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Abstract

Purpose: Internationally, there is increasing interest in monitoring and evaluating doctors’ professional practice. Multisource feedback (MSF) offers one way of collecting information about doctors’ performance. The authors investigated the psychometric properties of two questionnaires developed for this purpose and explored the biases that may exist within data collected via such instruments.

Cited Here...: A cross-sectional study was conducted in 11 UK health care organizations during 2008–2011. Patients (n = 30,333) and colleagues (n = 17,012) rated the professional performance of 1,065 practicing doctors, using the General Medical Council Patient Questionnaire (PQ) and Colleague Questionnaire (CQ). The psychometric properties of the questionnaires were assessed, and regression modeling was used to explore factors that influenced patient and colleague responses on the core questionnaire items.

Cited Here...: Although the questionnaires demonstrated satisfactory internal consistency, test–retest reliability, and convergent validity, patient and colleague ratings were highly skewed toward favorable impressions of doctor performance. At least 34 PQs and 15 CQs were required to achieve acceptable reliability (G > 0.70). Item ratings were influenced by characteristics of the patient and colleague respondents and the context in which their feedback was provided.

Conclusions: The PQ and CQ are acceptable for the provision of formative feedback on a doctor’s professional practice within an appraisal process. However, biases identified in the questionnaire data suggest that caution is required when interpreting and acting on this type of information. MSF derived from these questionnaires should not be used in isolation to inform decisions about a doctor’s fitness to practice medicine.

Editor’s Note: Commentaries by P. Rubin; E. Holmboe and K. Ross; and K. Weiss appear on pages 1654, 1657, and 1660.

Internationally, there is increasing interest in monitoring and evaluating the professional performance and behavior of doctors. Such regulation seeks to protect patients by ensuring that all doctors are fit to practice medicine and deliver good-quality care. However, there is no consensus about the best approach to evaluating doctors’ performance, and many countries have developed their own systems.1,2

In the United Kingdom, all doctors who wish to practice medicine must be registered with and licensed by the General Medical Council (GMC). A process of “revalidation” is expected to be introduced across the UK beginning in December 2012; to retain their license, doctors will be required to collect, over a five-year cycle, a range of “supporting information”3 to demonstrate that they continue to meet the principles and values of good medical practice as set out in the GMC’s guidance.4 Supporting information includes evidence of doctors’ continuing professional development and quality improvement activity, information about significant events (untoward or critical incidents), structured feedback from colleagues and patients, and a review of any complaints and compliments received. Doctors will be expected to reflect on the supporting information and discuss it as part of their appraisal process.3,5 Ultimately, the appointed responsible officer within the doctor’s organization (a senior licensed doctor with more than five years of practice) will make a recommendation to the GMC about the doctor’s suitability for revalidation. The supporting information itself will not, however, be submitted to the GMC for consideration.

An important component of this process is the collection of feedback from patients and colleagues, using structured questionnaires.3,6 Such feedback is intended to be formative in nature. Doctors are expected to collect feedback at least once every five years, reflect on the feedback they obtain, and use it to inform their further professional development, where appropriate.3

Over recent years, multisource feedback (MSF) questionnaires have emerged as a method of evaluating the performance of practicing doctors and postgraduate trainees. Such questionnaires must be carefully developed to ensure that they are reliable, valid, and acceptable to respondents.7 A number of survey instruments have been developed to support this agenda,8–19 and their theoretical basis and psychometric properties have been critically evaluated.11,12,15 MSF is not without its problems, however. A number of studies have shown that responses tend to be skewed toward positive assessments of doctor performance.9,10,13–18,20–23 Others have questioned the ability of MSF (particularly patient feedback) to identify poorly performing doctors.24

When patients evaluate individual doctors or wider health care systems, the characteristics of the patient sample (e.g., age, ethnicity) and the questionnaire administration methods (e.g., postal, telephone or “exit” surveys; use of proxy respondents) can influence ratings.25–41 When colleagues assess individual doctors, the rater’s professional group, the length and context of the rater’s working relationship with the doctor, and the rater’s familiarity with the doctor’s practice can influence responses.9,13,16,41 However, for many questionnaires, the potential biases arising from sampling have not yet been fully investigated.

