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College complaints against resident physicians in Canada:
a retrospective analysis of Canadian Medical Protective

Association data from 2013 to 2017
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Background: An understanding of regulatory complaints against resident physicians is important for practice improvement. We describe
regulatory college complaints against resident physicians using data from the Canadian Medical Protective Association (CMPA).

Methods: We conducted a retrospective analysis of college complaint cases involving resident doctors closed by the CMPA, a
mutual medicolegal defence organization for more than 100000 physicians, representing an estimated 95% of Canadian phys-
icians. Eligible cases were those closed between 2008 and 2017 (for time trends) or between 2013 and 2017 (for descriptive analy-
ses). To explore the characteristics of college cases, we extracted the reason for complaint, the case outcome, whether the com-
plaint involved a procedure, and whether the complaint stemmed from a single episode or multiple episodes of care. We also
conducted a 10-year trend analysis of cases closed from 2008 to 2017, comparing cases involving resident doctors with cases
involving only nonresident physicians.

Results: Our analysis included 142 cases that involved 145 patients. Over the 10-year period, college complaints involving resi-
dents increased significantly (p = 0.003) from 5.4 per 1000 residents in 2008 to 7.9 per 1000 in 2017. While college complaints
increased for both resident and nonresident physicians over the study period, the increase in complaints involving residents was
significantly lower than the increase across all nonresident CMPA members (p < 0.001). For cases from the descriptive analysis
(2013-2017), the top complaint was deficient patient assessment (69/142, 48.6%). Some patients (22/145, 15.2%) experienced
severe outcomes. Most cases (135/142, 97.9%) did not result in severe physician sanctions. Our classification of complaints found
106 of 163 (65.0%) involved clinical problems, 95 of 163 (58.3%) relationship problems (e.g., communication) and 67 of 163
(41.1%) professionalism problems. In college decisions, 36 of 163 (22.1%) had a classification of clinical problem, 66 of 163 (40.5%)
a patient—physician relationship problem and 63 of 163 (38.7%) a professionalism problem. In 63 of 163 (38.7%) college decisions,
the college had no criticism.

Interpretation: Problems with communication and professionalism feature prominently in resident college complaints, and we note
the potential for mismatch between patient and health care provider perceptions of care. These results may direct medical educa-
tion to areas of potential practice improvement.

anadian physician regulatory bodies, hereafter
referred to as “colleges,” serve the public by regulat-
ing the medical profession in accordance with legis-
lation in each province or territory. Practising physicians and
postgraduate trainees (residents and fellows) must hold a
practice or educational licence from the college in the prov-
ince or territory in which they practise or study. As part of
their mandate to protect patients and the public interest,
most colleges must investigate complaints concerning phys-
icians. Our working definition of a complaint was any incident
where a regulatory college agreed to investigate a resident.
The Canadian Medical Protective Association (CMPA) is
a not-for-profit mutual defence association that assists phys-
ician members with medicolegal matters and aims to reduce
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medicolegal risk through improvements in the safety of care.
If a physician member advises the CMPA of a college com-
plaint, the CMPA may assist the member in responding to the
matter. Although CMPA data indicate that college complaints
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reported by all physician members have increased across Can-
ada over the past 10 years,' the trend for resident members is
unknown. Previous studies have examined disciplinary findings
against specific Canadian medical specialties, but these studies
did not include residents.*? Although these studies represent a
step toward learning more about college complaints, disciplin-
ary findings are only one possible physician outcome of a col-
lege complaint and represent a small fraction of complaint out-
comes overall (CMPA: unpublished data, 2020).

It is critical to gain a better understanding of college
complaints against residents for several reasons. Exploring the
nature of patient complaints provides insight into problems in
health care!® and may improve patient safety.!*!* There is also
evidence to suggest patient complaints may be associated with
defensive medicine, which is not necessarily beneficial to
patient care.!*1¢ Ultimately, a better understanding of the
nature of college complaints against resident physicians could
benefit the medical education community by identifying areas
for practice improvement and helping target educational
initiatives to improve patient safety and professionalism, and,
in doing so, could mitigate medicolegal risk.

