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Academic health science centers have 
transformed into complex business 
enterprises in which “clinical revenue 
and academic performance support each 
other by being strategically and tactically 
aligned.”1 As research and clinical success 
are synergistic and interdependent, 
medical school and university leaders 
have to collaborate,2 and department 
chairs have to work to enhance the 

academic productivity of their clinical 
departments.3

Performance-based compensation 
systems may have a substantial effect 
on the clinical, research, and teaching 
activity of physicians at academic health 
centers, as researchers in the Department 
of Medicine at Vanderbilt University4 
and others5–10 have demonstrated. 
However, most of these studies focused 
on physicians’ clinical activity. The degree 
to which financial incentives improve 
scholarship remains uncertain. The 
three factors usually cited for improving 
clinical practice include changes in the 
reimbursement system, as outlined above, 
threat of legal action, and feedback on 
how physicians are doing in comparison 
with each other.11 Today, physicians hold 
many roles in the four primary domains 
of an academic medical department—
clinical practice, education, research, and 
administration—yet measuring their 
work in each domain is difficult.

Performance-based compensation 
systems also require that physicians’ 
performance be measured appropriately, 
which presents additional challenges. 
An integrated approach that measures 
multiple versus single aspects of 

performance is preferable.12 Given the 
trend in academic health science centers 
to recognize multiple role categories 
for physicians, measuring these 
different roles has become particularly 
important.13 However, no one has 
reached a definitive consensus as to 
what constitutes good scholarship or 
good administrative skills. Definitions of 
success have been rather subjective.

At the time of our study, we found no 
comprehensive and validated system 
that both measured physicians’ academic 
productivity in the four domains of an 
academic medical department—clinical 
practice, education, research, and 
administration—and adjusted for the 
variable percentages of time physicians 
work in each domain in each academic 
role category—clinician administrator, 
clinician educator, clinician researcher, 
clinician teacher, and clinician scientist. 
In the Vanderbilt study, the researchers 
accounted only for two categories—either 
80% research and 20% clinical or 80% 
clinical and 20% academic.4 In addition, 
the degree to which financial incentives 
positively affect scholarship remains 
uncertain—specifically, what motivates 
physicians’ scholarly productivity.
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Abstract

Purpose
To evaluate a new assessment tool 
measuring physicians’ academic 
productivity and its use in a performance-
based remuneration system.

Method
The authors developed an assessment 
tool based on existing tools to measure 
productivity. Yearly, from 2008 to 2011, 
physicians at the University of Western 
Ontario received a score of up to three 
points for each of four components 
(impact, application, scholarly activity, 
mentorship) in each of four domains 
(clinical practice, education, research, 
administration). Scores were weighted by 

the percentage of time physicians spent 
on tasks in each domain. Year 1 scores 
were a baseline. In Years 2 and 3, scores 
were tied to remuneration. The authors 
compared scores and associations, 
accounting for age and academic rank, 
across the three years.

Results
The 37 participating physicians included 
11 assistant, 23 associate, and 4 full 
professors. The mean weighted total 
baseline score across all four domains 
was 7.44. Years 2 and 3 scores were 
highly correlated with Year 1 scores  
(r = 0.85, Years 1 and 2; r = 0.89,  
Years 1 and 3). Year 2 mean weighted 

scores did not differ significantly from 
Year 1 scores. Assistant professors’ 
scores improved significantly between 
Years 1 and 2 (+1.08, P < .001). Lower 
Year 1 scores were correlated with a 
greater improvement in scores between 
Years 1 and 2, and age was negatively 
correlated with score changes between  
Years 2 and 3.

Conclusions
Although the tool may be a robust 
measurement of physicians’ productivity, 
performance-based remuneration 
had no effect on physicians’ overall 
performance.
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In this article, we discuss the development 
and assessment of a tool to evaluate 
a performance-based remuneration 
system in a medium-sized subspecialty 
department. The main purpose of our 
study was to evaluate the reliability and 
effectiveness of the assessment tool to 
assist the department chair with the task 
of rewarding academic productivity.

Method

The institutional research ethics board 
of the University of Western Ontario 
(REB file number 102508) approved our 
study. During the study period (July 1, 
2008 to June 30, 2011), the Department 
of Pediatrics at the University of Western 
Ontario provided tertiary care in 
southwestern and northwestern Ontario 
for approximately 600,000 children. 
The department received funding from 
different practice plans—one each for 
emergency medicine, neonatal medicine, 
and perinatal medicine, and the London 
Academic Pediatric Association (LAPA) 
for all other academic pediatricians.

