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Innovations

Rethinking Remediation: A Model to Support the
Detailed Diagnosis of Clinicians’ Performance
Problems and the Development of Effective
Remediation Plans
Linda Prescott-Clements, PhD, PhD, MHPE (Hons), BSc, PFHEA; Vicky Voller, MA(Cantab); Mark Bell;
Natasha Nestors; Cees P. M. van der Vleuten, PhD

Abstract: The successful remediation of clinicians demonstrating poor performance in the workplace is essential to ensure the
provision of safe patient care. Clinicians may develop performance problems for numerous reasons, including health, personal
factors, the workplace environment, or outdated knowledge/skills. Performance problems are often complex involving multifactorial
issues, encompassing knowledge, skills, and professional behaviors. It is important that (where possible and appropriate) clinicians
are supported through effective remediation to return them to safe clinical practice. A review of the literature demonstrated that
research into remediation is in its infancy, with little known about the effectiveness of remediation programs currently. Current
strategies for the development of remediation programs are mostly “intuitive”; a few draw upon established theories to inform their
approach. Similarly, although it has been established that identification of the nature/scope of performance problems through
assessment is an essential first step within remediation, the need for a more widespread “diagnosis” of why the problems exist is
emerging. These reasons for poor performance, particularly in the context of experienced practicing clinicians, are likely to have an
impact on the potential success of remediation and should be considered within the “diagnosis.” A new model for diagnosing the
performance problems of the clinicians has been developed, using behavioral change theories to explore known barriers to
successful remediation, such as insight, motivation, attitude, self-efficacy, and the working environment, in addition to addressing
known deficits regarding knowledge and skills. This novel approach is described in this article. An initial feasibility study has
demonstrated the acceptability and practical implementation of our model.

Keywords: remediation behavioral change, revalidation, competence, poor performance, insight, integrated behavioral model,
performance, knowledge translation, maintenance of certification, physician assessment/remediation, problem/dyscompetent
physicians, dissemination of innovations, theory of planned behavior, transtheoretical model
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Akey component in the provision of high quality and safe
care for patients is competent and safe clinicians working

effectively within teams. Where there are deficiencies in the
performance of an individual clinician, patients may be at the
risk. Therefore, it is essential that performance concerns are

diagnosed quickly and thoroughly and addressed appropri-
ately. Although the diagnosis of the nature and scope of
a clinician’s performance concerns through performance
assessments has been explored extensively in medical educa-
tion, in the context of remediation, there has been less focus on
diagnosing the reasons “why” an individual may be under-
performing in some areas, and these factors may have a signif-
icant impact on the potential effectiveness of remediation. Such
reasons are likely to differ between the undergraduate setting
and experienced practicing clinicians.

For practicing clinicians with identified performance
problems, various bodies may be involved in the development
of remediation action plans, such as their employer or con-
tracting organization, Royal Colleges, professional regu-
lators, or (in the United Kingdom) the National Clinical
Assessment Service (NCAS) within NHS Resolution.1 Given
the investment of resources associated with the development
and implementation of any remediation action plan, it is
essential that the approaches used and interventions involved
are evidence based and effective in achieving long-term posi-
tive change in terms of improved clinical practice and them
being fit for purpose (ie, sufficiently competent to perform
within their role/job).
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This article describes the development of a newmodel for the
development of remediation action plans for clinicians with
performance problems based on established theory, and the
rationale for this approach based on the evidence available.We
began by reviewing the medical education literature to explore
the existing approaches to remediation, reported effectiveness,
and underlying theories these were based upon. Then, we
considered the nature of performance problems of clinicians
accessing NCAS’ support in order to identify appropriate the-
ories on which to base our approach, with the aim of maxi-
mizing effectiveness in terms of achieving long-term, improved,
clinical performance in the workplace.

The clinicians accessing the services of NCAS are usually
practicing at a senior level (ie, consultants) and have a signifi-
cant amount of experience. NCAS cases also represent all
clinical specialties within primary and secondary care and
a wide range of workplace settings.

We focus specifically on the development of remediation
plans for individual clinicians with performance problems,
which have already been established through robust assessment
processes (Fig. 1).1 However, the further exploration of the
nature of the performance problems and possible causes (ie,
“diagnosis” of the problems) is a key feature of our proposed
model (Fig. 1). The results of an initial feasibility study con-
ducted to identify the acceptability of the model for developing
remediation plans to stakeholders and its practical imple-
mentation are also reported.