"The purpose of this study was to develop a better understand-
ing of the trends and nature of college complaints filed against
resident physicians. Our first objective was to examine how the
rates of college complaints involving residents have changed over
10 years relative to rates for other physician members of the
CMPA. Our second objective was to describe and analyze a
more recent sample of college complaints against residents,
including resident and patient demographic data, case character-
istics and classification categories across college complaints.

Design and setting
In this study, we conducted a retrospective analysis of college
complaints involving resident doctors. We use the term “college
complaint” to mean complaints against residents relating to
patient care and those relating to college investigations prompted
from another source. This is a study of closed cases, meaning that
a final outcome by a provincial regulator had been determined.
At the time of this study, the CMPA had more than
100000 members, including 12996 residents. About 95% of
Canadian physicians were members, who were thus eligible to
seek medicolegal advice and education from the association.
Most postgraduate residents in Canada are members of the
CMPA, with the exception of most residents practising in the
province of Quebec.

Population

Over a 10-year period of closed cases from 2008 to 2017, we
identified 2 groups of college complaints: all college complaints
and all complaints with no resident physicians. For inclusion in
the trend analysis, college complaints must have been closed
between Jan. 1, 2008, and Dec. 31, 2017. We chose periods
longer than the 5-year study period we used for the descriptive
part of our study to show trends, because medicolegal trends
typically change more slowly than health care trends.
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We also conducted an analysis of the most recently avail-
able 5 years (from Jan. 1, 2013, to Dec. 31, 2017) of college
complaints involving residents to describe patient and phys-
ician demographic characteristics, case characteristics and
complaints classification.

For our analysis of patient and physician demographic
data, case characteristics and complaint classifications across
college complaints, we excluded all cases for which a college
decision was not available. We also excluded cases for which
the resident did not appear to be directly involved in a com-
plainant’s care or was practising independently during the
index occurrence, called “moonlighting” in some regions.
Notably, a portion of the cases may not have involved a spe-
cific patient (i.e., may have involved a professionalism issue
that did not involve patient care).

Data sources

The CMPA maintains a repository of medicolegal data, routinely
collected and coded when members involve the association. Col-
lege complaints involving patient care are routinely coded by
CMPA analysts using international, national and in-house coding
frameworks."” Our analysis of resident and patient demographic
characteristics and case characteristics used these coded data. For
our analysis of complaint categories, we broadened the search
criteria to include all complaints involving patient care and com-
plaints from other sources, such as educational supervisors,
administrative personnel or other health care providers.

Eligible CMPA data were organized by case, each of which
represents an instance during which a physician or multiple
physicians contacted the CMPA after being named in a college
complaint. To capture and characterize key details about these
cases, medical analysts, who are experienced registered nurses,
reviewed closed cases and coded specific clinical details using
the Canadian enhancement to the International Statistical Classi-
fication of Diseases and Related Health Problems'® and the Canadian
Classification of Health Interventions.'” They also coded the level
of patient harm using an in-house classification system, a ver-
sion of the American Society for Healthcare Risk Management
(ASHRM) Healthcare Associated Preventable Harm Classifica-
tion*” modified with categories for clinical nuance (Appendix 1,
Section 1, available at www.cmajopen.ca/content/10/1/E35/
suppl/DC1). To reduce misclassification, analysts conducted
quality assurance reviews of coding on a weekly basis.

Variables

To characterize resident and patient demographic data, we
extracted resident postgraduate year, specialty and age based
on year of birth; the province of complaint; and descriptive
variables from the patient, including age and self-reported sex.
Physician specialty was mapped against the categories
included in the Canadian Institute for Health Information
National Physician Database (Appendix 1, Section 2).! To
explore the characteristics of college cases, we extracted the
reason for complaint, case outcome, whether the complaint
was appealed, whether the complaint involved a procedure,
and whether the complaint stemmed from a single episode of
care or multiple episodes of care.



