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CTAG Domains and Competencies Survey Report 

April 16th 2019, 8:14 am EDT 
 

Q2 – Main work location: 
 

Main Work Location Count 

Orlando VA 3 

UCF College of Medicine 22 

UCF Health Gateway 1 

UCF Main Campus 1 
UCF Main Campus/UCF College of 
Medicine 1 

Grand Total 28 
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Q3 – What is your role? 

 
 
 
 
 

# Answer % Count 

1 UCF COM student 38.24% 13 

2 UCF COM Faculty 44.12% 15 

3 UCF COM Adjunct Faculty 8.82% 3 

4 UCF Non-Salaried Core Faculty 2.94% 1 

6 Staff 5.88% 2 

5 Other: 0.00% 0 

 Total 100% 34 
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Q4_1 – Domains and Competencies for COM Curriculum Transformation – Patient Care     
 
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 25 

 Total 100% 25 

 

Q4_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

I would change high-value to "high-quality" or "superior-quality" everywhere. 

PC 3: what is meant by "present patient clinical encounters..."? PC 3: consider removing the word "gathered" from 
the text PC 5: regarding Differential Diagnosis (DD), will only one DD be sufficient as indicated or are the students 
being encouraged to develop a short list of DD? PC5 indicates single DD is ok PC 6: what is meant by "(UCF tests 
list*)? PC 8: consider removing the words "participating in"  and "attending to" from the text 

I don't really understand how this is formatted, but other than that it seems good. I mean it is good to list all the 
things that you want to accomplish and should be checking off, but this is rather difficult to grasp conceptually. I do 
not know that many of my fellow M1s can feel like they could give good feedback for this. Should we be cross 
referencing an AMA or NBME guideline or something? I cannot unclick the "Click here" 

The language of compassion and patient-centeredness is not represented in the PCs 

Might want to consider adding a statement about the appropriate use of consultants - e.g., when to consult, how to 
request a consult, framing an appropriate consultation question, etc.  Would include mental status exam where 
physical exam is listed. 

PC2 - Some of the descriptors in the physical exam - musculoskeletal particularly - for the M1/M2s need to be 
revised and updated. There is some inconsistency. PC8 - We can use the anatomy lab more to demonstrate and 
have the students perform more procedures. 

There is a gap in treatment competency which is a major component of patient care. We have several educational 
activities which require students to justify a diagnosis based on presenting data but we also have activities that ask 
them to select and justify treatment based on rationale of disease process & patient variables. This is critical to safe 
patient care & I don't think the "develop a management plan in PC 7" adequately covers this process.  I strongly 
suggest modifying PC - 6  as follows: Demonstrate the ability to select, justify, and accurately interpret clinical data 
(based on lab tests, imaging; UCF tests list*) and to select and justify treatments based on presenting diagnosis and 
variation in individual patient factors.  While a recognize the formulating a differential diagnosis is the major task, 
clinical reasoning processes are applied to other processes in the patient care & I feel that this objective could be 
better at reflecting this.  Thus, I  think PC-5 could be improved as follows: Demonstrate clinical reasoning skills, such 
as interpretation of history and physical exam data, in generating a prioritized differential diagnosis and selecting 
appropriate management (surgical, pharmacologic, lifestyle, etc). 

"Physicians must consistently provide efficient and effective high value person-centered care that is compassionate 
and appropriate for the treatment of illness and promotion of health" 1. I do not see any competency for patient 
management. None of the listed competencies address this area. Should there be another competency? Is it listed 
some where else. Am I missing the obvious. 2. Looking at the Stanford document,  should there be additional 
competency for promotion of health.or is included in another domain? 



4 
 

Demonstrate the ability to explain the pathophysiologic changes that are occurring to account for a disease or illness 
to: 1] Other in the health profession and 2] patients for their understanding and education 

This is why the students go to medical school, and must have priority. Also, where is the "obtain the knowledge to to 
be able to provide patient care," including all the core basic sciences, pathology, physiology, etc. The objectives 
need to appreciate that the students have to learn the material in order to provide patient care. 

Should there be language regarding the ability to individualize care?  Other domains address professionalism and 
interpersonal skills. Nonetheless, patient care at its best is not diagnostic skills and treatment plans. Attention to a 
patients' health literacy, cultural and socioeconomic context improves outcomes, decreases physician burn out and 
lessens suffering.  I think PC 7 "individualized" should be expanded by specific examples. 