REMEDIATION: WHAT IS EFFECTIVE?

Despite a number of emerging publications over the past year, it
is notable that the literature on the effectiveness of remediation
in medical education remains limited. There is a lack of pub-
lished evidence to support the effectiveness of approaches to
remediation at all educational levels but especially for post-
qualification/practicing clinicians.2–5 We found just two litera-
ture reviews that focused specifically on remediation within
medical education,2,3 both of which highlight the small-scale or
relatively low-quality evidence of studies available and the
urgent need for more research in this area. A further systematic
review has been publishedmore recently, focusing upon the use
of workplace-based assessment in identifying and remediating
underperformance in medical trainees (graduate medical edu-
cation).5 This review also highlights the lack of studies focusing
on remediation.5

In addition to the lack of available evidence regarding the
effectiveness of interventions for remediation, only a few of the
approaches reported using relevant educational (or other) the-
ories.2 Only 8 of 31 studies reviewed by Cleland et al2 were
identified to have referred to educational theory, three of these
being linked, describing learning theory on cognition and
metacognition.6

Remediation interventions in the context of undergradu-
ate or early postgraduate medical education were almost all
based on instructional teaching strategies (didactic teach-
ing), targeting primarily knowledge and skills (or both),
frequently because of poor examination results.2,3 Conse-
quently, most remediation interventions were considered to
represent “more of the same” in terms of teaching/inter-
ventions, although the few studies describing a more holistic
approach to interventions such as the provision of learner

support appeared to be more likely to report a positive
effect.2

A number of models for remediation have been proposed,
presenting some common features.3,7,8 Hauer et al3 performed
a thematic review of the remediation literature (only a few
studies focused on practicing physicians): a four-step model for
remediation was proposed that included the following: (1) the
use of multiple assessment tools to identify deficiencies in per-
formance; (2) diagnosis of the deficiency and identification of an
individualized learning plan; (3) instruction/interventions with
the provision of opportunities for deliberate practice, feedback,
and reflection; and (4) focused reassessment.3 More recently,
Krzyzaniak et al7 have explored the perceptions of experienced
medical educators regarding methods of effective remediation
in graduate medical education in order to inform the develop-
ment of a holistic framework for developingplans for struggling
residents. This model also describes four stages: (1) identifica-
tion of the struggling resident (through objective and subjective
means); (2) clarification of the scope of the problem and rec-
ognition of secondary factors contributing to poor perfor-
mance; (3) intervention—comprising feedback, learning plan,
and confounders; and (4) reassessment. Although Boileau et al8

focused their model around the identification of poor perfor-
mance and planning of remediation, similarities are evident in
the approach they proposed that clinical teachers should adopt
to address learners difficulties: (1) detecting a problem based on
subjective impression, (2) gathering and documenting objective
data, (3) assessing data to make a diagnosis, and (4) planning
remediation.

A consistent message within the literature (and evident from
our own experience) is that in order to be effective, remediation
interventions should be targeted to the specific requirements of
the individual student or clinician, particularly in the context of
addressing poor performance of registered or licensed doctors
in practice.3,9–11 Yet, with regard to the “diagnosis” of the
performance problem, the message is less clear. Most studies
describe the diagnosis of poor performance primarily around
the identification of suboptimal practice through multiple
modes of assessment, in order to provide a clear picture of
“what” needs to be remediated. However, the need to consider
other factors associated with “why” the performance problem
might exist is beginning to emerge. Boileau et al8 recommended
that when making a pedagogical diagnosis of the performance
problem, “cognitive, attitudinal, and mental health issues”
should also be considered. In terms of attitudinal issues, their
literature review identified examples such as ignorance of pro-
fessional responsibilities, values, and beliefs, poor insight or
self-regulation, insufficient motivation, and conflicts in the
workplace. On the other hand, Krzyzaniak et al7 described the
need to recognize “secondary factors contributing to poor
performance” during the clarification stage, including situa-
tional, personal (health or social), or professional stressors. The
consideration of issues associated with “why” a performance
problem exists, in addition to the identification of “what” that
problem is begins to explores thewider context of the individual
clinician’s circumstances, recognizing that such issues may be
a potential barrier to successful remediation.

