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ABSTRACT:

Background: Group medical practice has grown globally, necessitating evaluation methods to enhance
patient care and physician well-being. The College of Physicians & Surgeons of Alberta (CPSA) launched a
pilot project, the Group Practice Review (GPR), to assess family medicine and general practice (FM/GP)
clinic performance, focusing on groups or clinics rather than at the individual level.

Methods: Eight volunteer clinics with a total of 65 FM/GPs in Alberta, Canada participated in the GPR
pilot. Compliance with CPSA’s Standards of Practice (SOP), chart scores, complaints, and risky prescribing
were evaluated. SOP compliance was assessed through office observation and policy reviews. Prescription
flags identified the number of patients on high doses of opioids and benzodiazepines.

Results: None of the clinics met all CPSA SOR On average, 91.7% of SOPs were met. Common
deficiencies included patient recordkeeping and drug storage standards. Post-visit feedback suggested
improvements in process definitions and access to SOP compliance reports before facilitation visits.
The average cost per physician to conduct the GPR as a part of the pilot project was $300 Canadian

dollars ($225 USD).

Conclusion: The GPR pilot demonstrated a feasible, cost-effective approach for evaluating FM/GPs in
group settings, fostering proactive environments and promoting timely corrective actions.

Introduction

Since its inception, group medical practice has
experienced significant global growth, driven by
various reforms and incentives.* This trend is
particularly pronounced in western countries such
as Finland, Sweden, and the United Kingdom (UK),
where over 80% of family medicine practitioners are
in group settings.? Transitioning to group practice

is believed to enhance patient care by potentially
improving overall performance and outcomes and
supporting physicians’ well-being.®>* Despite its
widespread adoption, the full impact on patient care
remains unclear. Study results are mixed: while
some discussions emphasized the protective
nature of group practice,>'° others highlighted
interpersonal and clinic dynamic barriers to
improving overall quality of care.®®1* In Canada,

the percentage of physicians in group practices
grew from 53% in 2012 to 65% in 2019,*?
underscoring the need for effective evaluation
methodologies.

One useful framework for understanding and
delineating physician performance in practice is
the “Cambridge Model.”*® This theoretical model
provides a structured approach for analyzing
physician performance by identifying three

core domains:

1. Competence factors- the physician’s
fundamental knowledge, skills, and training
acquired through medical education and
professional development;

2. Individual factors- personal characteristics
such as age, specialty, gender, country of
medical training;
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3. System-level or group factors- the
workplace environment, including
workload, access to resources,
processes, remuneration model(s),
and institutional culture.

By interpreting physician performance according

to these three domains, the Cambridge Model
allows for a more comprehensive understanding

of how individual, systemic, and competence-related
factors link to performance outcomes. This model
emphasizes the significant role that system-level
factors can play in shaping physician performance.*®
For instance, the Bawa-Garba case in the UK
revealed how systemic failures, such as inadequate
staffing and poor communication, played a pivotal
role in a tragic outcome; yet the focus remained

on individual culpability.* Similarly, the story of
Greg Price in Alberta, Canada highlighted how
delays and miscommunication within the healthcare
system contributed to a young man’s death.®
These cases demonstrate that poorer-performing
physicians might benefit from the support of
higher-performing groups, while higher-performing
physicians could be hindered by dysfunctional
systems. Therefore, it is crucial for medical
regulatory authorities (MRAs) to evaluate system
issues, including group performance, as part of
their mandate to maintain and enhance the quality
of medical care and to protect the health and
safety of the public.

The practice of medicine is dynamic, requiring
licensed physicians to engage in lifelong

practice reflection and continuous professional
development. This commitment is supported in
Canada by the national certifying colleges—

the College of Family Physicians of Canada

and the Royal College of Physicians and Surgeons
of Canada—which provide a standards-based
framework for ongoing professional development
to maintain certification. In alignment with this
framework, the Canadian revalidation process
emphasizes collaboration between national
colleges, MRAs, and other organizations to develop
tools and strategies that integrate learning into
daily practice. These efforts ensure that physicians
remain accountable and equipped to meet the
evolving needs of patients and the public.1®

In response to this need, the College of Physicians
& Surgeons of Alberta (CPSA), Alberta’s MRA,
initiated a pilot project: the Group Practice Review
(GPR). This project is one component of CPSA’s
overarching continuing competence program

re-design initiated in 2016 and aimed to assess
family medicine and general practice (FM/GP) clinic
performance, with a focus on group processes,
patient safety, and system sustainability. The goal
of the GPR pilot was to engage with a limited
number of FM/GP clinics to determine how CPSA
can best assess and intervene to improve the level

of quality and safety provided by a group practice.
By aligning resources to support practices in need
and offering constructive feedback, GPR seeks to
enhance both group and individual physician
practice within a cost-effective, evidence-based
framework, and contribute to the ongoing
improvement of healthcare delivery.

