a licence to practise medicine
in Canada are a medical degree, successful completion of
the Medical Council of Canada Qualifying Examinations
(or the provincial qualifying examination in Quebec) and
certification by the Royal College of Physicians and Sur-
geons of Canada (RCPSC) or the College of Family
Physicians of Canada. Licensing authorities (the College
des medecins du Quebec [CMQ] in Quebec and the
provincial College of Physicians and Surgeons in the
other provinces) also require references concerning the
physician's character and currency of competence.

Once they have received their licence, physicians are
responsible for maintaining their skill level and knowl-
edge base. This can be accomplished through various
types of continuing medical education (CME), including
reading articles in journals; attending hospital rounds,
lectures and conferences; undertaking clinical trainee-
ships; and interacting with peers. Although most physi-
cians maintain their competence effectively, a small pro-
portion do not. The provincial licensing authorities,
whose mandate is to maintain public safety, face the chal-
lenges of identifying incompetent physicians, measuring
their level of competence reliably, remedying identified
incompetence and removing physicians whose incompe-
tence cannot be remedied from medical practice.

PATIENT COMPLAINTS

The first mechanism established by most licensing au-

thorities to identify potentially incompetent physicians
was investigation of patient complaints by discipline
committees. However, this approach is ineffective in de-
termining physicians' general level of competence or

specific areas of weakness. In addition, when educa-
tional, clinical or other types of remediation are ineffec-
tive and a physician's licence must be suspended or

revoked because of incompetence, it is difficult to docu-
ment the problem on the basis of complaints alone in a

way that will withstand a legal challenge.

PEER REVIEW PROGRAMS

More recently, most provincial licensing authorities
have developed peer review programs in which physi-
cians are screened to find those having difficulty in their

practices. A peer review is typically conducted by one or
two physicians. They visit a physician's practice and re-
view such aspects as ease of access, on-call systems,
emergency supplies and the availability of a reference li-
brary. Patient records are audited to ascertain the quality
of record keeping and of practice.

In Quebec, all of the province's physicians undergo
peer review by the Inspection professionnelle of the
CMQ within a 7-year cycle. This program serves an ed-
ucational role, by making recommendations to physi-
cians concerning the organization of their practice, their
record keeping and the quality of medical care provided.
Depending on the degree of deficiency identified, the
college may also require a more in-depth assessment and
a refresher training period, and may limit the physician's
practice during this period.

In Ontario, approximately 400 physicians, selected
through a process of stratified random sampling, undergo
peer review each year.' This general screening program
targets, in particular, physicians 70 years of age and older,
who are considered at higher risk than other physicians
of having deficiencies in their practices. Physicians with
identified deficiencies who do not demonstrate improve-
ment during the following 6 to 9 months may be referred
for further assessment and remedial training, depending
on the degree of deficiency present.

Elsewhere, colleges of physicians and surgeons in
British Columbia and the Atlantic provinces have peer
review programs that serve a strictly educational pur-
pose, providing physicians with confidential recommen-
dations for improvement if warranted.23 Manitoba and
Saskatchewan do not have peer review programs; the
college in Alberta is introducing one.

PHYSICIAN-ASSESSMENT
AND PHYSIC1AN-ENHANCEMENT PROGRAMS

As a "next step" in addressing physician competence,
the licensing bodies in Quebec, Ontario and Manitoba
have each developed a highly structured and formal
physician-assessment and physician-enhancement pro-
gram. These programs are among the first in North
America. Similar programs have been developed in a few
US states,4 but most states employ less comprehensive
assessment procedures.

