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OBJECTIVES Delivery of 360-degree feedback
is widely used in revalidation programmes.
However, little has been done to systematically
identify the variables that influence whether or
not performance improvement is actually
achieved after such assessments. This study aims
to explore which factors represent incentives,
or disincentives, for consultants to implement
suggestions for improvement from 360-degree
feedback.

METHODS In 2007, 109 consultants in the
Netherlands were assessed using 360-degree
feedback and portfolio learning. We carried out
a qualitative study using semi-structured inter-
views with 23 of these consultants, purposively
sampled based on gender, hospital, work
experience, specialty and views expressed in a
previous questionnaire. A grounded theory
approach was used to analyse the transcribed
tape-recordings.

RESULTS We identified four groups of factors
that can influence consultants’ practice
improvement after 360-degree feedback:

(i) contextual factors related to workload,
lack of openness and social support, lack of
commitment from hospital management,
free-market principles and public distrust;
(ii) factors related to feedback; (iii) character-
istics of the assessment system, such as facilita-
tors and a portfolio to encourage reflection,
concrete improvement goals and annual follow-
up interviews, and (iv) individual factors, such
as self-efficacy and motivation.

CONCLUSIONS It appears that 360-degree
feedback can be a positive force for practice
improvement provided certain conditions are
met, such as that skilled facilitators are available
to encourage reflection, concrete goals are set
and follow-up interviews are carried out. This
study underscores the fact that hospitals and
consultant groups should be aware of the
existing lack of openness and absence of
constructive feedback. Consultants indicated
that sharing personal reflections with col-
leagues could improve the quality of collegial
relationships and heighten the chance of real
performance improvement.
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INTRODUCTION

Doctors are faced with many professional demands,
innovations and changes in medical knowledge and
techniques, the need to collaborate in larger, often
multidisciplinary, teams, and patients who are
increasingly knowledgeable about their health and
health care. As a consequence, it is important for
doctors to ensure and demonstrate that their perfor-
mance is up to standard. As doctors have been shown to
have limited ability to self-assess their performance,
external assessments are required for accurate apprai-
sal.1 External assessments are now well established in
revalidation programmes in the UK and Canada.2 In
the past, there has been disagreement as to whether
revalidation should aim to enhance professional
development or to weed out those who are unfit to
practise medicine.3 The current consensus is that
revalidation should do both.4 There are few studies,
however, that have systematically examined the
formative aspects of revalidation in terms of its impact
on doctors’ performance improvement.

One of the methods commonly used to assess
doctors’ performance is 360-degree feedback.5,6

Currently, 4444 residency programmes in the USA
and all foundation programmes in the UK use 360-
degree evaluations to assess residents and fellows.
Since 1999, 360-degree feedback has been used for
family doctors and surgeons in Canada and internists
in the USA. It involves the evaluation of performance
on various tasks by, firstly, peers with knowledge of
a similar scope of practice, secondly, co-workers
from allied health professions and, thirdly, patients.
Research by Sargeant et al.7 has shown that 360-
degree feedback can be instrumental in improving
performance, but its impact may be impaired by
doctors’ emotional reactions to negative evaluations.
Moreover, increased awareness of weaknesses is often
not enough to induce behavioural change.8 The
literature suggests, however, that performance
improvement can be enhanced by a facilitator who
delivers the feedback9 and by stimulating doctors to
reflect on feedback.10 In this context reflection
should be interpreted in the sense of ‘letting future
behaviour be guided by a systematic and critical
analysis of past actions and their consequences’.11 In
a recent study, we found 67% of the participating
consultants who received 360-degree feedback said
they intended to improve their performance.12 Other
studies have reported similar results.13,14 So far,
studies have primarily focused on general practitio-
ners’ experiences with receiving 360-degree feedback
and their perceptions and reactions towards the

feedback itself.7,10 There has been no rigorous
research to explore which factors influence the use of
360-degree feedback for change in future clinical
practice in hospitals. The aim of this study was to
explore which factors represent incentives, or disin-
centives, for consultants to implement suggestions for
improvement from 360-degree feedback.

