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About this Overview Report
This Overview reports on a multi-stage project commissioned by the College of
Physiotherapists of Ontario (CPO), the regulatory authority responsible to set the
standards for physiotherapists in Ontario. This project first looked at the available
evidence about the risks to competence and to health practitioners such as
physiotherapists. The full report on this literature review of the evidence is found in the
scoping review report, called Risks and Supports to the Competence of Health
Professions with a Focus on Physical Therapists.1
Next this project looked at seven different CPO data sets, using the structure of the
risks and supports to competence identified in the scoping review, to investigate the
relationships among these various data sets. The data sets included demographic data,
data provided about the national entry to practice examination, called the
Physiotherapy Competency Examination (PCE), and a variety of data sets related to
practice (e.g. Quality Assurance Practice Assessments; practice concerns that lead to
investigations; or non-compliance , such as non-completion of the mandatory online
jurisprudence assessment). The comprehensive technical report, called What Ontario2
Physiotherapist Data Says about Risks to Competence,3 reports on many noted
associations and connections between the risks to PT competence.
This Overview Report connects the key lessons arising from patterns that emerged in
the scoping review (Understanding the Risks and Supports to the Competence of
Health Professions with a Focus on Physiotherapists) with the observations that were
found in the data provided about CPO registrants in several sets of data about
physiotherapists in Ontario (What Ontario Physiotherapist Data Says about Risks to
Competence).
Key definitions that guided each of these papers and this summary are found in
Appendix 1: Key Terms. Additionally, brief information about the methodology is
found in Appendix 2: Summary of Methodology, with more details found in each
paper.

1
2

3

Glover Takahashi, Nayer, Hynes, St. Amant. August 2016. Understanding the Risks and Supports to the Competence of Health Professions
with a Focus on Physiotherapists. Toronto, ON
In all the analysis and discussion, the Canadian graduates are those who were educated in Canada and either now, or in the past, worked in
Ontario. Only data from physiotherapists who have been registered with the College of Physiotherapists of Ontario are included in this
analysis.
Nayer, M., Glover Takahashi, S. (2016). What Ontario Physiotherapist Data Says about Risks to Competence. Toronto, ON
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About the use of epidemiology as a model
•

•

•

Understanding the Risks and Supports to the Competence of Health Professions with a
Focus on Physiotherapists uses epidemiology as a model to identify patterns among
the features of, and factors impacting, competence (i.e. risks to competence, supports
to competence, competence life-cycle, and CanMEDS Roles4).
Risks to competence should not be interpreted as indicators, or predictors, for any one
individual; rather, a risk to competence is a potential vulnerability that individuals and
organizations need to be aware of, and that needs to be reasonably managed,
mitigated, and moderated.
It is equally important to not view supports to competence as guarantees to ensure
competence, but as factors that develop, maintain, or reinforce an individual’s
knowledge, skills, or abilities which an individual and/or organization can monitor and
act on.

About the Risks and Supports to the Competence of
Health Professions with a Focus on Physiotherapists
•

•
•
•

•

The epidemiology-based analytical model offers a helpful organizing framework for
exploring and explaining the competence of health professions. Almost 1000 articles
from a 40-year period (i.e. 1975–2014) were reviewed as part of the largest known
scoping review of competence of physicians, pharmacists, physiotherapists, and
occupational therapists.
Articles about physicians were dominant in the 943 articles (Figure 1).
The majority of articles were written in the last decade.
The proportion of articles on the Medical Expert Role far surpassed that of all other
intrinsic CanMEDS Roles, regardless of whether the articles reported on risks and/or
supports to competence. This proportion has remained relatively steady over the past
35 years. While Scholar is a more frequent topic in PT literature than in other
professions, the distribution of PT articles by CanMEDS Role does not appear to vary in
a way that would materially impact interpretation.
Results indicated that risks to competence are less studied than supports to
competence. Physicians are more likely to study risks to competence, while the other
three professions are more likely to study supports. The PT articles include a higher

4

Note: The CanMEDS framework was used for the Understanding the Risks and Supports to the Competence of Health Professions with a
Focus on Physical Therapists, while the Essential Competency Profile for Physiotherapists in Canada, 2009, which is modeled on the
CanMEDS framework, was used for the document What Physiotherapist Data Says about Risks to Competence.
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proportion of supports to competence (81.4%) than in the full complement of articles
(60.7%).
• Additionally, the PT articles include a lower proportion of risks to competence
(18.6%) than in the full complement of articles (39.3%).
The distribution of articles by risk and support for ALL articles and the 35 PT articles are
found in Table 1. (The full list of the 35 PT articles is presented in
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•

Appendix 3: Physiotherapy References.)

Figure 1: Distribution of articles by profession

3.0%
(n = 28)

0.8%
(n = 8)

2.1%
(n = 20)
0.4%
(n = 4)

• While the proportion of risks and supports to competence between the full
complement of articles and PT articles are not the same, it was assumed that from a
theoretical perspective it was reasonable to consider that the variations may be more
reasonably attributed to differences in interests among researchers and publishers than
on real differences in the risks to competence or supports to competence.