In Quebec, Projet diagnostic was initiated in 1985 by
the CMQ with the collaboration of the Centre d'evalua-
tion des sciences de la sante de l'Universite Laval, Que-
bec, and the Departement de medecine familiale, Uni-
versite de Montreal, Montreal. In 1987 the College of
Physicians and Surgeons of Ontario (CPSO), in collabo-
ration with McMaster University, Hamilton, Ont., initi-

ated the Physician Review Program (PREP).56 In 1988
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(CPSM), the Manitoba Medical Association and the
University of Manitoba, Winnipeg, jointly developed
the Clinicians Assessment and Enhancement Program
(CAEP). All programs are designed for physicians in
family or general practice. Procedures are developed ad
hoc for assessment and enhancement of physicians with
certificates from the RCPSC who are referred to these
programs. Approximately 90% of program participants
are referred by the licensing authorities; the remaining
10% are mainly self-referred.
The purpose of the programs in Quebec, Ontario and

Manitoba is to conduct a rigorous assessment of physi-
cians' clinical competence. This assessment serves to
identify deficiencies in competence and forms the basis
for a focused educational remedy to address these defi-
ciencies. Program development in each province was
guided by an extensive body of published articles on the
assessment of clinical competence7'8 and on the effective-
ness of programs to monitor and improve the compe-
tence of physicians.2 The creation of such programs re-
flects a growing interest in the literature on "focused" or
`individualized" CME as a way to achieve desired physi-
cian performance and clinical outcomes.

PHYSICIAN-ASSESSMENT
AND PHYSICIAN-ENHANCEMENT PROGRAMS

OVERVIEW

Quebec

A law adopted in 1973'` contains a Professional Code
that requires all physicians to participate in the CMQ
peer review program, Inspection professionnelle. In the
Inspection professionnelle, the competence of individual
physicians is assessed with the use of "chart recall." This
process involves a discussion with the physician about his
or her patient records, to solicit his or her interpretation
of clinical data or rationale for clinical actions. From this
program, some physicians- typically those who have
been out of practice for some time, who are reorienting
their practice or who are identified as having serious defi-
ciencies in their clinical competence- are referred to the
CMQ's CME Division to participate in Projet diagnostic.

For Projet diagnostic, the CME Division developed
an additional evaluation tool, the structured oral inter-
view. This assessment instrument is designed to identify
deficiencies in knowledge and problem solving through
case work-up and management; it also provides a basis
for designing remedial CME programs. If there is con-
cern about a physician's skills or attitudes, further assess-
ment may be conducted in a clinical setting. When defi-
ciencies are identified, an educational plan is developed
for the physician. This remedial education usually

involves a period of supervised practice in a family-
practice teaching unit.

The cost of each structured oral interview is approxi-
mately $2000, which includes the assessors' fees, a writ-
ten report, a feedback meeting and administrative ex-
penses. Depending on the reason for the assessment, the
cost is paid by the participant, the CMQ or both parties.
Eight physicians on average participate in a structured
oral interview each year.

Ontario

Specialists, family physicians and general practition-
ers undergo peer review through the Peer Assessment
Program run by the CPSO. Approximately 10% of those
reviewed do not meet the standard set by the CPSO and
must undergo a second peer review in 6 to 9 months.
Physicians who have not improved their competence
during this period are asked to participate in the CPSO's
in-depth assessment of competence, the PREP. Until
1994 the CPSO had no legal power to enforce participa-
tion in PREP and subsequent remedial education. How-
ever, under the Regulated Health Professions Act '4 the
CPSO can now require assessment and remedial educa-
tion and can suspend a physician's licence on the basis of
an assessment.

In the PREP, physicians are assessed through a set of
written tests and performance assessments.56 An educa-
tional plan is then prepared to address the deficiencies in
competence identified through the assessment. Like Pro-
jet diagnostic in Quebec, the PREP deals only with is-
sues of competence that are amenable to an educational
solution. Unlike the program in Quebec, the PREP was
not developed and is not conducted by the provincial
college, but by McMaster University, through a grant
from the CPSO. The cost per physician assessed is
$6000. Physicians from Ontario pay a program fee of
$3700; physicians from outside Ontario pay $4500. The
PREP typically has 20 to 25 participants each year.