METHODS

Context of the study

In 2007, eight Dutch hospitals participated in a
performance assessment project aimed at improving
consultants’ performance. Consultants are senior
doctors in Dutch hospitals who have successfully
completed their residency (also known as specialists
or attending physicians in the USA). All participating
consultants received a 360-degree feedback report
with information derived from questionnaires com-
pleted by colleagues, co-workers and patients, and
narrative comments from colleagues and co-workers.
The questionnaires were based on translations of two
validated instruments, namely the Physician Achieve-
ment Review (PAR) programme developed by Violato
et al. in 1997 and the instrument owned by the
American Board of Internal Medicine.15,16 Questions
were to be rated on a 9-point scale. By ‘narrative
comments’, we mean ‘a more specific explanation of
the ratings given and concrete suggestions to improve
performance’. The participating consultants col-
lected evidence concerning their performance in the
seven CanMEDS roles (medical expert, communica-
tor, collaborator, scholar, professional, manager,
health advocate)17 in a portfolio and provided written
self-reflections on their performance. The portfolio
and the 360-degree feedback report were discussed
with a trained facilitator (a colleague from a different
specialty based in the same hospital). The facilitator
(also known as a mentor or coach) helps consultants
to interpret the feedback, to critically analyse their
performance and to use the feedback to guide future
performance. Facilitators were offered 1 day of
training which included an explanation of the
assessment system, training in basic interview skills
and role-plays. The consultants also developed a
personal development plan (PDP) including
improvement goals derived from the feedback. The
process has been described in detail elsewhere.12

Study design and participants

In the present study we invited participants in the
assessment project to attend an individual face-to-face
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interview. In order to maximise the richness of the data
we used maximum variation sampling. A maximum
variation sample is a purposefully selected sample of
persons who represent a wide range of extremes
related to the phenomenon of interest. The factors we
thought to be of influence for the study were: gender;
hospital; work experience; specialty, and positive and
negative views on satisfaction and impact expressed in
response to a previous questionnaire.12 Out of 109
consultants who had participated in our previous
performance assessment, we selected 27 consultants
who had represented extreme responses on a previous
questionnaire, ensuring that they differed in terms of
work experience, hospital, specialty and gender. We
telephoned this selection of 27 consultants to invite
them for a face-to-face interview; 23 consented to
participate. Four consultants were unable to take part
because of lack of time (two), personal circumstances
(one) and unknown reasons (one). The participants
included 14 male and nine female consultants from
eight hospitals and 13 specialties. Participating con-
sultants had varying backgrounds. Ten came from
general medicine (psychiatry, paediatrics, internal
medicine, neurology, cardiology, etc.), five were
surgeons (urology, gynaecology, general surgery, ear,
nose and throat, ophthalmology, orthopaedics, etc.),
three were anaesthesiologists and five worked in
diagnostic specialties (radiology, pathology, microbi-
ology). The study was given expedited approval by the
institutional review board because the participants
were not patients.

Individual interviews

We conducted the interviews more than 1 year after
the initial assessments to maximise the likelihood that
the consultants had initiated changes to improve
their practice. Having provided verbal consent, the
consultants were interviewed in their offices between
April and July 2008. The semi-structured interviews,
which lasted approximately 1 hour, addressed the
following topics:

• the consultant’s reactions to the feedback;
• the consultant’s opinions and beliefs about the

portfolio, the (role of the) facilitator and the
assessment interview;

• improvement goals and the consultant’s beliefs
and opinions regarding actual performance
improvement in practice, and

• the consultant’s views regarding factors that
promote or impede performance improvement.

The interviewer (KO) encouraged the consultants to
speak freely and asked them to illustrate their answers

with examples from clinical practice. The consultants
received a small fee (equivalent to £35) for their
participation.