Classification of complaints

Our exploration of complaint classifications leveraged several
existing frameworks. This involved an in-depth analysis of the
full medicolegal file of closed cases from 2013 to 2017 by the
primary author (C.C.), who is both a physician and a lawyer.
For each complaint, we classified categories underlying the
complaint, the college’s decision and contributing factors. We
also explored level of patient harm according to the ASHRM
7-point scale (Appendix 1).** We considered patient harm as
an outcome that negatively affects a patient’s health or quality
of life. We used the Health Communication Assessment Tool
(HCAT), a validated tool for classifying health care com-
plaints to inform complaint classification.?>2* This tool classi-
fies health care complaints using a framework of 26 complaint
types, such as medication errors, professional conduct and
communication breakdowns.?

When the underlying classification of a college com-
plaint or decision was not adequately captured by HCAT,
we categorized those complaints and decisions into separate
predefined categories agreed on by the research team (see
Appendix 1, Section 3 for classification definitions). Over
24 months, quarterly data analysis meetings took place
between the coder and A.M. The development of classifica-
tion definitions was discussed during team coding meetings,
and disagreements were resolved through discussion until
consensus. We do not report numbers less than 10, as doing
so could represent a risk to physician or patient confidenti-
ality, and we have consequently aggregated these data.
Scores from HCAT and ASHRM were not used to inform
the classification.

Statistical analysis

To compare complaint rates between physician groups and
determine how complaint rates have changed over time, we
stratified all CMPA member physicians into 2 groups: resi-
dents and all nonresident CMPA physicians. Case rates are the
number of cases per physician-year of CMPA membership in
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the same physician group, multiplied by 1000. We conducted a
10-year trend analysis of cases closed from 2008 to 2017, com-
paring cases involving resident doctors with cases involving
only nonresident physicians. We calculated each group’s rela-
tive complaint rates per 1000 physician members of that type
per year. We then fitted a linear regression in which the inde-
pendent variables were physician group and year, and the
response variable was complaint rate. We applied an analysis of
variance (ANOVA) type III sum of squares test to determine
the significance of the change over time and the difference
between the 2 physician groups. We generated a trend line
using regression estimates for each physician group and calcu-
lated the annualized growth rate based on the fitted trend. Sta-
tistical tests were 2-tailed, and we considered p values < 0.05 to
be significant.

We used frequencies and proportions (for categorical vari-
ables) and medians and ranges (for continuous variables) to
characterize and describe resident and patient demographic
data, case characteristics and classification categories across
college complaints for cases closed from 2013 to 2017 that
involved at least 1 resident. We completed all statistical analy-
ses using SAS 9.4.

Ethics approval

The Canadian ethics review panel of the Advarra (formerly
Chesapeake) Institutional Review Board (Aurora, Ontario)
reviewed and approved the study in compliance with Canada’s
Tri-Council Policy Statement: Ethical Conduct for Research Involv-
ing Humans — TCPS 2.

The CMPA closed 33 780 medicolegal cases from January
2013 until December 2017. Of those, 20109 were regula-
tory complaints, and 469 of those involved a resident

(Figure 1). Our resident and patient demographic analysis
included 142 cases that involved 145 patients (Table 1). A

Medicolegal cases 2013-2017
n=233789

v

Analysis of resident and
patient demographic data
and case characteristics

Regulatory/college complaints
n =20 109

Classification
of complaints

v

Cases did not meet

Complaints involving a resident

Cases did not meet

inclusion criteria < n =469 > inclusion criteria
n =327 n =306
Cases Cases
n=142 n=163

Figure 1: Flow chart of Canadian Medical Protective Association medicolegal cases involving residents from 2013 to 2017.