During the study period, LAPA paid 
37 full-time academic physicians 
for approximately 19,000 inpatient 
days and 48,000 outpatient visits per 
annum and to train approximately 40 
residents. These 37 physicians included 
general pediatricians as well as pediatric 
subspecialists. The LAPA funding stream 
is complex and consists of a number of 
fixed revenues for each physician and 
variable income based on individual 
physicians’ patient volumes and fee 
codes. The LAPA financial management 
committee (FMC), which includes 
six elected members and an ex officio 
member (the department chair), decides 
how to distribute the funding and how to 
hold recipients accountable for their use 
of the funding.

Developing the assessment tool

Enhancing academic productivity was a 
priority for the chair of the department 
of pediatrics, who was appointed in 
August 2006. In fall 2006, he established 
a departmental task force, including 
four LAPA members, a basic scientist, 
and himself, as a subcommittee of the 
LAPA FMC to develop a performance 
assessment tool that would evaluate 
four components—impact, application, 
scholarly activity, and mentorship—in 
each of four domains—clinical 

practice, education, research, and 
administration—while accommodating 
for variations in the time physicians 
spend on tasks in each domain. The 
distribution of the workload among the 
four domains matched the role categories 
outlined by the Schulich School of 
Medicine & Dentistry.

From October 2006 to May 2008, the 
task force reviewed all assessment tools 
used in the various role categories at 16 
Canadian universities. From their review, 
they designed a tool based on those they 
found at 4 universities—University of 
Western Ontario, University of Toronto, 
University of Ottawa, and Dalhousie 
University. In May 2008, the task force 
presented three versions of the tool to the 
LAPA FMC and the LAPA members at 
large. All LAPA members then voted on 
which version to implement.

Using the assessment tool

All participating LAPA physicians 
approved each component and fully 
endorsed the final scoring sheet (see 
Appendix 1).

To complete the tool, individual 
physicians assigned themselves up 
to three points for each of the four 
components in each of the work 
domains. Thus, scores ranged from 0 to 
12 for each domain. Physicians had to 
provide specific examples of their work to 
justify a score of 3.

Physicians then weighted the scores by 
the percentage of time they spent on 
tasks in each domain. This weighting 
process was necessary because physicians 
typically have several role categories—
clinician administrator, clinician 
educator, clinician researcher, clinician 
teacher, and clinician scientist. Weighting 
scores acknowledged that different roles 
have different tasks. To better understand 
the differences between these five role 
categories, we listed the mean percentages 
of time physicians in each role category 
spent working in each domain in Table 1.

Each August, all physicians completed 
the scoring sheet (see Appendix 1) and 
updated their curriculum vitae using a 
commercial software program (Acuity 
Star). Within two weeks, the physicians 
met with their section heads to discuss 
their self-assigned scores and to review 
those scores against their curriculum 

vitae. Together, they calculated a total 
score for each physician. The section 
heads also completed the scoring 
sheet and reviewed their scores with 
the department chair, and the chair 
completed the tool and reviewed 
his scores with four senior members 
of the department (the department 
has a general pediatrics section and 
subspecialty sections). The task force 
developed a detailed resolution process to 
address differences in opinions about the 
correct scores, but it was never used.

LAPA used Year 1 (academic year 
2008–2009) as a baseline, implementing 
the assessment tool but continuing to 
divide funds equally among physicians 
irrespective of scores. In Years 2 and 
3 (academic years 2009–2010 and 
2010–2011), they tied remuneration to 
physicians’ scores. LAPA divided about 
$500,000 (all dollar amounts in Canadian 
dollars) by the sum of the physicians’ 
total scores to determine a dollar value 
for each point scored. Each physician 
then received a bonus calculated by 
multiplying that dollar value for each 
point scored by his or her total score (see 
Supplemental Digital Appendix 1, http://
links.lww.com/ACADMED/A174). For 
example, in 2010, the average bonus was 
$10,540.54 ± 3,453.81, and each point 
scored translated to $1,293.96.

To illustrate further, for example, a 
senior clinician administrator spends her 
time in this way—15% clinical practice, 
5% education, 25% research, and 55% 
administrative responsibilities. Her 
scores in Year 2 were 11/12 in the clinical 
practice domain, 5/12 in the education 
domain, 12/12 in the research domain, 
and 11/12 in the administration domain, 
which would result in weighted scores 
of 1.65, 0.25, 3.00, and 6.05, respectively, 
for a total score of 10.95/12. If she had a 
score of 10.78 in Year 1, her productivity 
then improved by 2%.