Analysis

All interviews were tape-recorded and transcribed
literally with the consultants’ permission. The analysis
was based on the principles of grounded theory.18 Two
researchers (KO, GvdV) coded all the interviews
independently. Codes were assigned to all issues of
interest and were constantly renamed, reorganised
and redefined within emerging categories. After
coding four interviews, the researchers compared
their findings and discussed any differences until they
reached consensus. When the first open coding of all
the interviews was completed, the next stage of the
analysis involved axial coding to identify overarching
themes and connections between the themes. The two
researchers (KO and GvdV) and one medical educa-
tion expert (ED) met regularly to discuss the coding
and interpretation of the data. Saturation was reached
after 12 interviews. However, because of the small
volume of data for some categories of information,
another 11 transcripts were analysed to ensure
comprehensive analysis and coverage of data. The two
researchers independently assigned the levels of
improvement reported by the participants to four
categories based on a model of behavioural change in
health care: awareness of a need for improvement
(Level 1); acceptance of a need for improvement
(Level 2); actual change (Level 3), and maintenance of
change (Level 4).19 We analysed by which factors high
levels of change were determined with the help of a
cross-case display matrix. Finally, three of the partic-
ipating consultants were asked to read and comment
on the results of the analysis to determine whether the
data and conclusions accurately reflected the content
of the interviews (member checking).20 This part of
the analysis did not necessitate any changes.

RESULTS

Of the 23 consultants, 11 reported making concrete
steps towards performance improvement (Levels 3
and 4).

Two examples of steps taken towards performance
improvement were described by:

• an internist who forced himself to wait for
5 minutes before beginning to speak in multi-
disciplinary sessions in order to give other people
the opportunity to think and speak, and
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• a surgeon who went to the emergency depart-
ment every week for a short visit to ensure she
knew the names and faces of the registrars
working there.

The other 12 participants had not taken concrete
steps (Levels 1 and 2). All the consultants mentioned
factors that promoted or impeded change. The four
main themes that emerged were: contextual factors;
factors related to feedback; characteristics of the
assessment system, and individual factors. All factors
are summarised in Tables 1–4 and illustrated with
quotations from the interviews.

Contextual factors

Factors related to the hospital or consultant group

Factors relating to the hospital or consultant group
were consistently characterised as impediments to
change. In the Netherlands the majority of consul-
tants are self-employed and work in a partnership
with a group of colleagues. In this paper we refer to
partnerships of consultants as ‘consultant groups’.
The factors identified related to workload, culture in
the consultant group and commitment from hospital
management. Heavy workload was considered an
impediment to the implementation of personal
improvement goals. Lack of time interfered with
taking action on issues such as collaboration (e.g.
writing referral letters on time) and evidence-based
practice (e.g. keeping up-to-date with the literature).
Relevant aspects related to culture in the consultant
group included lack of openness and lack of social
support. Half of the consultants believed that sharing
their PDPs with colleagues would make it easier to
implement them because their colleagues could
remind them of their intentions and offer tips and
support on implementing change. In reality, how-
ever, such sharing did not take place. Lack of
commitment from hospital management was men-
tioned as another impediment to performance
improvement. There were many organisational causes
for suboptimal performance, such as administrative
burden and poor collaboration with nursing staff.

Table 1 Contextual factors

Factors identified and comments

Factors related to hospital and consultant group Factors related to society

1 Workload

Consultant 4: ‘There is less time for all sorts of quality

improvement schemes which do nothing for production’

1 Market competition and health care financing

Consultant 1: ‘There is more pressure on us to be nothing more

than production line workers’

2 Cultural aspects

Lack of openness

Consultant 6: ‘People should be more open; it would be

helpful if you knew that there was a sort of general

consensus about certain problems’

Lack of social support

2 Public distrust

Consultant 13: ‘It’s the big fear of any doctor: I am being watched

and they are saying how badly I am doing. You should be able to

get rid of that taboo’

