
 

 

OVERVIEW 
Teamwork and interprofessional collaboration are of high importance to effective healthcare 
delivery resulting in better patient care, patient safety, and even provider and staff satisfaction. 
Physicians taking on leadership roles may have varying levels of comfort working in teams 
based on their past experience, practice areas, and personality types. The following section will 
identify some of the key challenges related to leading interprofessional teams, and provide a 
brief overview on ways to effectively overcome these challenges.  

 
The Physician Leader’s Roles and Responsibilities 
Effective leaders understand the broader scope of leadership -- to manage oneself, plan for a 
desired future state, and tap into resources that can help attain that future state. The 
responsibilities of the physician leader are high. When in positions of leadership, physicians are 
responsible for working effectively with others, motivating individuals from different backgrounds 
and viewpoints, and using the various levers available to them to promote high performance 
within their team.  Some physicians may also have administrative responsibilities related to HR 
planning, recruiting, onboarding, managing transitions, and other aspects of physician resource 
management. 

The content herein provides physicians with the tools and insight to fulfill these demanding 
responsibilities.  Physicians are also encouraged to consult their HR department for policies, 
procedures, guidelines, and existing documents (e.g., forms, checklists) pertaining to any of the 
topics discussed in this module. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

LEADING HIGH PERFORMANCE INTERPROFESSIONAL TEAMS 
 

 

For a physician to bring about positive change, they need to do more than motivate other 
physicians. They need to galvanize the many professions that work together within a hospital. 
Successful interprofessional teams have a number of characteristics:  

• A common vision: A desired end-state to which all members feel they have contributed to. 

• An understanding of competencies: An appreciation of the skills and viewpoints that different 
participants and professions can bring.  

• Clear roles: The distinct and interdependent responsibilities that different individuals have in 
attaining the vision. 

• A medium for knowledge sharing: A process and system for individuals to share ideas and 
understand how the vision is progressing. 

• Stakeholder validation and consultation: Internal and external involvement to ensure 
different viewpoints are considered in the proposed solution. 

These characteristics are common to many functioning teams, but they can be especially 
challenging to instill in an interprofessional environment. One may assume that viewpoints are 
much more divergent than they are in reality. Listening is critical to bridging gaps, and helps to 
separate perceptions from reality with respect to the cohesion of viewpoints among team 
members. 

Key Sources 
Supporting New Leaders in Developing Collaborative Teams: A Toolkit 
This resource guide and toolkit supports new leaders in healthcare organizations to build 
and maintain effective teams. Topics covered include communication styles, active listening 
skills, conflict, gender/culture and communications, and conducting effective meetings. 
Negotiation Skills for Physicians 
This guide from the American Journal of Surgery helps physicians become better 
negotiators, offering multiple tools and models to consider.  

Guidebook for Managing Disruptive Physician Behaviour 
This guidebook from the College of Physicians and Surgeons of Ontario and the Ontario 
Hospital Association offers tools for physicians working in educational and healthcare 
delivery settings to help them identify, define, and manage disruptive professional behavior 
and its effects. 

Implementing Interprofessional Care in Ontario 
Healthforce Ontario developed this effective framework for implementing interprofessional 
care, such as building the foundation, sharing the responsibility, implementing systemic 
enablers, and leading sustainable change.  
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Key Success Factors for Leading Effective Teams 

1. Effective communications;: team leaders must effectively manage open communication, 
including individual interactions, team communication and group facilitation, and upward 
communication between team members and leaders. 
  

2. Working within an interprofessional team: what motivates a physician on a team may be 
quite different than what motivates a lab technician on a team. It is important to recognize 
such differences and identify a way to motivate all team members. 

 
3. Negotiation and conflict resolution/difficult conversations: Disagreement is not necessarily 

negative, but it can be destructive when individuals are hurt by personal attacks. For 
disagreement to be healthy, a safe and constructive environment needs to be established. 
Participating in such an environment can be challenging for individuals who are prone to 
negative behaviour. The role of the leader is to help individuals understand points of tension, 
rise above individual negative labelling, and identify ways to reach constructive conclusions. 

 
 

 

 
Enhancing Physician Engagement in Hospital Priorities 
Engaging physicians in strategic decision-making, clinical service planning, development and 
prioritization of new initiatives, and other leadership tasks requires strong leadership. The first 
step is to ensure that physicians understand the rationale for engagement, and the benefits of 
being engaged. It is important for physician leaders to clearly communicate this rationale to their 
teams; for example: 

1. They can advocate for issues

2. If physicians become involved in decision-making, they can 

 that are important to them. 

contribute to the solution

3. Engagement will 

 with 
respect to the issues they are facing. 

ensure that the physician perspective is considered

  

 in strategic decisions 
and in the implementation of decisions. 
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In the 2011 OHA publication Hospitals Voice Their Opinions: Core Recommendations for the 
2012 Physician Services Agreement, four key recommendations were outlined which aimed to 
increase physician engagement with hospital management. This document highlights two key 
principles can enhance physician engagement in hospital administration (adapted from report): 

1. Hospital leaders can involve physicians in the development of new initiatives, rather than 
solely during implementation, by appointing them to leadership roles and providing 
incentives for involvement (e.g., quality improvement (QI) initiatives).  
 

2. Hospital leaders and the Ministry of Health and Long-Term Care (MOHLTC) can support 
physicians in these roles by providing relevant training to support the initiatives (e.g., QI 
methodologies and leadership skills).   

 
 
Additional Resources Regarding Enhancement of Physician Engagement in Hospitals 
 
• OHA Quality and Patient Safety Governance Toolkit 
• Institute for Healthcare Improvement; Physician Engagement in Quality and Safety 
• Institute for Healthcare Improvement White Paper: Engaging Physicians in a Shared Quality 

Agenda  
• OHA Webinar on Physician Engagement in the Hospital Setting  
• OHA Advisory Board Human Resources Investment Centre  
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http://www.oha.com/KNOWLEDGECENTRE/LIBRARY/Pages/Webcasts.aspx�
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EFFECTIVE COMMUNICATION 
Many physicians communicate frequently in their roles by working with a wide range of patients 
to explain complicated information, and demonstrate empathy while delivering difficult 
messages. As physicians become leaders in hospital settings, communication often takes on a 
new and different purpose: not only to solicit and deliver patient information, but also to foster 
collaboration and solicit input for decision-making in order to address broader organizational 
issues. In section 3.2, an exercise was provided to help determine personal communication and 
leadership styles. In this section, the focus is on the specific skills that help leaders of all styles 
communicate effectively within their organizations.  
 

 
 

1. Utilizing active listening skills 

Active Listening is a communication technique through which the listener feeds back what he or 
she hears from the speaker (often in the form of a clarifying question or re-statement/summary). 
This technique is effective for validating the thoughts and feelings of the speaker.  

There are many benefits to active listening. It motivates the sender, who feels that their opinion 
is validated. It also ensures the listener is listening to more than words, but also understands 
what the speaker’s body language and tone are conveying, both vital aspects of face-to-face 
communication (Shouse, 2008). Some of the basic skills for active listening include: asking 
open-ended questions, providing encouraging statements, asking clarifying questions, 
summarizing, reflecting the speaker’s feelings (also called echoing or mirroring), using silence, 
validating the speaker’s thoughts, and asking focused questions (Ivey & Ivey, 2008). 

 

2. Recognizing the impact of gender, generation, and culture on communication 

Significant research has focused on how gender, generation, and culture affect the way people 
communicate. While stereotyping itself can be a barrier to effective communication, it is 
important to recognize the predispositions individuals may bring to communication. For 
example, women may be more comfortable building consensus and communicating openly, 
whereas men may be more comfortable communicating decisions directly. Communication 
patterns vary by individual, and such patterns can be influenced by both gender and culture. 
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Generational communication styles have recently garnered significant attention, as this is the 
first time in history that four generations with unique characteristics are interacting in the 
workplace (Sherman, 2006). Generational differences can present unique challenges to 
communication. For example, older generations (born pre-1964) tend to value respect for 
authority and discipline more highly than younger generations (born in the 1980s and 
afterwards). While older generations tend to communicate more formally and in person, younger 
generations tend to be more direct, immediate, and are very comfortable with digital methods of 
communication. Learning how to communicate with different generations and accommodating 
multiple styles can eliminate many major confrontations and misunderstandings in 
organizations.  

 
 

 
 

The following articles provide interesting viewpoints on the challenges of managing multiple 
generations:  

• How to Manage Different Generations (The Wall Street Journal) 
• Gen Y v. Boomers: Generational Differences in Communication (FastCompany) 
• The Differences between Generations (Society, The Individual, and Medicine) 
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SOCIAL MEDIA IN HOSPITAL SETTINGS 
 

According to a National Research Corporation survey of 23,000 people in the United States, 
41% use social media tools, including Facebook and YouTube, to research their healthcare 
decisions (The Advisory Board Company, 2012). When used effectively, social media can be an 
excellent tool for communication, marketing, and sharing information. However, disorganized 
social media approaches represent a significant risk to an organization’s credibility and 
reputation. An effective social media plan:  

• Outlines the organization’s level of social media engagement, its audience, and the 
employees responsible for managing social media platforms 

• Requires appropriate consents and authorizations, as well as compliance with provincial and 
federal privacy regulations  

• Has flexible policies to accommodate the ever-changing landscape of social media tools  

 

The Change Foundation recently released a social media toolkit for healthcare organizations 
entitled, Using Social Media to Improve Healthcare Quality: A Guide to Current Practices and 
Future Promise. The report discusses the link between QI and social media, and identifies the 
emerging issues and leading practices, including privacy and ethical implications 

The following articles and reports also highlight information and best practices for hospitals 
engaging in social media platforms, including some world-class examples:  

• Social Media Savvy: How Hospitals Use Facebook, Twitter (The Advisory Board Company) 
• 20 Hospitals with Inspiring Social Media Strategies (PR Daily)  
• Just How Clear is Your Social Media Policy? (Fierce Healthcare)  
• Health Canada Social Media Tools 
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PRESENTATIONS AND PUBLIC SPEAKING 
 

Effective presentations have three important elements: preparation, structuring, and delivery. 
The following section provides an overview of tips and tricks for each of these three elements.  

 
Preparing Your Presentation 

Before beginning to structure the content of a presentation, there are two important 
considerations to make: outlining the objective and analyzing the audience.  

To outline the objective, consider what value the presentation will bring to both the presenter 
(i.e.. what is the main message?), and to the audience (i.e., what is their objective for attending 
the presentation?). It is important to consider the objective in the greater context of the project 
or organization.  

The following questions can help analyze the audience:  

• What do they already know?  