Methods

CPSA conducted the pilot phase of the GPR
program in 2016. Purposeful sampling of
anecdotally “high performing” clinics, according

to experienced CPSA staff, was used to select
clinics for the GPR pilot. The inclusion criteria
involved FM/GP groups consisting of at least two
physicians providing entirely or mixed family
practice and walk-in care services. Clinics were
located in Edmonton and Calgary, the two large
metropolitan cities in the province of Alberta, for
ease of in-office assessments by CPSA staff. Clinics
were excluded if they were only providing walk-in
care and no comprehensive family medicine
services or had been formed within the last two
years. The pilot phase included eight voluntary
clinics in Alberta, comprising a total of 65 FM/GPs.
The GPR pilot, as part of the larger overarching
continuing competence program re-design, was
approved by the University of Alberta’s Health
Research Ethics Board (ProO0065137).

Procedures and Follow-Up

After recruiting clinics, detailed information was
provided to participating groups (Figure 1).

Pre-visit questionnaires gathered information about
the background of the clinic including years of
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operation, the number of full-time physicians, group
meetings, after-hours coverage and call services,
the use of electronic and/or hard-copy medical
records, available procedures, usage of reusable
and single-use instruments, and patient
characteristics (episodic or comprehensive full
spectrum). Follow-up adherence to CPSA’s
Standards of Practice (SOP) assessments were
scheduled for the clinics. CPSA databases were
used to retrieve complaints and prescription data
profiles for all physicians within the groups. After
evaluation and report generation, findings were
communicated to clinics. CPSA facilitators provided
feedback within four-to-six weeks following the
assessment, and post-visit satisfaction surveys
were administered at the study’s conclusion. The
evaluation measures were as follows:

1. CPSA SOP compliance

. Chart score

. Prescribing flags

. Complaints per registration year

. Follow-up visit with physician facilitator

o o~ W N

. Post-visit satisfaction survey

SOP Compliance

CPSA’'s SOP are “the minimum standards of
professionalism and ethics expected from
physicians practicing medicine in Alberta.”*” The
SOP review process included office observations,
policy and procedure manual reviews, and legislated
privacy document checks. This measure was
selected because adherence to SOPs is mandatory
for practicing in Alberta. Compliance was assessed
by the percentage of SOP criteria met. If some
SOPs were not applicable to a given clinic, this

percentage was calculated excluding them (for
example, if a clinic did not store vaccines or
medication requiring refrigeration, temperature
control was not applicable).

Chart Score

Chart evaluations were conducted on 10 charts per
clinic using a rubric focused on specific information
presence, excluding clinical reasoning. Both paper
and electronic charts were reviewed to generate a
chart score ranging from 0-100 based on met
criteria proportions. The evaluation criteria included
eight elements that considered a cumulative patient
profile within the physician-patient relationship.
These elements were: identification details,
contact and emergency contact information,
current medications and treatments, allergies,
medical and social history, health maintenance
plans (such as screening and immunization) and
the dates of last updates. Criteria were categorized
as met, partially met, or not met. For example, in
cases where it was unclear whether “no known
allergies” meant that allergies had been assessed
or if no allergies were identified, the option
“partially met” was recorded.

Prescribing Flags

This indicator included the mean number of
patients on potentially harmful doses of opioids and
benzodiazepines. For benzodiazepines it was
calculated based on the Daily Defined Dose (DDD)
of a medication, and the flag was a count of the
number of patients prescribed three times or more
than the DDD.*8*° For opioids, the flag was defined
as Oral Morphine Equivalents (OME) and OMEQO+

a count of the number of patients prescribed equal
to or greater than 90+ OME of opioids.?°

Figure 1
CPSA databases: Physician demographics,
complaints, prescribing
8 volunteer ‘ Pre-visit ‘ Clinic SOP ‘ Facilitator visit & ‘ Post-visit
clinics ‘ questionnaire ‘ assessment ‘ feedback ‘ survey
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Complaints Per Registration Year

The complaint data was obtained from CPSA’s
complaints database, and the mean number of
complaints per registration year for the group
practice was calculated.