3 Lack of management commitment

Consultant 13: ‘It should not be laid at the doctor’s

door but it should be made a joint effort to try and

improve performance in that area’

Table 2 Factors related to feedback

Factors identified and comments

1 Hospital culture

Consultant 10: ‘It is not easy to give each other this

type of feedback. The chance of escalation is higher

than the chance of starting a constructive dialogue’

2 Negative or positive feedback

Consultant 20: ‘That is what I mean when I say

illuminating, it is often things that you actually do

know or half know. But now they are expressed

more clearly by others. And that is an incentive’
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Some consultants advocated establishing a feedback
loop in which key findings from assessments could be
reported to hospital management anonymously and
on an aggregate level, so that managers would be able
to use this information to support consultants in
pursuing improvement goals (Table 1).

Factors related to the organisation of health care and societal
factors

Some consultants regarded market forces and health
care financing as barriers to performance improve-
ment because of increased emphasis on productivity
and heavier workloads. Societal factors such as distrust
by patients and the general public were also reported
as barriers. The consultants said that some of their

colleagues were not strongly motivated to use feed-
back to improve clinical practice because they saw 360-
degree feedback merely as a means to convince the
public that their performance was up to standard. For
these consultants, assessment represented a tool with
which to boost public confidence rather than an
incentive to improve performance (Table 1).

Factors related to feedback

Taking action to implement suggestions from
feedback was related to the hospital culture and to
whether feedback was positive or negative. In gen-
eral, receiving feedback was valued by consultants.
However, in their day-to-day experience, hospital
culture did not contribute to making them feel
comfortable with giving and receiving feedback on
performance. If feedback was given, it was mostly
concerned with medical errors and rarely related to
interpersonal skills. As a result, consultants thought
that 360-degree feedback met a need. Consultants
reported that negative feedback was generally
difficult to accept, especially when it did not resonate
with their self-perceived performance. However,
after discussing the feedback with others (their
facilitator or a family member, for example), they
usually no longer perceived the feedback as
problematic (Table 2).

Characteristics of the assessment system

The consultants indicated that an assessment system
would be effective if it encouraged reflection and
appropriate action.

Table 3 Characteristics of the assessment system

Factors identified and comments

(Supported) reflection Incentives to take action

1 Portfolio

Consultant 9: ‘Once you start to think about it explicitly

for each domain you begin to see things more clearly’

1 Concrete goal setting in the personal development plan

Consultant 21: ‘Two things were really helpful. For one thing, it was

about concrete and achievable things, I think that is really essential’

2 Facilitator skills: exploring feedback and reflections in detail

Consultant 1: ‘I am convinced that unless people receive

some guidance in this they tend to remember mostly

what they want to hear’

2 Facilitator skills: encouraging specificity of goals

Consultant 22: ‘It’s a good thing that she [the facilitator] has managed

to reduce the issues that need attention to a concrete number of

items… and that there aren’t any items that are unachievable’

3 Facilitator skills: objectivity

Consultant 12: ‘He did that very well and kept an

appropriate distance’

3 Annual assessments (follow-up)

Consultant 11: ‘At a certain point I need to go back to that and then

I have to consider: ‘‘What have I actually done about that?’’ And,

well, that sort of forces you to actually do it that way’

Table 4 Individual factors

Factors identified and comments

1 Perceived urgency to change (motivation)

Consultant 8: ‘I am not going to commit myself to spending

so many hours every Thursday night to keep up with my

reading. No, I wouldn’t go so far, after all it isn’t all that

important, is it?’