• What are their primary concerns? (different from objectives)  

• How much do they already know? What views do they already have on these issues?  

• What are their expectations? 

• How are they likely to receive this information?  

 
Structuring the Content  

Once the objective and audience have been considered, the next step is to structure the 
content. First a presentation ‘type’ should be determined; is this purely an informative 
presentation with details and facts? Or is a recommendation being made? Should time for 
discussion be worked in? Once these decisions are made, a complete and compelling story can 
be created that presents all the important information in a logical manner. Appropriate media 
should be used for the presentation (e.g., videos, PowerPoint presentation, etc.) to help 
maintain the audience’s interest.   

 

Delivering the Presentation  

The presentation should be well prepared. The speaker should practice running through the 
presentation and anticipate questions from the audience. Often, the best presentations are told 
like stories – this not only helps keep the attention of the audience, but also helps maintain a 
logical and effective structure.  Practicing the opening segment is vital, because a strong 
opening is important for setting the presentation on the right track. During the presentation, it is  



 

 

 

important to focus on the audience by talking to individual listeners, watching them reciprocate  
through body language, and  avoid relying too much on the slides or visual materials. Use your 
physical presence to portray your leadership message and to show that you are committed and 
engaged.  

 

Additional Tips and Tricks for Effective Presentations  

• Get to the point fast, and then be open to discussion.  

• Use deep breathing to relax. 

• Avoid filling silences by talking; brief silences can be very effective. 

• Use visuals as a reference and support only.  

• If using PowerPoint, try to include only one message per slide, otherwise the audience may 
be overwhelmed with information and lose interest. 

• Ensure you are the focal point: stand up to present, sit at the head of the table, use the 
white board. 

• Follow up: send an email  to the audience, provide copies of slides or links to relevant 
content 
 

 

Conducting Effective Meetings 

Conducting effective meetings are important for developing the team, and managing 
productivity. However, meetings often miss the mark, especially when there is poor preparation 
or lack of leadership. In 1999, a survey of USA physician leaders identified managing meetings 
as one of three important skills for emerging leaders in healthcare (Williams, 2001). The 
following list discusses tools and insight for conducting better, more productive and collaborative 
meetings. 

1. Preparing for the Meeting 

It is important to organize meeting details in advance so that participants can confirm 
attendance and prepare – this includes deciding on participants, meeting location, date, time, 
dial-in information, homework, and materials to bring along. As a leader, it is important to  
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respect the time and schedules of meeting participants. In addition, distributing a meeting 
agenda prior to the event is always helpful for preparing participants for discussion topics, and  
other meeting activities (e.g., brainstorming sessions, small group work, etc.) Participants  
should have some guidance to help them develop their thoughts and ideas prior to the meeting. 
In addition, an agenda provides structure to so that time is used most effectively. 

2. Beginning the Meeting  

When beginning a meeting, it is always helpful to start off by asking participants for an initial 
contribution. This can be in the form of initial thoughts regarding the topic of discussion, or 
comments and concerns on other issues. This not only establishes a platform for collaboration 
later on in the meeting, but also helps create a comfortable environment for individuals who may 
not be prone to sharing or contributing. At the outset, it is helpful to review ground rules for the 
meeting to foster an atmosphere of mutual respect. This includes attendance, promptness, 
participation, interruptions, accountability and responsibility (Pigeon & Khan, 2010). Other 
important roles to consider are note-taker, meeting facilitator, and time keeper. These tasks help 
with the meeting’s effectiveness. Furthermore, the attention to these roles sets a positive 
precedent in and outside of the meeting setting. 

3. Conducting the Meeting 

During the meeting, it is important to cover all of the agenda items. The meeting facilitator 
should encourage participation, remain on time, and take discussions offline, if necessary. Also, 
participants responsible for actions as a result of resolutions should be clear with timelines and 
expectations. Meeting minutes should be distributed after the meeting to ensure clarity. 

4. Adjourning the Meeting 

End the meeting as it began – with feedback from participants. There are some important 
questions to ask, such as: what is still on their mind? Are there any unresolved issues? Did they 
find the meeting productive? This will not only strengthen the role of the leader, but will also help 
gauge the meeting’s success, and if any additional action needs to be taken or any additional 
issue addressed. 

Conducting meetings within the healthcare environment, such as hospitals, is not much different 
from conducting meetings in other professional settings. Establishing mutual objectives, 
fostering an open and collaborative environment, and being respectful of participants’ time are 
all key pillars which form the foundation of a successful meeting. Furthermore, effective 
meetings – whether in the form of a quick huddle in the hallway or a more formal session, are 
the primary catalyst to developing a strong, high-performing team.  
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Additional Resources to Consult:  
 
Running Effective Meetings: A Primer for Doctors  
This article appears in the Postgraduate Medical Journal, and discusses topics such as types of 
meetings, how to conduct meetings, and leadership styles.  
 
Leadership Lesson: Tools for Effective Meetings 
This article, found on the Association of American Medical Colleges website, includes topics 
such as how to conduct meetings and common challenges. 
 
Team Development- Section 6: Effective Meetings 
This section within Saskatchewan Health Quality Council’s Quality Improvement Guide 
describes how to conduct meetings and examples of how to foster an environment that is 
conducive to participation. 
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FEEDBACK AND COACHING 
 

Giving constructive feedback to help team members develop and progress in their careers is an 
essential leadership skill. The Supporting New Leaders in Developing Collaborative Teams 
toolkit from the Association of Ontario Health Centres, describes seven characteristics of 
constructive feedback can help physician leaders develop this skill: 

1. Helpful feedback is descriptive, not judgmental. 
Rather than using evaluative statements like “you don’t listen”, describe the behaviour and the 
effect it had: “When you and I discuss this issue I am left with the feeling that my views haven’t 
been heard”. 

2. Helpful feedback is specific, not general. 

Provide the person with information that is specific enough for them to determine how they 
might change their behaviour to create a different outcome. 

3. Helpful feedback is relevant to the needs of the receiver. 

Sometimes feedback does more for the giver than the receiver. Be aware of the needs of the 
person you are providing feedback to. 

4. Helpful feedback is solicited rather than imposed. 

People tend to be much less receptive to feedback which they feel is imposed rather than 
sought out. If feedback must be imposed, it is important to ask the question: “Can I give you 
some feedback? Is now a good time?” This will ensure the receiver is in the right frame of mind  
to receive it. 

5. Helpful feedback is timely and in context. 

If there is an important piece of feedback to provide, schedule a meeting to emphasize its 
importance and to ensure sufficient preparation. 

6. Helpful feedback is useful and targets behaviour over which the receiver is able to exercise 
control. 

 

Feedback can be viewed across two dimensions: 
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If the majority of feedback is in quadrant 4 (high desire/high ability), then the feedback exchange 
is working well. As more feedback falls into the other quadrants, the physician leader may need 
to re-evaluate the approach. Feedback that cannot be implemented is highly demotivating. 
Feedback where the receiver has a low desire to implement necessary actions, usually 
indicates a poor working relationship – either the sender is providing poor feedback or the 
receiver is unwilling to change. 

7. Feedback can only be helpful when it has been heard and understood.  

Because feedback conversations often put the sender and receiver in uncomfortable positions, 
some rush through meetings without ensuring a common understanding is reached. 

 
Effective Coaching: Turning Feedback into Action 
The purpose of feedback and coaching is to help the recipient take personal accountability for 
his/her own development. Leaders can help individuals turn feedback into action by focusing on 
three important considerations: 

1. Acceptance: people will only change if they believe the feedback they are given is valid. 
2. Prioritization: feedback is best implemented when it is prioritized on a few key areas for 

short-term development.  
3. Action: people are more likely to change behaviour when personal accountability plans are 

created.  
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Section 3.2 of the toolkit contains recommendations for developing personal accountability 
plans regarding feedback. As noted there, the steps for turning feedback into action are to:  

• Create a personal action plan based on key strengths and development areas. 

• Align resources to support personal development (human and organizational).  

• Communicate the action plan to peers, managers, and/or team members.  

• Remain accountable to the plan by setting measurable goals and scheduling regular 
progress report meetings.  

 

Section 4.2 also provides an overview of performance management, including tips for reviewing 
performance and setting objectives.  

 

  



 

 

 

EFFECTIVE COMMUNICATION FOR AVOIDING CONFLICT 
 

Managing difficult conversations and negotiations are inevitable in the course of a physician’s 
responsibilities. If managed poorly, they can escalate to a level of conflict that is unhealthy for 
both the individuals and the organization. For example, avoiding such activities completely, or 
dealing with them in a passive-aggressive manner, rarely brings resolution to an issue, and 
generally compounds problems. There are a number of tools that physicians can use to ensure 
that these necessary conversations are positive for those involved. 

 
 

 
 

1. Effective negotiation tactics  
The term “negotiation”, may bring to mind  the back-and-forth, zero-sum exchange between two 
individuals. This viewpoint intimidates some and orients others towards a combative approach, 
neither of which is constructive. The basic assumption that both sides are competing for some 
scarce resource derails many negotiations and leads to entrenched positions. There are a 
number of steps that one can use to ensure negotiations lead to the best possible outcomes 
(Anastakis, 2003): 

• Understand goals and objectives: seek to understand the desired outcomes of all parties. 

• Prepare: Do a basic needs assessment, what is needed versus what is wanted. Often, 
people fall in the trap of believing that wants are needs.  

• Determine best alternatives to a negotiated offer (BATNA): While it is best to avoid taking 
firm positions early on, it is important to know where both parties stand. Who needs  
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something more than the other? This also helps determine how far one should move from 
their starting point. 

• Determine the initial request and the “walk-away” point: Lay out the ideal outcome, while still 
being reasonable. This is the initial request. Then determine the point at which the objective 
could absolutely not be achieved. This is the “walk-away” point – avoid going beyond this. 

• Listen: The principles of negotiating are very similar to that of effective communications, 
requiring active listening and a functioning relationship. It is likely that there are other 
considerations that one’s counterpart will bring about that will not have been anticipated. It is 
important to hear these issues and adjust accordingly. 

• Negotiate the issues, not the positions: Stay focused on the issue and the mutually desired 
outcomes. When a negotiation devolves to a bartering, transactional exchange of positions, 
the ability to further progress is impeded. 

• Find the zone of agreement: Focus on where there is agreement and be willing to 
compromise to reach a conclusion. 
 

