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Part A. Trends in competency frameworks  
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Introduction 

A review of the literature around competence, competencies and performance is complicated by the 

use of varied definitions and underlying concepts. The existence of such variation is no surprise given 

the multiple contexts in which the terms are used. 

Consistent definitions are needed. However, detailed discussion covering the many philosophical 

arguments in the literature around definitions is unlikely to provide the profession with clarity in 

determining a way forward. It could be considered that the definitions should not drive the 

development of the competency framework, but, rather, be a reflection of the model that best 

addresses the current and perceived future needs of the profession at this time.  

There is no single ‘correct’ competency framework model. However, there are a number of features 

apparent in (or being proposed for) more recently developed competency frameworks. These will be 

described in this section, and include: 

1. Defining the relationship between competence and performance 

2. Reducing the level of detail in frameworks 

3. Including markers of poor behaviour 

4. Grouping competencies within frameworks 

5. Reflecting variations in scopes of practice within frameworks 

6. Reflecting the performance continuum in frameworks 

7. Supporting implementation of frameworks with entrustable professional activities. 

The value and appropriateness of these features for the diverse purposes for which frameworks are 

used will then be considered in the sections that follow.  

A.1 The relationship between competence and perfor mance 

A current model for explaining the relationship between competence and performance is described 

in the literature by Khan and Ramachandran (2012), as modified from Dreyfus and Dreyfus (1980), 

Carrachio (2008) and ten Cate et al (2010).4 This model will be referred to in this paper as the 

‘modified Dreyfus model’. 

The modified Dreyfus model identifies seven levels of performance along a continuum 

(Incompetent, Novice, Advanced Beginner, Competent, Proficient, Expert, Mastery), as depicted in 

Figure 1. 
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Figure 1. Curve of improving performance adapted for health care – modified from Dreyfus and Dreyfus (1980) and 

ten Cate et al (2010)
4
 

In this model, the relationship between performance and competence is described, where:4 

 Performance is defined as ‘the action or process of performing a task or a function’.5 In a clinical 
environment, performance is a complex construct influenced by a multitude of factors (see Figure 
2), and it is this combination of factors that makes it a variable trait. Further, the definition implies 
that every individual is able to perform every skill, even though not necessarily at a level sufficient 
to be deemed competent. 

 Competence is defined as ‘an ability to do something successfully or efficiently’.5 It is a point on 
the spectrum of improving performance. While common in the English language to use the term 
‘competence’ interchangeably with the term ‘competency’, this model reserves the term 
‘competency’ to describe ‘the skill’, while ‘competence’ describes the person who is able to 
perform that competency at a certain level. 

In this model, the points at which each level of performance intersects the X- and Y-axes in Figure 1 

are arbitrary, varying from person to person and/or competency to competency. Also, the point at 

which mastery occurs should not be considered absolute, as individuals can continue to improve 

beyond this level.4 

Figure 2. Factors that influence performance
4 
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In this model, individuals reach the level of ‘competence’ on the spectrum of improving performance 

predominantly through training (defined as a process of acquisition of new skills or components of 

skills taught by others), while reaching the levels of proficiency, expertise and mastery 

predominantly through deliberate practice (defined as self-directed rehearsal, facilitated or 

un-facilitated by tutors, but leading to refinement of skills). However, there is no demarcation of a 

point at which further training would not be of benefit (or before which deliberate practice would 

not be of benefit) for a particularly competency.  

The model allows for attributes, supervision and training requirements, and the level of entrustment 

to be assigned for each level of performance. An example is provided by Khan and Ramachandran 

(see Table 1). 
  



Consultation paper  

Australian Healthcare and Hospitals Association                                                                                             Page | 11 

Table 1. Attributes of levels of performance in the context of healthcare – modified from professional standards for 

conservation, Institute of Conservation (London) 2003, websource
4 

 

Level of 
Performance 

Attributes of performer  
(looking at overall performance 
encompassing simple tasks, and 
routine and non-routine complex 
tasks) 

Supervision or training 
requirements 

Relationship to 
the level of 
entrustment as 
described by ten 
Cate (2010) 

Incompetent Unable to perform Training and supervision needed 
to move up to the novice level 