CMAJ OPEN, 10(1) E37



OPEN

Table 1: Resident and patient demographic characteristics
among Canadian Medical Protective Association college
complaint cases involving patient care, 2013-2017

Characteristic No. (%)

Residents,* n = 142

Resident postgraduate year at time of complaint

1 25 (17.6)
2 36 (25.4)
3 22 (15.5)
4 18 (12.7)
5 9 (6.3)
6 0
Fellow 27 (19.0)
Unknown 14 (9.9)
Resident specialtyt
Family medicine 22 (15.5)
Surgical 54 (38.0)
Medical 64 (45.1)
Unknown 11(7.7)
Location of complaint (sorted by CMPA fee region)
Ontario 101 (71.1)
Alberta and British Columbia 25 (17.6)
Saskatchewan, Manitoba, 22 (15.5)

Newfoundland and Labrador,

Nova Scotia, Prince Edward Island,
New Brunswick, Yukon, Northwest
Territories and Nunavut

Quebec 3(2.1)
Resident age range, yr

24-29 57 (40.1)

30-34 57 (40.1)

35-39 24 (16.9)

40-59 13(9.2)

Patients, n = 145%
Patient age range, yr

0-18 12 (8.3)
19-29 15 (10.3)
30-49 45 (31.0)
50-64 27 (18.6)
65-79 22 (15.2)
>80 8 (5.5)

Unknown 16 (11.0)

Patient sex

Female 86 (59.3)
Male 58 (40.0)
Unknown 1(0.7)

Note: CMPA = Canadian Medical Protective Association.

*There may be more than 1 resident named in a complaint.

tSee Appendix 1, Section 2 (available at www.cmajopen.ca/content/10/1/E35/
suppl/DC1) for definitions.

}Some cases involved more than 1 patient.
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total of 66 cases (46.5%) occurred among patients admit-
ted to hospital; 42 (29.6%) occurred in the emergency
department, day surgery or a clinic affiliated with a hos-
pital; and 37 (26.1%) occurred in an ambulatory care area
outside the hospital (there was more than 1 care setting
per complaint in some cases). Ontario represented 101 of
142 complaints (71.1%).

Trend analysis

The 10-year trend analysis identified 36490 college com-
plaint cases between 2008 and 2017 (Figure 2). Over the
10-year study period, the number of college complaints
involving residents increased significantly (p = 0.003) from
5.4 per 1000 residents in 2008 to 7.9 per 1000 in 2017
(average annualized increase = 5.0%, p < 0.001). This find-
ing paralleled, although the increase in college complaints
involving residents was significantly lower than (p < 0.001),
the increase in college complaints across all nonresident
CMPA members during the same period (average annual-
ized increase = 6.3%, p < 0.001).

The average case duration for college complaints involving
residents (mean = 18.5 mo, median = 14 mo) was slightly
higher than the average duration for all nonresident CMPA
members (mean = 17.3 mo, median = 13 mo). There were no
increasing or decreasing trends identified for case duration
from 2008 to 2017.

Case characteristics

In the resident and patient demographic analysis, we assessed
142 cases that involved 145 patients. The top reasons for
complaint involved deficient patient assessment, diagnostic
error and professionalism (Table 2). Of the 142 cases, 62
(43.7%) had no peer expert or college criticism and therefore
no contributing factors assigned.

For the 80 cases (56.3%) with contributing factors, we
categorized the contributing factors as provider, team or sys-
tem factors. Among all cases, 31 (28.9%) featured more than
1 contributing factor per case. Most cases (n = 53, 66.3%)
involved provider factors (Table 3). Cases involving team
factors (n = 35, 43.8%) included documentation issues
(20735, 57.1%), communication breakdown with the patient
(17/35, 48.6%) and communication breakdown between
physicians (5/35, 14.3%). System factors were involved in
14 cases (17.5%). These included health information technol-
ogy issues (2/14, 14.3%); office issues (4714, 28.6%); protocol,
policy and procedure issues (4/14, 28.6%); and resource
issues (4/14, 28.6%).

With regard to health care-related harm, 27 of 142
cases (19.0%) in the resident and patient demographic
analysis involved errors in the diagnostic process leading to
a misdiagnosis, a missed diagnosis or a delay in diagnosis.
The most common types of diagnostic error involved
infectious processes and disorders (e.g., pneumonia, otitis
media, appendicitis, abscesses), postprocedural complica-
tions (e.g., hemorrhage) and missed severity of injuries
(e.g., fractured spine, foot). Fourteen cases (9.9%) involved
injuries, and the most common injury involved laceration
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Figure 2: Ten-year trend in number of college complaint cases per 1000 members, by residents versus all nonresident members of the Can-

adian Medical Protective Association (CMPA).