Evaluating the assessment tool

We entered all scores for the three-
year study period into Microsoft Excel 
(version 14.2.2). Only one author (G.F.) 
had access to the original data. He linked 
the scores of each physician across all 
three years in the spreadsheet and then 
deidentified the data. To verify the 
data, we compared the percentages in 
the spreadsheet with those in the role 
categories documents (see Table 1) and 

http://links.lww.com/ACADMED/A174
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the academic ranks with those in the 
departmental records. We obtained the 
physicians’ ages from a departmental 
database. We did not assess inter- or 
intrarater reliability. Because a physician’s 
age, baseline (or preintervention) score, 
and academic rank would invariably 
contribute to his or her final score, we 
planned a subgroup analysis by academic 
rank and a correlational analysis with age 
and baseline score.

We used GraphPad Prism 5 (GraphPad 
Software Inc., La Jolla, California) 
to analyze our data. We made no 
adjustments for missing data due to 
maternity leave or attrition. We assessed 
distributions for normality using the 
Kolmogorov–Smirnov test. Because all 
data except the administration/leadership 
scores were normally distributed, we used 
parametric methods in our analysis. We 
compared groups using Student t test or 
ANOVA for repeated measurements and 
tested for associations between variables 
using standard regression analysis. We 
used Bland–Altman analysis to test 
agreement between Year 1 (baseline) and 
Year 2 results, as well as between Year 
1 and Year 3 results. We considered a 
P value of < .05 to be significant.

Results

The 37 physicians (100% of LAPA 
members) who participated in the first 
year of our study included 11 assistant 
professors, 22 associate professors, and 
4 full professors. Although we analyzed 
the baseline results of all 37 physicians, 
we had three consecutive assessments 
for only 33 physicians, due to maternity 
leaves and attrition. Most physicians were 
men (22; 59%), and 10 were older than 54 
years (28%). Mean (standard deviation 

[SD]) age at the end of the study was 
48.4 [8.3] years (range = 34–61). Most 
physicians (25; 68%) were in the clinician 
teacher role category (see Table 1).

Year 1 results

We included the results of all 37 members 
in the baseline assessment. The mean 
total score was 7.44 (range = 3.9–11.3; 
see Table 2). Means [SDs] differed 
significantly by academic rank (assistant: 
7.26 [0.85]; associate: 8.95 [1.60]; and 
full professor: 11.15 [0.78]), and full 
professors had higher scores (P < .0001, 
one-way ANOVA).

Years 2 and 3 results

The Years 2 and 3 results were highly 
correlated with those of Year 1 (r = 0.85 
between Years 1 and 2; r = 0.89 between 
Years 1 and 3). In Year 2, the first year 
of performance-based remuneration, 
mean weighted scores did not differ 
significantly from scores in Year 1 (see 
Table 2). Our Bland–Altman analysis 
comparing Years 1 and 2 revealed a mean 
(SD) bias of +1.966% (19.17%), which 
was not significantly different from 

zero. After two years of performance-
based remuneration, we still found 
no significant change in the mean 
weighted scores. We found an even 
closer agreement between the Years 2 
and 3 total scores, with a mean (SD) 
bias of +0.1778% (1.036%). Overall, 
we found no significant improvement 
in scores between the baseline year 
and the following two years (see 
Table 3). However, we found significant 
differences between the subgroups. 
Assistant professors’ scores improved 
significantly between Years 1 and 2 
(mean improvement +1.08, P < .001; see 
Figure 1).

Factors affecting change in overall 
scores

When we analyzed whether a physician’s 
baseline score was related to any change 
between his or her Years 2 and 3 scores, 
we found a negative correlation (r = −0.6, 
P < .001). Lower Year 1 scores were 
correlated with a greater improvement 
in scores between Years 1 and 2. Age also 
was negatively correlated with the change 
in scores between Years 2 and 3. Whereas 

Table 1
Percentage of Time Spent Working in Four Domains of Five Role Categories Among  
37 Physicians, University of Western Ontario, 2008 to 2011

Role category
No. of  

physicians

% of time, mean (recommended range)

Clinical  
practice Education Research Administration

Clinician administrator* — 40.0 (15–40) 8.3 (10–30) 11.7 (0–30) 40.0 (40–75)
Clinician educator 0 — (15–50) — (50–75) — (0–30) — (5–30)

Clinician researcher 7 51.7 (30–60) 10.0 (10–40) 34.2 (30–60) 4.2 (0–30)

Clinician teacher 25 55.8 (50–70) 17.2 (15–40) 16.6 (0–20) 10.8 (10–30)

Clinician scientist* — 20.0 (5–25) 7.5 (5–25) 67.5 (70–80) 5.0 (0–10)

*The numbers of physicians in categories with five or fewer study participants have been omitted to  
preserve anonymity.