Potential Barriers to Successful Remediation
A number of potential barriers to effective remediation have
been described, which tend to be associated with the
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FIGURE 1. Steps in the development of remediation for clinicians. MSF, Multi-Source Feedback.
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characteristics of the individual clinician or the working
environment rather thanwith the design of remediation or the
content (ie, specific interventions used). These align closely
with the elements associated with successful outcomes iden-
tified in the literature on learning transfer.12–15 Clinician age
(ie, older clinicians) has been associated with poor outcomes
of remediation, with potential causes including cognitive
decline or health concerns or reduced motivation to engage
with the intervention.4,10,16 The workplace environment and/
or clinical context are also important considerations when
developing remediation interventions because the organiza-
tional structure, culture, team dynamics, and support mech-
anisms available may influence the success of remediation or
otherwise.4,17 A number of publications highlight the impor-
tant role of an individual’s motivation for, and engagement
with, the remediation intervention or program in determining
success.2,4,6,10,16 Although an association between extrinsic
motivation (via the mandatory participation in remediation
programs) has been described, it is evident that intrinsic
motivation is likely to have a key role in determining success.
In remediation programs for poorly performing clinicians
implemented by licensing authorities in Canada, mandatory
attendance and high stakes consequences were regarded as
amotivating factor,whichmay contribute to the success of the
program,10 although a smaller study involving clinicians with
significant deficiencies noted that while mandatory partici-
pation ensured compliance and attendance, it did not neces-
sarily ensure engagement, and those who did not improve or
performance deteriorated further were observed to be “more
passive” or “less active in participation.”16 It has also been
suggested that extrinsic and intrinsic motivation may be
linked:Winston et al6,18 noted that “at-risk”medical students
often failed to seek support via the voluntary remediation
programs on offer, but when [a degree] of attendance was
mandatory, this increased the likelihood students becoming
engaged with a supportive program that they recognized as
helping them. Had the program been voluntary, they may not
have attended and failed to engage, and a positive association
between the extent of sessions attended and success was
noted. It has also been established that insight into poor per-
formance (ie, the recognition of the need to change and self-
awareness) may also impact on motivation and engagement
with remediation programs.7,18 Poorly performing clinicians/
students may fail to recognize that they lack competence or
initially be “in denial,” resulting in low intrinsicmotivation to
attend remediation because of not seeing any benefits to doing
so.18 Similarly, a lack of self-efficacy or confidence can be
encountered by individuals who are performing poorly (sug-
gesting a degree of insight), which can also reduce intrinsic
motivation to engage with remediation through negative
feelings about ability, unless addressed quickly through
support.2,18

Although themore recentmodels for developing remediation
plans recommend the exploration of secondary factors that
might clarify the cause of the performance problem and certain
barriers to successful remediation as part of the initial diagno-
sis, this is currently described in terms of a general approach
implemented throughdiscussionwith themedical trainee rather
than any formal structured assessment.7,8 Furthermore, the
models proposed do not refer to established learning or
behavioral theories.

THE NATURE OF PERFORMANCE CONCERNS IN
PRACTICING CLINICIANS

In order for it to be effective, it is essential that any remediation
plan considers the personal and professional context of the
individual clinician. Perhaps, unsurprisingly, the nature of
performance problems reported differs between the under-
graduate and postgraduate setting.

Suboptimal performance of medical students is most often
associated with academic knowledge (identified after poor
examination or assessment results) and/or clinical skills (for
senior students).2,3 The performance concerns identified in
practicing doctors (including residents) tend to present as mul-
tifactorial issues involving aspects of knowledge, skills, attitudes,
and behaviors, and seldom present as a single problem or con-
cern.3,11,19ACanadian study reportingon remediationprograms
for physicians referred to theQuebecmedical licensing authority
over a10-year period (n=305)noted that a rangeofperformance
concerns were presented, including therapeutic knowledge
(37%), diagnostic knowledge (32%), record keeping (14%),
technical skills (10%), clinical judgement (5%), and communi-
cation skills (2%).6 InNewZealand, a smaller study involving24
doctors required to undergo remediation by theMedicalCouncil
of New Zealand indicated that all of the doctors involved had
more thanone issue of concernupon initial assessment, including
record keeping (65%), communication (52%), organizational
(48%), clinical knowledge (43%), clinical reasoning (43%), and
prescribing (39%).11

In the United Kingdom, clinicians assessed by NCAS usually
present with multifactorial performance concerns. An analysis
of the first 50 assessment cases conducted between April 2002
and December 2003 identified a range of problems under the
headings “clinical care,” “behavior” (including communica-
tion, leadership, management) “health,” “education/training/
CPD,” and “organizational issues,” with all but one case
involving three or more performance concerns. Although clin-
ical performance problems were evident in more than 80% of
the cases, communication and behavioral problems were also
noted in around half of the cases.18 A more recent analysis of
205 NCAS full-performance assessments between 2007 and
2014 further supported themultifaceted and complex nature of
identified problems (internal data).