Interesting Findings about Risks to Competence
• The most frequently discussed risks to competence in ALL articles were:
1. Experiencing transitions (including change in status, change in focus of
practice, and new graduate).
2. Being an international graduate.
3. Lack of experience or competence.
4. Age.
• Articles about resident physicians focussed most often on transitions, international
medical graduates, wellness, and lack of clinical exposure/experience as risks to
competence.
• Some risks varied over the health professional’s life-cycle, with transitions and personal
health and wellness being more common early on (i.e. during field training and even
more so during residency); and age, gender, no certification, practice features,
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previous discipline, area of specialty, lack of clinical exposure/experience, and
resources being more common risks later on in practice.
• Being an international medical graduate was consistently found as a risk across the
entire professional life-cycle, regardless of the geographic origin of the article.
Table 1 Frequency of risks and of supports to competence
Risk/Support Category

SUPPORTS

RISKS TO COMPETENCE

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Transitions (Includes: change in status, change in
focus of practice, new graduate, and transitions)
International graduate
Lack of clinical exposure/experience
Age
Gender
Practice features (Includes: location of practice,
professional isolation, and size of practice)
No certification
Personal wellness
Resources, including people, money, and time
Adequacy of practice or education
Area of specialty
Other risks to competence
Previous disciplinary action
Continuing education participation
Educational information/program features
Personal support and feedback (Includes: mentorship
and peer performance)
Clinical exposure/experience
Quality assurance participation
Support through structure or organization
Professional organization participation/systems
Technology
Other supports to competence
Reflection and self-assessment
Assessment and feedback through tools
Performance review

PT only
N = 35 (%)

All 4 Health Prof’ls
N = 943 (%)

67

(7.1%)

2

(5.7%)

48
30
66
58
9

(5.1%)
(3.2%)
(7.0%)
(6.2%)
(1.0%)

2
1
1
1
1

(5.7%)
(2.9%)
(2.9%)
(2.9%)
(2.9%)

55
74
53
72
22
53
2
307
282
127

(5.8%)
(7.8%)
(5.6%)
(7.6%)
(2.3%)
(5.6%)
(0.2%)
(32.6%)
(30.0%)
(13.5%)

1
1
1
0
0
0
0
17
12
7

(2.9%)
(2.9%)
(2.9%)

96
43
33
22
77
44
41
24
36

(10.2%)
(4.6%)
(3.5%)
(2.3%)
(8.2%)
(4.7%)
(4.3%)
(2.5%)
(3.8%)

3
3
2
1
1
1
1
0
0

(48.6%)
(34.3%)
(20.0%)
(8.6%)
(8.6%)
(5.7%)
(2.9%)
(2.9%)
(2.9%)
(2.9%)

Interesting Findings about Supports to Competence
• The most frequently discussed supports to competence in ALL articles were:
1.
Participation in continuing education.
2.
Educational information/program features.
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•
•

•

•

•
•

3.
Personal support and feedback (including mentorship and peer
performance).
The PT articles most frequently included the support categories of “continuing
education participation” and “educational information/program feature.”
Supports to competence in ALL articles varied by location of article (i.e. countries). This
is a notable finding and may point to either cultural or sociological differences, or to
differing interests of authors and publishers.
Some supports varied over the health professional’s life-cycle, with educational
information/program features, clinical exposure/experience, reflection and selfassessment, and technology being relatively more common early on (i.e. during field
training and residency), whereas continuing education participation, personal support
and feedback, professional organization, and quality assurance participation were more
common supports in practice.
Assessment and feedback, performance review, and support through structure or
organization were consistently found as supports across the entire professional lifecycle.
The finding that the Communicator Role was most often discussed in relation to
supports and not risks to competence is interesting.
The qualitative analysis of the 35 PT papers illustrated some key themes, all of which
are related to supports to competence. They are found in Table 2.

Table 2 Nine messages from thematic analysis in the 35 PT papers
#
Summary
Longitudinal educational opportunities have enhanced effects for PT learners and their patients 1
1.
• Positive treatment effects e.g. improved use of evidence in low back pain treatments
• Positive patient effects e.g. fewer disabilities in patients with neck pain, fewer treatment/patient
visits 1-9
• Improved clinical reasoning over time 10
• Development of research skills and research outcomes 9,11
• Personal and professional growth, including goal setting, skills training, behaviour change
professionalism, leadership 12
• Topical areas developed: research skills, management of older/elderly patients 7, palliative care 13,
interprofessional practice skills,13manipulation, variety of clinical skills
• Typical short course (i.e. 2 day, CE) did not improve outcomes of neck pain patients treated by
PTs 2
• Longitudinal included longer educational programs 13 (e.g. Master’s degree, series of educational
offerings, mentorship/coaching/follow-up support, service learning 14 and experiential learning in
clinical setting. 5,15
Important effects and outcomes of clinical professional development (CPD) for PT learners and their
2.
patients
• Enhanced confidence in new content and/or new skills 6,12,15,16
• Adoption of new/recommended practice behaviours Reeves 6,12,15,16
• Improved patient centredness and patient management 6,12,15,16
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#

3.

4.

5.

Summary

• Enhanced professional/leadership skills: readiness for leadership 5,17,18 clinical ingenuity 5, critical
thinking 5, and reflection, development of expertise
• Improved knowledge/skills/competencies related to the educational area(s): evidence-based skills
Fruth, 2010, cultural competence, interprofessional practice in palliative care Dando, 2012, use of
assistive devices, stroke assessment 11, knowledge/attitudes towards validated instruments,
evaluation of older driver fitness
A wide variety of CPD formats “work” to support PTs’ learning and patient outcomes6,7 ,8,19-21
• Seems to not matter what format is used, effects on learning and performance have been
demonstrated 6,7 ,21
• Effectiveness has been shown to improve with: written material, short courses, service learning,
coaching/mentoring, longer educational experiences, service work/learning 14
• Learning improved via discussion, role-playing, feedback, reminders (mail out)
• PTs prefer formal courses despite higher prices and even though the evidence doesn't suggest
it is a more effective way to learn or improve practice
“Successful” instructors deliver educational content in a manner that supports learning,
positive learning climate, and learner/teacher relationship22,23
• Essential features of successful instructors/teachers: 22,23
1. professional development skills,
2. learning and teaching skills including effective feedback skills, reflection building
3. relationship building skills including respectful and professional towards learner
4. Best teachers had 2 or 3 of above features 22,23
5. Best teachers used evidence-based approach to clinical teaching 22,23
• Understanding of practice context(s) was important to learners and to teachers’ impact
• High tutor/teacher skill/expertise had a positive impact on learning and learner behavioural
change
What impacted learners and learning 11,20,24-27
• Local convenience appreciated by learners and supported participation in continuing education
24

•
•
•

6.