Follow Up Visits With Physician Facilitator

Nurse reviewers and physician facilitators, trained
by CPSA, conducted the onsite clinic reviews.
Multiple reviewers assessed charts for the GPR
pilot, but each clinic had a single dedicated
physician facilitator who led a 90-minute facilitation
meeting with the group to discuss the results.
Although the inter-rater reliability was not calculated
between reviewers, they met on a regular basis
throughout the GPR pilot to debrief and discuss
their assessments.

Post-visit Satisfaction Survey

The questionnaire was designed to collect
FM/GP clinic participants’ experience and
feedback to incorporate in the next iterations.
The survey included questions about their
experiences with CPSA staff and facilitators,
clarity of instructions for the on-site visit/

Table 1

reports, and relevance, fairness, and usefulness
of feedback.

Statistical Analysis

Demographic information for clinics including
physicians’ age, gender, country of medical school
training (international or Canadian), qualifications
such as Certification in the College of Family
Physicians (CCFP), years in practice, number of
complaints, and other characteristics such as
location and size of the clinic was obtained from
CPSA databases. Performance measures and/or
outcomes, demographics and costs were reported
descriptively. Given the small sample size (n=8
clinics), only correlations were computed to explore
connections between factors and outcomes.

Results

Eight clinics volunteered to participate in the
GPR pilot. On average each clinic had eight
physicians and 46.1% of FM/GPs were female
(30/65). Demographic characteristics of clinics
are shown in Table 1.

Pre-visit questionnaires revealed that 74% of
physicians worked full-time, and all clinics held

Number of doctors
Total number of doctors
Mean Doctors/clinic (Range)

65
8.1 (3-15)

Age
Mean = SD (Range)
Province-wide average*

46.4 +10.5 (27-71)
48.6

Gender
Female (%)

46.1% (30/65)

Province-wide average* 41.9%
Training

% Internationally trained 9.2% (6/65)

Province-wide average* 40.8%
Years of Practice

Years on the province’s General Register 15

Province-wide average* 15.1

Qualifications
Physicians with CCFP qualifications

86.2% (56/65)

Province-wide average* 59.5%
Hours/week

Number of work hours per week 31.06

Province-wide average* 41.62
Patients seen/day/doctor

Meanzx SD (Range) 19+ 5 (5-29)

*Family physicians only
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regular team meetings. Seven out of eight clinics sizes, and difficulty finding new physicians.
self-reported successes such as supportive staff,
while six clinics reported challenges including
senior partner retirements, large patient panel

The characteristics of the eight pilot clinics were
compared to provincial averages (Figure 2). The

Figure 2
Comparison of Characteristics Between the Eight Pilot Clinics and Province-wide Averages
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pilot clinics displayed variation across several
metrics when compared to provincial averages

such as average number of complaints and
percentage of internationally trained practitioners.
Most clinics in the pilot had a higher percentage of
CCFP-qualified physicians than the provincial
benchmark. Complaint rates were generally lower
than the provincial average. The duration physicians
spent at their current clinic also varied, with several
clinics surpassing the provincial average.

None of the eight clinics fully met all CPSA SOPs.
On average, clinics met 91.7% of SOPs, with six
clinics meeting an acceptable number of SOPs
(ie: >90%). Commonly unmet standards related to
patient records, with only one quarter meeting
requirements for having appropriate information
sharing agreements in place. Similarly, only 25%
of clinics fully met the infection prevention and
control standard for drug storage, while the
remaining clinics were partially compliant.
One-quarter of the clinics lacked information on
after-hours care access and formal agreements.
SOP compliance scores are detailed in Figure 3.
Following the GPR, these identified deficits were
corrected by the clinics.

On average 76% of the chart audit criteria were
scored as “met” and “partially met” across eight
clinics with scores ranging from a minimum of 55%
to a maximum of 92%. The most frequently met
items in the chart reviews were:

Figure 3

100%
90%
80%
70%
60%
50%
40%
30%
20%

10%

0% | | | | | ‘ ‘ ‘
c1 c2 c3 c4 Cc5 Cc6 c7 c8

1. Patient identification;
2. Current medications and treatments;

3. Recorded ongoing health conditions and
identified health risk factors;

4. Health maintenance plans.

In contrast, the most frequently unmet items were
allergies and drug reactions’ history, as well as the
dates of the last updates. The overall result of
patient chart evaluations is depicted in Figure 4.