In this study, we use the example of the GMC Patient Questionnaire (PQ) and Colleague Questionnaire (CQ)42 to stimulate discussion about the role of MSF in medical regulation. A recent international review15 highlighted the PQ and CQ as mapping well onto the principles of “Good Medical Practice”4 and having undergone comprehensive development and psychometric testing.10,35,43–45 However, their test–retest reliability and convergent validity have not yet been established, nor has the potential for bias in PQ and CQ ratings been assessed. The questionnaires recently underwent further development, and the purpose of this study is to perform a critical review of their suitability for use in the evaluation of doctors’ professional performance.
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Method

Doctor recruitment and data collection

We invited practicing doctors from 10 National Health Service organizations and 1 private-sector organization in England and Wales to participate between April 2008 and January 2011. The 11 organizations represented a range of health care settings (acute hospital, mental health, family practice). All practicing (nontraining) doctors working for the organization were eligible to participate. Initially, doctors received an internal communication from their medical director or chief executive informing them about the study and encouraging their participation. At this stage, doctors could decline permission for their contact details to be passed to the survey organization (Client Focused Evaluation Programme [CFEP]-UK). Organizations provided CFEP-UK with contact details and demographic information (age, gender, and specialty) for all doctors on the final mailing list. CFEP-UK allocated a unique identifying number to each doctor to enable his or her survey data to be collated and matched anonymously to his or her demographic information. Doctors received a detailed study information pack via e-mail or letter from CFEP-UK. Those who wished to participate returned a reply slip; up to two reminders were sent to nonresponders.

Participating doctors used the PQ as a postconsultation (“exit”) survey of 45 consecutive patients and nominated up to 20 colleagues (10 medical; 10 nonmedical) to provide feedback using the CQ. Most doctors arranged for clinic staff to distribute their PQs as patients arrived for their appointments; however, in some settings, the doctor distributed PQs at the end of the consultation. Patients were instructed to complete the PQ after their consultation with the doctor and, if possible, before leaving the clinic. If a patient was unable to complete the questionnaire, a carer (proxy) could do so. Patients deposited completed PQs in a box in the clinic, or mailed them directly to CFEP-UK. Nominated colleagues could complete a Web-based CQ or request a paper version. Once the patient and colleague surveys were completed, doctors received a personalized report from CFEP-UK, which summarized their patient and colleague feedback.
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Questionnaire content and scoring

The questionnaires were designed for use within the UK appraisal and revalidation process. Their content was originally developed by the GMC,43,44 based on the principles of “Good Medical Practice.”4 Early versions of the questionnaires were released to the research team for an initial phase of piloting in 2005–2006,10 and a small number of revisions were made to their content prior to the current study.

Each questionnaire takes 5 to 10 minutes to complete and includes core items (rated on a five-point scale) relating to the doctor’s performance, global assessment items (rated on a binary scale), a free-text comment box, and items that collect contextual/demographic information about the respondent (Chart 1).

[image: Chart 1]Chart 1 Wording and Response Categories for Items on the General Medical Council Patient Questionnaire (PQ) and Colleague Questionnaire (CQ) for Multisource Feedback About Doctor Performance



For every patient, we obtained scores for each of nine core items (PQ4a–g, 5a–b)42 and computed an overall mean score across these items where five or more valid responses (range 1–5, excluding “Does not apply”) were given. For every colleague, we obtained scores for each of 18 core items (CQ1-18),42 and we calculated an overall mean score (range 1–5) across these items where 10 or more valid responses (excluding “Don’t know” responses) were given.
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Test–retest reliability substudies

To explore the temporal stability of responses on the questionnaires, we conducted separate PQ and CQ substudies, which invited respondents to rate the doctor’s performance on two occasions, separated by approximately two weeks.46 Our approach sought to receive sufficient test and retest questionnaires in line with previous published studies.47–49

For the PQ substudy, patients of 11 doctors received and submitted PQs via post for both rounds of questionnaires (“test” and “retest”). Doctors collected test–retest data after they had completed their patient exit survey for the main study. Each doctor generated a list of patients who had consulted him or her in the previous seven days. Because postal surveys produce lower response rates than exit surveys,35 we approached up to 80 of the most-recently consulting patients (or their carers).