Table 2
Distribution of Performance Scores for 37 Physicians, University of Western 
Ontario, 2008 to 2011*

Domain

Performance scores
mean ± standard deviation, range

Year 1 Year 2 Year 3

Clinical practice 4.07 ± 1.71, 0.50–8.25 4.10 ± 1.60, 1.10–7.20 4.15 ± 1.39, 1.00–7.15
Education 1.23 ± 0.99, 0.35–3.85 1.13 ± 0.79, 0.10–3.50 1.17 ± 0.81, 0.20–3.85

Research 1.48 ± 1.81, 0.00–9.00 1.39 ± 1.89, 0.00–9.00 1.38 ± 1.81, 0.00–9.00

Administration 0.66 ± 0.85, 0.00–3.26 0.88 ± 1.39, 0.00–5.83 0.73 ± 1.20, 0.00–6.05

  Total 7.44 ± 2.30, 3.90–11.30 7.51 ± 2.05, 4.00–11.40 7.43 ± 1.75, 3.95–11.70

*Scores could range from 0 to 12 for each domain. In Year 1 (academic year 2008–2009), scores were used as 
a baseline, and funds continued to be divided equally among physicians irrespective of scores. In Years 2 and 3 
(academic years 2009–2010 and 2010–2011), remuneration was tied to physicians’ scores.
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younger physicians’ scores improved 
significantly, older physicians’ scores 
actually worsened (r = −0.5, P < .001).

Discussion

We developed an assessment tool to 
evaluate the academic performance of 
physicians in clinical practice, education, 
research, and administration that can 
accommodate differing percentages of 
time spent in each domain. The high 
degree of agreement between Years 2 and 
3 scores suggests that our assessment tool 
and the resulting performance scores are 

a robust and feasible measurement system 
for use in our department. We found no 
evidence of significant improvement in 
scholarship scores, except among assistant 
professors, who had lower baseline scores. 
These results contradict earlier findings 
from another institution.4

Strengths and limitations

A considerable strength of our study was 
the high degree of agreement between 
physicians and their section chiefs in 
assigning the scores. We believe that the 
inclusion of specific anchors to define a 
score made the tool robust and reliable, 

as well as adaptable to a large variety of 
domains. Thus, it may be of value for many 
clinical departments, not just for pediatrics.

However, our study also had several 
important limitations. First, that scores did 
not increase overall may simply be related 
to our assessment tool being too insensitive 
to variations in performance, rather than 
to performance not varying. Second, 
change takes time. Perhaps two years was 
not long enough for marked changes to 
be reflected in performance scores. The 
Department of Pediatrics has continued 
to use this assessment tool, so hopefully, 
with additional time, scores will detect 
significant improvements in performance. 
Third, the LAPA incentives were equal to 
about 10% of each physician’s contracted 
remuneration. Although some studies 
found that this amount would improve 
productivity, it may not have been enough, 
given that other studies recommend 20% 
to 30% for such programs.4,14 Another 
possible confounder may be related to the 
role categories of the included physicians—
clinician teachers composed two-thirds 
of our sample, it included no clinician 
educators, and the remaining 12 physicians 
were distributed across the remaining 
role categories. This imbalance may have 
affected our results. Next, no one used the 
process for resolving discrepancies between 
the physician’s self-assigned score and the 
section head or department chair’s assigned 
score. Although raw scores were sometimes 
adjusted higher or lower on the basis of a 
supervisor’s feedback, these adjustments 
were never contentious. However, the 
power differential between the physician 
and his or her supervisor may have 
prevented the physician from invoking the 
conflict resolution process, similar to what 
may occur between learners and teachers in 
medical education.15 However, we believe 
that this did not occur as physicians had to 
provide detailed information about their 
work to substantiate a score of 3.

Additional considerations

Over the past decade, offering financial 
incentives to physicians for achieving 
certain goals has become more common 
in hospital employment arrangements.16 
However, the impact of these financial 
incentives on physicians’ performance 
and productivity is unclear and continues 
to be debated in the literature.5,16 The 
factors motivating physicians at academic 
health sciences centers to improve their 
scholarly productivity must be better 

Table 3
Mean Performance Scores for 37 Physicians, by Role Categories and Domains, 
University of Western Ontario, 2008 to 2011*