Due to operational constraints, charts were
inconsistently selected, sometimes chosen ran-
domly by the reviewers and other times provided
by clinic directors or physicians. Although 10
charts were expected to be reviewed, fewer
were sometimes assessed.

SOP scores were negatively correlated with the
number of physicians, number of complaints, and
days worked per week. SOP scores were positively
correlated with gender (% female), time worked at
current practice, qualifications, and years in
practice. Only the variable workdays showed a
statistically significant correlation, with a p-value
of 0.05.

The mean number of complaints per registration
year of practice ranged from 0.00 to 0.086, with an
average of 0.045. This was notably lower than the
province-wide average of 0.089.

% SOP met
B % SOP met, partially met
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The average rate of opioid (OME) and benzodiaz-
epine (DDD) prescription per patient per day were
72 mg and 0.7, respectively, which both were
above the province wide average (Table 2).

The average cost per physician was approximately
$300 Canadian dollars ($225 USD). The post-visit
survey provided feedback on the pilot program,

such as: Ensuring the clinics have access to the
SOP compliance report for 2-3 weeks prior to
facilitation for digestion and discussion; improving
definitions to avoid misunderstanding, such as
reporting teaching time; and maintaining a process
for CPSA to assess physicians/groups most in need
of intervention and support.

Figure 4

Percentage of Chart Audit Criteria Met or Partially Met of Eight Volunteer Clinics in

the GPR Pilot
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Table 2

Evaluation Measures of Eight Volunteer Clinics in the GPR Pilot

SOP Compliance
Met and partially met (%) 96
Not met (%) 4
Chart Scores
Met and partially met (%) 76
Not met (%) 24
Complaints
Mean number of complaints per registration years 0.045
Province-wide average number of complaint/ AB = 0.089
registration year*
Opioid Measures
Mean OME opioid/patient/day 72 mg
Province-wide mean of patients OME 90+ per doctor AB =30 mg
Benzodiazepine (BZD) Measures
Mean DDD of BZD/patient/day 0.7
Province-wide mean of patients 3+ DDD per doctor AB=0.4

*Family physicians only
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Discussion

The GPR pilot succeeded in introducing an
innovative approach to evaluate physicians in group
practice settings, exploring CPSA’s ability to assess
and intervene to improve the overall quality and
safety of medical groups as a whole and outlining
plans for future phases.

Even though the variable workdays were significantly
correlated with the SOP scores, given the small
sample size, no general conclusions can be

drawn from SOP scores correlation coefficients.
Nevertheless, it was noteworthy that some of the
findings are in line with previous work regarding
factors that are associated with physician
performance.**?! The GPR pilot began to address
key questions, including the effectiveness of
assessment tools in identifying areas of
improvement, effective interventions for enhancing
group practice, and associated costs. This
approach differs from traditional physician
assessment methods which focus solely on
individual physician evaluations by MRAs at an
average cost of $4800 Canadian dollars (USD
$3600; personal communication with CPSA’'s
Director of Continuing Competence, October 2024)
whereas GPR costs only $300 Canadian dollars
($225 USD) per physician, making it more cost-
efficient. Notably, the GPR process fostered a
proactive environment within clinics while promoting
timely corrective measures. For example, if
medications were out of date during the SOP visit,
corrections were made prior to the facilitation visit.

The process sought not only to support individual
physicians within the clinic, but also to encourage
reflection on practice, promote improvement by
considering group dynamics, and align with quality
initiatives of partner organizations such as the
Health Quality Council of Alberta and the College of
Family Physicians of Canada.?>2® Additionally, the
GPR pilot aimed to avoid duplicating existing
assessments, ensuring cost-effectiveness,
practicality and professional acceptability.

Anecdotal, unpublished experiential knowledge from
physician assessors at the CPSA highlighted the
value of chart reviews in evaluating individual
performance, even when charts were self-selected.
Instances were observed where patient information
was omitted due to deficiencies in the chart
template, indicated a systemic issue influencing
chart scores. However, little consideration has been
given to the role of charts in assessing group per-
formance until now. The findings of this study could

highlight the importance of chart reviews as a
relatively cost-effective and minimally invasive
intervention for evaluating group performance.
Other research on chart reviews has been mixed;
one study found that doctors in the Netherlands

recorded much less in their charts than they
actually performed.?* Others have indicated
that visit activity varies widely, correlated to
subjective workload.?®

Comparing clinic demographics, patient volume, and
service range with province-wide averages provided
a contextual overview of how the pilot clinics align
with or diverge from broader provincial patterns.
This comparison supports understanding of the
unique features of the pilot group in relation to the
general landscape of FM/GP clinics in Alberta. The
clinics sampled in the pilot project had similar
demographic characteristics to that of the province
overall. This supports the idea that the GPR pro-
gram could be implemented on a broader scale
with similar findings from the pilot.

