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For decades, medical educators, 
including those in family med-
icine, have widely embraced 

competency-based education.1,2 In 
the United States, a number of gen-
eral competencies in both undergrad-
uate and graduate medical education 
and training are incorporated into 

standards for accreditation.3-5  Even 
before admission to medical school, 
the American Association of Medi-
cal Colleges (AAMC) recommends 
applicants be assessed on 15 compe-
tencies in four domains.6 Educators 
in other countries have developed 
their own sets of competencies with 

different competency frameworks.7,8 
The Physician Competency Refer-
ence Set (PCRS), a unifying frame-
work of 58 competencies across eight 
competency domains, seeks to bring 
these many lists together into a co-
herent framework and to provide a 
standardized taxonomy of outcomes 
defining general physician compe-
tence.9  

As we embrace competency-based 
education, questions of context arise 
around geography, caring for special 
populations, regionalization of medi-
cal education and clinical training 
sites, and the meaning of competence 
in the setting of teams.10,11 Unfortu-
nately, much of the medical educa-
tion community in the United States, 
as in Canada, follows “a national-
ly-based approach...in a way that 
[attempts to ensure] equity of expe-
rience no matter where the clinical 
teaching site learners are training.”12 
Such an approach is potentially ag-
nostic of place and could diminish 
the role of context.

Leaders in the competency-based 
education movement explicitly assert 
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that competence in practice is fun-
damentally contextual. Competence 
has been defined as “The array of 
abilities…across multiple domains or 
aspects of performance in a certain 
context” (emphasis added).2 The orig-
inal authors of the PCRS framework 
suggest that context could be inte-
grated into to their list of competen-
cies by adding qualifiers.9 Ekstrand 
et al, for example, have done this, 
approaching a subpopulation by add-
ing 30 content and context-specific 
qualifiers to 20 of the 58 total com-
petencies.10

Given the unique context of prac-
tice in a rural community, it stands 
to reason that there might be a 
list of domains and competencies 
that are particularly important to 
sustained competence in that geo-
graphic setting. Physicians wishing 
to practice in low-resource or un-
derserved rural communities will 
eventually face challenges that may 
require additional knowledge, skills, 
attitudes, values, and other profes-
sional attributes.

Over the past 2 decades, work 
has been done by individuals in so-
cial work, nursing, and medicine to 
define what those rural competen-
cies might be.13,14 Specifically, na-
tional groups representing rural 
and remote medicine in Australia 
and Canada have defined contextu-
al and clinical competencies for ru-
ral physicians, but there has been 
no comprehensive contribution to 
this literature from the United 
States.12,15  In 2008, a group of rural 
medical educators met at the Soci-
ety of Teachers of Family Medicine 
(STFM) Spring Conference in Balti-
more to address this task. A list of 
domains and competencies had been 
proposed in 2007 by the lead author, 
who as a program director had ear-
lier constructed this list for use in a 
rural training track residency pro-
gram. Several rural medical edu-
cators attending the STFM Spring 
Conference, and subsequently addi-
tional members of the STFM Group 
on Rural Health, expanded and then 
refined the list through an iterative 
group process.16 This included the 

generation of additional domains and 
competencies through email interac-
tion before the conference, a nom-
inal group ranking and clustering 
at the conference, and a subsequent 
round of refining and clustering that 
occurred with a larger group online 
in the weeks following the confer-
ence (Table 1). In 2008, and again 
in 2013, the American Academy of 
Family Physicians (AAFP) and the 
National Rural Health Association 
(NRHA) recommended in a joint 
position paper that the competen-
cies be implemented more widely.17,18 
In the years since, these competen-
cies have been communicated and 

implemented in various ways and in 
multiple versions in medical school 
and residency programs across the 
United States, and international-
ly.19-21 The objective of this study, a 
national survey of both undergrad-
uate and graduate medical educa-
tors and practicing physicians (many 
but not all of whom are family physi-
cians), was to further develop a com-
prehensive list of competencies for 
rural practice and to assess the rela-
tive importance of these domains in 
education and practice.