MOVING BEYOND KNOWLEDGE AND SKILLS . . .
ADDRESSING BEHAVIORS

The differences reported above, between the knowledge/skills-
based deficiencies of medical students and the more complex
multifactorial issues arising in clinicians working in clinical
practice, further highlight the importance of context when
considering the competence and performance of clinicians. The
distinction between “competence” and “performance” has
been described, with “performance” being what the clinician
does in actual practice (ie, their behavior); this is a consequence
of multiple factors extending beyond the application of
knowledge and skills involving personal factors (such as atti-
tudes, motivations, and beliefs) and environmental factors in
the workplace (such as organizational policy, team dynamics,
and workload).15,20,21

A number of studies exploring the effectiveness of continuing
professional development (CPD) or continuing medical edu-
cation have indicated that despite regular attendance at such
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activities, changes in clinical practice (behavior) are rare.17,22,23

Analysis of the objectives of 110 accredited CPD activities
demonstrated that 96% of the 404 learning objectives targeted
the cognitive domain, mostly around knowledge and compre-
hension. Only 1.5% of the objectives targeted the affective
domain (ie, feelings, motivations, attitudes, and values that
guide behavior and decisions).23 Similarly, a study comparing
evidence-based practice of occupational therapists before and
after a multifaceted educational intervention showed that
although the participants’ knowledge increased significantly
after the intervention and was maintained, the behavior of the
clinicians changed very little.22 The authors suggested that in
order to improve clinical practice, and the consistent applica-
tion of knowledge and skills, educational interventions should
also target the noncognitive domains.17,22

It is clear how additional focus on noncognitive factors of
a clinician with performance problems is important when
determining an appropriate remediation plan. Noncognitive
factors with the potential to influence a change in a clinician’s
performance in practice include their personal values, attitudes,
motivations, personal agency, and salience of the activity,6,18,24

insight,4,7 and environmental/organizational factors.4,18 Fur-
thermore, studies into the professionalism of clinicians describe
their professional behaviors, and how these may be driven by
personal values, attitudes, and other noncognitive factors.25,26

There is further evidence to support the importance of con-
sidering clinicians’ behaviors from the knowledge translation
and health care improvement literature involving specific
interventions. In a study exploring the implementation of two
clinical decision rules in emergency medicine diagnostic imag-
ing in Canada, clinicians’ attitudeswere significantly associated
with the intention to perform the behavior in both settings,
although intention was only associated with actual behavior in
one setting, suggesting other factors may also have a role in the
successful implementation of such guidelines.27 Similarly,
a number of behavioral factors were able to predict evidence-
based practice with regard to providing diabetes care in the
United Kingdom, including attitude, intention, habit, and self-
efficacy.28 A review of the evidence of why clinicians do not
follow clinical guidelines identified a number of noncognitive
factors that presented a barrier to optimal performance,
including personal agreement with the guidelines, self efficacy,
poor motivation/habit, and a range of factors associated with
the workplace environment such as lack of time or resources.29

More recently, in a randomized clinical trial to identify whether
certain behavioral interventions had an impact on clinicians’
adherence to prescribing guidelines, it was discovered that the
use of accountable justification (a prompt for the clinician to
insert free-text justification for prescribing) and peer compari-
son (receipt of an e-mail comparing their prescribing rate with
“top performers”) resulted in lower rates of inappropriate
prescribing.30

In the context of clinicians with performance concerns
accessing support from NCAS in the United Kingdom, we
explored a number of cases involving common performance
concerns from the perspective of both cognitive and non-
cognitive domains. It became clear that various factors, per-
sonal or environmental, could contribute (individually or in
combination) to specific deficiencies in performance. For
example, clinicians identified as maintaining poor patient
records: they may not have the knowledge about what

constitutes a “detailed, contemporaneous clinical record” if
they have not seen or understood General Medical Council
(GMC) guidance or they may not perform adequately in this
area because of attitude/motivation such as apathy, habit, or
workplace environmental factors, such as workload or lack of
time.