2. Difficult conversations 
Physicians have a great deal of experience with difficult conversations, given the many issues 
they deal with in the area of patient care. Difficult conversations with colleagues, staff or other 
healthcare professionals can be more difficult for physicians primarily because they are acting 
outside of their area of clinical expertise. The principles of difficult conversations are consistent 
across contexts (Shouse, 2008). There are a number of key steps for facilitating these 
conversations: 

• Book a meeting to emphasize the importance of the issue and ensure those involved are not 
driven by “the heat of the moment”. 

• Avoid personal issues and focus on behaviours than can be modified. 

• Focus on facts and be specific. 

• Use descriptive language and avoid a judgmental tone. 

• Say what you like that the other individual is doing. 

• Bridge to the feedback with the word “and,” not “but”. 

• Follow through with questions. 

• Forge a collaborative solution. 
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DEVELOPING AND WORKING WITH CODES OF CONDUCT 

Codes of Conduct (often referred to as policies or standards) define expectations for behaviour 
in the course of the day-to-day life in an organization. Such codes are becoming more and more 
common in hospital and healthcare group settings, but it should be noted that they are not 
intended to replace or substitute legal or ethical practice guidelines. Note that these professional 
Codes of Conduct apply to all members of an organization, not just to physicians. Physicians 
can check with their HR department regarding their hospital’s Code of Conduct. The exact 
topics covered will vary from hospital to hospital, but some common themes include:  

• Respect for opinions, contributions, and individuals 

• Protecting privileged information 

• The manner in which individuals interact with patients 

• Engaging in honest, constructive communication 

• Behaviours considered unacceptable  

• Management and individual accountabilities  

 

 

 

 

 
 

Some sample Codes of Conduct for Ontario hospitals can be viewed through these links:  

• Mount Sinai Hospital  
• London Health Sciences Centre  
• Brockville General Hospital 
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Physician leaders in hospitals may be responsible for creating or modifying Codes of Conduct 
for a few different reasons, for example: 

• A new facility, group, or team is formed 

• An issue occurs that cannot be resolved using the current code 

• Structural change to the organization 

 

Most people in an organization do not willfully want to violate policies, standards, and codes of 
conduct. Often, when issues arise, they are a result of a lack of information or understanding 
rather than intentional misconduct.  
 
The following steps, adapted from the CPSO/ OHA Guidebook for Managing Disruptive 
Physician Behaviour, offer recommendations to physician leaders, to help them effectively 
enable all staff to operate within the Codes of Conduct at their hospitals: 

1. When developing or updating the Codes of Conduct, build durable consensus from your 
organization by ensuring there are opportunities for discussion, input, and agreement. 
Individuals who feel personal buy-in to guidelines or policies are more likely to adhere to 
them. 
 

2. Ensure leaders promote the process throughout the organization by communicating the 
level of accountability expected of managers and team leaders to ensure compliance with 
the code, and for leading by example by demonstrating the actions they want performed. 

 
3. Encourage individuals to ‘speak up’ about issues, questions, or concerns. Fear of retaliation 

often acts as a barrier to ‘speaking up’. Ensure team members have a venue to raise issues 
or concerns in a safe and/or anonymous way, and enforce the code consistently regardless 
of seniority or clinical discipline. 
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MANAGING DISRUPTIVE BEHAVIOR 
 

The CPSO/ OHA Guidebook for Managing Disruptive Physician Behaviour states that disruptive 
behavior is, “...demonstrated when inappropriate conduct, whether in words or action, interferes 
with, or has the potential to interfere with, quality healthcare delivery.”  

It may be a single event or an ongoing pattern of negative behaviour. Such behaviour can have 
a negative impact on individual psychological well-being, a team’s motivation or a patient’s 
outcome. It is important to confront such behaviour quickly and professionally. 

 

Recognizing disruptive behaviour 

Disruptive behaviour is not always easy to identify. It may occur outside of the view of the 
physician leader, as with egregious, one-time events. Alternatively, it may occur frequently and 
openly, but due to a fear of confronting the behaviour, the behaviour becomes viewed as 
acceptable. It requires courage to recognize disruptive behaviour and willingness to go through 
with the steps to address it. If unsure as to whether or not an act constitutes disruptive 
behaviour, please refer to CPSO source above for additional information.  Many hospitals use 
the CPSO Guidebook as a reference on disruptive behaviour. However, to the extent that 
disruptive behaviour rises to the level of workplace harassment, hospitals and physician leaders 
must comply with legislative requirements specified in the Occupational Health and Safety 
Amendment Act. 

 

Addressing disruptive behaviour 

Generally, the principles for addressing disruptive behaviour are similar to those for providing 
feedback, though more involvement may be needed due to the potentially higher consequences 
associated with disruptive behaviour. Whereas in the communication of feedback, it is important 
to be descriptive and fact-based, when addressing disruptive behaviour, one must document 
and corroborate evidence of the behaviour in question. Additionally, when communicating 
expectations regarding necessary behaviour change, the resulting actions need to be 
immediate, rather than gradual.  

A staged, escalatory approach is the most appropriate way to address the behaviour of the 
individual. The CPSO delineates three stages of response: 

1. First incident (relatively mild): The physician leader should confirm facts to ensure such 
behaviour constitutes disruptive behaviour. The physician leader should meet with the 
individual directly and obtain a commitment to change behaviour. Such behaviour and the 
process to address it should be recorded and filed. The physician leader should then follow-
up to ensure the behaviour is no longer occurring. 
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2. Continued behaviour: The same steps as above should be taken with some additional 
action. The physician leader should seek to understand the cause and obtain commitment to 
change in written contract form. 
 

3. Risk of harm to patients or staff: Formal authorities should be notified. It will become 
necessary to complete an assessment of cause and the physician leader may have an 
obligation to notify the CPSO. The physician leader may then look to the 
suspension/revocation of privileges process, if necessary.  

 

Disruptive behaviour needs to be taken seriously. An effective leader confronts an individual’s 
behaviour directly and promptly, however uncomfortable the discussion can be. 

Again, in cases where disruptive behavior rises to the level of violence or harassment, hospitals 
and physician leaders are encouraged to ensure compliance with legislative requirements 
specified in the Occupational Health and Safety Amendment Act. 

In response to the tragic workplace murder of Lori Dupont in an Ontario hospital, Bill 168 was 
introduced in 2009 to amend the Occupational Health and Safety Act and came into force on 
June 15, 2010.  
 
 “Workplace violence” is defined as: 
• “The exercise of physical force by a person against a worker in a workplace that causes or 

could cause physical injury to a worker” 
• “An attempt to exercise physical force against a worker in a workplace that could cause 

physical injury to a worker” 
 
 

• “A statement or behaviour that is reasonable for a worker to interpret as a threat to exercise 
physical force against the worker, in a workplace, that could cause physical injury to the 
worker.” 
 

“Workplace harassment” is defined as: 
• “A course of vexatious comment or conduct against a worker in a workplace that is known or 

ought reasonably to be known to be unwelcome”  
 
The employer must take action when aware of domestic violence that may expose workers to 
violence in the workplace. The legislation also requires employers to develop: 
• Violence* and harassment policies and programs 
• Employee reporting and incident investigation procedures 
• Emergency response procedure (violence only) 
• Process to deal with incidents, complaints and threats of violence 
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Under Bill 168, obligations fall on employers and supervisors to report and respond to any 
incidents of workplace violence or harassment.  Some of these obligations could apply to 
physician leaders, especially those who have a supervisory role. 
 
For additional information on reporting responsibilities and procedures under Bill 168, please 
refer to the OHA Health and Safety Bulletin on Occupational Health and Safety and Violence in 
the Workplace.  
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PROFESSIONALISM 
 

Professionalism is at the core of medical practice and at the basis of medicine's contract with 
society. Physicians and physician leaders are expected to demonstrate their commitment to 
patients, society, and the profession through ethical practice.  

Each year, the Canadian Medical Protective Association (CMPA) assists its members with 
medico-legal advice and information related to professional behaviour.   

The CMPA Good Practices Guide, which highlights ways of thinking and acting that the CMPA 
believes will help future and practising physicians provide safer care and reduce medico-legal 
risk. This new online learning resource is based on interactive exercises, quizzes, and case 
examples to illustrate lessons learned. The web-based guide is organized around the six 
domains of the Canadian Patient Safety Institute/ Royal College of Physicians and Surgeons of 
Canada Patient Safety Competencies framework, and includes an additional domain on 
professionalism. New physicians and physician leaders can benefit from the insights in the 
Professionalism domain, which includes the following topics: 

• Professionalism in practice 
• Being honest 
• Being respectful 
• Behaviour 
• Respecting boundaries 
• Supporting colleagues 
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Additional Resources to Consult 

 
The Practice Guide: Medical Professionalism and College Policies  
The Practice Guide articulates the profession’s values and the principles of medical practice; 
provides assistance to the profession in determining its specific duties and the reasons for those 
duties; and organizes the existing policies of the College within a principled framework and 
provides a basis for new policy development. 
 
What Makes a Successful Interprofessional Care Team 
This study provides an environmental scan of which interprofessional (IP) models are being 
used across the North West Local Health Integration Network. The outcome identifies themes 
and determinants associated with successful, collaborative, patient-centred practice. 
 
Physician Leadership: Essential Skills in a Changing Environment 
This guide helps healthcare executives identify physicians best suited to serve as leaders within 
the larger healthcare system and to deliberately nurture their growth in these administrative 
competencies. 
 
Basic Mediation Training 
This training guide was developed by professors at MIT for trainer(s) leading a Basic Training in 
Mediation for participants with no prior mediation experience. 
 
Crucial Conversations Series: Tools for talking when stakes are high; and Tools for resolving 
broke promises, violated expectations, and bad behaviour  
This resource provide a set of tools for dealing with the most important and difficult 
conversations with the aim of achieving positive outcomes. The OHA offers crucial conversation 
workshops for physician leaders and healthcare professionals. Refer to the OHA’s Conference 
Calendar for upcoming workshops and registration information.  
 
American College of Physician Executives 
The American College of Physician Executives offers a broad array of CME courses to help 
physicians become leaders in healthcare organizations.  
 
VitalSkills 
VitalSkills offers training in interpersonal skills, particularly communication skills, to improve 
individual and organization effectiveness. Relevant topics include: crucial conversations, solving 
individual behavioral challenges, and leading organizational change). The OHA partners with 
VitalSkills to offer four different one-day workshops to individuals working in hospitals and other 
health care organizations who are looking to significantly change how they work and live.  

http://www.cpso.on.ca/policies/guide/default.aspx?id=1696�
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OVERVIEW 
High performance is defined against a set of goals and objectives. Helping the team reach those 
goals is the responsibility of the leader. The purpose of this section is to provide physician 
leaders with an overview of common performance management models and tools, with a focus 
on setting objectives, structuring incentives, building skills, and reviewing and managing 
performance. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

Key Sources 
Physicians in health care management: 2. Managing Performance: who, what, how, and 
when? (Lemieux-Charles, 1994) 
This article from Health Care Management outlines the benefits and challenges of 
performance, and offers recommendations for successfully implementing performance 
appraisal programs.  