No hyphen for “histories-on”. 
Does “UCF 50” need to be defined somewhere? 
Is there a better term than “self-regulation”? 
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Q5_1 – Domains and Competencies for COM Curriculum Transformation – Knowledge for 
Practice     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 22 

 Total 100% 22 

 

Q5_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain. 
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

Where may we see the list of UCF developed conditions? 

Use "appropriate" electronic clinical decision support (CDS) tools to inform clinical reasoning and decision making 

KP 1: consider changing the word "situations" to "encounters" or "scenarios" or "settings" KP 2: consider changing 
the word "deep" to "thorough" KP 2: what is meant by "(UCF 50)"? KP 2: it appears as if KP 2 is simply a re-stating of 
the Title statement 

I don't really understand how this is formatted, but other than that it seems good. I mean it is good to list all the 
things that you want to accomplish and should be checking off, but this is rather difficult to grasp conceptually. I do 
not know that many of my fellow M1s can feel like they could give good feedback for this. Should we be cross 
referencing an AMA or NBME guideline or something? I cannot unclick the "Click here" 

It lacks Integrative language that may bring patient value to inquiry; KP4 needs added language of shared Decision 
Making 

KP1 - we need more focus on the clinical and less on board prep in the classroom. Too much is proscriptive and 
learner-centered as opposed to reality/patient-centered and is focused on the comfort of the learners. KP2 - too 
much focus on details in classroom experiences. The reality of the human condition needs to be addressed more. 
The students have a weak foundation of sociology, human behavior or philosophy to be effective as health care 
providers. 

I strongly recommend changing KP-4 as follows (eg..some students cite poor & ill-informed e resources - we want 
them learning to discriminate & select higher quality materials).   Demonstrate the ability to use high quality 
electronic clinical decision support (CDS) tools and to interpret the data to inform clinical reasoning and decision 
making 

KP 5 Demonstrate an ability to support and adjust differential diagnosis, treatment, or plan based on evidence-
based information. 

I would suggest an addition to KP4 making a statement that there is effort to consolidate the use of the EMR while 
providing patient centered care. 

KP 4 is of concern to have an "equal" footing with KP 1-3.  Reliance on support tools and future AI algorithms should 
not be a primary goal for student fund of knowledge.  I agree that student education and the existence of these 
tools and how to properly incorporate these systems into clinical practice should be one of our goals for the 21st 
century.  Perhaps the language of KP 4 could be changed to state:  Demonstrate the ability to utilize clinical decision 
support (CDS) tools properly to support your fund of knowledge in delivering effective person-centered care.  I 
would keep out the term "electronic" or "AI" as there are many forms of aid tools a provider may use. 

I would call this "Knowledge for Patient Care". As it stands this is  written in a very dry and impersonal manner that 
negates the importance that we are taking care of human patients. Unless we change how we teach and assess to 
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reflect these objectives, asking for an "inquiry-oriented approach" does not correlate with a didactic lecture. There 
needs to be an acknowledgement that the core material must be grasped and then used for clinical decision making. 
Currently inquiry is discouraged openly by certain faculty and residents in the clinics and the classroom. Deep core 
knowledge is the personal responsibility of physicians. I do not believe that students should have as an objective the 
"dissemination and transition of new medical knowledge." This should not be their role, and done inappropriately, 
can do harm. Mandating use of electronic decision making tools I also believe is inappropriate. Students should 
know that they exist, but I would not mandate their use. It is one more crutch to eliminate decision making skills. 
Following protocols spit out by a program does not promote critical thinking. 

Should we include systems science or quality improvement as domains of knowledge (along with biomedical , 
clinical, epidemiology and social-behavioral)?  For KP1, the scope seems limited to classroom and clinical contexts 
this excludes learning from research experiences.  I wonder if we should just cut the competency off at "learning" so 
it's broadly applied to the experiences a student may have in the program. 

There is no mention of collaboration.  KP 4 focuses on electronic support for decision making. I think collaboration 
with colleagues is a necessary skill as medical knowledge expands beyond the abilities of any one individual to 
become expert in all areas. 
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Q6_1 – Domains and Competencies for COM Curriculum Transformation – Interpersonal 
and Communication Skills         
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 23 

 Total 100% 23 

 

Q6_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

ICS 1: consider changing the word "audience" to "recipient" ICS 2: consider adding a reference to other healthcare 
professionals when discussing rapport-building skills ICS 4: consider re-wording to the following: "Demonstrate a 
thorough understanding of emotions......." the use of "insight and understanding about" seems to add complexity to 
the statement 

I personally cannot offer any constructive feedback after reading these. I am personally incapable of telling if there 
are gaps and redundancies. I think that is probably a good idea for people to see these before you start posting 
them up places, but I am completely lost. 