Table 1: Original Competency Domains and Capabilities for 
Rural and Underserved Care as Presented in Initial 2015-2016 

National Survey of Rural Medical Clinicians and Educatorsa

Domains Capabilities

Adaptability •	 Demonstrates improvisation and creativity
•	 Adapts scope of practice to community need

Living with 
Scarcity and 
Limits

•	 Recognizes the limits of their competence
•	 Looks it up when faced with the limits of their own 

knowledge
•	 Practices within the limits of local resources, making 

timely referrals

Resilience

•	 Demonstrates endurance and restorative capacity – the 
ability to overcome hardship

•	 Demonstrates boundary setting and margin – able to set 
limits and set aside time for self-care and renewal

•	 Bends without breaking
•	 Builds or joins a resilient community of support

Integrity

•	 Demonstrates authenticity
•	 Adapts to the transparency and accountability of living 

in a glass house
•	 Negotiates dual relationships with integrity
•	 Behaves in a way that is true to self and others

Reflective 
Practice

•	 Demonstrates critical reflection-in, on, and toward-action
•	 Protects time for reflection-on-action and engages in 

scholarly activity
•	 Exhibits awareness of self in relation to others and of 

their perspectives
•	 Reframes problems and creates useful ones, putting 

knowledge into action
•	 Attends to surprise, to the things that do not fit, 

improvising in the moment in the clinical situation
•	 Keeps the whole in mind, even while focusing on the 

details

Collaboration

•	 Demonstrates community responsiveness
•	 Exhibits grace, and respect for individuals and tradition
•	 Effectively advocates for others
•	 Accepts multiple leadership roles
•	 Builds effective networks across time and place

a Developed by Dr. Randall Longenecker in a nominal group process with rural medical educators 
in 2008 (previously unpublished). 



30 JANUARY 2018 • VOL. 50, NO. 1	 FAMILY MEDICINE

ORIGINAL ARTICLES

Methods
Using the domains and competen-
cies for rural practice that were 
initially developed through the pro-
cess described above, we employed a 
snowball strategy to survey medical 
educators and physicians regarding 
the importance and relevance of the 
domains for rural practice, and to so-
licit additional domains and compe-
tencies and develop a more complete 
and useful list.

We developed a survey describing 
each proposed rural competency do-
main. See Table 1 for descriptions of 
the six rural competency domains 
included in the initial survey. We 
left it to each participant to define 
“rural” from their own perspective, 
since there is no universally accept-
ed definition. After completing de-
mographic information, we asked 
participants to rank each domain 
according to its importance and its 
unique relevance to rural and under-
served practice, using a Likert scale 
of 1 to 5 ranging from “not at all im-
portant (or unique)” to “extremely 
important (or unique).” Without im-
posing a character or word limit, we 
also asked participants to free text 
any specific domains or capabilities 
that were relevant to rural or un-
derserved practice but were not in-
cluded on the initial list.

We sent an invitation for the ini-
tial survey as an anonymous Qual-
trics version 2016 (Qualtrics, Provo, 
UT) survey link in November 2015 
via email to members of the list-
servs of the STFM Group on Ru-
ral Health, the RTT (rural training 
track) Collaborative, NRHA Rural 
Medical Educators Group, AAFP Ru-
ral Health Member Interest Group, 
and the DR-ED email list, an elec-
tronic discussion group for medical 
educators sponsored by the Michi-
gan State University College of Hu-
man Medicine, Office of Medical 
Education Research and Develop-
ment. These groups were chosen 
because their constituents includ-
ed rural physicians and medical 
educators. Participation was volun-
tary and anonymous, and snowball 

sampling was encouraged by asking 
participants to forward the invita-
tion to others potentially interest-
ed in rural medical education. We 
also distributed the survey link to 
attendees of national conferences 
relevant to rural medical education 
held in the spring of 2016, includ-
ing STFM, NRHA, AAFP Program 
Directors Workshop, and the Inter-
national Community Engaged Medi-
cal Education Network Conference.

We summarized demographic 
characteristics using descriptive sta-
tistics. We converted participant re-
sponses to the questions of whether 
existing domains were important or 
uniquely relevant to rural medical 
education to a numerical scale, and 
comparatively ranked them accord-
ing to participants’ impression of im-
portance and relevance. Statistical 
comparisons were accomplished us-
ing SPSS Version 22 (IBM Corpora-
tion, Armonk, NY).

Three researchers coded free text 
quotes and grouped the codes into 
themes to identify incomplete or 
missing competency domains. Once 
all quotes were coded and themes 
were established, we analyzed and 
compared them to existing compe-
tency domains to determine wheth-
er participant suggestions were 
included in the original competen-
cies (possibly requiring rewording for 
clarification), whether suggestions 
were indeed additional capabilities 
that should be included under exist-
ing domains, or whether suggestions 
were new domains not described in 
the initial survey. 