Future research replicating the GPR pilot findings
in larger populations would assist in building the
evidence base around clinic assessments and
validating the measurement tools within group
practices. This method has the potential to create
a type of accreditation program for clinics to
engage them in the process of evaluation and
self-reflection, which has been shown to improve
quality of care, organizational performance, and
patient safety.?628

The GPR pilot successfully engaged with all groups
within the specified project timeframe. The SOP
review was conducted at the clinics to assess
adherence to CPSA standards. Some standards and
chart items related to patient record content, such
as medical history, drug reactions or allergies were
difficult to answer with a simple binary “meets” or
“does not meet.” As a result, “partially meets” was
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added as an option for the answers. Additionally,
some elements of the SOP or chart audit criteria
were not applicable to all clinics. For example, the
“establishing the physician-patient relationship”
item was not relevant for clinics that were not
accepting new patients. Similarly, medical history
and drug reaction documentation were often not
applicable for young patients.

The post-visit survey demonstrated clinics’ interest
in participating and provided valuable feedback at
the end of the process. According to the survey
results, the component of the pilot program that
received the most positive feedback was sharing
the SOP compliance results with participants.
Respondents found the SOP compliance report to
be relevant, easy to understand and fair. This
feedback underscores the potential for collaborative
regulatory assessments to foster transparency,

enhance understanding, and support quality
improvement across clinical environments.
Furthermore, these findings align with conclusions
from Foy and colleagues, who emphasize that audit
and feedback, especially when combined with
actionable steps and relevant compliance data,
can improve engagement and receptiveness among
healthcare providers.?® This approach helps to shift
the perception of audits from punitive measures to
supportive improvement tools.?®

The GPR pilot was not without limitations. First,
mandatory SOP compliance posed a challenge,
as the CPSA cannot close an intervention or
assessment until all SOPs have been met. This
requirement may introduce bias in measuring the
program’s success in affecting practice change,
as all groups must achieve 100% compliance.
Additionally, some data such as patients per day
was self-reported, which inherently has limitations,
including the potential for under/overestimation
of patient volumes, data entry errors, or
misinterpretation of questions by respondents.
Identifying physician groups accurately was also
complex, as not all clinics have a unique

registration identifier, and physicians frequently
switch clinics or work in multiple clinics.

Another limitation of this study relates to the
chart review process. Variability in documentation
practices across clinics and potential biases in
scoring could influence the consistency and
generalizability of the findings. These factors
should be considered when interpreting the
effectiveness of chart reviews as a tool for
evaluating group performance.

Moreover, since the clinics involved in this pilot were
volunteer participants, they may differ significantly
from the average clinic in Alberta, potentially being
higher-performing, larger and perhaps better
managed. This voluntary nature introduces the
possibility of selection bias, as these clinics might
already prioritize compliance and quality standards
more than non-participating clinics.

Finally, while the pilot focused on systems and
processes that support high-quality care, it was

not designed to evaluate individual physician
performance. As such, it may not effectively identify
underperforming physicians within group practices.

Future research should focus on the application of
GPR to larger numbers of clinics, exploring and
identifying risk and protective factors for clinic
performance. It is imperative to ascertain and
distinguish risk and protective factors for
performance at competence, individual and
system-levels to understand the interactions and
nuances that impact physician practice, and
ultimately patient care.*®

Conclusion

The College of Physicians & Surgeons of Alberta’s
group practice review pilot demonstrated that
implementing a clinic assessment is both feasible
and practical and was well-received by participants.
This pilot was designed to encourage physicians

to embrace new ideas and resources, thus
ensuring compliance with the medical regulator’s
requirements with relation to standards of practice,
and high-quality patient care. This pilot offered

a cost-effective approach for evaluating group
practice performance in Alberta family medicine
clinics. However, further research is warranted to
refine practice group selection, streamline
assessments, target interventions, and accurately
measure outcomes.
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