A MODEL FOR AN ENHANCED APPROACH
TO REMEDIATION

A review of existing remediation programs for doctors in the
literature demonstrated that although most described the ben-
efits of developing a personalized action plan, almost none had
drawn upon established theory, and the design was generally
intuitive, based on identified deficiencies in performance and
focusing primarily on knowledge and skills.2,4 A notable
exception is the work by Winston et al,6 which draws on
a number of learning theories when developing a remediation
program formedical students.While this and a number of other
studies describe the importance of student/clinician personal
engagement with the program, their motivation to improve, or
the potential impact of environmental factors, these are not
explicitly explored and addressed in the development of the
remediation program on an individual basis.3,6,10,11,16,24

In order to maximize the likelihood that poorly performing
clinicians are able to remediate and return to safe and effective
clinical practice, we have developed an enhanced approach to
the development of individual remediation plans for NCAS,
which takes account of both cognitive and noncognitive factors
impacting upon performance. Although addressing deficiencies
in only knowledge and skillsmay support development in terms
of competence, without consideration of the noncognitive
issues in parallel, this may be unlikely to result in lasting change
within the workplace particularly if the primary reason for the
initial concern was associated with the personal motivation,
values, or attitudes of the clinician.

In order to achieve this, we have drawn upon established
behavioral change theories. Our approach for developing
remediation plans is primarily based upon the integrated
behavior model (IBM), with additional constructs added
around clinician “insight” and identification of the readiness
for behavior change (originating from the transtheoretical
model).31–33

The IBM (Fig. 2) incorporates constructs from the theory of
reasoned action and the theory of planned behavior, addressing
motivation for behavior change and intention to change (ie,
attitude, perceived norm, and personal agency), with four other
important components: knowledge and skills to perform the
behavior, environmental constraints that could create a barrier
to the individual performing the behavior, the salience of the
behavior to the individual, and the opportunity to practice and
make the new behavior habitual.32 In addition to the constructs
within IBM, we also added a further dimension known to be
potential barrier to remediation: the clinician’s insight into his
or her performance problems, and whether he or she agree that
behavioral change is indeed needed. If a clinician has no insight
into his or her deficiencies or disagrees with the outcomes of
assessment highlighting poor performance, this will inevitably
impact on his or her motivation and behavioral intention.
In order to address this more explicitly in our model, we added
this construct using the stages of change described in the
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transtheoretical model: Precontemplation, Contemplation,
Preparation, andAction as a framework (Table 1).31,33We also
acknowledge the role of personal and social external variables
underpinning the theory of reasoned action and theory of
planned behavior, which are particularly relevant in this con-
text, such as age, gender, race, ethnicity, religion, culture, and
intelligence, and the situational moderators encompassed
within overall environmental constraints.32,34

Although the NCAS assessment1 process involves a behav-
ioral assessment,whichmay explore someof these issues as part
of the initial diagnosis of the performance concerns, this further
exploration of the clinician’s perceptions, insight, and attitudes
toward behavioral change in the context of remediation are
proposed because these may change when they are presented
with the results from a fully independent assessment of their
abilities. For example, a clinician lacking insight prior to being
assessed may develop insight because of a comprehensive
assessment process involving independent peers, and in terms of
behavioral change, they may progress from “pre-

contemplation” prior to being assessed to “contemplation” or
“preparation” after the results are presented and reflected
upon.

Model for Developing Remediation Action Plans
The model we developed has three stages:

Stage 1: Developing the questions for semistructured dis-
cussions with individual clinicians and their employer.

Stage 2: Data collection
2a. Interview with the clinician
2b. Semistructured discussion with the employer

Stage 3: Triangulation and development of the remediation
program

Each stage is described below.
A distinctive feature of this model is that it incorporates

a theory-based list of key constructs to (1) support the “diag-
nosis” or“clarification” stages of remediating clinicians and (2)

TABLE 1.

Overarching Stages of Change Used to Inform the Development of NCAS Remediation Programs

Stage of Change

Precontemplation No immediate intention to change behavior. Individuals lacking insight are likely to be in this stage, and interventions to

develop insight and/or acceptance of performance problems should be targeted within the remediation plan.

Contemplation Individual’s intend to change behavior and are generally considering the pros and cons of doing so.

Preparation Individuals are ready to change behavior and take action soon and may have already taken some steps toward

change.

Action Individuals have already begun to change their behavior in some way and may be looking for additional support.