Assessment of the Performance of Practicing Physicians in Canada (Kaigas, 2000) 
This report provides an overview of the steps taken in 2000 to develop programs for assessing 
the practice performance of physicians in Canada. It provides an overview of the MEPP 
(Monitoring and Enhancement of Physician Performance) Project, and provincial examples of 
performance management processes.  

An Overview of Healthcare Management (Thompson, Buchbinder, Shanks, 2010) 
This report defines healthcare management and the role of healthcare manager. It focuses on 
required competencies, managing performance and talent, and succession planning.  
 

Why Measure Performance? Different purposes require different measures (Behn, 2003) 
This article published in the Public Administration Review, focuses on the benefits of 
measuring performance in public organizations and addressing the complexities of doing so.  
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REVIEWING PERFORMANCE 
 

The performance review process for physicians in hospitals has historically been varied and 
informal. Performance reviews should not be viewed as a punitive activity, or as one that 
imposes an unnecessary administrative burden. Ultimately, it is about setting and tracking 
objectives towards continued improvement and skill development. Performance reviews aid 
physicians in setting objectives to appropriately balance their activities to achieve the greatest 
outcomes.  

Often times, an organization will mandate that physicians and other healthcare professionals 
adhere to a Code of Conduct through a Statement of Commitment or Physician Engagement 
Agreement. This not only sets the bar for personal performance, but also emphasizes 
organization-wide priorities for individual performance (e.g., commitment to quality, teamwork, 
respect). Samples of a Statement of Commitment (Grand River Hospital and St. Mary’s General 
Hospital) and Physician Engagement Agreement (The Ottawa Hospital) can be found in the 
Appendix.  

In a 2010 article written by Robert D. Behn entitled, Why measure performance? Different 
purposes require different measures, the author identifies eight guidelines that managers can 
use to measure performance. These guidelines were developed for any public sector 
organization, and can also be applied to physician leaders in the hospital setting:  

1. Evaluate: how well is my organization performing? 
2. Control: how can I ensure that my subordinates are doing the right thing? 
3. Budget: on what programs, people, or projects should my organization spend the public’s 

money? 
4. Motivate: how can I motivate front-line staff, middle managers, stakeholders, and citizens to 

do the things necessary to improve performance? 
5. Promote: how can I convince government, legislature, stakeholders, journalists, and citizens 

that my organization is doing a good job? 
6. Celebrate: what accomplishments are worthy of the important organizational ritual of 

celebrating success? 
7. Learn: what is working or not working? 
8. Improve: what exactly should we do differently to improve performance? 

 

While the emphasis on each of these eight items will and should vary by context, benefits from 
reviewing performance are apparent in nearly all environments. In this light, individual 
performance management is regarded as part of a greater whole. Such an approach assumes 
that healthcare professionals are motivated to perform well, and that the organization is 
responsible for removing obstacles to high performance, and enabling individuals to correct any 
performance issues by providing the appropriate resources and support.  

http://onlinelibrary.wiley.com/doi/10.1111/1540-6210.00322/abstract�
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Physician leaders are encouraged to check with their HR departments to determine what 
performance assessment processes and resources are in place that may be applicable or 
adaptable to physicians.  

 

 

Overview of Common Performance Management Models and Tools  
The two most common styles of performance management are rating-based (e.g., peer ratings, 
rating scales, rankings), and outcomes-based (management of objectives and goal-setting). 
Organizations use many different styles and models of outcomes-based performance 
management, each built around three main activities:  

1. Selection of goals or objectives 
2. Measurement of progress against these goals or objectives 
3. Interventions in light of this information to improve future performance  

 

Council of Academic Hospitals of Ontario (CAHO) 360-Degree Physician Performance Review 

CAHO developed this Toolkit to support the design and implementation of a ‘best practice’ 
approach for the development of a common framework for 360-degree physician performance 
assessment. Participation from hospitals is voluntary and non-binding, and the toolkit is 
publically accessible here:  

 
1. 360-Degree Physician Performance Assessment  
Healthcare Quarterly published a 2010 article offering a 360-degree physician performance 
assessment for Canadian jurisdictions. The framework assesses performance across three 
dimensions: knowledge, skills, and behavioural competencies. Within each dimension, 
competencies are identified along with measures of those competencies. The purpose of the 
framework is to support physician career planning and to enhance the quality of patient care. 
The framework is accompanied by a tool kit for implementation.  
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Figure 4. Performance as the confluence of knowledge, skill and behavioral competence 
Source: Healthcare Quarterly (2010) 
 
 
 
 
 
 
 
 



 
 

 

 
2. 360˚ Leadership Competency Assessments  
The 360° Leadership Competency Assessments are multi-rater assessments designed to 
assess the strengths and areas for development, and are based on the OHA‘s leadership 
competencies. Different from the previous model, the assessments are specifically designed to 
evaluate individuals in the following leadership roles: Chief Executive Officer, Executive, 
Director, Manager and Supervisor.  
 

3. Key Performance Indicators (KPIs) 
KPIs are a commonly used performance measurement tool for evaluating the success of 
particular activities or individuals. They are quantifiable measures, chosen based on activities 
that are most important to the organization, department, or individual’s role. The KPIs that are 
useful to a school (e.g., graduation rates) would be very different from the KPIs of a social 
service organization (e.g., number of clients assisted). The selection of KPIs is often closely 
associated with the strategic direction and goals of the organization.  

There are three important factors for defining effective KPIs:  

• KPIs should be quantifiable; there must be a way to define and measure them.  
• The definition of KPIs should not change from year to year (e.g,. hospitalization rates per 

annum).  
• Each KPI should have a clear target or goal (e.g., should increase by x%). 

Setting such targets can be challenging in public sector environments where desired outputs 
and outcomes are not always easily measured. KPIs should not be regarded as a panacea; they 
are part of the leader’s toolkit for tracking progress. 

 
4. GP/FP Performance Assessment 
The GP/FP Performance Assessment is a five-dimension physician performance management 
framework developed in 2006 by the College of Physicians and Surgeons of Ontario. This 
illustrative model offers an example of a competency-based performance assessment that 
considers physician performance within the broader environmental context. A form similar to this 
example could be used to assess individual clinical physician performance through a peer or 
manager assessment.  
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Performance dimension Description 

Managing Patient with 
Acute Conditions and 
New Presentations 
(ACUTE) 

Physician’s performance in dealing with new patients or 
patients presenting a new complaint or condition. Conditions 
are generally non-urgent and will often involve the formulation 
of a diagnosis for either acute or chronic conditions, and 
recommendation(s) for treatment. 

Managing Patients with 
Chronic Conditions 
(CHRONIC) 

Physician’s performance in dealing with patients with chronic 
conditions. Conditions will usually require long-term monitoring 
and may be present with or without co-morbidities. 

Providing Patients with 
Continuity of Care and 
Referrals (Continuity 
Care) 

Physician’s performance in dealing with patients who are 
referred for treatment, surgical procedures, diagnostic 
procedures or otherwise, to the care of other physicians. 
Includes the appropriateness of referral (i.e., indications) and 
follow-up. 

Providing Patients with 
Well Care and Health 
Maintenance (Well Care) 

Physician’s performance in well care visits and preventive 
health maintenance, including patient visits for annual check-
ups, screening, well baby visits, etc. 

Managing Patient 
Records and Recording 
Skills (Records) 

Physician’s performance in records management and 
recording skills. This reflects the mandatory elements or 
record format required by legislation and some additional 
features of the organization and recording tools used. 

 
Additional Canadian Examples: 

 
5. Clinical Competence Program (British Columbia) 
The Clinical Competence Program was established in 1993 to present an assessment of 
competence as a positive process, rather than as a punitive process. A detailed analysis of 
clinical strengths and weaknesses is provided, and serves as a basis for directing physicians to 
appropriate remedial medical education. If offers the option of “self-referral”, often used by 
physicians who have had health problems or are returning to practice after a leave. The 
program spans two days and utilizes a structured oral examination, patient-management 
problems, and multiple choice questions. Competencies measured include:  

• Knowledge base 
• History taking 
• Physical examination  
• Diagnostic skills 
• Management and therapeutics 

http://www.ccp.ubc.ca/assessments/report.htm�


 
 

 

• Communications 
• New items 
• Safety  

 
6. Physician Achievement Review (PAR) Program (Alberta)  
The Physician Achievement Review Program, developed by the College of Physicians and 
Surgeons of Alberta, is based on a system of questionnaires distributed to patients and 
colleagues of the subject physician every five years. Results are sent in confidence to the 
physician. Questions regarding office management, collegiality, communication skills, 
psychosocial management, and clinical knowledge and skills are incorporated. Results give 
physicians a benchmark for good performance and identify opportunities for professional 
development and practice improvement. The following diagram provides examples of questions 
asked to the various stakeholders:  
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Figure 5. Stakeholder Questions 
Source:  Assessment of physician performance in Alberta: The Physician Achievement Review 
(Hall et al., 1999)  
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Setting Objectives 
Setting realistic and measurable objectives for personal and professional development is 
important in any field, including healthcare. Goals and objectives are desired end points for 
activity and reflect the strategic and operational direction for the organization (Thompson et al., 
2011). These objectives are often linked to the Performance Assessment process to ensure 
accountability and provide a method for evaluation of success against goals. Many hospital HR 
departments already have specific forms/templates in place that staff can access and complete 
as a part of this process. A commonly used framework for goal setting (personal or 
organizational) is the S.M.A.R.T. Goals framework, first introduced in a 1981 issue of 
Management Review: 

 
S.M.A.R.T. Goals 
The S.M.A.R.T. goal setting framework recommends setting goals which are: 

• Specific; consider the five ‘W’ questions for the goal: who is involved, what do I want to 
accomplish, where will it take place, when is my timeframe, and why is this my objective 

• Measurable; establish concrete criteria for measuring progress 

• Attainable; goals can be achieved in the timeframe allotted  

• Realistic; individual is both willing and able to achieve the goal  

• Timely; there is an end date in mind for the individual to be held accountable to  

 

 

Structuring Incentives 
Fundamentally, an incentive seeks to encourage desired behaviour by providing rewards, 
recognition, or other positive responses that reinforce positive behaviour. Physician leaders will 
rarely have control over the incentives of their entire team, given various sources of  
 
compensation and their team’s involvement in other hospital, academic, and extra-curricular 
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initiatives. Despite these challenges, the physician leader does have a breadth of tools and 
techniques that can be used to motivate their teams. 

