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Maintaining competence is, first and fore-
most, a personal responsibility. In certain 
countries, it is also a matter of the profes-
sional code of ethics. In Quebec (Canada), for 
example, the physicians’ ethics codes mention 
it explicitly. This necessity of maintaining the 
competence exists for all the countries, and 
the tools they are using are different for each 
one of them. The goal of this text is to present 
a few solutions being used in Quebec in order 
to give the opportunity to the physicians ac-
tive in their practice to maintain their per-
formance, and to present the advantages and 
the inconveniencies related to some of these 
solutions.  

We expect – and we have the right to – 
physicians to be competent and to maintain 
their competence in a world where knowledge 
evolves rapidly and where epidemiological 
data change, and where methods of treat-
ment as well as technology are discovered 
regularly, thus changing the diagnosis and 
therapeutic approach. In such a context, the 
maintenance of competence is not only a mat-
ter of personal responsibility. It involves 
with, no doubt, a social character; the public 
expects that the professional assumes the re-
sponsibility to keep himself at the leading 
edge of knowledge and of the medical discov-
eries.  

 
The physician, a continuous learner 
all along his professional life 
Medical schools and medical organizations 
(professional associations, unions, scientific 
societies etc.) offer many options to the physi-
cian members to help them to maintain their 
competence up to date. Many organizations 
offer the physicians continuing medical edu-
cation (CME) programs of various formats: 
scientific publications and literacy, self-
learning programs, symposia, congresses, 
seminars, discussions with colleagues, work-
shops etc. Taking part in these programs is 
on a voluntary basis.  

A study done in Quebec shows that more 
than 80% of the Quebec general practitioners 
voluntarily participate in group activities of 
CME, irrespective of the number of years of 
practice they have. In Quebec, to be accepted 
for continuing medical education credits, 
these activities must, however, satisfy the 
quality criteria of a CME activity adopted by 
the Council for Continuing Medical Educa-
tion of Quebec.   

Some professional associations and scien-
tific societies, for which access to the physi-
cians is on a voluntary basis, have chosen to 
involve the membership in a certain kind of 
mandatory CME. In Canada, for example, the 

Pre-graduate education Specialized studies Professional practice 

 4-5 years 2-5 years 40-50 years 

The knowledge, abilities or attitudes 
learned by the future physician during his 
education (four to five years before gradua-
tion, followed by two to five years of special-
ized learning in the province of Quebec) will 
necessarily have to be updated by the physi-
cian all along his professional work. 

In this article, André Jacques discusses the role of CME and some of 
the measures that have been introduced by the Collège des 
médecins du Québec (CMQ), in Quebec, Canada for the mainte-
nance of competence of physicians. He points out that even without 
mandatory CME, the majority of the practitioners have been engaged 
in CME activities. He elaborates on the CMQ’s scheme of monitoring 
and enhancement of the performance of physicians, which evaluates 
all practitioners and has provision to offer tailor-made training to 
those few who are identified as having specific difficulties. The author 
raises the issue of needs analysis in CME planning, and provides 
points that should receive the attention of CME planners who wish to 
move away from the ever popular lectures and seminars to more 
effective formats of CME/CPD.  



BULLETIN OF THE KUWAIT INSTITUTE FOR MEDICAL SPECIALIZATION 2003;2:5-10 

Maintaining competence ● André Jacques 

College of Family Physicians of Canada re-
quires its members to participate in at least 
50 hours of CME activities per year. The 
Royal College of Physician and Surgeons of 
Canada, on its part, requires from its mem-
bers a participation of 80 hours of CME per 
year. However, this participation guarantees 
neither the enhancement of knowledge nor 
the transfer of training gained by the physi-
cian to daily practice.  

Another option that is offered to physicians 
is the programs of assessment of professional 
practice by their colleagues, twinned with in-
dividualized improvement activities. In Que-
bec, this kind of evaluation is mainly done by 
the licensing authority. The advantage of this 
method is that it permits not only an evalua-
tion of the strengths and weaknesses of the 
physicians’ competence, but also proposes 
feedback and the means to update his knowl-
edge regarding his patients. This feedback to 
the physician gives him the opportunity to 
correct his shortcomings identified. So, it 
gives an evaluation and an opportunity for 
improvement not only of the physician’s com-
petence, but also of his performance in his 
routine practice. 