Caseload/workload can be a barrier to participation in continuing education
Implementation of musculoskeletal guidelines difficult in busy, active clinical settings 20
Local colleague support valued and had positive impact on learning and sustained improvement
(e.g. mentorship, journal clubs) 27
• Support for continuing education appreciated by learners (e.g. financial aid or time off from
employers)
• Feedback on assessment resulted in significant and sustained improvements 11
• Guidance in situ led to better improvements in skill than written reports on performance 25,26
Content gaps and skills needs were identified 7,26-28
• Continuing professional development needs of community physiotherapists not being met
• Physiotherapists overestimate their use of outcome measures 22
• Topic areas identified for more development: physical therapy of older patients, burn
rehabilitation, manipulation skills
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#

7.

Summary

Practice not always aligned with values or guidelines 15,20,22,29,30
• Evidence-based practice viewed as important and, despite most PTs having confidence in search
skills (e.g. 2/3), the PTs initiated a search 2 or fewer times in 12-month period.
• Physiotherapists overestimate their use of outcome measures 22
• Inconsistency between understanding of and application of clinical practice guidelines 30
• Tensions between profession-specific development of skills and teamwork development of skills
15

8.

Experience matters 20,31
• Diagnostic ability increases with experience 31
• Clinical memory skills were best with intermediate level PTs, next best were the experts, followed
by novices. Memory skills were lowest with those who had no experience 31
• Better LBP outcomes if treated by a PT with a large percentage of LBP patients in their caseload
20

9.

Predictors of better patient outcomes Cleland, 2009, 10,13,20
• Longitudinal educational interventions 13
• Typical short course (i.e. 2 day, CE) did not improve outcomes of neck pain patients treated by
PTs 2
• Being treated by female physiotherapist in low back pain (LBP) study 20
• Being treated by a PT with a large percentage of LBP patients in their caseload 20
• Improved clinical reasoning over time 10

Considerations in interpreting risks and supports to competence
• Risks to competence found in the literature are associations and should not be viewed
as causal or predictors of dyscompetence.5
• Supports to competence found in the literature are associations and should not be
viewed as guarantees of continued competence.
Limitations to Risks and Supports to the Competence of Health Professions with a
Focus on Physiotherapists
• Variations in interest (i.e. supports or risks to competence) is likely associated with what
is of interest to authors and publishers, rather than being attributable to fundamental
differences in competence among professions. For example, the relatively low
frequency of articles about the risk of communication abilities does not reflect the
incidence of communication problems in patient complaints about health professions.
• Due to the low number of articles for occupational therapists, pharmacists, and
physiotherapists, they were collapsed into a single group for analysis. While this made

5

Dyscompetent means less than fully competent and may reflect a temporary situation (e.g. dyscompetence due to severe fatigue or anxiety)
or a new status due to decline of knowledge, skills or abilities. This term is more accurate than incompetent.”
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it possible to compare them to physicians through cross-tabular and regression
analyzes it may hide profession-specific differences.
• More work would need to be done to understand more fully the risks and supports for
occupational therapists, pharmacists, and physiotherapists.

