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The primary purpose of the survey was to iden-
tify, through a systematic process, potential train-
ers and informal opinion leaders for disseminat-
ing new research findings on the diagnosis and
management of whiplash-associated disorders.
However, the Division of Continuing Medical
Education (CME), University of British Colum-

bia (UBC), the BC College of Family Physi-
cians, and the Physical Medicine Research Foun-
dation were also interested in identifying other
potential instructors or educational influentials
(EIs) for a range of future formal and informal
CME programs.

Rationale

Disseminating new medical information and facil-
itating changes to practice routines within the
physician community is a complex process.1 Aside
from economic incentives, there are few consis-
tently effective strategies to change physician
practice.2 Lomas et al. suggest that one of the
most promising noneconomic approaches that
could be applied locally is educational strategies
involving “face-to-face contact with a credible
messenger.”3 Within the social sciences literature,
it is well accepted that key individuals play an
important part in the dissemination of information.
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Abstract

Background: The objective of this study was to identify physicians in the province of British
Columbia (BC) who are perceived by their colleagues to be the most educationally influential.

Methods: A cross-sectional study using a previously validated survey tool was mailed to a
randomly selected sample of 2300 BC registered primary care physicians. Follow-up mail-
ings were sent to nonresponders.

Results: The survey response rate was 53%. A list of 375 educationally influential physicians
(EIs) was proportionately determined and tabulated by region.

Implications: The top 5% of provincial EIs were identified to serve as a resource for formal
and informal continuing medical education (CME). Their names will be brought forward in
response to selected requests for CME speakers.
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Different labels have been attributed to these peo-
ple: opinion leaders, gatekeepers, informal lead-
ers, informal educators, and EIs.4

What Do We Know about Medical EIs?

The use of EIs/opinion leaders (men and women
named by their peers as trusted sources of clini-
cal information) in disseminating information has
been shown to be an effective method of chang-
ing clinical practice. For instance, Stross et al. in
a randomized controlled trial showed a significant
difference in the inpatient management of chronic
obstructive pulmonary disease in intervention hos-
pitals.5 The EIs who participated in the compre-
hensive educational program were involved in
only 5% of cases but logged formal and informal
consultations affecting another 25% of cases.
Lomas et al. found that clinical opinion leaders
increased the proportion of vaginal births after
previous cesarean section.3

Recent research has found that although clin-
icians use a wide range of resources that con-
tribute to their knowledge base and to changes
in clinical behavior, informal communication is
consistently rated as a major source of informa-
tion-seeking behavior of physicians.4,6 Gruppen
et al.7 found unique patterns of information-seek-
ing behavior of family physicians with their first
choices of information resources being informal
consultations with colleagues (33%), consulta-
tions with community specialists (32%), and
textbooks (27%). Use of journals (4%) and con-
sultation with outside specialists (2%) were min-
imally important.7 Kaufman et al. confirmed
these findings in their recent survey of Nova
Scotian family physicians who reported that for-
mal and informal communication with colleagues
and consultants were the most often used meth-
ods when seeking medical information and
advice.8

In their extensive review entitled, “Evidence
for the Effectiveness of CME,” Davis et al.9

recommended that promising interventions such
as the use of educational leaders deserved further
testing and use.9

Methods

A random sample of 2300 British Columbia gen-
eral practitioners/family physicians were surveyed
stratified by location, gender, and year of gradu-
ation using a list provided by the College of Physi-
cians and Surgeons of British Columbia. Physicians
were chosen using a nonlinear additive feedback
random number generator. The number of regis-
tered primary care physicians on the list in 1996
was 4366.

The survey tool used was adapted from the
work of Hiss et al.10 and Stross et al.11 and recently
revalidated by Kaufman et al.8 It asked practi-
tioners to identify physicians whom they respected
as good communicators, humanists, and those
having a strong knowledge base. Each section of
the survey asked the respondent to describe up to
three physicians who possessed the characteristics
described. This previously validated portion of
the survey was supplemented by a fourth section
asking respondents to identify health profession-
als (physicians, specialists, therapists) from their
community from whom they seek clinically rele-
vant information about musculoskeletal problems
(Appendix). A further series of questions asked
respondents for their demographic information
including gender, year of graduation, postgradu-
ate training, type of practice, whether the respon-
dent had hospital admitting privileges, and whether
he/she was a member of the College of Family
Physicians of Canada. There was also a space for
comments and suggestions.