Should include the language of respect for persons; cultural sensitivity 

I listed the appropriate use of consultants under domain 1.  It may actually be more appropriate here, or could be 
expanded to include appropriate communication skills with consultants (e.g., asking an appropriate consultation 
question). 

IC3 - Emphasis needs to be given to the development of professional communication and behavior. Students tend to 
be robotic and check-box driven in these behaviors. They are at a developmental stage that is different from their 
predecessors. A 22 year old behaves as a 15 year old does in the "old" system. This needs to be taken into account. 

I strongly recommend adding to ICS-2 as follows:   Demonstrate ability to build rapport with patients, families, and 
peers on a healthcare team and to engage in shared decision making with parties critical to optimal patient care.  I 
suggest adding IP content to  ICS 3 as follows:  Demonstrate sensitivity and compassion in written, verbal and non-
verbal communication to develop effective inter-professional and therapeutic relationships. 

ICS 5 Demonstrate ability to build rapport with peers, faculty and other health professionals, acknowledging the 
unique and important contributions other health professionals make to the healthcare team and interacting with all 
members in a way that supports the care for the patient over the knowledge or ego of the individual student. 

. Should there be an expectation to  evaluate documentation of  patient medial records and communications in a 
timely manner. Important  metric for physician  for institutionalized patient care? 

How are you going to assess this. I think ICS 4 is wholly unachievable by many of our medical students who at this 
point in their life are older adolescents who barely understand their emotions. Just ask Katie Daley. Can we manage 
emotional maturity and insight? We could argue that many practicing physicians don't have this. 

Under ICS3, I would include professional relationships along with therapeutic relationships as sensitivity is important 
in that context as well. 

Though the heading mentions peers, faculty and other health professionals, the skill list is patient focused.  Consider 
an  ICS 5:  Effectively  provide and seek input form  peers, faculty and other health professionals? 
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Q7_1 – Domains and Competencies for COM Curriculum Transformation –  
Inter-professional Collaboration     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 27 

 Total 100% 27 

 

Q7_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

Encourage a "team-based" collaborative approach to health maintenance and the prevention and treatment of 
disease in patients and populations. 

IPC 2: consider rewording (eg: "Apply collaborative knowledge and experience from every member of the care team 
to address the needs of each patient and/or population.") 

Sounds good. I guess one thing that I heard is that everyone is part of the healthcare team, but nobody sues the 
healthcare team, but maybe that's just some bitter doctor I am hearing. I personally am all for the team, but at the 
end of the day people send stuff up to be signed off by one person right? 

Apply knowledge of one’s own role and that of other health professionals to address the care of patient populations 

Needs to address disagreement and medical error 

IPC 3 : Demonstrate the ability to "work effectively..." 

See previous comments about working with consultants or when making referrals. 

If  discussing population health, should skills specifically address interfacing with the larger community? 
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Q8_1 – Domains and Competencies for COM Curriculum Transformation – 
Professionalism     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 18 

 Total 100% 18 

 

Q8_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below  if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

UCF developed a Professionalism assessment mechanism which informs the structure of the Promobes app, and the 
clerkship professionalism documents. The items in this list are not exactly aligned. That was a Curriculum Committee 
level task-force that you may need to reference. 

PRO 2: consider re-wording: (eg: "Demonstrate sensitivity to and an understanding of the diversity of patients, 
populations, cultures and other aspects of identity.") PRO 3: consider removing "...while attending to..." and adding 
"...while maintaining..." 

I appreciate these principles, but I think we could do more work to make sure that we choose the applicants based 
on if they care about these things vs. if they have high scores and will be  reaching for those competitive specialties.   
I am probably not addressing your concerns with these protocols, but as I said before I cannot use information and 
provide feedback when information is portrayed this way. 

Nor “during”. It “in” the interaction; lacks reference to beneficence - it should have at least a reference to it, in 
overlap with other domain Add respect for persons 

Would consider adding explicit language about timeliness of meeting deadlines (whether curricular, for 
credentialing paperwork, or for enrollment purposes), of responding to emails/calls from faculty/staff/patients, and 
in presenting for class/clinical duties on time. 