Since we did uncover new do-
mains upon analysis of the initial 
survey, we redrafted and described 
the competencies in a second sur-
vey that was sent to the NRHA 
Rural Medical Educators and the 
AAFP Rural Health Member Inter-
est Group in August 2016.

This project was granted ethical 
approval by the Ohio University In-
stitutional Review Board.

Results
The initial survey invitation link was 
opened by 174 individuals; of those 
that opened the link, 171 participat-
ed in the survey and 146 complet-
ed at least 70% of the seven survey 
questions. Survey results are based 
on the responses of 171 participants. 

Self-reported demographics of sur-
vey participants are presented in Ta-
ble 2. Most survey participants were 
male (n=111; 64.9%), white (n=160; 
93.6%), and had at least some ex-
perience practicing in a rural com-
munity (n=131; 78%). About half of 
respondents (n=78; 50%) were cur-
rently in rural practice. The majority 
of respondents (n=132; 87.4%) taught 
residents, medical students, or both. 

The survey asked respondents to 
rank the importance and the rele-
vance of each curricular domain for 
rural practice. All six domains were 
considered important, with average 
responses for each domain ranging 
from 4.16 to 4.78 on a 5-point Likert 
scale (1-not important; 5-extreme-
ly important). Unique relevance 
to rural practice was more varied, 
with average responses for domains 
ranging from 2.36 to 3.6 (1-not at 
all unique; 5-extremely unique; see 
Figure 1). Of the six domains, “Re-
flective Practice” was considered 
the least unique to rural practice 
and “Living with Scarcity and Lim-
its” the most unique. There were no 
statistically significant differences 
seen when we compared responses 
based on participant’s age, gender, 
current rural practice, or rural prac-
tice experience.

Analysis of free text responses 
to the question “What important or 
uniquely relevant competencies are 
missing from these domains?” result-
ed in the addition of two important 
new domains—Comprehensiveness 
and Agency/Courage—as well as 
clarification of some competencies 
within existing domains. For exam-
ple, several respondents suggested 
framing “Living with Scarcity and 
Limits” in a more positive way, and 
this domain was renamed “Abun-
dance in the Face of Scarcity and 
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Limits.” The final model of domains 
and competencies for rural practice, 
incorporating changes uncovered by 
the national survey and with sup-
porting quotes for each domain, is 
presented in Table 3.

We sent a final survey to the 
NRHA Rural Medical Educators 
Group and the AAFP Rural Health 

Member Interest Group. This survey 
described this revised and final list 
of domains and competencies for ru-
ral practice and requested input into 
whether there were any domains or 
competencies that were unclear or 
missing. The survey was returned by 
16 participants (9 male [56%]; 100% 
Caucasian; 15 with rural practice 

experience [93%]; 15 with teaching 
duties, [93%]; and 10 currently prac-
ticing rurally, [60%]). No additional 
domains or competencies were un-
covered by this follow-up survey.

Discussion
This study lends validity to and fur-
ther elaborates dimensions of com-
petence believed by a convenience 
sample of medical educators to be 
particularly important in rural prac-
tice. However, there was no consen-
sus as to their unique relevance to 
rural medicine, which may reflect 
the importance of such competen-
cies to other practice settings as well. 
We do not feel this finding detracts 
from their relevance, but rather, as 
one respondent mused, it may be in 
the rural context that these domains 
of competence are most appreciated 
and where they are most apparent 
in their absence, possibly due to the 
lack of redundancy in a low-resource 
or remote practice setting:

I think the idea that you can teach 
such competencies or check them 
off a list when done, reminds me 
of Benjamin Franklin’s project as 
a youth to build his character, des-
ignating a week each for one of the 
virtues, after which he would be 
“done”. I think a rural physician is 
akin to the adage about pilots:  Fly-
ing is not dangerous. It’s just less 
forgiving of mistakes. A really good 
physician should be all of the things 
you listed, and then some, but this 
is true for all physicians. For rural 
physicians, however, the price of de-
ficiencies is much higher.