Surveys were coded and sent out to the sam-
ple of physicians in the summer of 1996 with a cov-
ering letter from the Division of CME at UBC. A
reminder letter was sent in the fall to nonrespon-
ders. Second and third survey mailings to nonre-
sponders were undertaken in the winter of
1996–1997 in order to increase the response rate
to greater than 50%. Each survey mailing was
color coded.

Survey responses were pooled for each of the
16 geographic districts in British Columbia and
tabulated in each of the four categories. The results
were first used to select 20 EIs for the BC Whiplash



Initiative’s Continuing Medical Education com-
ponent, the initial purpose of the survey.

For the secondary purpose of identifying EIs
across the province, responses to the fourth part of
the survey on musculoskeletal expertise were
excluded. The 16 districts were collapsed into
seven larger areas as listed in Table 1 and results
were tabulated for each area for each individual who
had been nominated in one of the three categories.
Each time an individual’s name appeared under one
of the three categories, they were accorded one vote.
After adjusting for the different numbers of sur-
veyed physicians in different areas, a proportional
number of EIs was set for each area such that
approximately the top 5% of nominated physi-
cians would achieve EI status. Cross-area voting
was allowed and occurred on average 9.6% with
greater frequency in northern British Columbia
(14.7%) and less frequently in urban centers (7.5%).

Analysis was done on Excel 5.0. Ethical
approval was received for the survey from the
UBC’s Behavioral Research Ethics Board.
Anonymity of respondents was protected through-
out the study.

The individual physicians named by respon-
dents and identified as EIs were unaware of being
so named. A letter of congratulations was mailed
to each of the identified EIs notifying them that
they had been nominated by their peers as one of
a group of excellent teachers, expert clinicians, and

“caring” physicians demonstrating a high degree
of humanistic concern.

Results

The response rate to the survey was 52.9%, with
1166 completed and 94 of the original 2300
excluded as they had either retired, were deceased,
or the mailing was returned, address unknown. The
response rate by area varied from a low of 49.1%
for both Vancouver Island and Metro Vancouver
and a high of 57.8% for Northern BC.

The demographics of respondents are sum-
marized in Table 2.

Of 7724 physicians registered in the province,
375 (5%) were identified as EIs. The number of
votes for individual EIs varied from a high of 74
to a low of 4. The numbers and generalist/specialist
breakdown of EIs by region is presented in Table
1. Table 3 organizes the EIs by specialty. Fourteen
of 60 (23%) generalist physicians and 29 of 315
(9%) specialists were women. Forty-eight per-
cent of respondents were members of the Col-
lege of Family Physicians of Canada (CFPC).
Thirty of the 60 generalist EIs nominated were
members of the CFPC. Of the 4366 generalist
physicians registered in British Columbia in
1996–1997, 1553 were members of the College.

The mailing of a notification letter to 375 physi-
cians identified as EIs took place in early 1998. We
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Table 1 Specialist and Generalist Educational Influentials by Region in British Columbia13

Identified Educational 
Influentials Practicing Physicians

Number of Number of Number of Number of
REGIONS Generalists Specialists Generalists Specialists

Vancouver Island 9 69 850 576
Metro Vancouver (urban) 29 118 1922 1956
Fraser Valley 5 19 414 198
Surrey/White Rock 6 23 220 127
Okanagan 2 46 516 334
Kootenays 1 16 155 57
Northern BC (predominantly rural) 8 24 289 110
Totals 60 315 4366 3358
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have received only 16 requests to remove individ-
uals’ names from the list. Some of these individu-
als had left the country, were retired, or deceased.

Discussion

This study has surveyed a broad cross-section of
BC primary care physicians in order to identify
those physicians whom they perceive to be impor-
tant EIs. It is an honor to be so identified, and
many of these individuals serve as an unrecognized
important educational resource to the province.
They are often informal educators guiding their col-
leagues by telephone, on the wards, or in one-to-
one consultation. They are respected for their com-
munication skills, humanism, and teaching ability.

Clearly, this list is not complete as the quali-
ties identified exist on a continuum and are gen-
erally not categorical. The decision to cut off at four
votes is somewhat arbitrary but does define a
regionally based proportion of approximately 5%
of the physicians practicing in BC. It provides a
balance of specialists and primary care physi-
cians. Many of these individuals are already often
featured as plenary speakers at conferences. Oth-

ers are not, but their educational skills have not
gone unnoticed.

The list of EIs will not be distributed. Names
will be brought forward in response to requests
from community-based non-profit CME organi-
zations that request assistance in identifying speak-
ers for a CME event.