Interesting findings in What Physiotherapist Data Says about
Risks to Competence
In the seven data sets about registered physiotherapists, practice information about
11,340 Ontario physiotherapists was looked at. The data sets were explored
independently, and in combination, with a subsequent focus on those risks to competence
from the scoping review. Below are some particularly interesting observations about the
physiotherapists’ practice, sequenced by the number of physiotherapists in the group.
• Practice profile of physiotherapists: Over 90% of current 8,553 registrants provide
patient care, with 61% of them working full time. The average age of current registrants
is 43.73 years with a standard deviation of 11 years. Three-quarters of current
registrants were educated in Canada. Registration patterns have changed such that 10
years ago 82% of the registrants were Canadian trained, while over the past 10 years
this has dropped to only 66%, the balance being made up of Internationally Educated
Physiotherapists from around the world. India, the USA, and the Philippines are the top
three source countries over the past 10 years.
• Performing a Controlled Act: Over 60% of physiotherapists report performing at least
one controlled act. Those who report performing a controlled act are more likely to
have received higher scores on the Physiotherapy Competency Examination (PCE) and
are more likely to be the subject of an investigation where action was taken than those
who are not rostered.
• Internationally Educated Physiotherapists (IEPTs) have, on average, lower
Physiotherapy Competency Examination (PCE) exam scores, on both exams, than
Canadian graduates, and take the exams more times, on average, before passing. As
candidates who are older when they take the PCE tend to have lower exam scores than
candidates who are younger when they take the PCE, and IEPTs tend to be older than
Canadian exam takers, it is possible that age and location of graduation may be
confounded in these results. Additionally, there were country differences in IEPT rates
of passing the exams that may be attributable to the education system within the home
country; some countries may not have as a goal of education that practitioners work
autonomously and/or in primary care, as is the practice in the Canadian health context.
IEPTs tend to have poorer results on the CPO Quality Assurance Practice Assessment
and are more likely to require further action following the assessment.
• Number of sites worked at over PT’s career was related to other factors. IEPTs work
at more worksites over their career than Canadian graduates and men work at more
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worksites than women. Those who work at a higher number of worksites over their
career are more likely to have had lower PCE written and clinical component scores,
more likely to be the subject of an investigation where action was taken, and more
likely to have received more than one Notice of Intent to Suspend. Those who have a
lower number of worksites tend to have better ratings on the Quality Assurance
Practice Assessment.
• Jurisprudence Requirements and Notice of Intent to Suspend: Those individuals
who had at least one incident of non-compliance with jurisprudence were significantly
more likely to also have received at least one Notice of Intent to Suspend, and vice
versa. Men are significantly more likely to have at least one incidence of noncompliance with jurisprudence than women.
• Quality Assurance Practice Assessment: Those who received lower PCE scores, or
who failed the first time they took the exams, were more likely to receive lower ratings
on the Quality Assurance Practice Assessment and more likely to require further action.
Those in higher age brackets at the time they underwent the Practice Assessment were
more likely to receive ratings of Needs Minor or Major Improvements on their Practice
Assessment.
• Practice Concerns / Complaints/ Investigations: Overall, men were significantly more
likely to be the subject of an investigation where action was taken than women;
however, male IEPTs were more likely to be the subject of an investigation than female
IEPTs, while the reverse was true for Canadian graduates. As a group, IEPTs were more
likely to be the subject of an investigation where action was taken than Canadian
graduates. The highest volume of investigations occurred during the period from 30 to
49 years of age. Those who have had an investigation have worked at a higher number
of worksites over their career. A high proportion of the investigations involved
individuals who were educated in countries without practice that allows the
physiotherapists to work autonomously and/or in primary care, as is the practice in the
Canadian health context, as compared to their proportion in the registrant database
Individuals who have been involved in an investigation are significantly more likely to
have lower first-time PCE exam scores on both exams and to have a history of a past
failure of one of the exams on the first attempt..
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Connecting Theory & Practice: Exploring the Risks & Supports
to the Competence of Physiotherapists
Below we connect the theory of the risks to competence found in the scoping review with
real-time physiotherapy practice data. The connections below are sequenced by which
risk to competence from the scoping review we frequently found in the physiotherapists’
practice.

• ý Being Internationally Educated was the risk to competence factor in the scoping

•

•

review that was the most frequent risk to PT competence, as the Internationally
Educated Physiotherapists (IEPT) were noted:
o To have average PCE written and clinical component scores that are lower
o To, on average, take each PCE component more times to pass
o To be more likely to be the subject of an investigation where action was
taken
o To have more concerns noted on their Practice Assessment
o To be more likely to require further action after their Practice Assessment
There were also some positive trends for IEPTs, where
o IEPTs were less likely to receive a Notice of Intent to Suspend
o IEPTs were equally non-compliant with Jurisprudence

ý Gender was a risk in the scoping review that was very often noted as a risk to PT
competence. Specifically being a male PT was a very frequent risk to competence
as noted:
o Overall, men are more likely to be the subject of an investigation; it is
notable that the male IEPTs are significantly more likely to be the subject of
an investigation than female IEPTs.
o There is a trend that men are less likely to achieve a top rating on their
Practice Assessment and more likely to require further action; however, this
did not reach statistical significance.
o Men achieve lower scores on both the PCE written and clinical components
and take the exams more times prior to passing.
o Men are more likely to be non-compliant with jurisprudence requirements.
o There was also one associated risk to competence of female PT noted in the
practice data, where
§ Female graduates of Canadian programs were more likely to have an
investigation than male graduates of Canadian programs.

ý Age was a repeated risk to competence in the scoping review, which was also found
to be a risk to the competence of physiotherapists, given
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o a noted increase in investigations, where action was taken, with increasing
age
o poorer outcomes in the Practice Assessment with increasing age
o lower performance in the Physiotherapy Competency Examination (PCE), on
both written and clinical components with increasing age.

ý Performing a controlled act is a regulatory process where a PT is recognized for
specialized practice skills, such as manipulation, acupuncture/needling, suctioning, and
administering a substance by inhalation. Performing a controlled act was considered a
proxy for area of specialty, which was identified as a risk to practice in the scoping
review. In PT practice, those who report performing a controlled act are more likely to
be the subject of an investigation. It was also noted that physiotherapists who pass the
written and clinical components the first time are significantly more likely to report
performing a controlled act.

ý Transitions were a common risk to competence in the scoping review. This also
showed up in the PT practice, as those who work at a higher number of work sites over
their career (i.e. have multiple transitions) are more likely to be the subject of an
investigation, to have worse ratings on the Practice Assessment, and more likely to
have taken the PCE more than once. In the case of these PTs, given that they were
more likely to fail the PCE and also had lower results on the Practice Assessment, it is
not clear if there are causal links between or associations between exam performance,
Practice Assessment performance, and numbers of transitions due to number of
worksites.