Competence is multidimension-
al (ie, multiple domains in multi-
ple dimensions), multifaceted (from 
multiple perspectives, that of the 
individual and those of others), and 
dynamic (changing with time, experi-
ence and setting).9 Yet in much of the 
clinical and medical education litera-
ture, competence has often been re-
duced to a checklist of behaviors. By 
grappling with the definition of com-
petence in the rural context and im-
plementing the competency domains 

Table 2: Demographics of Rural Competencies 
National Survey Participants, 2015-2016

N (%) Total=171

Age
20-35 years
36-45 years
46-55 years
56-65 years
>65 years

16 (9.4%)
48 (28.1%)
38 (22.2%)
48 (28.1%)
21 (12.3%)

Gender
Female
Male
Did not answer

59 (34.5%)
111 (64.9%)

1 (0.6%)

Ethnicity
American Indian
Asian or Pacific Islander
Black
Hispanic/Latino
White
Other

0 (0%)
2 (1.2%)
1 (0.6%)
6 (3.5%)

160 (93.6%)
2 (1.2%)

For physicians, years in practice
1-10 years
11-20 years
21-30 years
>30 years
Did not answer (or not physicians)

21 (19.3%)
28 (25.7%)
32 (29.4%)
28 (25.7%)

62

For all, years in rural practice*
1-5 years
6-10 years
11-15 years
16-20 years
>20 years
None
Did not answer

38 (23.5%)
21 (13.0%)
22 (13.6%)
14 (8.6%)
31 (19.1%)
36 (22.2%)

9

Currently in rural practice
Yes
No
Did not answer

78 (50.0%)
78 (50.0%)

15

Teaching roles
Medical Students
Residents
Both Medical Students and Residents
Other Learners only
No teaching responsibilities
Did not answer

41 (27.2%)
84 (55.6%)
7 (4.6%)
9 (6.0%)
10 (6.6%)

19

*Years in rural practice was asked of all participants, not all of whom were physicians, which is 
why the responses to this question were higher than for physician total years in practice.
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Figure 1: Domains of Competence: Unique Relevance to Rural Practice

Table 3: Domains and Capabilities for Rural Practice Including Supporting Quotes 
From National Surveys of Rural Physicians and Educators, 2015-2016

Domain Capabilities

Adaptability
•	 Demonstrates improvisation and creativity
•	 Adapts scope of practice to community needs (plasticity)
•	 Exhibits the ability to work with diverse individuals in multiple practice settings

“Motivation to move outside one’s comfort zone to ‘fill the gap’ of what’s missing in delivery of care in a community.”
“Rural generalists play a significant role in all types of care. Often we take care of cases alone that would typically be 
handled by specialists in urban areas.  This demands clinical skills beyond what most primary care physicians provide.”

Agency and Courage

•	 Articulates a calling: “I’ve been led to do it.”
•	 Tolerates risk: “I can overcome fear to do it.”
•	 Finds inspiration: “I’ve seen others do it.”
•	 Demonstrates self-efficacy: “I am capable of doing it.”
•	 Voices a commitment: “I will do it.”
•	 Gets things done: “I did it!”

“As a rural doctor you need to be able to deal with complexity and uncertainty.”
“You need to be able to function without immediate outside support in a breadth of circumstances; this requires confidence 
and independence in practice.”

Collaboration 
and Community 
Responsiveness

•	 Engages the community in responding to need, including health inequity
•	 Works well in interprofessional teams; promotes collaboration across professional boundaries
•	 Exhibits grace, and respect for individuals and culture
•	 Effectively advocates for others
•	 Accepts multiple leadership roles
•	 Builds effective networks across time and place

“As a rural doctor, you should be ready and willing to be an integral part of the community and to be looked to as a leader 
from the first day in practice.” 
“[Respect for] the patients’ and community’s culture; tolerance and appreciation of differences are important.”
“It is important in rural practice to have a special rapport, respect and connection to [health care professionals] in town and 
elsewhere too…Mutual respect is very important to providing the best care you can give.”