2 Belief in ability to change (self-efficacy)

Consultant 2: ‘No, I think improving that, that is just totally

impossible. And also, I think I have done everything in

my power, I really have’
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(Supported) reflection

According to the consultants, reflection helped them
to see that improvements were needed. Examining
their strengths and weaknesses relating to the seven
CanMEDS roles in a portfolio gave them insight into
the quality of their performance. Because it was
unusual for consultants to take a systematic look at
communication, collaboration and professionalism, a
majority thought that composing a portfolio was
‘hard work’. They pointed out that the facilitator
should serve as an objective sounding board to help
them gauge the accuracy of their reflections. Finally,
consultants expected facilitators to encourage them
to reflect by exploring with them in detail the
reflections in their portfolios and the feedback they
received. Facilitators were valued when they paid
equal attention to strengths and weaknesses and
categorised and summarised the feedback and infor-
mation in the portfolio to prevent key issues from
becoming lost in an overload of detailed information.
Consultants indicated that they tended to focus on
either their strengths or their weaknesses and they
believed that facilitators could counteract this type of
‘selective memory’ (Table 3).

Incentives to undertake action

The consultants thought that effective performance
assessment stimulated them to take action when it
promoted goal setting and included follow-up
interviews. Consultants preferred concrete goals to
vague intentions and thought facilitators could help
them set achievable goals. They also indicated that
annual assessments (follow-up) would stimulate them
to take action. Repeated exposure to improvement
goals and ‘knowing that there will be another
assessment’ was thought to enhance the likelihood
of performance improvement (Table 3).

Individual factors

We identified two categories of attitude-related
factors that influenced performance improvement:
perceived urgency of change (motivation), and belief
in one’s ability to effect change (self-efficacy).
Although all the consultants had formulated personal
improvement goals, they took different views of the
urgency of pursuing these goals. Some consultants
regarded their goals as intentions and as ‘not very
important to achieve’ because their performance
assessment was generally satisfactory. Other consul-
tants considered themselves unable to achieve their
goals (lack of self-efficacy). These consultants
indicated that the assessment had frustrated them

because they realised that improvement was needed
but they had no idea how to achieve it. This was
problematic for several consultants and caused neg-
ative feelings associated with a sense of not being ‘in
control’ (Table 4).

Interaction of factors

Findings about consultants’ notions concerning con-
textual barriers to change seemed surprising in light
of the improvements reported by 11 participants.
This issue was explored in the interviews. The analysis
of consultants’ narratives suggested that specific
facilitator skills (encouraging reflection and specific-
ity of goals) and concrete goal setting might over-
come negative contextual factors and were key to
performance improvement. All consultants who
attained higher levels of improvement mentioned
these facilitator skills in relation to encouragement of
reflection or goal setting, or they emphasised the
importance of concrete and achievable goals. The
consultants who did not change mentioned these
issues only twice in 12 interviews.

DISCUSSION

In view of the increased prominence of performance
assessment in relation to revalidation of doctors, we
conducted a qualitative study to investigate consul-
tants’ responses to 360-degree feedback and their
perspectives on factors they considered critical to the
achievement of actual improvement in clinical
practice.

Our study demonstrates that, despite negative effects
from contextual factors, such as high workload, the
financing and organisation of health care and public
distrust, 360-degree feedback can lead to progress
when facilitators help doctors to handle the feedback
and reflection is stimulated. However, our study also
reveals that most consultants experience barriers to
improvement, mostly as a result of the failure of
hospitals to create a climate that is conducive to
collegial support and lifelong reflective learning.

Strengths and weaknesses of the study

A limitation of this study is that the participants were
all volunteers. Thus we cannot rule out bias arising
from the possibility that we may have examined a
group of unusually motivated doctors. Moreover, we
cannot exclude the possibility that the non-
responders would have reported more or different
barriers to performance improvement. However,
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given that half of the consultants had taken no steps
to improve performance, we are fairly certain that we
have captured most of the impediments. Secondly,
this study relied on self-reporting by doctors on
whether they had improved their performance and
these self-reported data were not triangulated with
other data. It will be clear that no general conclusions
can be drawn about the actual performance
improvement. However, the aim of this study was not
to investigate whether consultants actually improve,
but to explore the incentives and disincentives for
change. Finally, because our study was restricted to
Dutch consultants working in non-academic hospi-
tals, the outcomes may not be fully transferable to
academic medical centres, primary care settings and
other groups of doctors, such as senior postgraduate
trainees. The fact that the data were analysed by three
researchers from different professional backgrounds
(one clinical researcher, one non-clinical psychology
researcher and one medical educationalist) is
expected to have enhanced the validity and reliability
of the results.