Manitoba

The CAEP was developed and is administered by the
Department of Medical Education of the University of
Manitoba. The assessment component of the CAEP in-
cludes written tests and performance assessments admin-
istered over 2 days. Following the assessment, a detailed
educational plan and "learning contract" is developed for
each participant. Unlike the systems in Quebec and On-
tario, the physician-assessment system in Manitoba does
not include a peer review program. Referrals to the CAEP
come primarily from the CPSM investigative chairman,
in response to complaints, but also from physicians' prac-
tice groups and self-referral. Participants typically num-
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ber eight each year. The CPSM has no involvement with
the participant after referral to the CAEP unless the par-
ticipant does not comply. Each assessment costs about
$3000, of which program participants pay $1500.

ASSESSMENT PROCEDURES

The assessment procedures used in the programs in
Quebec, Ontario and Manitoba are given in Table 1.

Quebec

In the structured oral interview, program participants
are presented with 40 cases and are asked to work up
and manage each one. The cases selected involve com-
mon, everyday problems seen in general practice.
Hence, the interview provides a direct assessment of
each participant's cognitive skills in relation to a full
work-up and management of each hypothetical case.
The physician's strengths and weaknesses are scored on
the basis of whether he or she identified the critical steps
in the resolution of the case.'5 This scoring procedure
guards against the possibility that thoroughness, instead
of effectiveness, will be excessively rewarded.

Ontario

The PREP employs four assessment procedures: an
examination consisting of multiple-choice questions,
a standardized patient examination, a structured oral
examination and an examination involving chart-
stimulated recall. The content of these procedures is
tailored to the practice of the individual physician.

This examination format provides an assessment of a

wide range of clinical skills: interpersonal communica-
tion, history taking, physical examination, diagnosis and
management.

The PREP undergoes continual review and revision.

Recently all assessors were asked to complete a question-
naire containing lists of diagnoses from family-practice
residency programs and from a literature review. Asses-
sors were asked to rate each diagnosis on the basis of
how often it is seen: seldom, occasionally or often. The
results of this survey led to major changes in the content
of PREP assessment instruments. In January 1992, the
time required for a PREP basic assessment was reduced
to 1 day. When deemed necessary, a more in-depth as-
sessment, taking up to 2 days, may be conducted.

Manitoba

The assessment materials for the CAEP consist of ex-
aminations with multiple-choice questions and short-
answer questions, a standardized patient examination
and structured oral examinations administered during 2
days. The programs in Manitoba and Ontario are similar
in their use of oral, standardized patient and multiple-
choice-question examinations.

ENHANCEMENT PROCEDURES

Specific areas on which to focus a participant's reme-
dial education are identified through the assessment
component of these programs. This individualized ap-
proach provides the programs with a mechanism for
matching a CME program to a physician's learning
needs.

Quebec

The enhancement component of the program in
Quebec is managed by the CME Division of the CMQ,
in close collaboration with the four university-based
CME divisions and departments of family medicine in

the province. A detailed analysis of each physician's per-
formance on the structured oral interview guides the de-
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velopment of an individualized educational program.
Clinical supervision is the usual form of education.

This type of training is conducted in university-based
family-practice teaching units located close to the
homes and practices of the participants. Participants may
be assigned to a family-practice teaching unit full-time
or part-time, depending on the degree of deficiency in
competence, and they may be removed from practice
during this period. Evaluation is a daily process; half-way
through the educational program, the participant's
progress is formally evaluated. Upon completion of the
educational program, final assessment is provided by the
faculty of the family-practice teaching unit. A peer re-
view may be scheduled 6 months later.

Ontario

The report from the assessment component of the
PREP identifies a participant's strengths and weaknesses
and serves as a basis for planning an individualized edu-
cational program. The report focuses on knowledge de-
ficiency, safety to practice and the participant's desire to
learn and improve his or her practices. The educational
programs were originally developed by McMaster Uni-
versity. They typically involved four or five participants
in a series of problem-based "bring-your-own-chart" ses-
sions conducted during a 1- or 2-year period. However,
beginning in 1994, the CPSO's director of enhancement
has assumed responsibility for the enhancement compo-
nent of PREP. The director has developed a more flexi-
ble arrangement for planning and implementing clinical
supervision and other forms of education suited to the
needs of the physicians involved.