Source: adapted from Prochaska et al.33

FIGURE 2. Integrated behavior model32

250 JCEHP n Fall 2017 n Volume 37 n Number 4 www.jcehp.org

Copyright ª 2017 The Alliance for Continuing Education in the Health Professions, the Association for Hospital Medical Education,
and the Society for Academic Continuing Medical Education. Unauthorized reproduction of this article is prohibited.



TABLE 2.

Template to Facilitate Structured Discussions With the Clinician and Employer, Using Constructs to Inform the Development of
Remediation Plans

Construct

Example Questions: Performance
Problem = “Not Prescribing in Line

With Clinical Guidelines”

Data Collection

Quantitative Qualitative

1. Insight/stage of change Do you agree that prescribing in line with

clinical guidelines is something which

you need to improve? (explore reasons

why, and readiness for change)

N/A Record likely ’Stage of Change’ and

reasons (narrative)

2. Behavioral intention How likely do you think it is that you will

be able to consistently prescribe in line

with clinical guidelines in your future

practice?

Unlikely V Likely Detailed narrative

23 22 21 0 1 2 3

3. Attitude (affective) How do you feel about consistently

prescribing in line with clinical

guidelines in your future practice. . .
favourable or otherwise?

Unfavorable Favorable Detailed narrative

23 22 21 0 1 2 3

4. Attitude (instrumental) Do you feel that prescribing in line with

clinical guidelines is a positive or

negative attribute to have as

a practitioner?

Negative Positive Detailed narrative

23 22 21 0 1 2 3

5. Injunctive norm Thinking about your peers who you have

the most respect for, do you think they

approve or disapprove of prescribing in

line with clinical guidelines?

Disapprove Approve Detailed narrative

23 22 21 0 1 2 3

6. Descriptive norm Thinking about your respected peers, how

many of them do you think personally

prescribe in line with clinical guidelines

on a consistent basis?

None All Detailed narrative

23 22 21 0 1 2 3

7. Perceived control To what degree do you feel prescribing in

line with clinical guidelines is under

your control?

Not at all Completely Detailed narrative

23 22 21 0 1 2 3

8. Self-efficacy Do you feel like you have the personal

ability to consistently prescribe in line

with clinical guidelines?

Certain no Certain yes Detailed narrative

23 22 21 0 1 2 3

9. Knowledge and Skills Do you feel that you have the necessary

knowledge and skills to prescribe in

line with clinical guidelines?

Certain no Certain yes Detailed narrative

23 22 21 0 1 2 3

10. Salience How important is consistently prescribing

in line with clinical guidelines in future

to you personally? Explain why; how

much of a priority to you is being able

to prescribe within clinical guidelines in

your future practice?

Not important V important Detailed narrative

23 22 21 0 1 2 3

11. Environmental constraints Are there any barriers within your working

environment which might prevent you

from consistently prescribing in line

with clinical guidelines? eg,

knowledge? Access to guidelines?

Support?

N/A Detailed narrative from both clinician

and employer representative

12. Opportunities to practice (habit) In your current role (including any

restrictions on practice), how much

(how frequently) do you have

opportunity to prescribe for patients? At

the appropriate level? Independently?

N/A Detailed narrative from both clinician

and employer representative

V, very; N/A, Not Applicable.
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provide a stronger evidence base for the identification of
interventions most likely to lead to effective remediation of
clinicians with performance problems (Fig. 2).

Using the theories described above, we developed a list
comprising 12 constructs (Table 2) to support and guide
exploratory discussions with the clinician. In addition,
constructs 11 and 12 provide guidance for discussions with the
clinician’s employer. The purpose of the discussions with the
clinician is to elicit information regarding the clinician’s per-
sonal attitudes, motivations, and insight and environmental
constraints, which may be a potential barrier to effective
remediation and long-term improved performance. The pur-
pose of the discussion with the employer is to identify potential
barriers associated with the workplace environment. Each
construct is measured directly (indirect measures are not
included) for the key performance problem domains identified
by the evidence collected and triangulated during the NCAS
assessment process (a comprehensive workplace-based assess-
ment comprising multiple performance assessment tools,
including observations, review of clinical records, case-based
questioning, and peer and patient feedback across the full scope
of clinical practice addressing knowledge, skills, and attitudes).
The priority within the discussion process is to record rich
qualitative data, which can be used to inform the identification
of appropriate interventions to support remediation. Con-
structs 2 to 10 also include a quantitative measure using
a bipolar scale, to add a degree of perspective to the narrative,
and support our longitudinal evaluation of the approach.
Through revisiting these discussions and constructs at mile-
stones within the remediation plan, any changes in these non-
cognitive factors can be measured.

