Executive Summary

In 1998, the Board of Examiners started a review of the certification process with particular emphasis on
developing a competency-based definition of family medicine for the purposes of assessment. There
had been challenges, both internal and external, to the significance of certification from the College (the
CCFP): what does it mean; is it still necessary? The Four Principles of Family Medicine provided a
framework to describe the practice of family medicine in Canada, describing the broad and complex role
of the family physician, and informing our understanding of how a competent family physician should
function. They did not provide, however, specific details on how the family physician achieves and
demonstrates this competence.
The Board of Examiners decided to develop a new definition of competence for the purposes of
assessment, and chose to ground the definition in the experience of practicing family physicians. It
began the process with a postal questionnaire asking how family physicians would define competence at
the start of independent practice. This led to a series of working groups tasked with further developing
the components of this definition, with the aim of establishing competency-based evaluation objectives
for the certification process.
This document is the ultimate result of that undertaking. It is not intended to redefine the specialty of
family medicine in Canada. Rather, it articulates, for the purposes of assessment, the specific skills
required by physicians to effectively function within the context of family medicine in Canada. Part I of
the document describes the components and structure of these evaluation objectives, explaining and
justifying the methods used in their development. Part II lays out, in detail, the operational level of all
the evaluation objectives. These objectives do not contain test instruments, examinations, scoring
scales, performance levels, or forms, or any prescription for developing these tools. This omission is
intentional. As these tools are developed, these evaluation objectives will direct both the content and
the format of the instruments used and increase the chances that any evaluation will perform well
according to the characteristics of successful evaluations.
This summary concludes by providing a brief outline and description of the main components of the
evaluation objectives and this definition of competence in family medicine. For more detailed
information, go to the appropriate sections in Parts I and II of the main body of the document.
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The Domain of Competence in Family Medicine:
There are four major components in this definition:
1.
2.
3.
4.

Skill Dimensions of Competence
Phase of the Clinical Encounter
Priority Topics, Core Procedures, and Themes
Key Features and Observable Behaviours

Together they constitute the domain of competence in family medicine. Overall competence is
determined through a process of continuous sampling, observation, and reflection of learner
performance with respect to key features and observable behaviours for a series of problems (priority
topics, procedures, themes), throughout the phases of the clinical encounter, until evaluators are
satisfied that the physician is competent in all the skill dimensions.
The Components of the Evaluation Objectives:
1. Skill Dimensions of Competence: There are six essential skills that enable the family physician to
deal competently with problems in the domain of family medicine. The competent family physician
has the potential to use all the skills for any problem, but competence is also characterized by
adapting the choice of the skills used to the specific needs of the problem at hand.
a) Patient-centred approach: This is a hallmark of family medicine and represents one of the most
efficient and effective methods for dealing with problems. The details of the method are well
established in the literature, and the evaluation objectives for this dimension of competence are
derived directly from this information.
b) Communication skills: Certain skills and behaviours facilitate communication, and good
communication is essential for competence. Communication can be written or verbal, with
patients or colleagues; it also involves listening and watching as much as or more than talking
and showing.
c) Clinical reasoning skills: This dimension focuses on the problem-solving skills used to deal with
the “medical aspects” of a problem. Although obviously knowledge dependent, many of the
difficulties in this dimension are related to poor process (the how and why). Assessment of
these processes is more important than assessing the final results or answers.
d) Selectivity: This dimension has not, to our knowledge, been described with respect to physician
competence. It describes a set of skills cited as characterizing the competent family physician:
such a physician does not do things in a routine fashion, but is selective in their approach,
adapting it to the situation and patient. This physician sets priorities and focuses on the most
important, knowing when to say something and when not to, gathering the most useful
information without losing time on less contributory data, or doing something extra when it will
be helpful. It is perhaps a subset of all the other dimensions, but it was used frequently enough
to merit its own dimension.
e) Professionalism: This dimension was the most frequently cited in the descriptions of
competence. It includes all the responses that dealt with respect and responsibility to patients,
to colleagues, to oneself, to the profession, and to society. It includes ethical issues, as well as
lifelong learning and the maintenance of quality of care. It also includes attitudinal aspects such
as caring and compassion.
f) Procedure skills: In the initial survey, specific procedures themselves were not often cited as
being characteristic of competence. It was recognized, however, that an individual about to
enter independent practice should be able to competently perform certain procedures. A
working group on procedure skills identified 65 core procedures; assessment of competence in
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this dimension will be based on these as well as general key features developed for procedure
skills.
2. Phase of the Clinical Encounter: This component plays an essential role in directing assessment
toward the cognitive processes most critical to the competent resolution of a specific problem or
situation. It covers the steps or phases from the beginning to end of a clinical encounter. It includes
the processes usually identified with a hypothetico-deductive model of clinical problem solving, and
with clinical decision making.
a) Hypothesis generation (preliminary differential diagnosis)
b) History (gather the appropriate information)
c) Physical examination (gather the appropriate information)
d) Investigation (gather the appropriate information)
e) Diagnosis, including problem identification (interpret information)
f) Treatment (or management)
g) Follow-up
h) Referral
3. Priority Topics, Core Procedures, and Themes: These constitute a list of the problems or situations
that the competent family physician should be able to deal with at the start of independent practice.
This list sets out and limits the content of competence in family medicine for the purposes of
certification. The limits permit all concerned to concentrate their efforts, and the scope reassures us
that overall competence can be reasonably inferred if assessment has been based on an adequate
sampling of this content.
a) Priority topics: This list was generated from the responses in the original survey. It includes
diagnoses, symptoms, presentations, and tasks; there are also roles (periodic health/screening),
groups (immigrants, newborn, elderly), issues (lifestyle), situations (family issues, difficult
patients), and even some topics (antibiotics).
b) Core procedures: Competence in this dimension is not limited to the technical skills required for
the 65 core procedures. Other aspects, such as indications and contraindications, deciding to do
or not to do a procedure, and choosing among several possible approaches should also be
assessed. With this in mind, a key feature analysis was undertaken to identify the critical aspects
of competence applicable to all procedures.
c) Themes: The dimensions of the patient-centred approach, professionalism, and communication
skills were not sufficiently defined by the key feature analysis of the priority topics. An
additional iterative, a focus-group approach, using information from a variety of sources as
inspiration, was used to develop a series of themes to organize the description of competence
for each of these three dimensions.
4. Key Features and Observable Behaviours: These are the operational evaluation objectives
describing competence in relatively objective and observable terms. This component is most useful
for the assessment of competence during daily clinical supervision.
a) Key features: Each priority topic underwent analysis to generate the key features for the topic.
Key features are the specific situations most determinant of competence within a topic and the
critical processes involved in dealing competently with each situation. They are determined by a
group of practicing peers using a reflective, iterative process. Each key feature identifies the skill
dimensions and phases of the clinical encounter that are to be used in assessing the
competence for the situation and task in question.
b) Observable behaviours: For each of the themes identified for communication skills and
professionalism, an iterative process analogous to the key feature analysis was used to identify
behaviours indicative of competence, or lack of it, for each theme. While the key feature
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analysis identifies a subset of situations thought to be indicative of overall competence for a
topic, the observable behaviour analysis lists all behaviours potentially indicative of
competence, and no particular subset is identified as being most critical to competence for the
theme or the dimension in question.
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