The assumption that money is the only way to motivate individuals greatly limits the incentives 
that leaders have at their disposal. Some may be motivated more by extrinsic rewards like 
money but others may be driven more by the intrinsic value of bettering individual or societal 
outcomes. In his book, Motivation, Agency, and Public Policy: Of Knights and Knaves, Pawns 
and Queens, Julian le Grand states that extrinsic motivators like money can “crowd out” intrinsic 
motivation in certain contexts by imposing a transaction value on the behaviour. Well-structured 
incentives motivate individuals extrinsically and intrinsically without placing a transaction value 
on the desired behaviour.  

There are many non-financial incentives available to physicians, including: career and 
professional development opportunities, workload management initiatives, flexible working 
arrangements, positive working environments and access to benefits and supports, among 
many others. 

Successful incentive systems are customized to the particular environment in which they are 
being implemented. The World Health Organization describes the characteristics of well-
structured incentives:  
• have clear objectives;  
• are realistic and deliverable;  
• reflect health professionals’ needs and preferences;  
• are well designed, strategic and fit-for-purpose;  
• are contextually appropriate; 
• are fair, equitable and transparent;  
• are measurable; and  
• incorporate financial and non-financial elements.  
 

The WHO recommends the following steps in designing an effective incentive package: 

1. Scope and define the strategic objective 
2. Assemble the evidence: research and consult 
3. Construct the alternatives: design packages 
4. Select the criteria: how to define success 
5. Project the outcomes 
6. Confront the trade-offs 
7. Decide: consider the stakeholder(s) 
8. Tell your story: implement the structure 
9. Evaluate and review 
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BUILDING SKILLS AND TALENT MANAGEMENT 

From a strategic perspective, healthcare organizations compete for labour. The highest-
performing healthcare organizations are highly dependent on individual performance. As such, 
human resource functions are often referred to simply as ‘Talent Management’ in healthcare 
organizations. The focus has shifted to securing and retaining the talent best suited to the job, 
rather than simply filing a role. This entails training and developing staff who are excellent 
performers. Understanding Healthcare Management (Jones & Bartlett, 2008) indicate that this 
can be done through various formal and informal methods: 

• Offering training and onboarding programs  

• Assisting with hands-on leadership 

• Providing continuing education, especially for clinical and technical fields 

• Providing job enrichment 

• Conducting hospital staff reviews  

• Soliciting employee feedback 

• Offering staff suggestion programs  

 

The OHA offers a comprehensive range of talent management tools and resources, continuing 
education, and distance learning courses, available by clicking here.   
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Dealing with Performance Issues 
A study from the CPSO (Kaigas, 2010) assessing performance management systems for 
practicing physicians in Canada, identified four major physician performance problems:  

1. Insufficient competence 
2. Inappropriate use of resources 
3. Physician impairment (cognitive impairment, mental health, substance abuse issues)  
4. Inappropriate behaviour (communicating, ethical/consent issues, boundary issues)  

 
The CPSO then developed a three-step monitoring process that the physician leader can use 
for mitigating the likelihood of performance issues arising: 

Step 1: Screen all physicians (databases, patient/peer questionnaires)  
Step 2: Assess physician at risk (Hospital/office audit, structured peer interview)  
Step 3: Conduct an individualized needs assessment 

 

When physicians are demonstrating performance problems that require significant information, 
the study provides the following approach to providing this feedback:  

• Delivered immediately  

• Remains non-judgemental (focused on the behaviour and outcomes, not the individual)  

• Given in person by a peer 

• Includes a clear follow-up plan 

• Allows the physician to be accompanied by a support person  
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It is important to note that performance deficiencies cannot always be corrected with 
educational interventions. In many cases, other issues affect performance (such as mental 
health, life and family stress, financial crisis) that must be identified and addressed prior to 
commencing corrective education.  

For information on giving feedback and effective coaching and managing disruptive physician 
behavior, please refer to Section 4.1 of this Module. 

 
Additional Resources to Consult 
Physician Performance Management Tool for Survival and Success (Medical Group 
Management Association, 1996) 

This text gives insight into the process of physician performance evaluation from both 
perspectives: the physician leader and the reviewed physician. 
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OVERVIEW 
High performance is defined against a set of goals and objectives. Helping the team reach those 
goals is the responsibility of the leader. The purpose of this section is to provide physician 
leaders with an overview of common performance management models and tools, with a focus 
on setting objectives, structuring incentives, building skills, and reviewing and managing 
performance. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

Key Sources 
Physicians in health care management: 2. Managing Performance: who, what, how, and 
when? (Lemieux-Charles, 1994) 
This article from Health Care Management outlines the benefits and challenges of 
performance, and offers recommendations for successfully implementing performance 
appraisal programs.  

Assessment of the Performance of Practicing Physicians in Canada (Kaigas, 2000) 
This report provides an overview of the steps taken in 2000 to develop programs for assessing 
the practice performance of physicians in Canada. It provides an overview of the MEPP 
(Monitoring and Enhancement of Physician Performance) Project, and provincial examples of 
performance management processes.  

An Overview of Healthcare Management (Thompson, Buchbinder, Shanks, 2010) 
This report defines healthcare management and the role of healthcare manager. It focuses on 
required competencies, managing performance and talent, and succession planning.  
 

Why Measure Performance? Different purposes require different measures (Behn, 2003) 
This article published in the Public Administration Review, focuses on the benefits of 
measuring performance in public organizations and addressing the complexities of doing so.  
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REVIEWING PERFORMANCE 
 

The performance review process for physicians in hospitals has historically been varied and 
informal. Performance reviews should not be viewed as a punitive activity, or as one that 
imposes an unnecessary administrative burden. Ultimately, it is about setting and tracking 
objectives towards continued improvement and skill development. Performance reviews aid 
physicians in setting objectives to appropriately balance their activities to achieve the greatest 
outcomes.  

Often times, an organization will mandate that physicians and other healthcare professionals 
adhere to a Code of Conduct through a Statement of Commitment or Physician Engagement 
Agreement. This not only sets the bar for personal performance, but also emphasizes 
organization-wide priorities for individual performance (e.g., commitment to quality, teamwork, 
respect). Samples of a Statement of Commitment (Grand River Hospital and St. Mary’s General 
Hospital) and Physician Engagement Agreement (The Ottawa Hospital) can be found in the 
Appendix.  

In a 2010 article written by Robert D. Behn entitled, Why measure performance? Different 
purposes require different measures, the author identifies eight guidelines that managers can 
use to measure performance. These guidelines were developed for any public sector 
organization, and can also be applied to physician leaders in the hospital setting:  

1. Evaluate: how well is my organization performing? 
2. Control: how can I ensure that my subordinates are doing the right thing? 
3. Budget: on what programs, people, or projects should my organization spend the public’s 

money? 
4. Motivate: how can I motivate front-line staff, middle managers, stakeholders, and citizens to 

do the things necessary to improve performance? 
5. Promote: how can I convince government, legislature, stakeholders, journalists, and citizens 

that my organization is doing a good job? 
6. Celebrate: what accomplishments are worthy of the important organizational ritual of 

celebrating success? 
7. Learn: what is working or not working? 
8. Improve: what exactly should we do differently to improve performance? 

 

While the emphasis on each of these eight items will and should vary by context, benefits from 
reviewing performance are apparent in nearly all environments. In this light, individual 
performance management is regarded as part of a greater whole. Such an approach assumes 
that healthcare professionals are motivated to perform well, and that the organization is 
responsible for removing obstacles to high performance, and enabling individuals to correct any 
performance issues by providing the appropriate resources and support.  

http://onlinelibrary.wiley.com/doi/10.1111/1540-6210.00322/abstract�
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Physician leaders are encouraged to check with their HR departments to determine what 
performance assessment processes and resources are in place that may be applicable or 
adaptable to physicians.  

 

 

Overview of Common Performance Management Models and Tools  
The two most common styles of performance management are rating-based (e.g., peer ratings, 
rating scales, rankings), and outcomes-based (management of objectives and goal-setting). 
Organizations use many different styles and models of outcomes-based performance 
management, each built around three main activities:  

1. Selection of goals or objectives 
2. Measurement of progress against these goals or objectives 
3. Interventions in light of this information to improve future performance  

 

Council of Academic Hospitals of Ontario (CAHO) 360-Degree Physician Performance Review 

CAHO developed this Toolkit to support the design and implementation of a ‘best practice’ 
approach for the development of a common framework for 360-degree physician performance 
assessment. Participation from hospitals is voluntary and non-binding, and the toolkit is 
publically accessible here:  

 
1. 360-Degree Physician Performance Assessment  
Healthcare Quarterly published a 2010 article offering a 360-degree physician performance 
assessment for Canadian jurisdictions. The framework assesses performance across three 
dimensions: knowledge, skills, and behavioural competencies. Within each dimension, 
competencies are identified along with measures of those competencies. The purpose of the 
framework is to support physician career planning and to enhance the quality of patient care. 
The framework is accompanied by a tool kit for implementation.  
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Figure 4. Performance as the confluence of knowledge, skill and behavioral competence 
Source: Healthcare Quarterly (2010) 
 
 
 
 
 
 
 
 



 
 

 

 
2. 360˚ Leadership Competency Assessments  
The 360° Leadership Competency Assessments are multi-rater assessments designed to 
assess the strengths and areas for development, and are based on the OHA‘s leadership 
competencies. Different from the previous model, the assessments are specifically designed to 
evaluate individuals in the following leadership roles: Chief Executive Officer, Executive, 
Director, Manager and Supervisor.  
 

3. Key Performance Indicators (KPIs) 
KPIs are a commonly used performance measurement tool for evaluating the success of 
particular activities or individuals. They are quantifiable measures, chosen based on activities 
that are most important to the organization, department, or individual’s role. The KPIs that are 
useful to a school (e.g., graduation rates) would be very different from the KPIs of a social 
service organization (e.g., number of clients assisted). The selection of KPIs is often closely 
associated with the strategic direction and goals of the organization.  

There are three important factors for defining effective KPIs:  

• KPIs should be quantifiable; there must be a way to define and measure them.  
• The definition of KPIs should not change from year to year (e.g,. hospitalization rates per 

annum).  
• Each KPI should have a clear target or goal (e.g., should increase by x%). 

Setting such targets can be challenging in public sector environments where desired outputs 
and outcomes are not always easily measured. KPIs should not be regarded as a panacea; they 
are part of the leader’s toolkit for tracking progress. 