For the CQ substudy, colleagues of 25 doctors completed CQs online for both rounds of questionnaires. Test–retest data collection took place in parallel with the doctors’ colleague surveys for the main study. Each doctor nominated up to 20 colleagues (10 medical; 10 nonmedical) who could be approached to provide feedback in the first round (for the main study as well as for the substudy “test” phase) and in the second round (for the substudy “retest” phase).
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Convergent validity substudy

To investigate the association between scores on the GMC questionnaires and other measures that are known to assess similar aspects of a doctor’s performance, we invited the patients and colleagues of a subsample of doctors to complete an extended questionnaire. Following an approach to all doctors in three geographical areas who were willing to contribute to our main study, 136 doctors agreed to use the extended questionnaires.

For patients, the extended questionnaire included the PQ, the six-item Patient Enablement Instrument (PEI),50 and the 12-item Doctors’ Interpersonal Skills Questionnaire (DISQ).51,52 Like the PQ, the DISQ evaluates the doctor’s interpersonal skills during a specific consultation. The PEI measures the patient’s sense of empowerment and ability to understand and cope with his or her health condition after the consultation. We calculated overall mean scores on the PEI (ranging from 1 to 3) and DISQ (ranging from 1 to 5) where valid responses on >50% of items were available, and we correlated these with the overall PQ scores.

The extended colleague questionnaire comprised the CQ and the 18-item Colleague Feedback Evaluation Tool (CFET),15,22,53 which evaluates a range of doctor skills and qualities, similar to those assessed by the CQ. We calculated overall mean scores on the CFET (ranging from 1 to 5) where valid responses on >50% items were available, and we correlated these with the overall CQ scores.
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Sample size considerations

Our target doctor sample sizes for the main study and for the test–retest and convergent validity substudies were not based on a formal sample size calculation; rather, our estimates drew on existing scientific literature, pragmatic considerations, and our previous pilot work experience.10 We aimed to obtain an appropriately large sample that would generate sufficient data to permit an assessment of the performance of the questionnaires in line with recognized best practice.46
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Data management and analysis

CFEP-UK undertook initial data processing, including transfering online colleague feedback directly to a database designed for this study and scanning paper questionnaires (PQs or CQs) into the database. At the end of the study, CFEP-UK provided the research team with anonymized data, which included coded responses to all questionnaire items and anonymized free-text comments. CFEP-UK also provided anonymized demographic information for participating and nonparticipating doctors. The chair of the Devon and Torbay National Health Service research ethics committee reviewed the project and concluded that a full ethics committee opinion was not required.

Unless otherwise stated, we used PASW Statistics software version 18 (IBM SPSS Inc., Armonk, New York) and set an alpha level of P < .05.

We characterized participating doctors, patients, and colleagues and compared the age, gender, and clinical specialty of participating and nonparticipating doctors.

Data analysis focused on the core PQ and CQ items and was conducted at the respondent level. Although free-text comments were collated, anonymized, and reported back to participating doctors along with their MSF scores, we did not conduct a qualitative analysis of the comments.

Psychometric properties of the PQ and CQ. We examined core item response distributions and calculated completion rates, proportions of “missing/spoilt” responses, and mean scores and standard deviations of patient and colleague ratings.

We examined mean core item scores, interitem correlations, and item–total correlations for the PQ and CQ. We calculated Cronbach’s alpha and accepted a value of ≥0.70 as evidence of adequate internal consistency.46 To explore test–retest reliability, we calculated intraclass correlation coefficients (ICCs) with 95% confidence intervals (CIs) for the patient and colleague overall scores and for each core PQ or CQ item (two-way random, single measures). We regarded coefficients of ≥0.6 as acceptable.54 For global assessment items, we examined the distribution of responses at both time points.

Using generalizability theory,55–58 for the PQ and CQ, we assessed the overall reliability of doctors’ scores averaged across core items and across respondents. We used G_String III software (R. Bloch and G. Norman, Hamilton, Ontario, Canada) to calculate variance components, the generalizability (G) coefficient, and the standard error of measurement (SEM) for a random effects (R:D)*I design (raters nested within doctors, crossed with items).