Level I  

Novice Rules (protocol) based performance 
Unable to deal with complexity 

Task seen in isolation 

Direct supervision needed at all 
times 

Level I 

Advanced 
beginner 

Guidelines-based performance  

Able to achieve partial resolution of 
complex tasks 

Task seen as a series of steps 

Able to perform routine tasks 
under indirect supervision 

Direct supervision needed for 
complex tasks only 

Level II 
 
Level I 

Competent Performance not solely based on 
rules and guidelines but also on 
previous experience 

Able to deal with complexity with 
analysis and planning 

Task seen as one construct 

Able to perform routine 
complex tasks 

Training and supervision needed 
for non-routine complex tasks 

Level III for routine 
complex tasks 

Level II for non-
routine complex 
tasks 

Proficient Performance mostly based on 
experience  

Able to perform on acceptable 
standards routinely 

Able to deal with complexity 
analytically 

Related options also seen beyond 
the given task 

Still needing supervision for 
non-routine complex tasks 

Able to train and supervise 
others performing routine 
complex tasks 

Level IV for 
routine complex 
tasks  

Levels III-IV for 
non-routine 
complex tasks 

Expert Performance based on experience 
and intuition 

Achieves excellent performance in 
complex situations moves easily 
between analytical and intuitive 
solutions 

All options related to the given task 
are considered 

Able to train and supervise 
others performing routine and 
non-routine complex tasks 

Level V 

Master Performance becomes a reflex in 
most common situations 

Sets new standards of performance 

Mostly deals with complex situations 
intuitively 

Has a unique vision of what may be 
possible related to the task 

Able to train other experts at 
national or international level 

Level V 
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It is important to acknowledge, however, that this model contrasts with a large body of published 

literature that considers competence and performance as separate domains, e.g. the Cambridge 

model, where performance is identified as a product of competence combined with the influences of 

factors related to the individual (e.g. health, relationships) and factors related to the system 

(e.g. facilities, practice time) (see Figure 3).6 

Figure 3. The Cambridge model for delineating performance and competence
6
 

In some models, this has been explained as ‘competence is what we have been trained to do’, while 

‘performance is what we actually do in day to day practice’ (see Figure 4).7 

Figure 4. The distinction between competence and performance, as consistent with the Cambridge model
7
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Khan and Ramachandran report that the notion of competence and performance being two separate 

domains may have been partly created by an over-simplistic application of the principles described 

by Miller (see Figure 5) to complex assessment tools, where ‘does’ has become performance and 

‘shows how’ competence.4  

Figure 5. Miller’s Pyramid, as reflected in the modified Dreyfus model 

  

When considering Miller’s pyramid, they argue that both ‘does’ and ‘shows how’ can be classified as 

performance, the former being actual performance in the workplace and the latter as demonstrated 

performance for assessment purposes (whether in the workplace or in simulated settings).  

In the modified Dreyfus model (and in contrast with the Cambridge model), competence (as a point 

on the spectrum of improving performance) is also an interplay between the individual and the 

environment, and as such, will vary as the environment changes.8  

The impact of this distinction may have greater impact when a competency framework is used for 

specific purposes (e.g. education and assessment), and will be discussed further in these contexts. 

A.2 Reducing the level of detail   

In more recently developed competency frameworks for professions, there is a trend to reduce the 

level of detail and complexity. 

Historically, and consistent with the approach taken by many professions, the 2003 version of the 

competency standards for pharmacists in Australia relied heavily on the format adopted in the 

Australian National Training Authority (ANTA) Training Package guideline (developed for use in the 

vocational education and training setting). This approach described professional practice by breaking 

down complex professional functions into a series of related tasks (Elements), with associated 

Performance Criteria providing observable behaviours or results, and Evidence Examples provided to 

assist with interpretation and assessment of performance. The 2010 version of the competency 

standards built on past efforts, without substantial change to the format previously adopted.9  

While such a structure has been reported as useful for supporting the description and measurement 

of practice,9 it is an approach that has been criticised for understating the inherent integration of 

tasks and the complex conceptual, analytical and behavioural functions that underpin professional 

service delivery.  
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It has also been reported that describing general competencies in detail leads to bulky, fragmented 

documents that lose practical value.8  

It has been reported that if a framework is too complex, ‘it is highly expensive to develop, 

implement, maintain and assess. Further, it becomes a ‘good tool used badly’, in that it requires so 

much workplace assessment time that it detracts from time available for patient care.’3 

In recent times, a number of professions in Australia and internationally appear to have addressed 

such criticisms by no longer breaking down each competency into tasks or activities in their 

competency frameworks, and rather describing observable Behaviours for each competency (as 

indicators of the expected performance in the workplace). Recent examples include the frameworks 

for pharmacists in Ireland10 and New Zealand11 (see Figure 6). 