 
4. GP/FP Performance Assessment 
The GP/FP Performance Assessment is a five-dimension physician performance management 
framework developed in 2006 by the College of Physicians and Surgeons of Ontario. This 
illustrative model offers an example of a competency-based performance assessment that 
considers physician performance within the broader environmental context. A form similar to this 
example could be used to assess individual clinical physician performance through a peer or 
manager assessment.  
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Performance dimension Description 

Managing Patient with 
Acute Conditions and 
New Presentations 
(ACUTE) 

Physician’s performance in dealing with new patients or 
patients presenting a new complaint or condition. Conditions 
are generally non-urgent and will often involve the formulation 
of a diagnosis for either acute or chronic conditions, and 
recommendation(s) for treatment. 

Managing Patients with 
Chronic Conditions 
(CHRONIC) 

Physician’s performance in dealing with patients with chronic 
conditions. Conditions will usually require long-term monitoring 
and may be present with or without co-morbidities. 

Providing Patients with 
Continuity of Care and 
Referrals (Continuity 
Care) 

Physician’s performance in dealing with patients who are 
referred for treatment, surgical procedures, diagnostic 
procedures or otherwise, to the care of other physicians. 
Includes the appropriateness of referral (i.e., indications) and 
follow-up. 

Providing Patients with 
Well Care and Health 
Maintenance (Well Care) 

Physician’s performance in well care visits and preventive 
health maintenance, including patient visits for annual check-
ups, screening, well baby visits, etc. 

Managing Patient 
Records and Recording 
Skills (Records) 

Physician’s performance in records management and 
recording skills. This reflects the mandatory elements or 
record format required by legislation and some additional 
features of the organization and recording tools used. 

 
Additional Canadian Examples: 

 
5. Clinical Competence Program (British Columbia) 
The Clinical Competence Program was established in 1993 to present an assessment of 
competence as a positive process, rather than as a punitive process. A detailed analysis of 
clinical strengths and weaknesses is provided, and serves as a basis for directing physicians to 
appropriate remedial medical education. If offers the option of “self-referral”, often used by 
physicians who have had health problems or are returning to practice after a leave. The 
program spans two days and utilizes a structured oral examination, patient-management 
problems, and multiple choice questions. Competencies measured include:  

• Knowledge base 
• History taking 
• Physical examination  
• Diagnostic skills 
• Management and therapeutics 

http://www.ccp.ubc.ca/assessments/report.htm�


 
 

 

• Communications 
• New items 
• Safety  

 
6. Physician Achievement Review (PAR) Program (Alberta)  
The Physician Achievement Review Program, developed by the College of Physicians and 
Surgeons of Alberta, is based on a system of questionnaires distributed to patients and 
colleagues of the subject physician every five years. Results are sent in confidence to the 
physician. Questions regarding office management, collegiality, communication skills, 
psychosocial management, and clinical knowledge and skills are incorporated. Results give 
physicians a benchmark for good performance and identify opportunities for professional 
development and practice improvement. The following diagram provides examples of questions 
asked to the various stakeholders:  
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Figure 5. Stakeholder Questions 
Source:  Assessment of physician performance in Alberta: The Physician Achievement Review 
(Hall et al., 1999)  
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Setting Objectives 
Setting realistic and measurable objectives for personal and professional development is 
important in any field, including healthcare. Goals and objectives are desired end points for 
activity and reflect the strategic and operational direction for the organization (Thompson et al., 
2011). These objectives are often linked to the Performance Assessment process to ensure 
accountability and provide a method for evaluation of success against goals. Many hospital HR 
departments already have specific forms/templates in place that staff can access and complete 
as a part of this process. A commonly used framework for goal setting (personal or 
organizational) is the S.M.A.R.T. Goals framework, first introduced in a 1981 issue of 
Management Review: 

 
S.M.A.R.T. Goals 
The S.M.A.R.T. goal setting framework recommends setting goals which are: 

• Specific; consider the five ‘W’ questions for the goal: who is involved, what do I want to 
accomplish, where will it take place, when is my timeframe, and why is this my objective 

• Measurable; establish concrete criteria for measuring progress 

• Attainable; goals can be achieved in the timeframe allotted  

• Realistic; individual is both willing and able to achieve the goal  

• Timely; there is an end date in mind for the individual to be held accountable to  

 

 

Structuring Incentives 
Fundamentally, an incentive seeks to encourage desired behaviour by providing rewards, 
recognition, or other positive responses that reinforce positive behaviour. Physician leaders will 
rarely have control over the incentives of their entire team, given various sources of  
 
compensation and their team’s involvement in other hospital, academic, and extra-curricular 

http://rcpsc.medical.org/publicpolicy/imwc/009_assessment_physicians_Canada.pdf�
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initiatives. Despite these challenges, the physician leader does have a breadth of tools and 
techniques that can be used to motivate their teams. 

The assumption that money is the only way to motivate individuals greatly limits the incentives 
that leaders have at their disposal. Some may be motivated more by extrinsic rewards like 
money but others may be driven more by the intrinsic value of bettering individual or societal 
outcomes. In his book, Motivation, Agency, and Public Policy: Of Knights and Knaves, Pawns 
and Queens, Julian le Grand states that extrinsic motivators like money can “crowd out” intrinsic 
motivation in certain contexts by imposing a transaction value on the behaviour. Well-structured 
incentives motivate individuals extrinsically and intrinsically without placing a transaction value 
on the desired behaviour.  

There are many non-financial incentives available to physicians, including: career and 
professional development opportunities, workload management initiatives, flexible working 
arrangements, positive working environments and access to benefits and supports, among 
many others. 

Successful incentive systems are customized to the particular environment in which they are 
being implemented. The World Health Organization describes the characteristics of well-
structured incentives:  
• have clear objectives;  
• are realistic and deliverable;  
• reflect health professionals’ needs and preferences;  
• are well designed, strategic and fit-for-purpose;  
• are contextually appropriate; 
• are fair, equitable and transparent;  
• are measurable; and  
• incorporate financial and non-financial elements.  
 

The WHO recommends the following steps in designing an effective incentive package: 

1. Scope and define the strategic objective 
2. Assemble the evidence: research and consult 
3. Construct the alternatives: design packages 
4. Select the criteria: how to define success 
5. Project the outcomes 
6. Confront the trade-offs 
7. Decide: consider the stakeholder(s) 
8. Tell your story: implement the structure 
9. Evaluate and review 
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BUILDING SKILLS AND TALENT MANAGEMENT 

From a strategic perspective, healthcare organizations compete for labour. The highest-
performing healthcare organizations are highly dependent on individual performance. As such, 
human resource functions are often referred to simply as ‘Talent Management’ in healthcare 
organizations. The focus has shifted to securing and retaining the talent best suited to the job, 
rather than simply filing a role. This entails training and developing staff who are excellent 
performers. Understanding Healthcare Management (Jones & Bartlett, 2008) indicate that this 
can be done through various formal and informal methods: 

• Offering training and onboarding programs  

• Assisting with hands-on leadership 

• Providing continuing education, especially for clinical and technical fields 

• Providing job enrichment 

• Conducting hospital staff reviews  

• Soliciting employee feedback 

• Offering staff suggestion programs  

 

The OHA offers a comprehensive range of talent management tools and resources, continuing 
education, and distance learning courses, available by clicking here.   
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Dealing with Performance Issues 
A study from the CPSO (Kaigas, 2010) assessing performance management systems for 
practicing physicians in Canada, identified four major physician performance problems:  

1. Insufficient competence 
2. Inappropriate use of resources 
3. Physician impairment (cognitive impairment, mental health, substance abuse issues)  
4. Inappropriate behaviour (communicating, ethical/consent issues, boundary issues)  

 
The CPSO then developed a three-step monitoring process that the physician leader can use 
for mitigating the likelihood of performance issues arising: 

Step 1: Screen all physicians (databases, patient/peer questionnaires)  
Step 2: Assess physician at risk (Hospital/office audit, structured peer interview)  
Step 3: Conduct an individualized needs assessment 

 

When physicians are demonstrating performance problems that require significant information, 
the study provides the following approach to providing this feedback:  

• Delivered immediately  

• Remains non-judgemental (focused on the behaviour and outcomes, not the individual)  

• Given in person by a peer 

• Includes a clear follow-up plan 

• Allows the physician to be accompanied by a support person  
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It is important to note that performance deficiencies cannot always be corrected with 
educational interventions. In many cases, other issues affect performance (such as mental 
health, life and family stress, financial crisis) that must be identified and addressed prior to 
commencing corrective education.  

For information on giving feedback and effective coaching and managing disruptive physician 
behavior, please refer to Section 4.1 of this Module. 

 
Additional Resources to Consult 
Physician Performance Management Tool for Survival and Success (Medical Group 
Management Association, 1996) 

This text gives insight into the process of physician performance evaluation from both 
perspectives: the physician leader and the reviewed physician. 
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OVERVIEW  
Human resources is a complex but critical element to healthcare delivery in Canada. Health 
Force Ontario estimates that 75% of Ontario’s health sector costs are for human resources. To 
meet the changing needs of the province, the Ontario health sector is moving towards a more 
interprofessional model, with providers working together to meet population health needs (e.g., 
Family Health Teams and Community Health Centres). This shift places new and unique 
pressures on human resource planning to adapt to these new models of care.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Key Sources 
Ontario Hospital Association Ultimate HR Manual 
This valuable online reference tool for HR professionals offers practical advice and solutions to 
HR and employment issues. Topics covered include: 

• Compensation and Benefits 
• Employment Contracts 
• Employment Standards and Human Rights 
• Health and Safety 
• Labour Relations 
• Performance Management 
• Staffing 
• Strategic Human Resources 
• Training and Development 
• Creating an Employee Handbook 

Physician Recruitment and Retention (Health Force Ontario)  
A recruitment and retention guide for physicians in Ontario that includes recommended 
strategies, templates for sample interview questions, needs assessments, Letters of 
Intent/Understanding, site visit itineraries and feedback forms, and other recruitment and 
retention support documents. 

Physician Retirement in Canada (Pong et al., 2007) 
This report observes the potential impact of the aging medical workforce from a broad 
perspective, seeking to objectively approach the growing concerns of physician shortages.  

Professional, personal, and community: 3 domains of physician retention in rural 
communities (Cameron, 2011)  
This report from the Canadian Journal or Rural Medicine explores the professional, personal, 
and community domains of physician retention in 4 rural communities in Alberta.  

http://www.oha.com/SERVICES/HEALTHHUMANRESOURCES/TOOLSANDRESOURCES/Pages/UltimateHRManual.aspx�
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DEVELOPING A HUMAN RESOURCES PLAN 
 

The World Health Organization (WHO) defines health human resource planning as “the process 
of estimating the number of persons and the kinds of knowledge, skills, and attitudes they need 
to achieve predetermined health targets and ultimately health status objectives”. Human 
Resource planning is effective in offsetting uncertainty and change to ensure continuity of care 
in hospital and other healthcare settings. It ensures the individual development needs of 
employees are met, and personnel costs are accurately incorporated into the overall hospital 
budget. 