Interconnectedness of Risk Factors
The clustering of various risk factors examined in this study and many of these
relationships were noted to be statistically significant factors for PT competence.
o Of particular note is that being an IEPT, being male, and having an increased
number of worksites over one’s career are correlated to most other risks to
competence (e.g. number of PCE written and clinical components taken,
investigations where action was taken, and QA Overall Rating).
o The number of written and clinical components taken before passing the PCE
are also correlated with most of the other variables (i.e. Jurisprudence total,
investigations where action was taken, QA Overall Rating, IEPT, gender, number
of worksites).
o Those who are the subject of an investigation where action was taken are also
more likely to have taken the written component more times, to have been non13 | P a g e
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compliant with jurisprudence, and also received at least one Notice Intent to
Suspend.

What’s missing? Differences between theory and practice
•

•

•

•

•

•

•

•

•
•

•

For a few topics from the scoping review, there were different results for PTs,
while some topics didn't show up when connecting the scoping review and the
analysis of the CPO data sets.
Transitions: There was no evidence that being a new graduate was a risk to PT
competence. There was no available demographic or other data to indicate if
change in focus of practice was a risk to PT competence.
Lack of clinical exposure/experience: There was no available demographic or
other data to indicate if lack of clinical exposure/experiences was a risk to PT
competence.
Practice features (Includes: location of practice, professional isolation, and size
of practice): The demographic data about practice features such as location of
practice was not looked at to see if it was a risk to practice. There was no
available demographic or other data to indicate if lack professional isolation or
size of practice were a risk to PT competence.
No certification: There was no available demographic or other data to indicate if
lack of certification (e.g. specific courses related controlled acts) was a risk to PT
competence.
Personal Health and Wellness: Wellness information was not available. This is
quite different from physicians, especially resident physicians, where this has
been systematically explored and documented as an associating factor
Resources: Resources, including people, money, and time, were not available in
the demographic data or otherwise to indicate if lack of resources was a risk to
PT competence.
Adequacy of practice or education: This type of information was not available in
the demographic or other data, so that it is not possible to understand if lack of
resources was a risk to PT competence.
Area of specialty: Area of specialty was not examined during this analysis.
Previous disciplinary action: While the number were quite small, there was a
trend that an individual who had been subject of an investigation where action
was taken once was more likely to be the subject of an investigation where
action was taken a second time. This is consistent with the literature that those
named in complaints or regulatory actions have an increased risk of future
similar issues.

None of the support topics from the scoping review were able to be explored using
the CPO data sets.
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Discussion
The key point to note is that findings from this study are consistent with what is reported
in the literature, much of which is based on physician studies.

Age is a significant factor in relation to competence.
There is a strong negative correlation of age with PCE exam scores, indicating that older
candidates achieve lower scores, as well as lower pass rates, on the PCE. This type of
pattern of older practitioners achieving lower scores on various types of tests is well
demonstrated in the literature 32-48,49 ,50,51. And others have demonstrated that age and
clinical performance are negatively correlated 50,52.
There was also a relationship between the PT Practice Assessment results and age, with
older physiotherapists more likely to receive a lower rating on the assessment. Other
studies have also shown that physician practice assessments have identified competence
concerns with older practitioners 49,53-58.

Being male is a risk to competence in a number of areas.
Men have lower scores and pass rates on the PCE. Similar findings regarding exam results
have been shown in the literature in both written component, where men achieved lower
scores than women 59-61,62 as quoted in,63, and in clinical exams 63-65.
While some studies have shown that men provide a lower quality of clinical care 30,45,66-68,
the PT data showed that the results for men and women in the Practice Assessment were
similar.
Another area of difference was related to complaints, where male IEPTs had a higher rate
of investigations where action was taken than female IEPTs, while the reverse is true for
the graduates of Canadian programs, where the women have a higher rate of complaints
than the men. This is also supported in the literature, where many different studies have
demonstrated higher rates of referrals to regulators regarding care concerns or other
issues 69-77.

Risks to competence increase as the PT’s age increases.
The current analysis indicates that a higher percentage of complaints/reports occur during
the 30s and 40s. Other studies, primarily related to medicine, indicate that complaints,
disciplinary actions, and malpractice claims increase with age, though in these cases the
age is generally older than the 40s 54,69,70,75-82.
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Lower PCE examination scores is a risk to competence in the future.
The PT data shows that physiotherapists who are the subject of investigations are more
likely to have lower first-time exam scores and more likely to fail the exams on the first
attempt; this is true for both examinations. This is consistent with another study, which
demonstrated that physicians with complaints against them achieved lower
communication and clinical decision making skills scores on the Medical Council of
Canada clinical exam 83.
For those who completed the Practice Assessment, there is a correlation between their
ratings and their scores on the PCE, with those who had lower scores achieving lower
ratings on the Practice Assessment. This relationship between exam scores and future
clinical performance has been demonstrated elsewhere 84,85.
Since IEPTs are older than graduates of Canadian programs, this raises the question of
interaction of age with country of education. If the analysis is repeated while controlling
for age, would the same findings be evident? This would help tease out whether it is the
age or the country of education that is most relevant to the relative risk for competence.

Being the subject of an investigation is a risk for further investigations.
The analysis included five years’ of PT complaints/reports. The trends noted here are in
line with the literature in that where an individual has one complaint or regulatory action
that individual is more likely than others to receive a second complaint or be involved in
another regulatory action. Investigating the concerns noted in each complaint as well as
the roles, as per the Essential Competencies for Physiotherapists in Practice document,
might shed additional light on high risk areas of practice.