Year and role  
category

Mean score by domain

Weighted  
score

Clinical  
practice Education Research Administration

Year 1
 � Clinician administrator 3.87 0.55 1.03 3.57 9.02

 � Clinician educator — — — — —

 � Clinician researcher 4.03 0.83 2.18 0.16 7.20

 � Clinician teacher 4.30 1.34 0.76 0.58 6.99

 � Clinician scientist 1.85 0.80 7.80 0.40 10.85

Year 2

 � Clinician administrator 4.03 0.57 1.00 3.81 9.41

 � Clinician educator — — — — —

 � Clinician researcher 3.78 0.73 2.39 0.12 6.82

 � Clinician teacher 4.36 1.32 0.67 0.74 6.97

 � Clinician scientist 2.05 0.90 7.55 0.35 10.85

*Unweighted scores could range from 0 to 12 for each domain. The clinician educator career path requires an 
advanced degree in education. Our sample included no clinician educators.

Figure 1 Changes in overall weighted performance scores between Years 1 and 2 for 37 
physicians, by academic rank, in the Department of Pediatrics at the University of Western 
Ontario, 2008 to 2010. The bars indicate means and standard deviations.
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understood before leaders can develop 
appealing incentives.

In addition, no universal design or 
consistent methodology exists for 
creating financial incentive plans.16,17 
Approaches to allocating financial 
rewards vary from the subjective decision 
by a chairperson to the use of flexible or 
static scoring tools.10

The level of compensation also varies, 
ranging from as low as 1.5% to as high as 
87% of a typical salary.16,17 Bluth14 suggested 
that, to be effective, incentives must 
generally be 20% to 30% of contracted 
compensation. The Vanderbilt study found 
that an additional 20% compensation 
attached to clinical and administrative 
work increased performance by up to 
73%, depending on the role category and 
productivity in clinical care, research, 
and teaching.4 However, studies of other 
incentive programs with 10% or less 
compensation attached to physicians’ 
performance and productivity also revealed 
improvements in the quality of care 
delivery, research, teaching, mentoring, 
and administrative tasks.10,14,18 At present, 
financial incentive plans appear to be 
based on the amount of money available to 
individual health care organizations and the 
particular nuance of clinical departments, 
rather than on purposefully developed and 
evidence-based plans.

We found few examples of nonfinancial 
incentive programs aimed at stimulating 
physicians’ performance and productivity. 
Emery and Gregory10 described one 
academic department of orthopedics with 
no specific compensation for academic 
productivity. The incentive model instead 
was based on the distribution of academic 
tasks that, according to Emery and 
Gregory,10 “[enabled] people to contribute 
to the academic mission in a fashion 
that played to their individual strengths.” 
The department chair and peer pressure 
toward academic success supported a 
culture that valued academic productivity. 
The internal motivation of department 
physicians then reduced the need to 
financially reward academic work.10 
Interestingly, a survey of the physicians in 
the study by Emery and Gregory10 revealed 
that departmental culture was the most 
important factor driving scholarly activity.

The type of incentive matters. An effective 
reward should be substantial enough to get 

the attention of the physician yet remain 
within the range of competitive practices 
and not discourage other desirable 
behaviors, such as providing excellent 
patient-centered care.10 Support from all 
members of the department is required, 
and the incentives should promote 
excellence in patient care and academic 
scholarship as opposed to average work. 
In our department, all members agreed 
on the scoring sheet criteria. Outcome 
variables that are unclear or incentives 
that reward work for tasks the department 
members do not support may deter staff 
innovation, impede performance, and lead 
to a culture in which quality improvements 
are treated with indifference.19 Academic 
departments, similar to other workplaces, 
are not homogeneous. One-third of our 
department, for example, is more than 55 
years old, and most of the newer physicians 
are young and have different needs, 
especially with regard to a better work–life 
balance. These generational and cultural 
differences pose an additional challenge to 
designing incentives systems. A system with 
rigid incentives may fail if generational and 
cultural beliefs are not considered.20

Finally, the performance gap among 
associate professors is worrisome. 
Possible explanations include a lack of 
appropriate mentoring, misalignment 
of the requirements for promotion and 
the focus areas of the physicians, clinical 
workload, and age-related slowing down, 
but we do not know for certain. Future 
research into the absence of change in 
this group’s performance should examine 
their skill sets, dedication, and capacity to 
succeed while ensuring that no barriers to 
improvement exist.

McAllister and Vandlen21 argue that 
“communicating and coaching between 
managers and staff breed achievement in 
real time,” meaning that feedback must 
be timely and responsive. In fact, just 
that recognition may foster productivity. 
In response to lower-than-expected 
performance results, one company 
adopted a smaller number of goals that 
were aligned with the organization’s 
mission and tailored to individual 
meaningful and measurable targets.22 
Whether these business models can be 
adapted to clinical academic departments 
remains uncertain. Key to improving 
productivity are having a reliable tool 
to measure individuals’ progress and 
exploring fully nonfinancial incentives 

before considering financial incentives, 
which may require significantly more 
funding while not rewarding the issues 
that truly motivate physicians.