Human resource planning at the hospital level typically starts with identifying key system, 
hospital, and community priorities.  These priorities and the current state of the hospital 
workforce will help identify potential human resource needs and gaps.  Typical considerations in 
human resource planning include: 

• Identifying potential skill shortages

• 

: Are there sufficient physician resources in each 
department to avoid risk of potential burn-out? 

Understanding potential changes in the service delivery model

• 

: Is the hospital adding a 
new service, transitioning to a centre of excellence, or becoming a regional centre? 

Forecasting planned retirement and transitions

 

: Which departments will be most impacted 
by planned retirement in the next planning period? 

The gap analysis will form the foundation of the human resource plan.  The OHA Professional 
Staff Credentialing Toolkit outlines the key components that should be included in the human 
resource plan of each department, including: 

• The required number and expertise of staff required, including the number of new staff and 
rationale for the request; 

• Reasonable on-call requirements for staff; 

• A process for equitably distributing changes of resources to staff within the department; 

OHA Professional Staff Credentialing Toolkit  
The Toolkit provides practical guidance to assist hospitals in managing one of their most 
critical resources: Board-Appointed Professional Staff (physicians, dentists, midwives, and 
extended class nurses). It explores the relationship between hospitals and the Board-
Appointed Professional Staff who are granted “privileges” to practice at a specific hospital.  
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• A process for making changes to the resource plan and allocation within the department; 
and 

• A dispute resolution process.  

 

 
 
 
 
 
 
 
 
 
 
 
Potential barriers to successful human resource planning in hospital settings  
By anticipating potential barriers, the physician leader can develop strategies to mitigate any 
negative impact they present. Examples of these barriers may include: 

• Attitudinal:  Physicians may be resistant to new models – barriers can be broken down 
through education and experience. 

• Financial: Incentives in the system do not always encourage interprofessional practice or 
use of all skills. 

• Integration: Issues are often addressed independently in the health system (e.g., wait 
times, emergency preparedness), and a coordinated strategy may be needed.  

• Legislative/regulatory frameworks: Many are a by-product of collective bargaining 
agreements and concerns over professional liability.  

 

 

 

 

For additional information on the human resource planning process for hospitals, please refer 
to the OHA Professional Staff Credentialing Toolkit.  

The Toolkit also provides a sample template adapted from Grand River Hospital: 

Similar to the above template, many institutions have developed additional templates that can 
assist in the human resource planning process.  For example, London Health Sciences Centre 
has developed a position request form that helps departments build the case for new positions, 
and in turn, helps their hospitals prioritize the creation of these positions. 

Physicians are encouraged to consult their HR department for any existing policies, 
procedures, and guidelines for human resource planning, as well as any existing documents 
(e.g., forms, checklists) that can assist in the process.  
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Recommendations for successful hospital human resource planning  

• Consider the broader stakeholder groups in your resource planning. Workplace issues, 
scope of practice, and changing service delivery impact not only doctors and nurses, but 
also allied health professionals (pharmacists, dieticians, social workers, case managers, 
etc.) and even technicians.  

• As the scope of practice moves more towards interdisciplinary teams, it will be important 
for hospital HR managers to look at the unique skills each individual brings to the team 
and coordinate the deployment of these skills so patients are seeing the care practitioner 
most appropriate to their case.  

• Regular monitoring and evaluation of human resource forecasts is vital to ensure 
continuity of care.  

 

 

 
Legal Environment for Human Resource Planning 
Modules 1 and 2 of this manual provide additional information on the legal environment for 
human resource planning.  Module 1 provides an overview of the key legislative components 
(Employment Standards Act, Human Rights Code, Labour Relations Act, among others) that 
physician leaders should be familiar with for the purposes of HR planning.  Unions are also 
discussed in Module 1.  Module 2 provides more information on contractor relationships and 
contractor-employee differences.  

Recruitment Best Practices and Resources 

Recruitment is the process of identifying the need for a physician, defining the requirements of 
the position, advertising the position, and choosing the most appropriate candidate. As the 
effectiveness of the delivery of healthcare services depends largely on the quality of medical 
staff, recruiting the ‘right’ person for the job is of vital importance.  
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The following best practices were identified by HealthForceOntario in their Physician 
Recruitment and Retention guide. The guide also provides sample interview questions, needs 
assessments, letters of intent/understanding, site visit itineraries and feedback forms, and other 
recruitment and retention support documents. 

1. Recruitment: First Steps 

• The community recruiter must be very comfortable with the duties of the role, culture of the 
organization, and education and experience required. 

• Decisions regarding job description, approximate levels of compensation, etc. should be 
made well in advance and understood by the recruiter.   

• Once contact has been established with the candidate, the recruiter will establish Ontario 
licensing eligibility, request a CV, and send a formalized information package (e.g., real 
estate information, schools, spousal employment support), refer the candidate to the Chief 
of Staff or Department for follow-up, and schedule a site visit.   

• The recruiter should be prepared to discuss personal/lifestyle questions regarding both the 
hospital and the surrounding community, specific practice questions regarding 
responsibilities, training, and incentives.  

• The recruiter ensures topics of professional goals/satisfaction, income, and personal/lifestyle 
are addressed.  

• The official interview should cover expectations on both sides, ensuring the physician fits the 
role and culture of the hospital. 

2. Recruitment: The Site Visit and Next Steps  

• Prepare a well-constructed itinerary for the site visit, which is often coordinated by a team of 
community members and includes the opportunity to experience both the hospital and 
surrounding community.  

• The Physician Recruitment and Retention Guide provides helpful needs assessment forms 
to highlight areas the physician is most interested in, as well as itinerary recommendations 
for the site visit itself.  

• Be sure to send a site visit-follow up, and consider soliciting specific site-visit feedback from 
the candidate.   

• Hospitals may also consider assigning mentors to the physician to answer additional 
questions, and even a community mentor for the spouse if interested.  

• Keep communication lines open at all times.  

• If the candidate is interested, a Letter of Intent should be sent by the recruiter and ongoing 
support for relocation should be provided as required.  
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3. Reimbursement 

• Whenever possible, sites are encouraged to cover expenses for visiting physicians.  

• The Ministry of Health and Long-Term Care (MOHLTC) has a Community Site Visit Program 
to provide reimbursement for travel and accommodation expenses incurred by healthcare 
professionals and their spouse within Ontario. 

 

Additional Recruitment Resources 
A Physician Human Resource Strategy for Canada (2006) 

This report provides long-term strategies for five key aspects of physician human resources: 
education and training; interprofessionalism; recruitment and retention; licensure, regulatory 
issues and liability; and, infrastructure and technology. 

 

 

 

BEHAVIORAL INTERVIEWING 
Interviews play a key role in the recruitment process. Behavioural interviewing, a component of 
interviewing, is a tried and true method for establishing fit and competency of candidates. The 
section below discusses a methodology to conduct effective interviews. 

1. Interview Preparation

Interview questions should be prepared in advance, based on the selection criteria. It is 
possible to deviate from these questions depending on the candidate, however, the plan will 
ensure time is spent most effectively and, more importantly, that the interviewer will have 
enough information to determine whether the candidate will move on in the recruitment 
process. 

. Effective interviews require an time investment upfront on the part of 
the interviewee, and the interviewer. The first thing an interviewer or interview team must 
decide is the selection criteria. What are the key skills and qualities candidates need to 
possess to be successful in the role they are applying for? This builds a framework for 
interviewers to test against through a series of prepared questions.  

2. Interview Introduction

 

. Interviews often make interviewees nervous or anxious, which may 
not be representative of how the candidate would perform in the role. By putting 
interviewees at ease – for example, engaging in a brief, informal, initial conversation -- there  

http://www.health.gov.on.ca/english/providers/program/uap/guidelines/comassessvisit.html�
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is a greater probability that the environment will be more conducive to a more fair 
representation of their fit, personality, intellect, and work ethic.  

Furthermore, leading with an initial question which allows the candidate to introduce 
himself/herself, sets the stage for a comfortable environment. Generally, this in the form of 
asking why the candidate has applied for the position and what the relevant skills or 
experiences they have. This question also verifies a candidate’s motivation for applying – did 
they give a catered answer to the organization? Is the response genuine? These are quick, 
indicative tests to reaffirm or dispute initial impressions. 

3. Interview Questions

Often times, interviewers will ask follow up questions to probe further into the situation and 
to extract additional insights on the candidates. A helpful framework for evaluating these 
types of questions is the “STAR” framework (S-“Situation”, T-“Task”, A-“Action”, R-“Result”). 
This framework is sometimes taken a step further to assess the key learning of the situation 
and if anything would have been done differently in hindsight.  

. The best behavioural interviewers are comprised of questions which 
recount specific examples from their experiences which represent one or more of the 
selection criteria. This can materialize in describing past accomplishments, specific 
challenges faced (and how they were overcome), difficult people and/or work conducted in 
various environments. These questions often begin with “Tell me about a time when” or 
“Give me an example of”.  

Seasoned interviewers would agree that establishing a measurement for rating candidates is 
the most efficient way of keeping track of a candidate’s match versus the selection criteria. 
This also makes follow-up conversations with other interviewers or the panel much easier, 
and serves an effective comparative tool versus other candidates. 

4. Interview Close

Behavioural interviewing is used under the theory that past behaviours are predictive of 
future behavior. These interviews, as a result, are a great initial assessment to establish 
whether a candidate’s personal and professional motivations meet (or exceed) the required 
threshold for the position, and as a result, are an overall “fit” for the organization.  
 

. Always leave additional time at the end for the interviewee to ask questions. 
Although interviews are a formal assessment on the company’s or organization’s part to 
evaluate candidates, it is also an opportune time for candidates to evaluate their potential 
employers. A candidate’s questions are also a helpful metric for interviewers to reiterate if 
the candidate is serious about the organization and if they have thought critically about its 
mission, the role, and their own fit with the organization. 

 

 

 

 

 



 

 

 

 

Compensation and Benefits 
It is important for physician leaders to understand the compensation and benefit structure at 
their institution not only for structuring their own contracts, but also for helping structure 
contracts of physicians who are being recruited. 