Comparison with existing literature

The information gathered in our interviews supports
conclusions from other research. The impeding fac-
tors we found have also been identified in change
processes of other behaviours (e.g. guideline
adherence).21,22 Our study also resonates with work by
Frankford et al.,23who recognised that ‘as doctors work
nowadays in large group practices or hospitals that
deploy financial incentives and management tech-
niques to control clinical performance it is inaccurate
to assume that doctors learn primarily as individuals
and remain professional principally by virtue of their
individual character and moral choice’. The contex-
tual factors that emerged from this study underline the
assumption that successful reflective learning depends
on interactions with work settings and colleagues.

The culture in consultant groups, as described by our
consultants, is not characterised by openness and a
supportive climate. This is in line with findings by
Akre et al.,24 who reported that, compared with non-
hospital doctors, hospital consultants described the
communication climate as more competitive and less
supportive. The consultants in our study specifically
pointed to the potential benefits to be gained from
capitalising on the momentum for structured feedback
created by the 360-degree assessments. Several authors
have highlighted the importance of feedback climate
at work. Argyris and Schon25 emphasised that a culture
in which people can learn from one another is very
important for learning and coping in the workplace.

Our study suggests that facilitators who encourage
consultants to reflect, set concrete goals based on
their reflections and take action to achieve these
goals are crucial in helping consultants overcome
perceived barriers to change. These findings are in
line with work by researchers in the field of human
resource management and education. It has been
shown that managers who work with a coach set more
specific goals and achieve more improvements than
managers who have no coach.26 In addition, a review
of over 100 articles on educational research revealed
that goal setting enhanced the use of feedback.27

Recommendations for practice and research

We recommend various approaches which we believe
may enhance the impact of 360-degree feedback.
These approaches should be directed at hospitals and
consultant groups and at the assessment system.

Our results suggest that we should raise awareness of
the existing lack of openness and constructive feed-
back within hospitals and consultant groups. It would
be helpful if consultant groups paid attention to their
colleagues’ experiences with assessments and dis-
cussed their PDPs with them. This may induce group
reflection, referred to by Frankford et al.23 as an
‘institutionalised process of reflection’. Group
reflection can promote cooperative, collegial rela-
tionships by enabling consultant groups to analyse
different approaches to clinical work and consider
the implications of performance feedback.23 Fur-
thermore, hospital management should recognise
that doctors can be stimulated to become lifelong
learners and reflective practitioners if the organisa-
tion is committed to promoting reflection and
learning. Obviously, it would be good for hospital
managers to be informed of general assessment
results, anonymously and on an aggregate level,
because this may catalyse a sense of joint responsi-
bility for ensuring optimal clinical performance.

Vital elements of 360-degree assessments in relation
to performance improvement include the provision
of trained facilitators, concrete goal setting and
follow-up interviews. When they are trained for this
role, facilitators should be taught how to promote
reflection by exploring feedback in detail and how to
motivate consultants to take action by asking them to
specify concrete goals for improvement.

This study raises new research questions. Although
consultants’ views of 360-degree assessment are
important, other stakeholders may provide additional
meaningful information to understand and guide the
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feedback process. Questions raised by this study
include:

• How and when do facilitators encourage reflec-
tion?

• How can the feedback best be processed to
encourage improvement?

We are currently studying a group of facilitators to
explore these questions.

Differences between hospitals and primary care
settings should also be studied further. Finally,
improved conceptualisation of the existing hospital
culture by medical professionals is another important
area for further research.
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