  
Mandatory Continuing Medical  
Education - Is it necessary? 
For many years, the subject of mandatory 
CME has regularly been in the headlines. 
Can the physicians and the organizations 
representing them see in mandatory CME an 
additional means to guarantee the quality of 
the physicians’ practice?  

Would the member of the public be confi-
dent of obtaining a better service, by a more 
competent professional, if he has the assur-
ance that physicians are forced to update 
their knowledge by participating in CME ac-
tivities? And, beyond the initial impression, 
would he really get a better service?  

In a new law adopted in June 2000 by the 
Government of Quebec, among the many 
measures proposed is the issue of mandatory 
continuing medical education. It gives the 
Board of Directors of a licensing authority, 
among which is the Collège des médecins du 
Québec (CMQ), the right to adopt a regulation 
to determine continuing education activities 
or a framework of these activities that mem-
bers of the organization or a group among 
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them must follow. It would include the justifi-
cations for continuing education activities as 
well as the methods of control, supervision or 
evaluation of such activities, the sanctions to 
be imposed for default and, if the need arises, 
the instances for granting exemption. The 
licensing authority then has the opportunity 
to make continuing medical education man-
datory to their members.  

The Board of Directors of the CMQ has not 
decided it is necessary to adopt such a rule. 
Many reasons support this decision.  
PHYSICIANS’ PROFESSIONAL OATH 
On completion of his medical studies and of 
his residency program and at the moment 
where he receives his license to practice, the 
physician is being asked to pledge  allegiance 
to a professional oath, which will remind him 
of the essence of his profession and the funda-
mental principles to which he will have to 
refer all along his professional life. Among 
the elements contained in the professional 
oath is one that asks the new physician to 
confirm solemnly that he will practice medi-
cine according to the rules of the science and 
of the art, and that he will maintain his com-
petence. Thus, from the first day of his pro-
fessional life, the physician commits himself 
to a process of maintaining his competence 
and of CME that will end only with his retire-
ment.  
VOLUNTARY PARTICIPATION IN CME  
ACTIVITIES 
According to the data held in the central file 
of CME activities, 86% of Quebec general 
practice physicians participate in formal 
CME activities. During the period 1995 to 
1996, they had spent an average of 34.5 
hours in CME.  
QUALITY OF PRACTICE OF THE  
PHYSICIANS 
A study, in which general practitioners cho-
sen at random have been evaluated by their 
peers, has shown that 92% of general practice 
physicians allows enough time for their CME 
to guarantee a quality of care judged satisfac-
tory.  

These data allow us to conclude that the 
mandatory CME, in Quebec, would aim at 
only 4% of general practitioners or at not 
more than 8% if we compare these data to 
those related to general practitioners of On-
tario (another province in Canada).  
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Moreover, no study indicates that physi-
cians forced to attend these CME activities 
assimilate the new knowledge to their daily 
practice. Consequently, this required process 
would be contrary to the modern methods of 
teaching. Therefore, it is better to offer all 
physicians CME activities of quality answer-
ing their needs, invest in interactive work-
shops in smaller groups, where the potential 
of inducing change is greater, and give pro-
fessional organizations the responsibility to 
identify physicians showing weaknesses and 
offer them CME activities that are tailor-
made.  

 
Role of licensing authorities: the  
protection of the public 
In 1994, the Federation of Medical Licensing 
Authorities of Canada (FMLAC) defined four 
sectors related to the supervision of the phy-
sicians’ performance: 
1. Competence (knowledge and technical 

abilities); 
2. Behavior (communication abilities, physi-

cian-patient relationship); 
3. Mental and physical capacity of practicing 

medicine; 
4. Use of the resources.  

Competence is, in effect, the basis of the 
performance of physicians. But competence 
(knowledge of the scientific data and medical 
techniques) is not enough.  

Indeed, a physician might be very compe-
tent but, at a moment or another in his pro-
fessional life, he can have personal problems 
(financial problems, family problems or men-
tal or health problems) and he might surpass 
his competence or be unable to make good 
diagnostic or therapeutic decisions pertaining 
to a patient.  

Even if competent, a physician could have 
difficulties in establishing an interpersonal 
relationship fitting his patients, leading the 
latter to misunderstand the explanations or 
the directives delivered by the physician.  

Finally, a physician might be asked to 
practice in a context where patients consult 
the doctor without having  made prior ap-
pointments. This may force him to see a large 
number of patients within a short time. The 
pressure of functioning in such a setting 
could lead the physician, though competent, 

to order too many diagnostic tests because of 
lack of time to question and examine the sick 
people whom he receives in consultation. In 
such a case, the use of resources would not be 
optimal.  

