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Anticipated changes to the MCC 360 questionnaires 

At the March 2016 meeting, the MCC 360 – Multisource Feedback (MSF) Committee expressed 

interest in making several changes to the MCC 360 questionnaires, including:  

• Standardization of the scales across questionnaires 

• Concentration on the assessment of CanMEDS intrinsic roles, particularly communicator, 

collaborator, and professional 

• Greater generality and standardization with regard to the content of questions across 

specialties  

• Greater triangulation of questions across respondent groups 

Past PAR scales 

The original set of PAR multisource feedback (MSF) questionnaires were developed for general 

practitioners and used a comparative scale. Over time, new questionnaires were developed in 

eight different specialty areas including anesthesiology, diagnostic laboratory, episodic care, 

medical specialties, pediatrics, psychiatry, surgery, and radiology. While all tools have employed 

5-point Likert rating scales with an additional 6th option for “unable to assess”, there has been 

variation in the particular type of Likert scales used across respondent groups and specialty 

areas. Table 1 outlines the various scales currently in use.  

Table 1. Likert scales used in the PAR instruments.  

                                           Scale Value 

Type of Scale 1 2 3 4 5 
Unable to 
Assess 

Option 1 
Comparative 

Among the 
Worst 

Bottom 
Half 

Average Top Half 
Among the 

Best 
Unable to 
Assess 

Option 2 
Agreement- 1 

Strongly 
Disagree 

Disagree Neutral Agree 
Strongly 
Agree 

Unable to 
Assess 

Option 3 
Agreement - 2 

Strongly 
Disagree 

(blank) (blank) (blank) 
Strongly 
Agree 

Unable to 
Assess 

Option 4 
Asymmetric - 

Evaluative 
Poor Fair Good Excellent Outstanding 

Unable to 
Assess 

 

 

To standardize the scales across the questionnaires a few key questions were posed including: 

• Which, if any, of the above scales should be selected for common use with the new MCC 

360 tools?  
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• How many response options are appropriate?  

• Should there be a neutral middle point?  

MCC conducted a literature search on Medline and Psychinfo for research evidence to inform 

these decisions. The following is a high-level summary of research findings.  

Desirable scale characteristics 

What makes a good scale? The handbook on multisource feedback (Bracken, Timmreck, & 

Church, 2001) describes desirable scale characteristics for closed response items. Many of these 

have also been echoed for MSF questionnaires in the health services context (e.g., Wood, 

Hassell, Whitehouse, Bullock & Wall, 2006). Generally speaking, such scales or response options 

should: 

• Fit appropriately with the item stem 

• Cover the entire measurement continuum – scale options should completely cover the 

range of possible responses 

• Be logically ordered and non-overlapping/mutually exclusive 

• Have a precise and stable meaning  

• Allow respondents to both sufficiently and accurately discriminate between scale options 

• Be familiar language (low ambiguity) for respondents 

Appropriate use of Likert scales 

There are a range of scales and response styles that may be used when developing a 

questionnaire (Bowling, 1997). Many MSF tools employ Likert scales for this purpose both in 

healthcare and non-healthcare contexts (e.g., extended use in the business world). Likert scales 

use a fixed choice response format and are designed to measure attitudes or opinions. These 

ordinal scales are often used to measure levels of agreement/disagreement.  

A Likert-type scale assumes that the strength/intensity of experience is linear, i.e. on a continuum 

from strongly agree to strongly disagree, and makes the assumption that attitudes can be 

measured. It is acceptable to treat scores from this type of response format as interval data to 

allow the use of common parametric tests (Cariffo & Peria, 2008; Norman, 2010). 

Type of Likert scale 

The type of Likert scale used should fit with the intended use of the tool. MCC 360 questionnaires 

are intended to measure observable behaviour from multiple perspectives (patient, non-physician 

co-worker, medical colleague, and self) to provide feedback to practicing physicians with regard 

to what they are doing well and behaviors that could be targeted for improvement. The purpose is 



Recommendations for standardization of the MCC 360 scale  

 
4 

not for physicians to rank themselves to other physicians, thus a comparative scale (e.g., among 

the best) is not appropriate for the intended purpose of MCC 360. 

In the context of business, Dalessio (1998) suggested that agreement, satisfaction, and extent 

response scales are all adequate for 360-degree feedback questionnaires. Ultimately, the choice 

should fit the context and intended use.  

Based on a preliminary review of the use of the asymmetric scale, there is no strong evidence to 

support that use of the scale leads to improved discrimination and enhanced score distribution. 