Physician compensation and benefits will vary significantly from case to case, depending on a 
number of factors including: the physician’s relationship with the hospital (e.g., independent 
contractor vs. employee), extent of physician involvement in leadership and administrative  
 
 
functions, the physician’s role in teaching and research activities, clinical workload, on-call 
requirements, etc. 

As such, physicians are encouraged to consult with their hospital’s HR department for more 
information on their hospital’s compensation policies and procedures.  

 

Onboarding and Orientation  
Onboarding is a process whereby physicians familiarize themselves with policies, procedures, 
norms, expectations, and day-to-day responsibilities for all members of the team. Onboarding 
differs from orientation in a few key ways:  
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York University’s New Manager Onboarding Guide states that the most vulnerable period for 
employees to leave an organization is the first 18 months after they are hired. As such, effective 
onboarding is an integral aspect of hospital human resources. Onboarding is also important 
from a policy perspective, as many hospitals have non-academic onboarding requirements for 
new physicians (e.g., immunization history, malpractice and liability coverage, confidentiality 
agreements, etc.).  

 

Tips for Successful Onboarding  
1. Create an ‘Onboarding Checklist’: a “to-do” list of critical elements, resources, and 

learning sessions for all new staff.  

2. Assign a mentor to new staff to ensure there is a quick outlet for questions. 

3. Keep in touch with your new hire as they become familiar with the organization, and 
consider scheduling regular check-ins to ensure needs are being met. 

4. Involve the whole team in the process in order to build relationships early on.  

Physicians are encouraged to consult their HR department for any existing policies and 
procedures on physician onboarding.  

 
 

Retention Strategies and Provider Satisfaction 
Retaining qualified, motivated, and satisfied physicians should be a top priority for hospital 
leaders. Losing physicians can have a significant impact on patient satisfaction and continuity of 
care. The following list outlines critical retention items identified in Kaiser Permanente’s Ten 
Evidence-Based Practices for Successful Physician Retention: 

1. Effective hiring techniques: Focus on ‘fit’ and be realistic about what a physician can expect 
in your organization. State the positives and the challenges. If physicians are surprised by 
their new environment they may be less likely to stay. 
 

2. Gracious welcome and start-up resources: The first few days and weeks of employment are 
very important for embracing a new environment and securing loyalty of new staff. Focus on 
providing physicians with the resources required for their jobs, and making them feel 
instantly welcomed in the community. 
 

3. Orientation and mentoring: Ensure orientation is timely and goes beyond basic introduction 
to the department. Provide an opportunity to ‘enculturate’ a person in the organization and 
foster feelings of belonging and loyalty through the orientation process. Many physicians 
also feel a strong need for mentoring. 
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4. Role of leadership: Set expectations, give feedback, provide recognition, and listen. The 
way a department or physician chief welcomes a new physician and demonstrates 
leadership is a determining factor for retention. Leadership must make an effort to 
communicate, listen, and involve their physicians in designing service delivery, leading to 
less burnout and more satisfied physicians. 

In addition to the above items, physician leaders are also encouraged to consider the skills that 
are needed in their organization.  What skills are currently represented on the multi-disciplinary 
team (both clinical and other)?  Physician leaders should recruit appropriately to address 
expertise and skill gaps within their teams. 

  



 

 

 
 
RETENTION IN RURAL AREAS 
While government strategies have focused a great deal of attention on recruitment strategies to 
solve physician shortages in rural areas, less attention has been paid to retaining those 
physicians for the longer term. Many factors influence physician retention in rural areas, 
including the physician’s background (urban vs. rural), experience, nature of practice, and family 
considerations. 
 

Professional aspects influencing rural retention: 
Adapted from ‘Professional, personal, and community: 3 domains of physician retention in rural 
communities’ (Canadian Journal of Rural Medicine, 2012)  

• Physician supply: an adequate physician supply is necessary to avoid burnout of existing 
physicians in the community  

• Physician dynamics: the physician complement; a group who works together has a 
significant influence on retention.  

• Scope of practice: a diverse scope is important, allowing physicians to develop skills they 
may not have the opportunity to undertake in other settings.   

• Practice set-up: important factors include physician space, financial, and workload issues to 
maintain reasonable pace of practice.     

• Innovation: rural physicians were identified as having more interest in innovation, and 
benefited from an improved ability to exert influence and create the work environments they 
desire. 

• Management and support: administrative and staff support can influence a positive culture.  

The non-professional aspects of a rural physician’s life can be an important factor in the 
decision to remain in a rural setting. It is important for hospital leaders to recognize these issues 
and incorporate them into the organization’s retention strategies.  

Non-professional aspects influencing rural retention 
While, the professional setting is one of the many factors physicians consider in choosing where 
to practice, the non-professional aspects are also very important.  This may especially be the 
case when a physician chooses to practice in a rural setting where they lack an existing social 
network. The physician leader can employ a number of techniques to improve the overall 
experience of their team: 

• Recognize the lack of connections that new physicians and their families may have in the 
rural areas. Provide opportunities for community building, networking, and social interaction. 

• Create opportunities for physicians and their families to have access to cultural or other 
recreational activities; make them aware of what is available in the community 
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• Recognize the different demands that are placed on the physician in this new environment, 
and provide tailored and appropriate support. 

 
In a recent report written by the Industrial Relations Centre at Queens University regarding rural 
physicians in Nova Scotia, a recommended set of initiatives were identified to aid in retention 
efforts. The following considerations may be important to rural physicians in leadership roles:   

• Rural physicians feel dissatisfied with their status in the health care field. Physician leaders, 
regulatory bodies, medical schools, and government should make an effort to make rural 
physicians feel more valued. 

• Using nurse practitioners to provide greater support to rural doctors is recommended. 

 

For more detailed survey results, recommendations, and human resource initiatives, please 
view the report here:  

Additional Sources: Retention of Physicians in Rural Areas 

Rural Programs: A Guide for the Rural Physician Programs in British Columbia 
This document provides an overview of the various programs offered to rural physicians in 
British Columbia. 

A Situational Analysis of Physician Recruitment and Retention in Rural and Northern Canada: 
Models, Programs, and Evaluations 
This report, created at the request of the Ontario MOHLTC, explores the current Canadian 
policies and programs pursued to improve recruitment and retention of rural physicians.  
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MANAGING TRANSITIONS: RETIREMENT, DISABILITY, ILLNESS  

This section intends to direct physician leaders to relevant resources regarding the 
management of transitions within their hospitals, specifically retirement, disability, and illness.  

 
Aging Workforce 

As more and more physicians are nearing the traditional retirement age, the health care field is 
facing significant concerns with physician shortages. This presents a unique challenge for 
physicians assuming leadership positions in the near future. Workforce planning and 
recruitment could become significantly more complicated and less predictable. However, two 
positive trends can help alleviate this concern: physicians tend to stop working later than the 
average Canadian worker, and many older physicians choose to remain in practice, but limit 
their activity level as they age.  

A 2007 Ontario study (Pong et al., 2007) sought to validate concerns about physician shortages 
and examine the issue of physician shortage from several angles. The study concludes that 
strategies should be in place to accommodate and incentivize those in the broad context of the 
Canadian health workforce who still wish to work. Two specific areas were identified where 
physician leaders can influence retention strategies for physicians nearing retirement age:  

1. Offering possibilities other than full-time clinical practice (e.g., mentorship, administration, 
teaching); and, 
 

2. For older physicians who wish to continue to do clinical work, but on a part time basis, it is 
necessary to provide support to ensure capabilities and clinical skills are kept up-to-date 
(e.g., College of Family Physicians of Canada ‘Sustaining Member’ category for physicians 
who are involved in medicine but no longer in clinical care, special training or residencies for 
older physicians). 

 

Disability and Illness 
The OHA established the Disability Income Plan in 1976 (updated in 1992) to provide uniform 
disability income benefits for employees in Ontario. New hospital employees can join the plan 
after completing the waiting period (six months of service). Physicians are encouraged to 
contact the HR department in their hospitals to verify whether they are eligible for Hospitals of 
Ontario Disability Income Program (HOODIP) or not. This plan has information regarding: 
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• Joining the Plan as a new employee. 

• What steps to take if you become disabled. 

• What steps to take if your disability reoccurs after returning to active full-time work.  

• Leaves of absence for disability or illness. 

• Rehabilitation benefits for employees requiring assistance to return to the workforce.  

• Submitting a long-term disability claim.  

 

It is important to note that the employee may require additional considerations as they return to 
work. The employee will be the best judge of what they are capable of, and what supports they 
need to be successful, so it is important to ask what they need early on, and identify suitable 
work consistent with their functional abilities. The Workplace Safety and Insurance Board of 
Canada prepared a report on Injury / Illness and Return to Work / Function: A Practical Guide 
for Physicians. While its purpose is a guide for physicians to assist their patients returning to 
work after an injury, the recommendations are also relevant to physicians returning to the 
workforce.   

Physician leaders are also encouraged to familiarize themselves with the 

 

Accessibility for 
Ontarians with Disabilities Act (AODA). 
 

Retirement 
Anticipating local physician supply gaps is an important role for physician leaders. It involves 
identifying key physicians at, or approaching retirement age, and supporting their successful 
transition. This might include identifying a new physician to take their place post-retirement, or 
onboarding an individual to support them as they gradually reduce their service. Successful 
transition planning will incorporate both the amount of time required for the transition, the 
financial negotiations and implications of the change, and a clear definition of roles and 
responsibilities for each stakeholder. 

To assist physicians in this process, many hospitals have developed procedures and guidelines 
for physicians who wish to begin planning their partial or full retirement from their clinical duties 
at the hospital.  Many hospitals also expect their physicians to provide retirement notice well in 
advance of their planned retirement date.  For example, the London Health Sciences Centre 
(LHSC) Credentialed Professional Staff By-Laws states that “retirement dates should be  
 

http://www.wsib.on.ca/files/Content/Downloadable%20FilePhysicians%20RTW%20Guide/RTWGP.pdf.�
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determined as far in advance as possible, and no later than 12 months

 
Physicians are encouraged to consult their HR department for any existing policies, procedures, 
guidelines, and existing documents (e.g., forms, checklists) on retirement planning.  

 in advance of giving up 
current hospital clinical status.”  LHSC also has forms for notifying the Department Chair and 
Chief of Staff of the physician’s intent to retire.  In many cases, physicians are also required to 
meet with their Department Chair and Chief of Staff to discuss their retirement plans, once the 
intent form has been submitted. 
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APPENDIX 1 

Sample Physician Engagement Agreement, The Ottawa Hospital 

 

 



 

 

 
APPENDIX 2 

Sample Statement of Commitment, Grand River Hospital & St. Mary’s General Hospital 
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