On completion and transcription of the semistructured dis-
cussions with the clinician and employer, this information is
triangulated with other “diagnostic” evidence available from
the NCAS assessment. When developing the remediation plan
for the clinician, the aim is to address potential barriers to
remediation identified through the semistructured discussions
and deficiencies in knowledge and skills, through appropriate
interventions and support mechanisms, such as coaching,
mentoring, and feedback. For example, a clinician identified as
not routinely following clinical guidelines in practice, describ-
ing negative feelings for construct 2 (behavioral intention) and
construct 6 (descriptive norm), perhaps indicating that they
believe their peers do not consistently follow clinical guidelines
either, the remediation plan might reasonably include peer
discussions and audit data around this issue to address these
feelings, before other interventions targeting knowledge or
skills. Similarly, where environmental constraints are identified
as a potential barrier to change (eg, poor access to latest clinical
guidelines), this can be addressed in the remediation plan.

The steps within our approach are described below.

Stage 1: Developing the Questions for Semistructured
Discussions With Individual Clinicians and
Their Employer
The 12 constructs are used to develop questions for use in
semistructured discussions with the clinician and his or her
employer. A template including sample questions and text for
each of the 12 constructswas developed to facilitate this process
(Table 2). Using the constructs to develop questions rather than
using a predetermined list of questions helps to ensure that the

questions reflect the specific performance problems of each
individual clinician. Accordingly, the questions for each con-
struct are developed following a review of the evidence of what
the performance problem obtained from the comprehensive
assessment of their clinical practice. In practice, this involves
performing a thematic analysis of the NCAS assessment report
findings, to identify overarching “domains” upon which the
discussion questions could be focused (eg, “engaging with
clinical team members,” which may incorporate communica-
tion, teamwork, and leadership deficiencies or “assessing
complex patient conditions including comorbidity,” which
may include deficiencies in procedural elements such as history
taking, as well as knowledge and clinical decision making).
Once the domains have been identified, they are used to develop
specific questions for each of the constructs in the template. An
effort is made to select no more than four domains to keep the
length of the discussions with clinicians manageable.

Stage 2a: Semistructured Discussion With the Clinician
The aim of the semistructured discussion is to explore each of
the constructs in as much depth as possible for each domain of
poor performance. Obtaining a detailed narrative is prioritized
over getting a quantitative rating for each construct. Dis-
cussions beginwith adescriptionof the process and explanation
that the discussion is intended to identify potential barriers to
successful remediation in order that these can be addressed if
possible as part of the plan. All clinicians are informed that the
information gathered is confidential and will be used only to
inform the development of their remediation plan. Consent is
then sought to proceed with the discussion on this basis.

Discussions are expected to take 15 to 60minutes depending
on the number and complexity of the domains covered. Due to
the geographic dispersion of clinicians in the United Kingdom,
discussions are usually held via telephone. However, video-
conferencing or face-to-face discussions may be recommended
for more complex cases involving multifaceted performance
concerns.

Stage 2b: Semistructured Discussion With the Employer
Discussions with a representative for the employer/contracting
organization focus on exploring potential barriers to remedia-
tion of the clinician thatmight be associatedwith theworkplace
environment, that is, construct 11 (potential environmental
constraints) and construct 12 (opportunities to practice).When
potential issues in these areas are identified by the clinician (eg,
reduced opportunity to see rare or complex cases), possible
solutions can be explored. Employer discussions are usually
relatively short, lasting around 10 to 15 minutes.

Stage 3: Triangulation and Development of the
Remediation Program
Once the discussions have been transcribed, a member of the
NCAS Assessment and Intervention team considers any per-
sonal, environmental, attitudinal, and behavioral issues that
may impact the potential for successful remediation (positive or
negative), alongside evidence gathered through assessment on
the nature and scope of the performance problems. Potential
barriers to successful long-term remediation emerging from the
clinician and employer discussions (eg, lack of insight, negative
behavioral intention or feelings of low self-efficacy) are targeted
through support/interventions at the beginning of the
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remediation action plan, before addressing the cognitive ele-
ments associated with the diagnosis of the problem (ie,
knowledge and skills). Such interventions may include targeted
coaching, mentoring, or other types of support identified to
address the relevant issues (eg, improve insight,motivation, and
likely engagement with the action plan). The rationale for this
approach is that if a clinician identifies as not being ready to
change his or her performance, demonstrates a lack of insight or
expresses feelings of low self-efficacy, simply sending himor her
to a CPD course or initiating skills training in the area may
improve competence but not his or her performance
(ie, sustained behavior in the workplace) in the longer term.
Information fromother constructs can shed light on the reasons
for the lack of insight, such as negative feelings associated with
instrumental attitude or about descriptive norm (Table 2). In
such cases, the intervention can be tailored to address this
barrier using approaches, such as peer discussions, audit or
reference data, and personal coaching, to further develop
insight.