Manitoba

The enhancement component of the CAEP is admin-
istered by the Department of CME of the University of
Manitoba. The CPSM plays no role in this educational
process but may audit the practices of CAEP participants
to evaluate the program's effectiveness.

The CAEP assessment results are presented in a de-
tailed report for each participant detailing his or her
strengths and weaknesses in knowledge and history-
taking, physical-examination, therapeutic and interper-
sonal skills. The program director discusses this report
with the participant, and they establish a learning con-
tract, which outlines an educational plan for the partici-
pant.

The educational program involves a variety of activi-
ties, including CME courses listed in the university cal-
endar, prescribed reading lists, videotaped sessions con-
ducted with a social scientist to enhance interpersonal
skills, tutorials with specialists in family medicine or in

an RCPSC specialty based on patient problems in the
participant's practice and self-directed CME with a
group of physicians. Most participants avail themselves
of many of these activities. Most also participate in "Sat-
urday Morning at the University," a small-group CME
activity. The topics are set in advance, and participants
bring appropriate patient medical records from their
practices. Participants are required to keep a record of
changes in their clinical care of patients that result from
their educational experience.

In addition to providing an educational experience,
the program,also coaches participants in taking up activ-
ities to reduce isolation, such as discussions with special-
ist colleagues and participation in existing peer groups
such as journal clubs or hospital departments.

EFFECTIVENESS

The provincial licensing authorities in the three
provinces view their physician-assessment and physi-
cian-enhancement programs as an effective adjunct to
the other forms of physician review they employ. In
comparision with reviews by discipline committees, peer
reviews of office practices and assessments based on
chart-stimulated recall, the physician-assessment pro-
grams described earlier in this article provide a more de-
tailed and standardized assessment of a physician's
competence and enable assessors to plan focused,
individualized educational programs to address identi-
fied deficiencies. Each provincial licensing body has
conducted analyses of its assessment procedures that
provide support for their accuracy.5'6 Studies of the effec-
tiveness of the educational programs have generally sup-
ported their effectiveness in bringing about the desired
changes in the competence of the participating physi-
cians. An exception to this result was found in a study of
the physician-enhancement program in Ontario, which
showed that physicians 70 years of age and older with
major deficiencies in competence did not demonstrate
improvement in performance upon reassessment after 1
to 2 years of educational interventions (Geoffrey Nor-
man, professor, McMaster University: personal commu-
nication, 1992).

The existing provincial programs have some limita-
tions. Given their current resources, they have not de-
veloped the instruments and procedures needed to assess
the knowledge and skills of specialists certified through
the RCPSC. A second limitation is their high cost, both
to their sponsors and their participants.

CONCLUSION

The development of the three physician-assessment
and physician-enhancement programs described was
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based upon sound principles of and practices in compe-
tency assessment and learning. The model of rigorous
assessment, followed by CME focused on areas of identi-
fied deficiency, offers a highly individualized approach
to CME for physicians. Most of the participants in these
programs were referred to assessment because of sus-
pected problems with their competence; a few partici-
pants were self-referred. Similar programs, some with a
greater emphasis on self-referral, are now being devel-
oped and implemented in other provinces.
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Drugs of Choice:
a Formulary for
General Practice...

UPDATE

Page 138 of this book has recently been
updated. The changes are as follows:

* The second drug under "1. Selective
serotonin reuptake inhibitors (SSRIs)" is
now nefazodone (refs. 4 and 5), 150-
300 mg, b.i.d., $1.68/day.
* The information under "3. Other" for
trazadone (to which refs. 4 and 5 do not
apply) is now 100 mg, b.i.d. to t.i.d.,
$0.96/day.
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