A threshold of G = 0.80 is recommended for “high-stakes” judgments,57 but a less stringent threshold of G = 0.70 has been accepted in real-world settings involving untrained assessors.18,59 Because the GMC questionnaires were explicitly developed for formative purposes, and the study was conducted in a highly naturalistic setting with untrained raters, we accepted the lower threshold of G = 0.70 for our analysis. Decision (D) studies examined how varying the numbers of items or raters per doctor would affect the G coefficient for each questionnaire.

We explored construct validity via principal components analysis (Varimax rotation). To explore convergent validity, we hypothesized that PQ scores would show stronger correlation (Spearman rho) with DISQ scores (assessing similar attributes) than with PEI scores (assessing a related but conceptually different construct). For the CQ, we hypothesized that we would find a strong correlation between the overall CQ and CFET scores because they assess similar attributes. We regarded correlation coefficients between 0.4 and 0.8 as demonstrating acceptable convergent validity.46

Effect of respondent characteristics on core item responses. We used regression analysis to investigate (1) the effect of seven patient characteristics (gender, age, ethnic group, respondent type, consultation with “usual” doctor, importance of visit, and questionnaire return method) on core PQ item responses, and (2) the effect of seven colleague characteristics (gender, age, ethnic group, professional group, recency of familiarity with doctor’s practice, frequency of contact with doctor, and questionnaire return method) on core CQ item responses.

Initial nonparametric tests (Mann–Whitney; Kruskal–Wallis) revealed that all predictor variables affected responses on at least some core items (data not presented). Using Stata SE software Version 10 (Stata Corporation, College Station, Texas), we entered the predictor variables into multilevel logistic regression models, with a random effect to account for the clustering of questionnaires by doctor. For each PQ/CQ item, we dichotomized responses: scores of 1 to 3 (“satisfactory” or poorer) versus scores of 4 or 5 (“good” or better). In view of the large sample size and the testing of multiple items, we set an alpha level of P < .001 to interpret these data.
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Results

Doctor recruitment

Across all organizations, 2,454 doctors were eligible to participate. Of these, 1,067 doctors (43%) agreed to participate; 541 (22%) explicitly declined, and 846 (34%) did not respond after two reminders. Participation rates (30%–66%) varied across clinical specialties (chi-square = 48.4, P < .001). Participating and nonparticipating doctors were similar in age (t = 1.63, P = .10) and gender (chi-square = 0.16, P = .69).
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Data collection

Two doctors failed to return any patient or colleague data, leaving an effective sample of 1,065 doctors. Of these, 1,057 (99%) returned some colleague data. Because of insufficient patient contact, 74 doctors did not attempt a patient survey, leaving an effective sample of 991 doctors, of whom 922 (93%) returned some patient data.

We obtained responses from 30,333 patients (median: 36 PQs per doctor; lower quartile [LQ]: 28; upper quartile [UQ]: 41) and 17,012 colleagues (median: 17 CQs per doctor; LQ: 15; UQ: 18). Most CQs were completed online (14,351/17,012; 84%). Table 1 summarizes the characteristics of patient and colleague samples.

[image: Table 1]Table 1 Characteristics of Individuals Completing the General Medical Council Patient Questionnaire and Colleague Questionnaire, 2008–2011
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Psychometric properties of the PQ and CQ

The questionnaires appeared acceptable to respondents, with only 365/30,333 (1%) patients and 829/17,012 (5%) colleagues completing <50% of the core items. Patient and colleague ratings were skewed toward favorable impressions of doctor performance (see Tables 2 and 3). On the PQ, mean item scores ranged from 4.69 to 4.89, and 98% endorsed the global assessment statements. On the CQ, mean item scores ranged from 4.41 to 4.86, and 97% of colleagues endorsed the global assessment statement.

[image: Table 2]Table 2 Item Response Profile for Core and Global Assessment Items From 30,333 Participants Completing the General Medical Council Patient Questionnaire, 2008–2011



[image: Table 3]Table 3 Item Response Profile for Core and Global Assessment Items From 17,012 Participants Completing the General Medical Council Colleague Questionnaire, 2008–2011



Missing data on both questionnaires were minimal. Use of the “Does not apply” response option on the PQ and the “Don’t know” response option on the CQ varied across items. Colleagues from all professional groups (particularly administrative/managerial) selected the “Don’t know” option for aspects of performance they were unlikely to observe or have sufficient expertise to assess (data not presented).