Table 2: Top 10 reasons for complaints among Canadian
Medical Protective Association college complaint cases
involving residents and patient care, 2013-2017 (n = 142)

Reason for complaint No. (%)
1. Deficient assessment 69 (48.6)
2. Diagnostic error 62 (43.7)
3. Unprofessional manner 41 (28.9)
4. Communication breakdown, patient 32 (22.5)
5. Failure to perform test or intervention 21 (14.8)
6. Inadequate supervision 16 (11.3)
7. Inadequate consent process 16 (11.3)
8. Injury associated with health care delivery 14 (9.9)
9. Inadequate patient monitoring or follow-up 13 (9.2)
10. Sexual impropriety 13 (9.2)

of blood vessels during an invasive procedure (e.g., central
line insertion or thoracentesis) or during surgery. Among
the 145 patients who were included in the 142 cases, 22
(15.2%) experienced severe outcomes, including death in
13 cases (9.0%).

Most complaints (135/142, 95.1%) did not result in severe
sanctions for the resident involved. Seventy-nine of 142 cases
(55.6%) were dismissed for the resident with no further action
taken, and in 56 cases (39.4%), residents were given an educa-
tional or remedial disposition. In 7 cases, residents received
more severe sanctions (4.9%).

Complaint classifications

Our classification of complaints focused on a sample of 163
of 469 (34.7%) complaints involving a resident. Ontario rep-
resented 115 of 163 complaints (70.6%). Most complaints
were filed by patients (57/163, 35.0%) and their advocates
(53/163, 32.5%). About one-third of cases (53/163, 32.5%)
were filed by personnel other than patients or their advo-
cates. These included complaints filed by academic person-
nel (23/163, 14.1%), administration (12/163, 7.4%), other
health care professionals (9/163, 5.5%) and other members
of the public (7/163, 4.3%). One case was self-reported, and
1 was unknown.

Cases included in the classification of complaints similarly
did not lead to severe resident sanctions: 84 complaints
(51.5%) were dismissed with no further action taken, and in
60 complaints (36.8%), residents were given an educational or
remedial disposition. Conversely, 19 complaints (11.7%)
resulted in severe sanctions, which included voluntary resig-
nation, suspension, limitations placed on practice, citation or
written caution, erased or revoked licence, and remedial
agreement. Several of the cases involving a suspension also
included limitations on practice once the resident returned to
practice (e.g., cannot prescribe opioids, must take part in phys-
ician health program, must have chaperone present). A total
of 25 of 163 cases (15.3%) were appealed by the resident.

Out of the 110 cases that involved complaints filed by
patients or their advocates, 10 (9.1%) involved a complaint
arising from an incident in which a patient had more than 1
interaction (on separate dates) with the resident, and 29 of
these cases (26.4%) involved procedures.

CMAJ OPEN, 10(1) E39



OPEN

Table 3: Canadian Medical Protective Association college complaint cases involving residents and patient care (2013-2017) in
which the provider was the contributing factor'” (n = 53)
No. (%) of
Factor complaints Example
Clinical decision-making 27 (50.9)
Thoroughness of assessment 19 (35.8) Failure to obtain detailed history and conduct focused physical
examination
Diagnosis 13 (24.5) Failure to reassess in timely manner when condition
deteriorates or after giving medications
Management errors 7 (13.2) Inappropriate disposition or delay or failure to consult with
senior residents or staff
Lack of situational awareness 15 (28.3)
Failure to read patient record 6 (11.3) Reading patient’s previous record would likely have prompted
ordering a diagnostic test or led to a different differential diagnosis
Lack of self-awareness in resident’s knowledge, 6 (11.3) Resident showed poor judgment in not seeking supervisor’s
skill, technique, training, education assistance before performing invasive procedure
Health, conduct and boundary issues* 20 (37.7) Use of cellphone during patient examination
Procedural violations 17 (32.1) Failure to complete checklist before invasive procedure; failure
to provide adequate supervision of residents
*See Appendix 1, Section 3 (available at www.cmajopen.ca/content/10/1/E35/suppl/DC1) for definition of “Health, conduct and boundary issues.”