 

 

 
 

Number of response options 

In a summary of the literature on questionnaire design Lietz (2010) reported that offering 5 to 7 

response options is most commonly used and that enhanced psychometric qualities, including 

reliability and validity, are reported as the justification for including multiple response categories. 

But what number of response points is optimal? 

Length of scale (i.e., number of options) can impact the process by which people map their 

attitudes onto the response alternatives (Krosnick & Presser, 2010). The value of increasing the 

number of scale points must be weighed against the potential confusion or variation in how 

respondents interpret and are able to clearly distinguish among response options. Ideally, the 

number of options should reflect and align with people’s mental representation of the construct of 

interest. Too many choices can lead to problems of accuracy (DeVellis, 1991). Bracken, 

Timmreck, & Church (2001) recommend 5 to 7 values/response options to allow distinctions that 

are fairly fine but not artificial. 

Lissitz and Green (1975) explored the reliability of various numbers of scale points using 

simulations and found reliability increased from 3- to 5-point scales but then leveled off for 7-, 9- 

and 14-point scales.  Similar results have been reported by others (Jenkins & Taber, 1977; 

Srinivasan & Basu, 1989). Hassell et al. (2012) investigated the effect of varying the number of 

rating scale points between 3, 4, 6, and 9 points on an MSF tool for medical residents. Ironically, 

they found that longer scales were associated with identifying fewer “concern” trainees as they 

identified more “above expectation” trainees. Furthermore, assessors reported having some 

difficulty interpreting longer scales.  

 

Recommendation: Use of an agreement scale as a 
comparative scale is not appropriate for the intended use. 

Recommendation: Continue with a 5-point rating scale. 
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Including a neutral midpoint  

There is some controversy in the literature about the value of including a neutral midpoint.  For 

example, London, Wohlers, and Gallagher (1990) recommend against including a midpoint 

because it avoids receiving only neutral ratings. Others, however, have pointed out that 

respondents may become frustrated if not provided with a neutral option and increase the non-

response bias (Burns & Grove, 1997). 

Nadler, Weston, & Voyles (2015) found participants’ interpretation of the midpoint could vary 

substantially. The authors suggest that when using a midpoint an explicit definition of what the 

midpoint indicates should be provided. Rohrmann (2007) tested the sociolinguistic and 

psychometric properties of 100 expressions for five quantifier dimensions including; intensity, 

frequency, probability, quality and agreement. He investigated use with 5-point to 9-point rating 

scales across 5 experiments involving both student and the general population. His findings 

indicate that the most familiar and preferred midpoint for an agreement scale was “neutral”. 

In addition to a providing a neutral midpoint, it is also recommended to use a “don’t know” or “not 

applicable” option to prevent bias introduced when a respondent lacks adequate knowledge 

(Bracken, Timmreck, & Church, 2001).  

 

 

 

Response labels 

When scales are verbally labelled for each point the measurement of validity improves (Krosnick 

& Fabrigar, 1997) and extreme response style bias decreases (Moors, Kieruj, & Vermunt, 2014).  

Appropriate use of verbal labels remains a focal point for designing a survey that will yield more 

accurate data (Klockars & Yamagishi, 1988).  

Ideally, the response scale labels should align with the purpose of the questionnaire (Crossley & 

Jolly, 2012). Rohrmann (2007) investigation into sociolinguistic and psychometric properties of a 

5-point agreement scale provides evidence that the public is able to clearly distinguish and is 

familiar with the terms: strongly disagree, disagree, neutral, agree, and strongly agree.  

  

Recommendation: Include a neutral midpoint, define what the 

midpoint means. Continue use of “don’t know” or “not applicable”. 

Recommendation: Label each point of measurement 
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Overall recommendations 

Recommend using Option 2. 

 

Table 2. Recommended Likert scale.  

                                     Scale Value    

Type of Scale 1 2 3 4 5 
Unable to 
Assess 

Option 2 
Agreement - 1 

Strongly 
Disagree 

Disagree Neutral Agree 
Strongly 
Agree 

Unable to 
Assess 

 

Based on this summary of the literature:  

• Maintain use of 5-point Likert scale, as more than 5 points probably leads to confusion over 

meaning and distinctness of options 

• Maintain use of a 6th “Unable to Assess” option  

• Apply verbal labels to anchor each response option, and options need to be explicit 

• Move to common agreement scale as the purpose is not to rank physicians but to provide 

feedback about what they are doing well and where there is room for improvement. It is too 

soon to move to an asymmetric scale (need more evidence) 

• Maintain the neutral middle point as it avoids non-response bias, and evidence supports 

that this is the most preferred and familiar term 
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