The internal consistency was high, with Cronbach’s alphas of 0.865 (PQ) and 0.938 (CQ). In the test–retest substudies, 263/720 (36%) patients completed a PQ at both time points (median test–retest interval: 14 days; range 7–30 days), and 184/490 (37%) colleagues completed a CQ at both time points (median interval: 16 days; range 5–97 days). The ICCs for the patient and colleague overall scores were 0.834 (95% CI: 0.792–0.868) and 0.851 (95% CI: 0.803–0.888), respectively. ICCs were lower for items assessing aspects of the doctor’s integrity (PQ5a–5b: range 0.582–0.629; CQ1-18: range 0.450–0.596) than they were for the items that assessed the doctor’s skills (PQ4a–4g: range 0.627–0.732; CQ1-18: range 0.602–0.768). On the global assessment items, the majority of patients (257/258) and colleagues (181/184) selected the same response at both time points.

The G studies estimated the proportion of variance in core item scores due to doctors (PQ: 4%; CQ: 6%), raters (PQ: 42%; CQ: 32%), items (PQ: 1%; CQ: 4%), the doctor-by-item interaction (PQ: 1%; CQ: 5%), and unattributed error (PQ: 53%; CQ: 53%). The harmonic (arithmetic) mean number of raters per doctor was 21.3 (32.9) for the PQ and 15.5 (16.2) for the CQ, with G coefficients of 0.603 (SEM = 0.079) and 0.716 (SEM = 0.086), respectively, for the mean of 21.3 and 15.5 ratings (i.e., 60% of the variance in doctors’ mean scores on the PQ and 72% on the CQ was due to differences in doctor performance).

The D studies showed that ≥34 PQs (9 items) and ≥15 CQs (18 items) are required to achieve G coefficients >0.70. Changing the number of items had minimal effect compared with changing the number of raters.

Principal components analysis provided evidence of construct validity. For both questionnaires, we identified two components with eigenvalues > 1. For the PQ, items Q4a–4g loaded (0.813–0.871) onto the first component (“interpersonal, clinical, and organizational skills”: eigenvalue 5.115; 57% variance), and items Q5a–5b loaded (0.885 and 0.865) onto the second component (“integrity”: eigenvalue 1.938; 22% variance). For the CQ, items 1–15 loaded (0.584–0.800) onto the first component (“interpersonal, clinical, and organizational skills”: eigenvalue 9.018; 42% variance), and items 16–18 loaded (0.773–0.851) onto the second component (“integrity and health”: eigenvalue 1.536; 16% variance).

In the convergent validity substudy, 3,571 patients (of 113 doctors) and 2,004 colleagues (of 133 doctors) returned extended questionnaires. As hypothesized, the correlation between PQ and DISQ scores was stronger (rho = 0.629, P < .001) than that between PQ and PEI scores (rho = 0.314, P < .001). The CFET and CQ scores were strongly correlated (rho = 0.808, P < .001), suggesting acceptable convergent validity.46
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Effect of respondent characteristics on core item scores

A complex pattern of patient and colleague predictors of response emerged across the core items (see Supplemental Digital Tables 1 and 2, http://links.lww.com/ACADMED/A109). Table 4 summarizes the variables that predicted responses, the direction of these effects, and the items for which the variable was an independent predictor of responses.

[image: Table 4]Table 4 Summary of Effects of Sample Variables on Core Item Ratings on the General Medical Council’s Patient Questionnaire (PQ) and Colleague Questionnaire (CQ), 2008–2011*



Five variables predicted patient responses. Patients who identified their visit as “very important,” and those who reported seeing their “usual doctor,” were more likely than other patients to give favorable ratings on all nine items. Exit survey respondents (six items), older patients (two items), and white patients (two items) were also more likely to provide favorable ratings than their counterparts. Neither gender nor respondent type (patient versus proxy) independently predicted responses for any PQ items.