To this “triangle of performance”, we must 
add the element of judgment. In fact, in addi-
tion to the theory, the physician must inte-
grate his knowledge to the practice and use 
his judgment to adopt good treatment. There-
fore, it is not sufficient that a physician prac-
tices medicine relying on convincing data; he 
must also take into account the psychological, 
family, social and environmental context of 
the patient. Such an appreciation of his pa-
tient will give him the opportunity to apply 
his clinical judgment, to recommend the most 
appropriate treatment or intervention in a 
particular situation (Figure 1).  

Performance is the result of a full integra-
tion of the knowledge, of the abilities and the 
attitudes with judgment by a physician, who 
enjoys all his mental and physical capacities, 
and adequately uses the resources at his dis-
posal.  

The preceding examples show well that the 
notion of ‘maintaining the competence’ goes 
far beyond the simple acquisition of knowl-
edge. It must include the transposition of this 
knowledge to the daily professional practice.  

The mission of a licensing authority is to 
protect the public, by making sure that its 
member physicians are competent at the mo-
ment when they obtain their license, and that 
their performance, all along their profes-
sional life, meets the population needs as well 
as the standards established by the profes-
sion.  

The public expects this organization plays 
a proactive role in the surveillance and im-

COMPETENCE

ATTITUDE ABILITY TO 
PRACTICE

USE OF 
RESSOURCES

Figure 1
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provement of the physicians’ performance. 
And when a physician encounters a problem 
of performance, the organization must decide 
what intervention is the best to deal with it.  

It is obvious that such a system of surveil-
lance of the performance and the improve-
ment of the practice of the physicians cannot 
be spread out without the contribution from 
many organizations. That is why the FMLAC 
has proposed a model of collaboration that 
includes the participation and the support of 
the public, the profession and the government 
(Figure 2).  

• LEVEL 1 – SCREENING OF ALL THE  
 PHYSICIANS 
 All the physicians covered by a program of 

monitoring are evaluated at the first level. 
Every tool used at this level must be sim-
ple, inexpensive, acceptable to the profes-
sion, valid, reliable and credible. For this, 
we review, for example, the bank of gov-
ernment’s data (health insurance and 
drugs insurance) to obtain information on 
drug prescriptions, profiles of practice, or 
medical or surgical actions that have been 
taken.  

 For example, within a program of sur-
veillance on the prescription of a particular 
drug, following a data compilation and 
analysis, each physician concerned could 
receive information on his individual pro-
file of practice and on the general profile of 
physicians looked at in the program. In 
some cases, information on the standards 
of practice could also be given to physi-
cians. This feedback should allow the phy-
sician to compare himself with his peers 
and with the data from the scientific litera-
ture. In the great majority of cases, this 
self-evaluation will give the physicians the 
opportunity, if need be, to make the neces-
sary adjustments to improve their practice.  

 A few months after the intervention, a 
new data collection could be done to iden-
tify the physicians who could face specific 
difficulties.  
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Quebec’s system for monitoring and 
enhancement of the performance of 
physicians  
The CMQ has adopted a model for monitoring 
and enhancement of the performance of phy-
sicians which aims at giving physicians all 
the information useful for improving the 
quality of the care they are giving. This moni-
toring and enhancement system consists of 
three levels of intervention. It suggests: 
1. That all physicians be evaluated; 
2. That these physicians be informed system-

atically at every level of surveillance; 
3. That each tool of monitoring and enhance-

ment be systematically validated before its 
application; 

4. That these monitoring activities be system-
atically related to enhancing the profes-
sional practice activities.  
The system set in place by the CMQ has 

the characteristic of being primarily oriented 
towards the improvement of the performance 
instead of the identification of deviant physi-
cians. Thus, the surveillance of professional 

Quebec’s monitoring and enhancement system for 
improving physician’s performance

Screening of all the physicians

Monitoring

Monitoring

Feedback to all physicians

Enhancement

Enhancement

CME programs for groups 
and/or individuals

Assessment of physicians 
in need or at risk

Remediation 
programs

Detailed needs 
assessment

Monitoring Enhancement

Lev el 3

Lev el 2

Lev el 1

Figure  3

practice of physicians is deeply related to a 
spreading of measures that should encourage 
the improvement of the performance, through 
the use of feedback at every step in the proc-
ess (Figure 3).  