Non-compliant in one area is linked to non-compliant in another area.
There was a relationship between receiving a Notice of Intent to Suspend (NIS) and noncompliance with PT jurisprudence requirements. These two infractions are both
professionalism issues. Professionalism issues, even in medical school, are predictive of
complaints later in the career 86. This is consistent with investigation results here, in that
Professional Misconduct is one of the top five decision letter concerns, as well as the top
concern for those who have more than one investigation. The decrease in NIS in more
recent years could relate to the change in registration categories, such that to remain
registered requires paying full fee, so instead of changing to an “inactive” or “retired”
status those individuals are resigning. It appears that, for many, receiving a NIS is one
indication that they are leaving the practice of physiotherapy and do not realize that a
formal notice to CPO to indicate they are resigning is required. CPO has increased its
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communication strategy to help registrants to understand their responsibilities in this
regard.

Being an IEPT is a risk to competence.
This appears in multiple areas, including exam scores, Practice Assessment results, and
investigations. IEPTs are more likely to work at more worksites, which in itself is likely a
risk factor.
Similar findings have been demonstrated in the literature, with international medical
graduates (IMGs) demonstrating lower exam scores or competence assessment scores
54,64,76,87,88
. IMGs have been shown to have lower pass rates on high stakes exams 89-96,
weaker performance in residency 97, and demonstrate weaker clinical skills 98,99.
Additionally, internationally educated physicians are more likely to have a complaint
against them 71,75,80,100,101 and to participate in fewer continuing professional development
activities 35.

Frequent changes in worksite might be a risk to competence.
Working at a higher number of worksites over a career is correlated with receiving more
than one NIS, the total number of investigations, lower ratings on the Practice
Assessment, and an increasing number of times each exam was taken. The literature
identifies transitions as a risk to competence. While in most cases this term refers to new
graduates beginning work 102-107 some studies also refer to short-term educational
rotations 108, or to practitioners returning to work 41,109. It is not clear whether the
individuals are working at a higher number of sites because they are dyscompetent or
whether they are showing indicators of dyscompetence because they move around more
often and therefore work at a higher number of worksites.

Personal health and wellness could impact on competence/performance.
Certain factors, such as personal health and wellness or participation in Continuing
Professional Development, are additional contextual factors that can influence risk 110.

Examination of risks to competence and supports to competence.
The approach taken here to examine factors associated with risk to competence/
performance and the concept of developing a framework for assessing risk and
developing methods of mitigating the risks to competence is also being examined in
other professions 110. The findings here are similar to findings published in the literature,
which supports the approach. Combining this information with the information on
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supports to competence, as presented in the accompanying paper to this report,
provides information to guide potential future activities of CPO.

What this all means to CPO
• Epidemiology can be used as a working model to study risks to competence and
supports to competence and to focus the efforts of individuals, programs, and
organizations.
• Regulatory authorities, such as CPO, would benefit from further work on risks to
competence and supports to competence, such as:
• Becoming more familiar with the risks and supports to competence in the
scoping review paper on risks and supports (e.g. use definitions and
descriptions, read key articles)
• Continuing to explore risks to competence of PTs by further analysis of PT data
(e.g. risks to competence by locale), continuing to gather data in a systematic
way, regular comparison of data to monitor trends beyond this study, and
enhancing data collected to understand all risks to PT competence
• Exploring what might mitigate or moderate risks to PT competence
• Establishing an approach to understanding the relative importance of different
supports to PTs’ competence (e.g. survey of registrants, focus groups of various
groups of registrants)
• Working with other health professional groups who are looking at risks and
supports to competence, given the noted high degree of overlap in risks and
supports found between the theory that is dominated by physicians and the
CPO PT practice data
• Establishing an approach to understanding the relative importance of different
risks to competence (e.g. analysis of regulatory data, focus groups of
registrants).
• Regulatory authorities, such as CPO, would benefit from employing a risks and
supports to competence approach to focus the efforts of individuals, programs, and
organizations.
• Empower registrants about self-management of their own risks and supports (i.e.
putting “self” back into regulation)
• Communicate internally and externally about risks, supports, and mitigating,
moderating, and monitoring risks to competence
• Organize regulatory programs based on the relative risks to competence of
different factors for PT groups with variable levels of risk
18 | P a g e
Glover Takahashi, Nayer & St. Amant. Overview Report: Connecting Theory & Practice: Exploring the Risks & Supports to
the Competence of Physiotherapists

•

•

Encourage health systems and physical therapy organizations to monitor and
mitigate risks to competence and develop and integrate supports to
competence
Conduct focussed analysis of one or more of the topics included in this study
(e.g. transitions, quality assurance participation, or reflection/self-assessment);
and compare the results with the relative risks and supports of health
practitioners in other data sources (e.g. medico-legal, regulatory, certification).