PRO 3 - We have made "wellness" and "burnout" another subject for the students to contend with - rather than a 
part of the culture. The change for this needs to come from the top-down - from the upper administration. The 
message of high board scores and wonderful matches is not a reflection of a healthy student body and subsequent 
graduates, as much as it is a measure of a system that values numbers and image. 

social media might be redundant. 

PRO 7 Demonstrate a commitment to the ethical principles and personal behaviors expected of a physician in 
interactions with peers, applicants, faculty, and the general public even when outside the confines of patient care or 
educational activities. 

In PRO 6, it would be beneficial to address “health inequity” as M1 students are taught about this concept in the C1 
module.  For example .... “In response to societal health care disparities and health inequity.” 

Pro 6 is a political statement 

This overlaps too much with the Interpersonal Communication Skills. I would combine the two objectives, otherwise 
you are developing too many objectives and assessments that probably cannot discriminate between PRO 2 and ICS 
2. PRO 5 should be under Patient Care. It elevates its importance and says, "if you can't do this, you can't provide 
appropriate patient care."  If we are going to officially put PRO 6, we need institutional support for this. Those  of us 
doing outreach programs are doing it on our own time and without institutional backing. 

Under PRO4, include shared-decision making.  The competency could be re-written as: "Practice with a commitment 
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to ethical principles, including maintaining patient confidentiality and appropriate boundaries, using shared-decision 
making, responding to medical errors, and using electronic communications, including social media, appropriately." 

I see medical students (and staff) that often run into issues with efficiency - getting through an AM clinic or 
evaluation in a set period of time.  Under Patient care you mention efficient - but I think that you might want to 
explicitly mention this under professionalism. 

Develop self care skills?    Sensitivity, awareness, and ability to address colleague vulnerabilities and impairment 
compassionately and effectively to both their colleagues' benefit and to protect patients? 
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Q9_1 – Domains and Competencies for COM Curriculum Transformation – Systems-based 
Practice     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 23 

 Total 100% 23 

 
Q9_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

Just a note that in SB4 there are 2 ‘ands’ which we probably would not want in our published version. Should it say 
administrative, professional, and institutional requirements. 

Many of these domains are out of the hands of our trainees in practice; we will need to find ways to "demonstrate" 
for assessment. 

Participate in continuous "healthcare delivery" system quality improvement.  Utilize "healthcare delivery" system 
resources to optimize patient care and safety 

Title Statement: consider rewording (eg: Physicians must understand the structure of healthcare delivery systems 
and the importance of continuous quality improvement.") - to eliminate two successive occurrences of the word 
"system" SBP 3: consider rewording (eg: "Utilize available resources to optimize safety and improve the quality of 
patient care." SBP 4: consider adding the word "an" between "Demonstrate" & "understanding"; also, consider 
replacing the word "and" immediately before the word "professional" with a comma SBP 5: consider adding the 
word "an" between "Demonstrate" & "understanding" 

What about knowledge about different forms of healthcare. Salaried, fee for service, pay, health insurance. There's 
a lot of things that surprise physicians when they begin practicing, we could try to address those. What did you not 
understand when you started as a resident/attending? Are they all addressed in this? 

Add medical error prevention and mitigation; learning health system context language for systems improvement 

Could also include working with consultants here 

SBP 5 - I am not sure if the students have information about the direct costs of healthcare. They have a good grip on 
the average salary for a profession, but what about an MRI, CBC or a gram of tylenol in the hospital? 

Perhaps identifying errors in health care delivery and implementing solutions should be a stand alone competency? 
To me this is more specific and important competency and should be added in addition to SBP 3. 

where is cost effective care taught in our curriculum.  who is responsible in assessing this in an objective manner? 

I find this, of all of the competencies, the least tangible of them all. I would combine with IPE (isn't that a systems-
based practice). Hospitals do not let medical students do SBP 2. What setting are you seeing this? KNIGHTS and 
APOPKA students do it, but most medical students are not exposed to this until residency. What "system resources" 
that optimize patient care and safety are you expecting a medical student to understand? Root cause analyses 
(RCAs) and EMR protocols are beyond their level. They can't write orders and are not included in the RCA process. I 
think SBP 4 is asking too much of a medical student to understand. Please, let's focus on patient care and medical 
knowledge at this level, not on administration requirements. 