Figure 6. Extract from Competence Standards for the Pharmacy Profession in New Zealand 
11

 

Competency O3.1 Assess prescriptions 

Behaviours O3.1.1 Validates prescriptions ensuring they are authentic, meet all legal and professional 
requirements and are correctly interpreted 

O3.1.2 Uses a systematic approach to assess and review available patient medical history 
and medication record or notes 

O3.1.3 Applies knowledge in undertaking a clinical assessment of the prescription to 
ensure pharmaceutical and therapeutic appropriateness of the treatment and to 
determine whether any changes in prescribed medicines are warranted 

O3.1.4 Initiates action, in consultation with patient/carer and/or prescriber to address 
identified issues 

A.3 Markers of poor behaviour  

In competency frameworks where observable behaviours are included, it is markers of good 

behaviour that are most commonly described (e.g. frameworks for pharmacists in Ireland10 and New 

Zealand11). However, there are also examples whereby markers of poor behaviour have been 

developed. 

For example, behavioural markers have been developed for the surgical profession in Australia and 

New Zealand to provide examples of both good and poor behaviour (see Figure 7).7 For each 

competency in the framework, a Pattern of Behaviour is identified. For each Pattern of Behaviour, 

markers of good behaviour are identified to provide guidance to surgeons whereby they may be 

seen as a role model for trainees or other surgeons. In contrast, markers of poor behaviour are 

identified as suggestive of underperformance and provide a basis for support and remediation of 

underperforming surgeons before patient safety or standards of care are compromised. This 

approach is promoted to support assessment of performance, including self-assessment, peer 

assessment, multi-source feedback and trainee assessment by supervisors.  
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Figure 7. Extract from Surgical Competence and Performance for the Competency ‘Professionalism’ and the Pattern of 

Behaviour ‘Having awareness and insight’
7
 

Professionalism 

Demonstrating commitment to patients, the community and the profession through the ethical 

practice of surgery 

Having awareness and insight 

Reflecting upon one’s surgical practice and having insight into its implications for patients, 

colleagues, trainees and the community 

Examples of poor behaviours Examples of good behaviours 

 Is difficult to contact post-operatively and 
admonishes staff for continued attempts to 
make contact 

 Blames registrars or others for poor 
outcomes 

 Books inappropriately long lists or is 
misleading with theatre staff/anaesthetists 
regarding the length of operations 

 Berates or humiliates subordinates 

 Adopts a courteous approach to other staff 
and patients  

 Responds positively to questioning, 
suggestion and objective criticism 

 Admits to errors 

 Acknowledges poor outcomes and takes 
opportunities to reflect and improve 

 

A.4 Grouping competencies  

Competency framework models typically group competencies into ‘domains’ relating to an area of 

responsibility or professional endeavour (e.g. Communication or Deliver primary and preventive 

health care). This is the model used in the current competency framework for pharmacists in 

Australia. 

More recently, there has been a trend towards grouping competencies according to ‘roles’ (e.g. 

Communicator or Health Advocate).  

This is the model used in the CanMEDS Physician Competency Framework (and the increasing trend 

may be associated with the uptake of this model in over 16 countries, including Denmark, the 

Netherlands, New Zealand and Australia).12 Despite this trend, it has been argued that roles and 

competencies are not synonymous. Roles are a social construct, and competencies are a behavioural 

manifestation. Further, neither should be confused with professional identity which forms as an 

adaptive, developmental process at the level of the individual (through their psychological 

development) and at the collective level (through their socialisation into appropriate roles and 

participation in the community and work).13 

  