Three variables predicted colleague responses. Managers, administrative staff, and nonmedical health professionals gave more favorable ratings (nine items) than medical peers. Colleagues reporting more frequent contact with the doctor gave more favorable ratings (five items) than those reporting less frequent contact. Questionnaire return method predicted response on only one item, whereas colleague age, gender, ethnicity, and recency of contact were not independent predictors of responses for any CQ items.
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Discussion

Globally, there is increasing interest in evaluating doctors’ professional behavior and practice.59–63 In this study, we evaluated the psychometric properties of the GMC PQ and CQ. We also documented biases in ratings that may occur when such instruments are used to obtain feedback on the professional performance of doctors from untrained patient and colleague assessors.

Our findings suggest that the GMC questionnaires were acceptable to our respondents and meet recognized standards of reliability and validity for formative workplace assessments.18,46,54,59,64 We estimated that at least 34 PQs and 15 CQs per doctor are required to achieve acceptable reliability (G > 0.70). Ratings on the core items were highly skewed toward positive assessments of doctor performance and were influenced by a range of respondent characteristics.
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Strengths and weaknesses of the study

A large sample of UK doctors from a range of clinical settings contributed data to the study. The questionnaires underwent comprehensive psychometric testing using both classical test theory and generalizability theory approaches, and we addressed some of the gaps in the existing evidence on their performance.

Although participant doctors were representative of their peers in terms of age and gender, the overall participation rate was 43%, and there was variation in uptake across clinical specialties. Our participation rate is notably higher than previous pilot work10 (17%); however, because MSF was not mandatory at the time, our analysis is not based on a census sample of doctors. Thus, the true range of professional performance may not be represented in our data.

To reduce the potential for selection bias, we instructed participating doctors to obtain feedback from consecutively consulting patients or their carers. Because we were unable to monitor compliance with this sampling procedure, we cannot exclude the possibility that some doctors may have selected patients or carers who they believed would provide more positive feedback. For the colleague survey, doctors were asked to nominate 10 medical and 10 nonmedical colleagues who were sufficiently familiar with their practice to provide feedback. There is limited and conflicting evidence as to whether feedback obtained from nominated colleagues is more positive than that obtained from colleagues selected by a third party.17,20,24

The high alpha coefficients observed for both questionnaires suggest evidence of some item redundancy, raising the possibility that similar information might be obtained using fewer items.

We did not attempt to validate doctors’ PQ/CQ item scores against directly observed examples of their practice, skills, or knowledge, and the predictive validity of the questionnaires remains unknown.

Because of the volume of feedback collected, we did not attempt an in-depth analysis of respondents’ free-text comments. A previous content analysis of free-text comments on the CQ45 has raised questions about the value of routine formal analysis of such comments for the purposes of revalidation. However, a recent qualitative study65 indicates that some doctors favor the inclusion of free-text comments in their feedback report and use this information to contextualize their numerical scores and identify ways in which they could improve their practice.

The costs, in terms of both time and resources, of collecting patient and colleague feedback via questionnaires have not been investigated in this study, but, given the number of responses required to obtain reliable results, these need to be quantified and balanced against judgments about the utility of the information obtained.
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Practical implications

Our findings have implications for the use of patient and colleague questionnaires to assess doctors’ professional performance, and the interpretation of feedback obtained via such instruments.

The G coefficient threshold used in this study meets that required for “real-world” assessments18,59 but is lower than that suggested for summative assessments of a doctor’s professional performance.64 The questionnaires should not be used as stand-alone tools for making judgments about a doctor’s fitness to continue to practice medicine. In the United Kingdom, patient and colleague feedback is one element of a portfolio of evidence to be collected by doctors for discussion within the appraisal process.3,5 In this context, MSF has a potentially useful formative purpose, in helping to identify areas of strength and weakness in a doctor’s performance.

Although improved generalizability of the GMC questionnaires would be desirable, we believe the resulting data provide sufficiently robust feedback for doctors to reflect on their performance. Future work may inform the development of “better” questionnaires, but the current PQ and CQ do offer a useful initial platform for supporting revalidation in the United Kingdom.

The required minimum number of PQs (≥34) is larger than for some other tools of similar intent15; for the CQ (≥15), it is comparable to some tools but larger than others.14–18 Achieving these targets should not be problematic in clinical settings where doctors routinely see large numbers of patients and work in large teams. However, some doctors may be disadvantaged—for example, those practicing in settings where patients are unable to respond because of the nature of their illness or treatment (e.g., emergency medicine, anaesthetics), those specializing in the intensive management of relatively small patient populations (e.g., forensic psychiatry), and those working in smaller teams or as locums.