(continued on next page)
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proposed a decade ago in rural un-
dergraduate and graduate medical 
education, we as authors have come 
to understand competence in a less 
conventional way. Like others, we 
question the completeness and rel-
evance of current models of com-
petence, especially in the authentic 

context of rural practice, and suggest 
these domains be used differently.22

As suggested by several survey 
respondents and affirmed in our in-
teractions with family medicine and 
other educators during presentations 
of our research, achieving and sus-
taining intrinsic competence is more 
than a technical or developmental 

task.23,24 These domains are inter-
related, and although difficult to 
measure or sum in parts, are rela-
tively easily recognized in the whole 
in practice. Like the general compe-
tency domain of professionalism,  
these rural domains defy a reduc-
tionist approach that addresses com-
petence only as a cumulative list of 

Domain Capabilities

Comprehensiveness

•	 Maintains and even expands as necessary a wide scope of clinical practice
•	 Enhances skills or learns new ones in order to be prepared for the unexpected and to meet 

community needs
•	 Maintains infrequently used skills through periodic retraining
•	 Demonstrates breadth in leadership ability, community health management, administrative 

skills and business management (“Wears many hats”)

“Comprehensiveness: being procedurally minded, being able to recognize the truly sick and get them where they need to go, 
and even knowing the business side of running your own rural practice.”
“It requires expanded scope of care including triage, emergency care, and procedures--even if practice is office-based.”

Integrity

•	 Demonstrates authenticity
•	 Adapts to the transparency and accountability of “living in a glass house”
•	 Negotiates dual relationships with integrity
•	 Behaves in a way that is true to self and others

“Some or many of the people in your town are also your best friends.  They need to know that you care very much about 
their health and wellbeing. Go the extra mile for them.”
“Integrity is very, very important.  ‘Do the Right Thing’ for your patients, your family, and also for yourself.”
“Especially in rural practice, a physician is judged by the community, by colleagues, and by consultants…”

Abundance in the 
Face of Scarcity and 
Limits

•	 Demonstrates humility and knows the limits of his/her own competence 
•	 “Looks things up” when faced with the limits of one’s own knowledge
•	 Effectively uses the resources at hand and, working within the limits of local capability, makes 

timely referrals

“The ability to make due with what you have, including the responsible allocation of limited resources.”
“To practice in a rural setting, you need to know what you do not know.  You’ll need to ask for help from your colleagues 
sooner rather than later and get educated in your weak areas.  There are no medical specialists right around the corner.” 
“Creative economics—how to survive financially when caring for an underserved, high-need, and poor population.”

Reflective Practice

•	 Demonstrates critical reflection-in, on, and toward-action
•	 Protects time for reflection-on-action and engages in scholarly activity
•	 Exhibits awareness of self in relation to others and of their perspectives
•	 Reframes problems and pursues actionable solutions, putting knowledge into action
•	 Attends to surprise, to things that do not fit, improvising in the moment in clinical situations
•	 Keeps the whole in mind, even while focusing on the details

“One must be able to face difficult problems even when you might feel like running away. You are often alone to make 
difficult decisions. This is very difficult when tragic things happen to patients who also happen to be friends.”
“Have curiosity to understand “the lay of the land” when beginning a practice. Creativity in bringing needed resources to the 
community and a systems-perspective when evaluating needs and potential partners is helpful.”
“Have humility – one needs to recognize the limits which are inherent in a physician so that a they can approach medical 
practice in a sustainable fashion.”

Resilience

•	 Demonstrates endurance; restorative capacity - the ability to overcome hardship and thrive
•	 Sustains him/herself in practice & enlists the support of others
•	 Demonstrates boundary-setting and margin; the ability to set limits, to set aside time for self 

and family care and renewal
•	 Bends without breaking
•	 Builds or joins a resilient community

“To do well, one needs to find joy in rural practice. You need to desire to strive towards an enthusiasm in practice despite the 
sometimes overwhelming nature of medical practice in a rural or underserved community.”
“One needs life management skills, especially as they relate to spousal and family needs, happiness, and satisfaction.”

Table 3, continued
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capabilities.  And also like profession-
alism, it may be better not to decon-
struct them. 

Just as virtues complement a 
principle-based approach to ethics, 
the rural domains described in this 
study may best be used in rural ed-
ucation and training to complement 
(rather than further complicate) 
the conventional competency-based 
approach.25,26,27 The rural domains 
may best serve as beacons in learn-
ing and practice, cultivating charac-
ter-building habits in ourselves and, 
through modeling, in learners as well 
as peers.24 Good rural physicians will 
commit to becoming more and more 
competent in these domains, contin-
ually realigning their own behavior 
and moving toward an aspiration-
al goal they may never fully reach. 
This will require continuous reflec-
tion and lifelong learning. 