TESTING THE FEASIBILITY OF THE INTEGRATED
BEHAVIOR MODEL ON REMEDIATION (IBMR) FOR
THE DEVELOPMENT OF ACTION PLANS

A feasibility study was conducted to test the acceptability of the
IBMR with stakeholders and its practical implementation
within the context of supporting clinicians accessing support
from NCAS. In line with the focus for feasibility studies
described by Bowen et al,35 the purpose was to explore satis-
faction of the new approach (including the semistructured dis-
cussion with the clinician and employer) and perceived
appropriateness, as well as the resources involved in successful
implementation and time frames for the development of reme-
diation plans.

The new approach was tested with clinicians accessing
NCAS remediation support between January andMarch 2016
(n = 6). Three of the clinicians required comprehensive reme-
diation programs following the identification of multifaceted
performance problems by an NCAS full-performance assess-
ment, whereas the other three clinicians needed generic action
plans following a prolonged period of absence from clinical
practice (whichmayormaynot be associatedwith performance
concerns). Clinicians were from a range of primary and sec-
ondary care settings.

Stakeholder feedback regarding the acceptability and
implementation of the approach was gathered in semi-
structured interviews with participants (clinicians and
employer/contractor representatives involved in the semi-
structured telephone discussions). Feedback was obtained
regarding the acceptability of the semistructured discussion,
perceived appropriateness, perceived helpfulness to the
process of developing their remediation plan, and the time
taken to perform the discussion. Feedback regarding the
practical implementation of the model was also obtained
from team members conducting the semistructured
discussions.

In all cases, the clinicians and employers agreed to the sem-
istructured discussions and tended to be open in their responses.
In each case, the discussions elicited issues for consideration
relevant to the content of the remediation plan,whichmight not
have otherwise been known and which was useful in deter-

mining interventions for support, in addition to the extent of
support required in some cases. In terms of implementation, it
was determined that the time frame for developing the reme-
diation plan was inevitably associated with the responsiveness
and availability of the clinician and employer to hold semi-
structured discussions with NCAS.

CONCLUSION

In this article, we describe a new model (IBMR) to support the
development of remediation action plans for clinicians with
identified performance problems, which further supports the
diagnosis of the problem (in terms of “why” the problem exists)
and informs the identification of effective interventions that
have the potential to support the clinician into long-term
improved practice.

To our knowledge, IBMR is the first model that uses con-
structs derived from established behavioral change theories,
incorporating both cognitive and noncognitive factors associ-
ated with the remediation of performance problems. Further-
more, in the context of remediating clinical performance
problems of experienced clinicians, this new approach intro-
duces the concept that the identification of potential non-
cognitive barriers to successful remediation with the view to
addressing them if possible through targeted support or inter-
ventions may increase the effectiveness of remediation of cog-
nitive elements (ie, knowledge and skills) in terms of long-term
performance in the workplace.

The next stage of this work is to perform a longitudinal
evaluation of the model to determine the effectiveness of the
method and impact upon the remediation of clinicians.
Through systematic follow-up and evaluation of construct
data, we will attempt to identify the constructs most likely to
predict successful—or unsuccessful—remediation.

Lessons for Practice

n Performance concerns identified in practicing clinicians are
usually complex and multifactorial, involving behaviors in
addition to knowledge, skills, and attitudes.

n Barriers to remediation include the clinician’s insight, moti-
vation, and attitude toward the behavior, in addition to con-
textual factors and the workplace environment: these factors
should be considered—in addition to deficiencies in knowl-
edge and skills—when fully diagnosing the performance
problems and developing remediation plans.

n Exploration of potential barriers to remediation (behavioral
and within the workplace environment) with the clinician and
employer canelicit valuable information,which canbeused to
identify appropriate interventions and strategies to support
the remediation plan.
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