Conclusions

The physicians in the Department of 
Pediatrics at the University of Western 
Ontario responded favorably to our 
assessment tool. Although physicians with 
lower baseline scores tended to improve 
their scores over time, the promise of 
remuneration for improvements in 
performance was not associated with 
score increases.
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Appendix 1
Performance Criteria and Scoring Sheet for a New Assessment Tool to Measure  
Physicians’ Academic Productivity in a Performance-Based Remuneration System,  
University of Western Ontario, 2008*

Activity Category I Category II Category III

Clinical care activities
Patient care • �Assumes appropriate 

responsibility for clinical care

• �Developing or building on clinical 
expertise

• �Developing long-range goals in 
area of expertise

• �Recognized as team contributor

• �Initiates collaboration with other 
clinicians

• �Clinical skills and expertise 
acknowledged by peers

• �Well-established goals which impact 
positively on clinical activities of 
division and/or department

• �Provide clinical service outside of 
expected contract

• �Exemplary and well-rounded clinician

• �Strong commitment to all components 
of clinical care

• �Recognized leader with fully developed 
career path which is consistent, durable, 
and/or a continuous high standard

• �Team leader and facilitates 
collaboration locally and nationally

• �National or international presence

• �Widespread impact of clinical program
____ 0 ____ 1 ____ 2 ____ 3

Application • �Brings technique to division’s 
patients

• �Participates with others in 
the scholarly application of 
knowledge to clinical practice

• �Participates in the development of 
guidelines

• �Participates in utilization reviews

• �Adapts techniques related to area of 
clinical expertise to children

• �Leads in the development of 
guidelines for the division

• �Leads in the utilization reviews for the 
division

• �Develops a new clinical technique that 
is adopted nationally

• �Leads in application of clinical 
evaluative methods to activities of 
division/department

• �Develops new techniques

• �Development of guidelines with 
national dissemination

• �Dissemination of utilization reviews, 
results used nationally

____ 0 ____ 1 ____ 2 ____ 3

Clinical scholarly 
activity

• �Initiates or seeks guidance from 
established individuals in the 
evaluation of clinical practice

• �Critical reviews of personal clinical 
practices and demonstrates impact on 
own practice

• �Frequent invitations to speak outside 
of Children’s Hospital of Western 
Ontario (CHWO)

• � Leadership role in the development of 
clinical standards

• � Frequent invitations to speak (inter) 
nationally on clinical topics

• � Visiting professorship

____ 0 ____ 1 ____ 2 ____ 3

Mentorship/career 
advice

• �Supportive of students, trainees, 
and peers

• �Mentor role clearly established

• �Asked to be a clinical mentor

• �Seeks and finds opportunities for 
trainees to develop clinical expertise

• �Supervises trainees on clinical projects

• �Supervises trainees on scholarly activities

• � Fellows attracted to clinical training

• � Successful outcome of trainees based 
on a clinical program that is sustained

____ 0 ____ 1 ____ 2 ____ 3

Score for clinical care categories of achievement = _____ (max of 12)

(Appendix continues)
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(Appendix continues)

Medical education activities

Teaching effectiveness • �Establishing and improving 
effective teaching skills

• �Achieves satisfactory teaching 
ratings overall

• �Takes on teaching assignments

• �Shows interest in feedback from 
learners

• �Attempts to improve teaching 
abilities, e.g., attending faculty 
development workshop

• �Consistently demonstrates highly 
effective teaching skills

• �Consistently achieves very good 
evaluation of teaching

• �Repeated requests to teach, e.g., 
Family Medicine Maintenance 
Program (FMP), peer-reviewed 
lectures (PeRLS), review lectures, 
continuing education (CE) events 
(update, etc.)