Summary
Risks to competence identified in this study of PT data are congruent with the literature
on risks to competence, which is predominantly written about physicians.
The risks to competence for PTs that stand out the most strongly are: being an IEPT,
increasing age, being male, and working at a higher number of worksites over one’s
career. There are correlations among the variables studied, which provides support for
the conclusions presented.
It would be helpful to consider further analysis (e.g. coding) of the decision letters
issued by the Inquiries, Complaints and Reports Committee files to better understand
risk patterns. It may beneficial to determine the reasons for some of the results (e.g.
what are the reasons for not registering on time or not completing the jurisprudence
modules?). This information could inform future communications from CPO to
registrants.
The current analysis does not offer solutions, though it does present the current
situation. There may be some implications to registration practices (e.g. assisting
registrants to identify their own risks to competence; identifying high-risk individuals in
advance of concerns) or to continuing competence programs (e.g. providing
information on beneficial activities to support competence).
This study presents the results of current CPO data. This study is similar to a census,
which provides a snapshot in time. It may be beneficial to review evolution of risks over
time. There are other regulators participating in this type of work; collaboration and
synergy across partners/organizations with a mutual or shared interest could be helpful.
While this study focuses on risks to competence, the other perspective is to look at the
supports to competence – what are the factors that can moderate or mitigate the risks
to competence?
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Appendices
Appendix 1: Key Terms
The Cs of Competence
Competence is viewed as multi-dimensional and dynamic 111; changing with time,
experience, and context 112; and relating to the standards required to perform
one’s role(s) at the minimum level expected for a given profession 113. The multidimensional elements of competence include capability, competencies, context
of practice, and continuum of practice 114.
Capability refers to the personal “raw materials,” such as intellectual/cognitive
functioning, physical ability, and psychological health 114. This dimension can
vary with time and circumstances. For example, a physician might have a new
progressive neurological condition, an acute depressive episode, a fractured
hand, a substance abuse disorder that affects current performance or
functionality, or be fatigued due to prolonged service with resulting impairment
of decision making or motor skills.
Competencies are the observable abilities of healthcare professionals 113.For
example, the key competencies and enabling competencies in the CanMEDS
Framework identify the knowledge, skills, and attitudes that physicians require to
perform competently 115.
Context of practice includes the types of patients and their problems; the
location of work or practice (i.e. clinic, operating room, community); and the
infrastructure that does or doesn't support competence (e.g. pharmacy
formulary, legal systems, information systems, electronic medical records, quality
monitoring systems, peer/mentor access or systems) 114. The elements of an
individual’s context of practice are interrelated and have an impact on
competence 114.
Continuum of practice refers to both the evolution of expertise (i.e. student,
novice, competent, proficient, expert) and the life cycle of the professional (i.e.
student, field-based novice, independent professional, retirement) 113,114.
Competence life cycle stages are the distinct phases of development that
healthcare providers transition through in their respective professional lives 116119
. The life cycle stages studied here are field-based education, physician
residency or graduate medical education, and practice
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Additional Key Terms
Dyscompetence means less than fully competent and may reflect a temporary
situation (e.g. dyscompetence due to severe fatigue or anxiety) or a new status
due to decline of knowledge, skills or abilities. This term is more accurate than
“incompetent.” (For a more fulsome description of the coding please refer to
What Ontario Physiotherapist Data Says about Risks to Competence, which is a
companion document to this Overview Report)

31 | P a g e
Glover Takahashi, Nayer & St. Amant. Overview Report: Connecting Theory & Practice: Exploring the Risks & Supports to
the Competence of Physiotherapists

Definitions and Descriptions for Epidemiology of Competence Terms
Risk/Support Category
Physician

A. Type of health
profession

Area

Other health professions
(e.g. dentists and nurses)
Pharmacist
Occupational Therapist
Physiotherapist

B. Competence life cycle

Practice
Resident

Field-based education

Other
Medical Expert

C. CanMEDS Role(s)

Communicator
Professional

Scholar
Collaborator
Manager

D. Risks to competence

Health Advocate
Transitions

International graduate

Lack of clinical
exposure/experience

Description
One of 4 health professions in study. Other words for this profession
include “doctor” and “medical doctor.” Refers to individuals at any
stage of the physician competence life cycle (e.g. medical student,
resident, practising physician).
Other health professions were only included when the study also
discussed one or more of the 4 professions of primary interest.
One of 4 health professions in study.
One of 4 health professions in study.
One of 4 health professions in study. Another word for this
profession is “physical therapist.”
Working in the health field as an autonomous practitioner.
Post-professional education of physicians, called residency
education or graduate medical education, leading towards a
certification or specialty designation. If education of another
profession was not post-professional, it was considered field-based
education.
The practical education of one or more of the health professions of
interest. Includes clinical-based training for physiotherapists and
clerkship or internship education for physicians.
Articles where the competence life cycle was not specifically
mentioned.
Demonstrating clinical knowledge, skills, and abilities required for
effective patient care.
Communicating with patients and providing appropriate written
documentation.
Demonstrating ethical practice, high personal standards of
behaviour, accountability to the profession and society, professionled regulation, and maintenance of personal health.
Demonstrating commitment to life-long learning, utilizing evidenceinformed decision making, teaching, and research.
Working effectively with other health professions, including
teamwork, managing differences, and resolving conflict.
Managing time, resources, and priorities, including supervision of
learners.
Advocating for care or services for individual patients, the
community or the patient population.
Dyscompetence or differences in performance associated with
change(s) in work or professional status, in focus of practice, and/or
changes experienced by new graduates.
Dyscompetence or differences in performance associated with
health professionals that were educated in a different country than
where the study took place.
Dyscompetence or differences in performance associated with
knowledge/competence gaps in certain clinical areas arising from
insufficient volume of procedures and insufficient volume of patients
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Area

Risk/Support Category
Age
Gender
Practice features
No certification
Personal Wellness
Resources
Adequacy of practice or
education

Area of
specialty/certification
Previous disciplinary
activity
Other
Continuing education
participation

E. Supports to competence

Educational information/
program features
Personal support and
feedback
Clinical
exposure/experience
Quality assurance
participation
Support through structure
or organization
Professional organization
participation/systems
Technology