We propose the domains of compe-
tence further refined in this study as 
a common language and framework 
for addressing the important chal-
lenges and opportunities presented 
by training and practicing in a rural 
setting. Rather than reducing them 
to a checklist and burdening those 
who teach with yet more documen-
tation, we propose these domains 
serve as curricular anchors, bring-
ing geographic context to the general 
competencies to which they can be 
mapped. These rural domains, ap-
plicable across multiple general com-
petencies, add particularly important 
dimensions to some of them and map 
to the Physician Competency Refer-
ence Set (PCRS) in complementary 
ways (See Table 4).9

We suggest that medical educa-
tors use the competency domains for 
program and curricular design, even 
programmatic mapping and evalua-
tion, fostering the deliberate develop-
ment of these habits in our learners 
and developing reflective measures 
for self-monitoring over the course 
of their careers. Teaching toward 
these competencies may, in a forma-
tive way, help our learners set aspi-
rational goals. Always keeping the 
end in mind, faculty can ask learners 
to identify the competency domains 

they believe a given learning activity 
addresses and ask how they intend 
to change their own practice follow-
ing the activity. As an educational 
tool, case examples for each domain 
are provided in the STFM Resource 
Library (https://resourcelibrary.
stfm.org/viewdocument/competen-
cies-for-rural-and-underser?Commu
nityKey=2751b51d-483f-45e2-81de-
4faced0a290a). Medical educators 
can develop workshops intended to 
build resilience, comprehensiveness, 
or agency and courage, and then as 
an assessment of program effective-
ness—rather than as a measure of 
an individual’s capability—look for 
evidence of genuine understanding 
in the learners’ reflections and ver-
batims.17

This study has several limitations. 
The survey respondents were a con-
venience sample and may not have 
been representative of all rural prac-
titioners or rural medical educators. 
Although designed to target rural 
physicians and educators, this study 
captured some respondents without 
rural practice experience, which we 
considered both a limitation and an 
opportunity. Rather than excluding 
these participants, we opted to in-
clude all responses in the analysis 
and no significant differences were 
found between respondents based 
on rural practice experience. The 

number of responses to the vali-
dation survey was small and this 
work deserves more rigorous vali-
dation. Further work should explore 
whether these domains and compe-
tencies are also relevant to other un-
derserved practice settings such as 
urban underserved communities or 
global mission settings. 

We struggled with defining “ru-
ral” for this study as there are cur-
rently many federal definitions.28 We 
chose not to explicitly define rural in 
the survey, but rather leave this to 
the participants’ perspectives, which 
may have affected responses. This 
is a limitation of this study, but it 
is also an ongoing challenge for the 
discipline. Although no one definition 
is likely to be universally applica-
ble, developing a shared operation-
al definition of rural for the purpose 
of health professions education re-
search would be an important ad-
vance.

The process by which this list of 
domains and competencies was origi-
nally developed (eg, lack of an a pri-
ori and intentional design) does not 
yet warrant use of the term “con-
sensus” to describe the list that 
was produced.29 A consensus is still 
emerging, beginning with an inten-
tional nominal group process almost 
a decade ago, then proceeding seren-
dipitously among a panel of experts 

Table 4: Rural Competency Domains, 2016–Mapping to the Previously 
Published Physician Competency Reference Set (PCRS)9

Rural Competency Domains Proposed PCRS Mapping

Adaptability Practice-Based Learning and 
Improvement

Agency and Courage Personal and Professional Development

Collaboration and Community 
Responsiveness

Interprofessional Collaboration

Comprehensiveness Patient Care and Knowledge for Practice

Integrity Professionalism

Abundance in the Face of 
Scarcity and Limits

Systems-Based Practice

Reflective Practice Practice-based Learning and Improvement
Personal and Professional Development

Resilience Personal and Professional Development

9 Englander R, Cameron T, Ballard AJ, Dodge J, Bull J, Aschenbrener CA. Toward a common 
taxonomy of competency domains for the health professions and competencies for physicians. 
Acad Med. 2013;88(8):1088-1094.
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in their use, and now, in this study, 
clarified through an iterative nation-
al survey and series of workshops 
and focus groups. A formal consen-
sus as to the explicit role of these 
domains in medical education for ru-
ral practice and their relationship to 
the Physician Competency Reference 
Set awaits a formal consensus build-
ing process and another publication.
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