The most frequent classification in college complaints was
clinical problems (106/163, 65.0%), whereas the top classifica-
tion in college decisions was relationship problems (66/163,
40.5%). More than one-third of cases (63/163 cases, 38.7%) had
no college criticism and were coded as groundless. Table 4 pro-
vides complete information on how many times a classification
was found in college complaint allegations and college decisions.

When examining college decisions by outcome, the top 3
classifications in college decisions in cases that were dismissed
with no further action taken were as follows: groundless
(60/84, 71.4%), professionalism problems (12/84, 14.3 %, with
7 being documentation issues) and relationship (e.g., commu-
nication or respect) problems (11/84, 13.1%).

Of the 60 of 163 cases (36.8%) in which residents were pro-
vided with an educational or remedial disposition, the top 3
classifications in college decisions were relationship problems
(39/60, 65.0%), professionalism problems (32/60, 53.3%) and
clinical problems with quality or safety (29/60, 48.3%).

Of the 19 of 163 college decisions (11.7%) in which there
was concern expressed by the college and sanctions imposed,
the top 3 classifications in college decisions were profession-
alism problems (19/19, 100.0%); relationship problems
(17/19, 89.5%); and criminal, ethical or boundary issues (e.g.,
fraud, prescription diversion and driving while impaired)
(13/19, 68.4%).

Our results indicate that rates of complaints involving resi-
dents have increased over time, but remain low. Problems
with communication and professionalism feature prominently
in these complaints, and we note the potential for mismatch
between patient and health care provider perceptions of care.
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This study contributes to a growing body of literature
showing how complaints data provide important information
to improve patient safety.'>!* As the medicolegal curriculum
has traditionally not been a focus of residency programs, our
results underscore the need to address college complaints in
medical education and provide guidance to programs for
potentially improving the quality of clinical practice and miti-
gating medicolegal risk.

Despite complainants’ common perceptions of poor
clinical care, college decisions reflected a classification of
clinical problems in only 36 of 163 cases (22.1%). Our
classification of complaints indicated a substantial propor-
tion of college complaint decisions (63/163, 38.7%) were
coded as groundless. This illustrates that although
patients and other complainants may feel there has been a
particular wrong committed, this is not necessarily
affirmed after investigation of the complaint, highlighting
the mismatch between patient and health care provider
perceptions of care.

Some research has reported surprisingly high levels of
unprofessional, fraudulent and deceitful behaviours among
resident physicians in the United States.”> When examining
complaints that had educational or remedial dispositions,
we found that patient—physician relationship and profes-
sionalism problems were more prevalent than clinical prob-
lems in college decisions. We also found that documenta-
tion was often criticized by colleges, even when poor
documentation was not a central issue in the original com-
plaint. Professionalism and documentation represent
potential educational areas that could be addressed by tar-
geted interventions to increase awareness for what can
prompt college complaints against residents and negatively
affect college decision outcomes.?**’
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Table 4: Complaint classifications of Canadian Medical Protective Association college complaint
cases involving residents (not limited to patient care), 2013—-2017 (n = 163)

Classification

HCAT category
Clinical problem
Quality
Safety
Relationship problem
Communication
Listening
Respect and patient rights
Management problem
Environment
Institutional processes
Supplementary category
Professionalism
Physician conduct
Deceit or dishonesty
Documentation
Criminal, ethical and boundary violations
Fraud
Boundary crossing or violation
Other charge or investigation
Inappropriate prescribing
Academic
Failure to ask for help
Inadequate supervision
Groundless