Reflection and selfassessment

Description
with a particular condition to attain or maintain competence.
Dyscompetence or differences in performance associated with the
person’s age, including youth and older age.
Dyscompetence or differences in performance between males and
females.
Dyscompetence or differences in performance associated with
geographic or office features of the practice.
Dyscompetence or differences in performance associated with
presence/absence of specific specialty certification.
Dyscompetence or differences in performance associated with
physical or mental health–related issues.
Dyscompetence or differences in performance associated with
resources, including people, money, and time.
Dyscompetence or differences in performance associated with a
previous educational program that did not adequately prepare
learners with particular skills or with specific knowledge due to
brevity or low quality.
Specialty or certification-based variations in dyscompetence.
Certification and specialty are often used interchangeably.
Impact of previous complaint or discipline matter by a regulatory
authority, specialty organization, or health facility on
dyscompetence.
Differences related to risks to competence not included in the
higher-volume defined topics.
Involvement in an educational activity such as a course, workshop,
or conference during the practice competence life cycle (i.e. postspecialty/ program-specific training).
Actions or interventions included in a pre-existing educational
program that are designed to improve the learning, knowledge
translation, and application of the material.
Mentorship and feedback provided or available to individuals to
inform or improve clinical skills and/or knowledge.
Time spent in specific rotations or at specific clinical sites, with a
particular patient/client population.
Formal activities within a structured organizational quality assurance
program, in the workplace.
Employer- or site-specific structures or processes that develop or
maintain individual or professional competence.
Mandatory participation in formal personal activities to develop or
maintain competence as established through regulatory,
association, or specialization requirements.
Mechanical or electronic means to develop or maintain competence
via simulation, eLearning opportunities, and electronic decisionsupport rules.
Approaches to developing or maintaining competence that include
introspection, personal analysis, and consideration of adequacy of
competence or demonstration of competence.
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Area

Risk/Support Category
Assessment and feedback
through tools
Performance review

Other

Description
Approaches that employed a specific tool to measure professional
competencies, to determine the adequacy of performance and/or
to provide information and motivation for improvement.
A formal or structured work-based process whereby a practitioner is
provided with information on the adequacy of performance and/or
provided with information and motivation for improvement. This
information is generally formative and designed to assist in
performance improvement.
Approaches to developing or maintaining competence not included
in other high-volume defined topics.
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Appendix 2: Summary of Methodology
For the study, Understanding the Risks and Supports to the Competence of Health Professions
with a Focus on Physiotherapists, we conducted a scoping review that started with over 3500
articles reviewed and over 943 articles fully analyzed following the criteria outlined by Arksey
and O’Malley 120 and our published protocol 117. Following the scoping review, we did a more
detailed qualitative analysis of the 35 PT papers. We employed multiple quality assurance
processes, including the calibration of reviewers involved in abstracting, coding, or analysis.
Written protocols were used and abstracting information was collected through an online form.
There were quality checks at each step, consultation on discrepancies, cross-checking between
qualitative and quantitative data, and consensus decisions on methodology, thematic analysis,
and summaries.

Figure 1 Full-text article abstracting results
3572 articles – title and abstracts reviewed
3177

articles searched in electronic databases Medline,
Embase, CINAHL, the Cochrane database of systematic
reviews, and ERIC
395
articles obtained through recommendations and
selected references from review articles included from the
electronic search results

1894 title and abstracts excluded

1874

did not meet eligibility

criteria

20

duplicates

1678 potentially relevant articles for full-text review
735 articles excluded

428

did not meet eligibility

criteria

943 articles included for review & meta-analysis

302
3
2

no full- text articles found
published in the year 2015
duplicate

738

articles searched in electronic databases Medline,
Embase, CINAHL, the Cochrane database of systematic
reviews, and ERIC
205
articles obtained through recommendations and
selected references from review articles included from the
electronic search results
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For the study What Physiotherapist Data Says about Risks to Competence, the research
questions were:
• To what extent do those who have incidents/concerns illustrate risks to competence
found in the literature, and to what extent are each of the modifiable risks to
competence and non-modifiable risks to competence factors in a physiotherapist’s
competence?
• Are registrants with an incident or concern about competence in one area more or
less likely to have repeats in the same area or another area?
• Does this physiotherapist (PT) data tell us anything about supports to competence?
The CPO provided the following data sets:
1. Full electronic registration database about 11,340 physiotherapists; this included
approximately 8500 of those who are currently registered and others who are no
longer registered, but for whom a record exists in the electronic database.
2. Exam data set from the Canadian Alliance of Physiotherapy Regulators, with the
exam results for all Ontario registrants who had taken the Physiotherapy
Competency Examination from 1994 to 2015.
3. Quality Assurance (QA) database for years 2004–2015
4. Practice Enhancement Required letters from the QA assessments
5. QA completed with recommendation letters from the QA assessments
6. Notice of Intent to Suspend data for years 2004–2015
7. Non-compliance with Jurisprudence data for years 2005–2015
8. Inquiries, Complaints, Reports Committee Decisions for years 2009–2014 where the
outcome was anything other than no further action.
Following coding, all datasets were combined into a single database and analyzed in
SPSS v. 23. Simple statistics (e.g. frequencies, means, and standard deviations) were
calculated when appropriate. Cross-tabulations and Chi-Squared statistics were
generated to compare the percentages of different categories of registrants with
respect to the different assessment tools. This involved considering the categories (e.g.
men and women, Internationally Education Physiotherapists [IEPTs] and Canadian
graduates, country of graduation, and age categories) and the number and percent in
each category who met certain criteria (e.g. received one or more NIS, had one or
more incomplete Jurisprudence activities, pass/fail status on the PCE, investigations, or
results in the Practice Assessment). Pearson correlation coefficients were calculated to
determine relationships between continuous risk factor variables (e.g., exam score and
age).
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As with the other study, we included quality checks at each step, consultation on
discrepancies, cross-checking between qualitative and quantitative data, and
consensus decisions on methodology, thematic analysis, and summaries.
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