• �Winner/runner-up of divisional 
teaching award

• �Actively pursues opportunities to 
improve teaching skills

• �Consistently demonstrates outstanding 
teaching skills

• �Consistently achieves outstanding 
evaluation for teaching

• �Receives department/university/national 
teaching awards

• �Sustained and multiple invited 
presentations

• �Role model/teacher of teaching skills

____ 0 ____ 1 ____ 2 ____ 3

Impact on learning Participates in limited teaching 
activities, e.g., focused within the 
following examples:

• �Undergraduate (UG) activities, 
e.g., Art and Science of Clinical 
Medicine (ASCM)

• �Clinical teaching for UG students, 
postgraduate (PG) pediatric 
trainees, e.g., emergency room 
(ER), ward, consults, outpatient 
department (OPD)

• �Pediatric subspecialty program 
teaching

• �CE activities

• �Grad course lectures

Teaches wider group of learners on a 
broader variety of issues or increasing 
complexity of topic; carries significant 
teaching responsibilities in a number of 
areas:

• �UG activities, e.g., ASCM, problem- 
based learning (PBL)

• �High load of clinical teaching for a 
variety of trainees

• �Teaching sessions for core/subspecialty 
residents/fellows

• �Teaching CE

• �Teaching graduate course

Teacher for all levels of learners with 
ability to present wide variety and 
complex material clearly, including:

• �Multiple involvement in variety of levels 
of learners: UG, graduate, PG core and 
subspecialty, CE

• �Significant impact at one level of 
learners

• �Evidence of wide audience

____ 0 ____ 1 ____ 2 ____ 3

Educational 
development and 
evaluation

Participates in one or more:

• �curriculum development

• �evaluation and evaluation 
methodology

• �teaching strategies

• �self-directed learning of others, 
e.g., assists in:

– �course/program development 
by membership in UG, PG, CE, 
or graduate committees

– �Evaluation, e.g., in-training 
evaluation reports (ITERs), 
objective structured clinical 
examinations (OSCEs), mock 
orals

– �Faculty development courses, 
e.g., workshop on evaluation

• �Promotes self-directed learning 
in learners by assisting in 
development of new tools, e.g., 
videos for self-instruction

• �Demonstrates leadership or has a 
primary role in one or more:

–� curriculum development

– evaluation methodology

– teaching strategies

– faculty development

– �self-directed learning for others, 
e.g., leadership in new program 
changes (UG, PG, CE)

– �new evaluation tools, e.g., writing 
OSCE stations, questions for UG 
pediatric exams

• �Development of new teaching 
modules, e.g., in quality assurance, 
research methodologies,  
ethics

• �Faculty development, e.g., organizes 
workshops on new issues in 
education, new Royal College of 
Physicians and Surgeons of Canada 
(RCPSC) standards

• �Promotes self-directed learning in 
learners by provisions of new tools, 
e.g., programs on video/Internet, 
feedback methods

• �Develops innovative/creative 
curriculum/CE activities

• �National recognition or extensive 
university contributions as a leader 
in educational development and 
evaluation, e.g., develops new 
curriculum (innovative  
CE program)

• �Evaluation efforts at national level, e.g., 
RCPSC examiner

• �Leader in UG, PG, CE at university/ 
national level, e.g., Pediatric 
Undergraduate Program Directors 
of Canada (PUPDOC), Council on 
Medical Student Education in Pediatrics 
(COMSEP), Canadian Pediatric Society 
(CPS), RCPSC

• �Organizes faculty development 
beyond local level, e.g., leads national 
workshop in teaching strategies, 
evaluation methodologies (at RCPSC 
annual education meeting)

____ 0 ____ 1 ____ 2 ____ 3

Appendix 1 (Continued)
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Mentorship Demonstrates interest in learner

• �Supportive of learners 
(students, fellows, other health 
professionals), e.g., takes an 
interest in students/residents, 
aware of their needs and 
problems, accessible and available 
to learners

• �Supportive of team members, 
e.g., PG Medical Education 
Advisory Committee (MEAC), 
Pediatric Undergraduate Medical 
Education Committee (PUGMEC), 
PG medical education, CE 
committees

Mentoring role clearly defined

• �Sustained effort in specific mentorship 
program, e.g., UG, PG resident 
mentor, and career counseling mentor 
program, graduate students, and 
subspecialty trainees

• �Develops programs to enhance 
professional and personal growth 
of learners, e.g., career choices, 
balancing personal and professional 
work

Mentoring skills widely recognized

• �Widely known at departmental and 
university level as mentor to learner

____ 0 ____ 1 ____ 2 ____ 3

Score for medical education categories of achievement = _____ (max of 12)

Research activities

Presentations • �Invited original research 
presentations at local level

• �Abstract presentations at 
national/international meetings

• �National/international invited research 
presentations, e.g., university grand 
rounds, seminars; subspecialty 
meetings/workshops/symposia; 
plenary presentations

• �Moderator/discussant at national/ 
international research meetings

• �Session organizer at discipline’s major 
international research meetings

• �State-of-the-art (keynote) address at 
discipline’s major international research 
meetings

• �Gives named lectureships

• �Organizer of international research 
symposium

____ 0 ____ 1 ____ 2 ____ 3

Publications • �Evidence of submitted principal, 
coprincipal, or senior responsible 
author research publications