No. (%) in complaint* No. (%) in decision
106 (65.0) 36 (22.1)
96 (58.9) 32 (19.6)
44 (27.0) 24 (14.7)
95 (58.3) 66 (40.5)
63 (38.7) 47 (28.8)

11 (6.7) 8 (4.9)
58 (35.6) 40 (24.5)
5(3.1) 5(3.1)
1(0.6) 3(1.8)
5(3.1) 3(1.8)
67 (41.1) 63 (38.7)
58 (35.6) 42 (25.8)
22 (13.5) 21 (12.9)
10 (6.1) 23 (14.1)
33(20.2) 23 (14.1)
9 (5.5) 9 (5.5)
18 (11.0) 11 (6.7)
13 (8.0) 8 (4.9)
6 (3.7) 6 (3.7)
6 (3.7) 15 (9.2)
1(0.6) 5(3.1)
6 (3.7) 10 (6.1)

NA 63 (38.7)

Note: HCAT = Health Communication Assessment Tool, NA = not applicable.

*There is often more than 1 subcategory of classification in a case (i.e., subcategories will often add up to greater than the total of
the category because a resident was found to have a problem with both listening and communication, for example). See
Appendix 1, Section 3 (available at www.cmajopen.ca/content/10/1/E35/suppl/DC1) for classification definitions.

One US study found that low professionalism ratings on
annual evaluations predicted an increased risk for disciplinary
actions from state licensing boards.?® This adds further sup-
port to the suggestion that professionalism should be appro-
priately taught and evaluated in residency education. We
believe strategies at the postgraduate medical education level
can help improve resident professional behaviour and the
physician—patient relationship, thereby potentially decreasing
the chances of residents receiving a complaint. Postgraduate
educators should also consider that such educational strate-
gies can help support residents to cope with and manage
complaints when they occur.

Our study also found that a perception of problems with
clinical care is the most common reason patients complain to
colleges about residents. Evidence exists that physicians who
reported overall participation in continuing professional devel-
opment activities were significantly less likely to receive quality
of care-related complaints than those who did not report par-

ticipating in such activities.”” We therefore hypothesize that
allocation of more resources during residency to medicolegal
education by postgraduate medical education leaders could
lessen the chance of their residents receiving a complaint.

Limitations

Several limitations to our study should be considered. Some
residents, particularly a large proportion from Quebec, are
not CMPA members. Moreover, an unknown proportion of
others who are CMPA members may have received college
complaints but not voluntarily reported these cases to the
CMPA. The demographic data we report were not collected
for research purposes; therefore, we were unable to report on
specific specialty and other practice characteristics owing to
confidentiality concerns. Although comparing complaints
across residents’ specialties is a topic warranting further study,
our data were not sufficient to compare results across special-
ties. Further to our methods, although we used valid tools
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(e.g., HCAT)***** to inform our work, none of the data analy-
sis tools used in our study were validated.

According to the Canadian Post-M.D. Education Registry,
residents from the province of Quebec made up 23.8% of Can-
adian residency spots between 2008 and 2017.%% The lack of in-
formation regarding the medicolegal experience of most of these
residents undermines the representativeness of our results as a
national sample. Additionally, while Ontario has the largest pop-
ulation of CMPA resident members, we observed that it also
had a disproportionately high number of complaints. There can
be numerous reasons why these variations exist, including differ-
ent decision-making processes among colleges. Therefore, cau-
tion should be taken when extrapolating the summary results to
local jurisdictions. Another limitation involves the use of only
1 analyst involved in the coding of complaint classifications. We
acknowledge that our college case analysis may also have been
negatively influenced by outcome and hindsight biases.?**

Conclusion

Our study highlights that rates of complaints against residents
have increased over time, but at a slower rate than those
against nontrainee physicians. Problems with communication
skills and professionalism feature prominently among college
complaints experienced by residents training in Canada. Clas-
sification of complaints also showed the potendal for mismatch
between patient and health care provider perceptions of care.
The improved understanding of college complaints against
residents our study provides has the potential to benefit
patients, residents, educators and colleges.
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