Consistent with other MSF tools,9,10,13–18,20–23 patient and colleague ratings were highly skewed toward favorable assessments of doctor performance. On all core items, a small proportion of patients and colleagues responded at or below the midpoint of the scale, suggesting that the questionnaires are capable of capturing a range of views about a doctor’s performance. However, given the predominance of very high ratings, the modest reliability of the questionnaires, and the volunteer nature of the sample of participants, we suggest that caution is required in interpreting and responding to doctors’ scores. Future research aiming to reduce the skewness of data that result from MSF might investigate the use of different scale descriptors or attempt to provide raters with more detailed information on the purpose and use of the questionnaires.

Respondent characteristics and the survey process may affect core item ratings. For the PQ, favorable assessments were more likely from respondents who rated the reason for visiting the doctor as “very important,” who were consulting their “usual” doctor, who were from white ethnic backgrounds, or who were over 40 years of age. Questionnaires returned to clinic boxes contained more positive ratings than did postal returns. However, we found no evidence that patient gender or the use of proxy respondents influenced PQ ratings.

In the colleague survey, favorable assessments were more likely from nonmedical professional groups and colleagues who had more frequent contact with the doctor. Clear guidance is required to ensure that doctors nominate a balanced mix of colleagues. Doctors who work in smaller teams may be doubly disadvantaged if they are unable to nominate sufficient nonmedical colleagues and, to achieve the minimum sample size, have to seek feedback from colleagues with whom they have less frequent contact.

Overall, our findings confirm the GMC’s view3,6 that these patient and colleague surveys should be viewed as essentially formative assessments, until further data based on census sampling become available. When interpreting MSF, the characteristics of the individuals who have provided the feedback need to be considered. To the best of our knowledge, the potential for sampling bias has been explored for only a relatively small number of MSF questionnaires.9,13,16,32 Given the growing interest in this form of workplace assessment, a better understanding is required of precisely how patient and colleague ratings on these instruments might be affected by respondent characteristics and the context in which feedback is provided. Characteristics of the doctor, as well as the survey respondents, may also affect aggregated scores derived from questionnaires, and we explore this theme in more detail elsewhere.41

Finally, clear guidance is necessary to support doctors and appraisers wishing to disentangle the effects of sampling and other biases from true strengths and weaknesses in the doctor’s professional practice that could form a legitimate focus for continuing professional development.
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Core items Contextual and descriptive items

Qac Listening to you*® ’ [ How important the visit was to the patient’s health/
well-being?®

Qdd A’s‘sessmg your condition* a8 Was the patient’s visit with their usual doctor?¥
o QWO Patient’s gender

é;p\aln\ng your condition and treatment*

Providing or arranging treatment for you* ’ 01 2 Patient’s ethnic group
This doctor will keep information about me confidential®

Q1 Clinical knowledge* : Q19 This doctor is fit to practise medicine.”
Q3 Clinical decision making* ’ ’ Contextual and desci
Q4 Treatment (including practical procedures) * Q21 C‘bHeague's gender

Q7 Recognising and working within own limitations* ’ Q2 How recently familiar with the doctor’s clinical
practice

l‘(‘éeping knowledge and skills up to date* Q75 ﬁ;équency of contact with the doctor
Q26 Colleague’s ethnic group

Reviewing and reflecting on own performance

Other items

Q30 Free text comments box: Please add any other
comments you want to make about this doctor.

Supervising colleagues*
Commitment to care and well-being of patients*

Communication with patients and relatives*

Effective time management*
This doctor respects patient confidentiality”
This doctor is honest and trustworthy

*Valid evaluative response categories: 1 = Poor; 2 = Less than satisfactory; 3 = Satisfactory; 4 = Good; 5 = Very good.
* Valid agreement response categories: 1 = Strongly disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly agree.
+Binary scale: Yes/No.

¢ Five-point rating scale: 1 = Not very important; 5 = Very important.

1Seale: Yee/No/Don't know:





OEBPS/images/Original.00001888-201212000-00014.TT2.jpeg


