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ABSTRACT
The following paper reflects on the impact of the physician core
competencies defined by the Accreditation Council for Graduate Medical
Education of USA. In this commentary paper we have mirrored these core
competencies so that the perceived patient perspective can be heard. As
medical educators we feel it is important to consider the views of the main
stakeholder in medicine, namely the patient, and to draw on our experiences
as clinicians and at times patients ourselves. We further consider patient
rights as the driving force that directs the development of core competencies
through the cultivation of active and fruitful dialogue with their physicians.
This paper will also likely to open the door to further research in this area.
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Introduction
In 1996, the Accreditation Council for Graduate
Medical Education (ACGME) of USA defined
six “core” competencies for medical doctors,
which have been used to gauge physicians,
residents, and students with respect to specific
healthcare performance measures (1). As
medicine evolves towards a more patientcentered model, we feel it is important to meet
the needs of the patient and to enable them with
core competencies. This would engender more
constructive consultations with medical doctors
through the development of patient autonomy
and engagement (2).
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In this commentary article, we have framed the
notion of patient competency in line with seven
core competencies, of which six (core
competencies 2 to 7 below) are mirror images of
those defined for medical doctors by ACGME
(1). This paper aims to draw attention to creating
a more collaborative process between medical
doctor and patient so that patients can engender
more understanding about, and contribute more
fully to, their care.
Core competency 1: Patient rights
In their paper, Mann and coworkers posed a
synthesis between health and human rights (3).
Patients are unique beings living in societal
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frameworks paying taxes and insurance levies.
Consequently, it is reasonable to assert that, in
OECD (Organization for Economic Cooperation
and Development) member countries, the
governing bodies have ethical, moral, and legal
responsibilities to provide the best possible
health care. Therefore, a key patient core
competency relates to having knowledge about
their rights, regional health policies, health
potentialities and access to appropriate health
services.
Core competency 2: Patient care
According to ACGME the goal of patient care is
to be “compassionate, appropriate, and effective
for the treatment of health problems and the
promotion of health (4).” This patient
competency relates to enabling patients to make
healthcare decisions based on the information
presented to them with the view to making their
health needs clear, and to working towards
maintaining a healthier lifestyle. Patients need to
be involved in and ultimately retain the authority
of their treatment options. They need to know the
benefits and burdens associated with each
treatment decision so that they can make
educated choices regarding their care. Informed
consent is established through open and focused
dialogue between patient and medical doctor.
This approach engenders an ‘informative model’
whereby medical doctors respect their patients’
values and present facts through considered
engagement (5).
Core competency 3: Medical knowledge
The pillar of medical knowledge includes
“established and evolving biomedical, clinical,
and cognate (e.g. epidemiological and social
behavior) sciences and the application of
knowledge to patient care (4).” This is an everexpanding aspect of medicine as science and
advancing technology continue to produce new
diagnostic and treatment modalities (6). The
amount of research being conducted throughout
the world continues to grow exponentially. It is
important that patients work with physicians to
enhance their medical knowledge through
utilization of
appropriate and accessible
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technology. Easy access to information
technology can enable patients to understand
their symptoms and diagnosis. In this way they
are empowered, enabling them to better manage
their diagnoses and to regain control over their
healthcare options; however, we recognize the
obvious information gap and that patients may
not fully understand all aspects of their illness
(7). In most cases they may not fully grasp the
science behind their disease, how it interacts
with other medical conditions, or the ways the
various treatments work. Nonetheless, inevitably
the more knowledge they have the more they can
contribute to their own well-being and
understand their doctor’s perspective on how the
disease affects their body (8).
Core competency 4: Practice -based learning
and improvement
Practice-based learning and improvement
“involves investigation and evaluation of one’s
own patient care, appraisal and assimilation of
scientific evidence, and improvements in patient
care (4).” When patients walk through the door
of their physicians’ offices, they are likely to
have expectations that they are receiving the best
possible care (9). There is a sense that patients
can be supported so that they are proactive about
working with their doctor to ensure an accurately
defined diagnosis . It is imperative that patients
have knowledge of the rationale behind the
treatment options. Ultimately, one way of
creating effective dissemination of information is
access to patient networks, whereby patients in
similar situations could discuss their experiences
with the various treatment options; ultimately,
the thought is that this would help patients
develop understandings of treatments and
prognosis (10).
Core competency 5:
communication skills

Interpersonal

and

Interpersonal and communication skills “result in
effective information exchange and teaming with
patients, families, and other health professionals
(4).” Patients inevitably benefit from open
dialogue regarding their medical conditions,
illnesses, options for treatment, states of health,
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and prognoses. It is imperative that patients
have an accurate depiction of their illnesses and
treatment plans. . With the advancement of
technology, the way in which communication
occurs between doctors and patients is different
to 50 years ago, especially with the advent of
social networking websites and advances
associated with communication and information
technology (11). The internet and social media
are integrated into everyone’s daily routine.
Patients and medical doctors live in a new era of
instant gratification. Patients could benefit from
being technologically skilled to enhance
communication processes through email, Skype
or text messaging rather relying solely on the
phone. Although information technology has
many benefits, it can impede physicians’ ability
to give their undivided attention as they are often
interrupted with cell phone calls, text messages,
and emails which may impede a patient’s right to
equitable treatment (12).
Core competency 6: Professionalism
Professionalism is defined as “commitment to
carrying out professional responsibilities,
adherence to ethical principles, and sensitivity to
a diverse patient population (4).” As a
competency, patients can be informed regarding
the desired professional attributes associated
with medical practice. For example patients can
be made aware of professionalism in terms of
cultural responsiveness (13, 14) which is at the
forefront of medical education throughout the
world. Patients may have different cultural
values and norms in relation to their medical
doctors, and therefore, care by their attending
physician needs to be exercised in a culturally
responsible manner. Furthermore, patient
information needs to be protected. It is expected
that both patients and doctors uphold the
principles of professionalism to enact open and
respectful dialogue.
The flipside of knowing about physician
responsibility is being aware of patient
accountability. There is a need for patients to
take responsibility for certain actions concerning
their own health care. Schmidt (15) notes that
there are aspects of medical care required of the
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patient. These include the need for self-care, to
treat healthcare staff respectfully, to keep and
manage appointments, provide accurate contact
details, to follow advice and treatment, ask
questions, use medicines and facilities
appropriately, prevent the spread of infection and
so forth.
Core competency 7: Systems based practice
Systems-based practice refers to “actions that
demonstrate an awareness of and responsiveness
to the larger context and system of health care
and the ability to effectively call on system
resources to provide care that is of optimal
value(4).” When patients are sick, they go to
physicians to gain information to understand
their condition. It is important that patients are
aware of, and competent in, how to obtain and
access appointments with specialists. Ideally,
patients (or significant support persons) need to
be competent in accessing essential resources
such as, monetary assistance, transportation,
essential technologies and communication aids
(16).
Final comments
Patients are likely aware that societal obligations
are complex and paradoxical. At one level
democratic and civilized societies purport to look
after all contributing members of that society,
but at another level there is an implied
competiveness that promotes inequality and
inequity. We think, however, that the patient
perspective is a fruitful source for further
informing medical education. It would be our
research aim to further investigate the notion of
patient competency and the level of engagement
between medical doctors and how this informs
the learning of medical practice. For example,
some difficult but important areas for further
research include: considering how patients would
learn to meet these competencies and, more
specifically, how patients learn the skills
required for shared decision making?
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