Add, "develop patient advocacy skills to improve social and political conditions for optimal patient care and 
population health."  I also wonder if SBP2 is feasible for all students?  Will we have a required experience to 
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facilitate this objective? 

Identify and address inequities? 

Q10_1 – Domains and Competencies for COM Curriculum Transformation – Practice-
based Learning and Improvement     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 25 

 Total 100% 25 

 
Q10_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

Appraise, assimilate and apply "evidence-based medicine" from a variety of "appropriate" sources to clinical 
decision making 

Title Statement: consider adding the word "focused" before the word "reflection" PBLI 1: The connection between 
this item and the Title Statement may not be clear to everyone PBLI 3: what is meant by "improving own patient 
care"? 

I think a lot of people hate problem based learning. They just want to memorize/practice for STEP. I really like 
thinking about problems and how to explain them to others, but my group just wants to finish as fast as possible. 
We should have some one there to make sure we cover the material, and practice working as a group. 

Lacks a pBL4 on Self-Improvement 

PBLI1 - We emphasize strengths in our learners, but could do better to let students fail and grow from that.And 
support them. PBL2 - The students draw from a number of resources in the preclinical years for information - 
particularly industry-driven third parties. We should guide them better, if possible. PBLI3 - The students have a hard 
time with giving and receiving feedback. Particularly when it comes to changing a current behavior. This needs to be 
normalized early on. 

Recommend adding a competency that would address the learner being able to demonstrate information retrieval 
mastery. 

Should there a competency for developing  skills and attitude towards education of patients, families, students and 
residents and other health care professionals (from Stanford document)? I did not see this  competency in any of 
the domains 

Incorporate these into patient care or knowledge and professionalism. This should not be a separate domain. 
"Practice-based Learning and Improvement" is a title that is too vague and confusing. What do you mean by 
"practice"? Patient care? Hospital work? Clinic? Students and many faculty do not understand this term. What really 
you are saying is "Learn how to keep up to date in current advances in the field". Can you please simplify these into 
plain language? The best document would be one that students can read and can understand. 

I'm not sure what information management is, could be better defined. 

Is it  only own pt care in PBLI 3?  Wouldn't one want to also address team or subordinate  patient care in addition to 
'improving own patient care'? 
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Q11_1 – Domains and Competencies for COM Curriculum Transformation – Personal and 
Professional Development     
 

# Answer % Count 

1 Click here if you have no changes to recommend to this domain. 100.00% 21 

 Total 100% 21 

 

Q11_2 – Please indicate in the text box below if there are gaps or redundancies with this 
domain.   
 

Please indicate in the text box below if there are gaps or redundancies with this domain.  Use this link to view all 
domains and their competencies:  Domains and Competencies 

How will we assess that these very 1st degree type behaviors are practiced? I don't disagree with them in concept; 
just looking forward to how we will be able to document completion of the task, etc. 

Title Statement: complex statement / message uncertain PPD 2: unclear about connection between "personal well-
being" and PPD category PPD 3: what is meant by "Develop dispositions"? 

You should make this mandatory. Maybe you'll catch a couple of people who actually want to think about this, but 
this is literally during my spring break, and it's not like I have a ton of free time after we start back at school. 

Introduce ethics developing PPD1 

In PPD 2, could add "and the development of effective learning strategies."  Would be in favor of adding something 
to PPD 4 that indicates risk stratification or assessment of one's strengths and limitations with regard to career plan. 

PPD(all of the above) - Wellness needs to be started on day one and should be "under the radar". Rather than 
seminars on wellness it needs to be uniformly integrated into the the curriculum with real time and commitment 
dedicated to development of virtues such as courage, humility and the value of true human connection with their 
peers before they can be expected to forge meaningful bonds with their patients. This is the biggest area of concern 
for me. 

I suggest PPD- 5 change:   Develop awareness and ownership of the expected roles and responsibility of physicians 
with patients, interprofessional teams, society, and the profession 

This is absolutely redundant with IPE (PPD5), the professionalism domain(PPD1, PPD3), and the "practice-based 
learning" domain(PPD1). Please simplify all these domains. There is too much overlap and this will generate 
inevitably, more teaching needs and assessment tools to assess learning of each objective. Many of these emotional 
maturity metrics are very difficult to assess. 

While implied in the competencies, should we explicitly state that we want our students to develop their 
professional identities as physicians?  May help with understanding as professional identity is used throughout the 
literature and at conferences.  Also suggest adding a competency around fulfillment in career choice. 
 