• �Collaborating author

• �Significant contributor to research 
publications, e.g., site director, 
patient recruitment, method 
design, specialized technique

• �Case reports

• �Principal, coprincipal, and/or senior 
responsible author publications

• �Invited contributor on research reviews 
to textbooks and/or journals

• �Publications consistent with an 
international leadership role in the field 
of study

____ 0 ____ 1 ____ 2 ____ 3

Funding • �Collaborator, site director, or 
coinvestigator in successful 
applications for extramural grants

• �Principal or coprincipal 
investigator on local grants

• �Principal or coprincipal investigator 
on non-CHWO competitive grants 
(usually holds provincial or national 
peer-reviewed grants)

• �Industrial grants

• �Principal investigator on several 
competitive non-CHWO grants

• �May lead group funding initiatives

____ 0 ____ 1 ____ 2 ____ 3

Mentorship • �Acts as supervisor for one or more 
research trainees (e.g., summer 
student, graduate student, 
postdoctoral fellow)

• �Supervisor for resident research 
project

• �Primary/co-primary supervisor for 
trainees who publish papers in peer- 
reviewed journals and present at 
research meetings

• �Primary/co-primary supervisor for 
trainees who are awarded fellowship 
or operating grants

• �Participates in nonsupervisory activities 
(advisory and examination committees 
in graduate department)

• �Acts as research advisor or career 
mentor for departmental members

• �Trainees win competitive research awards

• �Leadership position in cross-appointed 
unit/faculty (i.e., graduate coordinator)

• �Trainees win competitive national and 
international research awards

• �Departmental advisees succeed as 
independent investigators

____ 0 ____ 1 ____ 2 ____ 3

Score for research categories of achievement = _____ (max of 12)
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Administration/leadership activities

Clinical • �Actively participates in clinical 
related activities/committees at 
division, program, cluster, or 
department level

• �Participates in initiatives to 
enhance clinical systems and 
services and improve operational 
efficiencies within division, cluster, 
or department

• �Participates in local committees 
within specialty

• �Participates in parent support 
groups

• �Significant role in major clinical 
administrative activities

• �Develops or initiates the enhancement 
of clinical improvements in systems, 
services, and operational efficiencies 
at regional/provincial levels

• �Participates in national committees 
within specialty

• �Leads the development of clinical 
programs

• �Leads support group education and 
advocacy programs locally

• �Leadership role in clinical committees 
at national and international levels

• �Leads the major strategic development 
of clinical improvements impacting 
organizational, national, or 
international levels

• �Chairs clinical symposia, clinical 
meetings

• �Develops education program 
for support group that is widely 
disseminated

• �National spokesperson

____ 0 ____ 1 ____ 2 ____ 3

Education

Note: Administrative 
activities should 
be separated 
from educational 
development/
evaluative activities

• �Actively participates in education- 
related activities/committees 
within division, program, cluster, 
or department level, e.g., 
PUGMEC, PG medical education, 
CE committees

• �Facilitates and/or assists in 
initiatives to improve operational 
efficiencies and resource 
management in education within 
division, cluster, or department

• �Significant role in major educational 
administrative activities, e.g., UG 
admissions committee, program 
director

• �Develops or initiates, advances, and/or 
assumes leadership role in improving 
operational efficiencies and resource 
management in education at a 
regional level

• �Leadership/administrative role in 
education committees at university/ 
national/international levels, e.g., 
RCPSC specialty committees, specialty 
societies, education committees

• �Leads in major strategic development 
of education at organization/national 
or international levels

____ 0 ____ 1 ____ 2 ____ 3

Administrative 
scholarly activity

• �Initiates or seeks guidance from 
established individuals in the 
evaluation of administrative 
practice

• �Critical reviews of personal 
administrative practices and 
demonstrates impact on own practice

• �Frequent invitations to speak outside 
of CHWO on administrative matters

• �Leadership role in the development of 
administrative standards

• �Frequent invitations to speak (inter) 
nationally on administrative topics

• �Visiting professorship

____ 0 ____ 1 ____ 2 ____ 3

Leadership/ 
administration

• �Sits on three or more department- 
wide committees

• �Chairs department, hospital, or 
university committee

• �Chairs three or more department, 
hospital, or university-wide 
committees

• �Chairs three or more department, 
hospital, or university-wide committees

• �Section head of three or more

____ 0 ____ 1 ____ 2 ____ 3

Score for administration/leadership activities = _____ (max of 12)

*Physicians were instructed to “Circle the appropriate highest number in each row.”
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