Services fo r 
physician s in need or 
at risk
- CME

FMLAC
FMSQ
FMOQ
AHQ

CFPC
RCPSC
CCHSA

MOCOM P/     
MAINCE RT

Me dical sc hool

Pre-g radu ate and Post-
graduat e M edical 

Education
CME

Licensi ng a uthori ty

Monitoring of  all 
physician s

Individual 
Problem

Syst emic 
Problem

Decision

FMLAC: Federation of Méd ical Licens ing Author it ies of
Canada

FMSQ: Federation of Med ical Specia list of Que bec
FMOC: Federatio n of Gen eral pr actitioners

Figure 2

AHQ: Association des h ôpitaux du Québec
CFPC: College of Family Physic ians
RCPSC: Roya l Col leg e of Physicians and Sur geo ns of Canada
CCHSA: Can adian Counci l on Health Servic es Accreditation
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• LEVEL 2 – FURTHER EVALUATION OF THE 
NEEDS 

 We estimate that 10 to 20% of the physi-
cians evaluated at the first level will need 
additional evaluation information. Here, 
different tools, like the professional inspec-
tion visit, which consists of an overview of 
the hospital files or of the office, and a 
meeting with a colleague to complete the 
evaluation can be used.  

Having completed the evaluation, a 
structured program of CME (seminars, 
symposiums, congress, readings etc.) tar-
geted on the weaknesses identified could 
be recommended. A further evaluation 
could also be given after a few months, to 
verify the improvement.  

• LEVEL 3 – THOROUGH EVALUATION OF 
THE NEEDS 

 Among all the physicians evaluated at 
level 1, a very few (1-2%) will need a thor-
ough evaluation of his needs in training. 
Some tools like the structured oral inter-
view (SOI), the OSCE, the concordance 
test scripts or training evaluation could be 
used to identify the weaknesses and estab-
lish, if necessary, prescribed training 
(mini-residency).  
It is after these evaluations that a program 

with individualized training activities will be 
recommended or, if necessary, imposed on 
some physicians. These training activities 
could contain a tutorial or retraining period, 
with or without limitation of the professional 
practice of the physician who has been asked 
to participate.  

 
Individualized training prescription  
During the past years, the CMQ has shown 
its capacity to organize activities of individu-
alized CME in order to answer specific needs 
of physicians having particular difficulties. In 
many cases these activities have been 
planned and organized in collaboration with 
the medical schools.  

Between 1992 and 2000, the CMQ has of-
fered individualized CME activities (tutorial, 
mini-residencies) to about 225 physicians 
(general practitioners and specialists). In 
these cases, the objectives of the activities 
have first been elaborated based on the diffi-
culties identified with respect to a physician 

within a program at level 1 or level 2, and 
specified at the time of an evaluation at level 
3.  

The format of educational activities offered 
to the physician during his training varies: 
direct supervision under unidirectional mir-
ror or under video by the trainer, guided 
readings, presentation of clinical cases, indi-
rect supervision, revision of patients’ docu-
ments, literature review, educational courses 
etc. They are chosen by the trainer to achieve 
predetermined objectives.  

At the end of the training session (and at 
the middle of the training period when the 
training periods last more than four months), 
the trainer prepares a report describing how 
the objectives have been reached and the suc-
cess achieved by the trainee.  

Depending on the weaknesses of the physi-
cian, the training period can be part-time or 
full time, and its duration will vary in rela-
tion to the learning objectives to be reached. 
The CMQ could also impose on the trainee a 
limitation of his regular clinical practice. In 
such cases, the physician could be con-
strained to limit his professional practice to 
training activities. The expenses incurred in 
this individualized training program will be 
borne by the trainee himself.  

 
Conclusion 
The maintenance of the competence is, first 
and foremost, the physician’s personal re-
sponsibility. This individualized responsibil-
ity does not absolve the licensing authority at 
all of the responsibility of ensuring the com-
petence of its members. The great majority of 
physicians maintain their competence and 
stay up to date by practicing medicine of 
quality. Unfortunately, some do not devote 
the required energy to their professional de-
velopment; some others, though having good 
knowledge perform at a sub-optimal level be-
cause of various factors.  

The mission of the CMQ is to promote a 
health care of quality, to protect the public 
and contribute to the improvement of the 
health of the Quebeckers. To realize this mis-
sion, the CMQ has put in place a system 
which aims not only to survey the Quebec 
physicians’ practice but also to improve their 
performance.  
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