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Assessing Doctors at Work — Progress and Challenges
Daniel Klass, M.D., C.M.

A fair amount of scrutiny has been given recently 
to the assessment of medical students’ compe-
tence before they enter practice. In this issue of 
the Journal, Epstein provides a timely summary of 
advances in this arena.1 In contrast, little atten-
tion has been paid to the assessment of doctors 
who are already in practice. As Epstein points out, 
far from being a fixed attribute or trait, compe-
tence comprises multidimensional sets of behav-
iors that are dependent on both environmental 
and individual factors.2-4 As a result, the assess-
ment of competence must go beyond the identi-
fication of who practitioners are, on the basis of 
evidence of their personal attributes or dated cre-
dentials, to capture what they actually do in the 
context of contemporary practice.5

Four main frames of assessment of physicians’ 
competence can be distinguished. The first frame 
comprises the familiar assessments undertaken 
before actual practice: achievement tests and 
simulations, including practice under supervi-
sion, which permit evaluators to predict a train-
ee’s future competence. The second frame infers 
competence in practice from participation in con-
tinuing medical education and training programs 
or related achievement tests. The third frame en-
compasses measures that examine physicians’ 
work processes — for example, peer reviews of 
medical records,6 surveys of coworkers and col-
leagues about a physician’s communication skills 
and collaborative practices,7 and assessments that 
use data from standardized patients, diaries, or 
portfolios to add contextual detail about work 
activities.8,9 In Ontario and other Canadian prov-
inces, regulatory authorities have implemented 
systematic, peer-based assessments using many of 
these tools in order to improve practice quality.10

The final frame includes assessments of the 
outcomes of doctors’ work, including patient-
satisfaction surveys, complaints or malpractice 
claims, specific markers of patients’ outcomes or 
wellness, and data on mortality and morbidity. 
Examples of this form of assessment can be found 
on the Web pages of some state regulatory au-
thorities and in hospital or health system “report 
cards.” Ensuring that the current hodgepodge of 
data from these four frames of assessment is 

made both meaningful and consistent for public 
and professional purposes represents a major 
challenge to the medical profession.

Physicians who practice for many years should 
have their competence reassessed and reaffirmed 
periodically, although views differ on appropriate 
objectives and tools for such reexamination. The 
most contentious question is not whether such 
reassessments of practice are needed but rather 
how they should be linked to licensure, certifica-
tion, or employment.11 In the United Kingdom, 
where the National Health Service looms large in 
the everyday life of doctors, employment-based 
assessment predominates. In Canada, a major 
role is being established for assessments by reg-
ulatory authorities and specialty societies. In the 
United States, combinations of assessments by 
specialty societies, state medical boards, and pro-
vider organizations or payers are evolving. Where-
as some view reassessment primarily as a filter to 
protect the public from doctors who perform poor
ly, others argue that valid practice assessments 
serve predominantly educational needs and should 
be integrated into individualized programs of 
continuing professional development.

In a global marketplace, there is a need for 
assessments of migrating doctors whose creden-
tials may be outdated, difficult to interpret, or 
not aligned with local standards. Currently, most 
tools used to assess doctors who are beginning 
to practice in a new location are derived from 
examinations for initial entry to practice and do 
little justice to the abilities that seasoned practi-
tioners have gained through experience. Reentry 
to practice after a career interruption also justi-
fies a fresh assessment of competence, as does 
any major change in the scope of a physician’s 
practice. Some regulatory authorities are institut-
ing policies to ensure the competence of doctors 
in these circumstances.

Any valid assessment of competence in practice 
must be relevant to the actual scope of practice. 
Generalizations made on the basis of individual 
characteristics alone are insufficient, since they 
are difficult to anchor in the realities of practice. 
Therefore, less attention should be paid to the 
nature of doctors themselves, and more to the 
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nature of their work. Given the particularity of 
individual practices, however, it is difficult to 
aggregate the main elements of practice into co-
herent types and thus to tailor tests and educa-
tional programs to fit different practices. We need 
to have a better understanding of the relation-
ships between the processes and outcomes of 
practice in order to develop assessments based 
on accurate models of practice.12

Given the actual nature of doctors’ work, it is 
clear that what is often considered individual 
competence depends critically on multiple work-
ing relationships — including the primary ones 
with patients, but also those with coworkers, col-
leagues, consultants, and others. Health care out-
comes reflect the processes followed at the indi-
vidual, organizational, and system levels. The 
logical starting point for the effective assessment 
of an individual doctor’s performance, therefore, 
is the recognition that the era of the doctor as a 
“lone ranger” is over.13 Assessments must ac-
knowledge the importance of the context of health 
care delivery, including the crucial element of 
teamwork.

Because a strong case can be made that only 
someone with knowledge of a similar scope of 
practice is qualified to judge competence, doctors 
reasonably expect to be assessed by their peers. 
Peer assessments are accepted components of the 
quality-management programs of Canadian reg-
ulatory authorities,6 which may serve as models 
for other jurisdictions that are considering the 
broader use of professional peer assessment. In 
planning assessment and review programs, it is 
critical to distinguish summative or forensic as-
sessments, such as those triggered by patients’ 
complaints or previously identified problems in 
a physician’s practice, from those that serve edu-
cational purposes, such as randomly organized 
quality improvement reviews.

Finally, as performance assessments are used 
more frequently to determine competence and in 
high-stake situations (e.g., as a basis for pay-for-
performance schemes or determination of em-
ployment status), realistic and defensible perfor-
mance standards must be set. The need to resolve 
individual complaints and specific malpractice 
claims has led to the construction of an adver-
sarial framework for the adjudication of matters 
of clinical performance. As a result, general stan-
dards of competence for particular scopes of prac-
tice are not well established, and we have little 

experience in the use of such standards for either 
educational or disciplinary purposes.

North American medicine has been well served 
by the formal linkages among accredited educa-
tion, standardized assessment, and licensure on 
entry to practice. A sharper focus on the quality 
of performance in practice clarifies the challenge 
to develop a system of ongoing practice assess-
ment, harmonized with continuing professional 
education and linked to continuing licensure.11 
In constructing the links of accountability and 
education, there is a special need for peer-based 
assessments that target actual performance pro-
files and meaningful practice outcomes and that 
focus as much on systems-based quality as on 
personal professional achievement. Addressing 
this need may bridge the gap between the tradi-
tional professional preserve of competence and 
the societal concern with performance and its 
outcomes.
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