The strength of this study is the large number
of respondents and its provincial focus. The study
tool is well validated but not previously applied
in as general a manner.

There are a number of potential weaknesses.
Choosing the top 5% of nominated individuals is
arbitrary. In support of this decision is that it pro-
vides reasonable sensitivity to the local identifi-
cation of EIs. Furthermore, 1 in 20 physicians,
although a select group, seems reachable for it is
likely that we all aspire to be respected for our com-
munication skills, humanism, and teaching ability.

It seems that the survey tool has a bias toward
certain specialty areas, perhaps those that involve
more interactive shared care between generalists
and specialists. No ophthalmologists were iden-
tified as EIs and only 0.6% of psychiatrists were
so nominated. In contrast, 42% of gastroen-
terologists and 25% of obstetricians were iden-
tified as EIs.

The survey achieved only a 52% return in
spite of three mailings. This is probably not a sig-
nificant issue as more voters would only have
shifted the cut-off point to five votes instead of four,
which would have made little difference as 95%
of EIs already had received five or more votes.

EIs can be identified across the province.
They are respected for their communication skills,
humanism, and clinical expertise. Perhaps by
identifying them and their contributions we will
promote increased opportunities for improving
health care for the people of BC through more
effective formal and informal CME for medical
practitioners.
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Partial Royal College program 268 (23%)

Type of practice: (N = 1166)
Group 67% (N = 1042)
Metropolitan 47%, regional 28%,

rural 25% (N = 689)
Hospital admitting privileges 83%
Emergency department coverage 37%
Member of College of Family 
Physicians of Canada 48%
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Table 3 Number and Proportion of Educational
Influentials Identified by Specialty

Number Total Number
Discipline of EIs in Discipline % EIs

Anesthesia 3 332 0.9

Internal medicine 65 583 11.1
Cardiology 19 57 33.3
Dermatology 6 62 9.7
Endocrinology 
and metabolism 5 14 35.7

Gastroenterology 13 31 41.9
Geriatrics 3 14 21.4
Hematology 5 23 21.7
Infectious diseases 3 7 42.9
Nephrology 5 12 41.7
Neurology 9 71 12.7
Respiratory medicine 15 46 32.6
Rheumatology 11 31 35.5

Pediatrics 21 257 8.2

Surgery: general, 
thoracic, and 
vascular 35 280 12.5

Neurosurgery 2 32 6.3
Obstetrics 43 175 24.6
Orthopedic surgery 22 150 14.7
Otolaryngology 1 70 1.4
Plastic surgery 2 55 3.6
Urology 14 68 21.0

Radiology: diagnostic, 
therapeutic, and 
radiation oncology 2 328 0.6

Pathology 1 155 0.7
Medical 
microbiology 1 26 3.8

Physical medicine 
and rehabilitation 3 38 7.9

Psychiatry 4 501 0.8

Family medicine/
general practice 60 4366 1.4

Emergency medicine 2 74 2.7
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Survey - Identification of “Educational Influentials”

The first three paragraphs that follow are an attempt to describe the behavioral characteristics of physicians as they
interact with their colleagues on an informal basis during the the course of a typical day in practice. These characteristics
have been derived from a prior survey of over three hundred physicians. Most physicians demonstrate these
characteristics throughout their careers. However, as with any human interaction, some physicians demonstrate such
behaviour more often and more consistently than others. What we would like to learn from you is which physician(s)
in your area best fit the descriptive paragraphs that follow.

Please read each paragraph carefully and indicate the name(s) of the physician(s) that best fit each description. You
may write the names of up to three physicians for each paragraph. The same physician may be named in more than
one paragraph. Remember all information on this survey is strictly confidential.

Paragraph A

They convey information in such a fashion as to provide a learning experience. They express themselves clearly
and to the point—provide practical information first and then an explanation or rationale if time allows. They take
the time to answer you completely and do not leave you with the feeling that they were too busy to answer your
inquiry. They enjoy and are willing to share any knowledge they have.

NAME DATE

Paragraph B

They are individuals who like to teach. They are current and up-to-date and demonstrate a command of medical
knowledge. They demonstrate a high level of clinical expertise.

NAME DATE

Paragraph C

They are “caring” physicians who demonstrate a high level of humanistic concern. They never talk down to you;
they treat you as an equal even though it’s clear they are helping you.

NAME DATE

This paragraph is specifically related to whom you seek clinically relevant musculoskeletal information.

Paragraph D

They are health professionals (physcians, specialists, therapists) in your community that you seek clinically relevant
information about musculoskeletal problems.

NAME DATE