Assessment        Poor            Marginal            Good             Excellent           Unable to Rate  
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Both the ‘domains’ and ‘roles’ models are now commonly used, and neither is unquestioningly 

accepted as the ‘right’ or ‘best’ approach. With either model, professional practice requires 

integration of competencies across the domains or roles, and both models have been criticised for 

such things as limiting attention to relational and situational factors, limiting the ability to capture 

the complex nature of expertise,14 fragmenting elements of professional competence and imposing 

limitations on understandings of professional work.12 

Where role-based competency models are used, the specific names chosen to describe roles are 

considered significant. The ‘roles’ should not be considered inherently ‘natural’ or ‘self-evident’, but 

decided in specific historical, cultural, social and national contexts. The language and imagery to 

describe, divide and reintegrate roles has been reported to affect how the roles are understood, 

valued and enacted.14 

The CanMEDS Framework was developed for physicians in Canada and was released in 2005. It ‘is 

based on the seven roles that all physicians need to have to be better doctors: Medical Expert, 

Communicator, Collaborator, Manager, Health Advocate, Scholar and Professional’.15 For each role, 

there are key competencies which are further described by enabling competencies.  

The Eight-Star Pharmacist provides a comparable grouping of roles for pharmacists as CanMEDS 

does for physicians, with the concept first introduced in 2000 by the World Health Organization and 

adopted by the International Pharmacy Federation as the Seven Star Pharmacist.  

The eight roles now reflected are Caregiver, Decision-maker, Communicator, Manager, Life-long 

learner, Teacher, Leader, and Researcher.16 

A.5 Variations in scopes of practice  

In Australia, of the professions regulated under the National Law, extended scopes of practice may 

be recognised as an ‘endorsement’ of registration, recognising that a person has additional 

qualifications and expertise in an approved area of practice and/or for scheduled medicines.17 38 

Table 2 lists the current endorsements available and how competency frameworks have been used 

to reflect the competencies of the extended scope of practice.  

Table 2: Current endorsements recognised under the National Law 

Endorsements available under 
the National Law

17
 

Profession Reflection of additional expertise within the 
respective competency framework 

Endorsement for scheduled 
medicines 

Identifies registered practitioners 
within a profession who the 
National Board has determined 
are qualified to use (e.g. supply 
or prescribe) medicines that are 
otherwise restricted access 
because of State and Territory 
laws that regulate drugs and 
poisons 

 

Nursing: 

Registered Nurse
18

 

 

 

Eligible Midwife
19

 

 

No reference to a competency framework; specific 
programs specified for individuals to achieve 
endorsement are approved by the Nursing and 
Midwifery Board.  

Unique framework within registration guidelines 
defining the four components of prescribing, and 
which is not aligned with the competency 
framework for registered nurses 

Optometry
20

 Single competency framework with hierarchy of 
units, elements, performance criteria, and some 
suggested indicators.  
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Indicators are identified as either ‘universal’ or 
‘therapeutic level’. Endorsement requires 
completion of accredited program that meets 
therapeutic level competencies. 

Podiatry Single competency framework with hierarchy of 
competency standards, elements, performance 
criteria, and examples of evidence.  

Supplementary elements relevant to medicines 
prescribing are identified (and align with NPS 
framework

21
).  

Endorsement requires completion of accredited 
program, where accreditation standards link to these 
competency standards. 

Endorsement as a nurse 
practitioner 

Nurse Practitioner
22

 Unique competency framework for Nurse 
Practitioners that is not aligned with the competency 
framework for registered nurses 

Endorsement for acupuncture Any health 
profession  
(other than those 
registered by the 
Chinese Medicine Board 
of Australia) 

No reference to a competency framework; specific 
programs approved by Board 

Note: the practice of acupuncture is not a protected 
practice; endorsement only required to use the title 
‘acupuncturist’ or funding requirements (e.g. 
Medicare or health insurance). 

Endorsement for approved areas 
of practice (clinical psychology, 
counselling psychology, forensic 
psychology, clinical 
neuropsychology, organisational 
psychology, sport and exercise 
psychology, educational and 
developmental psychology) 

Psychology
23

 Guidelines issued by the Psychology Board of 
Australia list the competencies required for each 
area of practice. These are in addition to the ‘generic 
competencies’ to be demonstrated by all registered 
psychologists, as described within the respective 
accreditation standards.

24
 There is no alignment 

between the two frameworks. 

Endorsement for approved area 
of practice (conscious sedation) 

Dentists
25

 No reference to a competency framework; specific 
programs specified for individuals to achieve 
endorsement are approved by the Dental Board. 

Internationally, there are also examples of competency frameworks that reflect advanced, extended 

or different scopes of practice. However, where such frameworks exist, they tend to be separate to 

the framework for entry to practice and without alignment. 

In the United Kingdom, the General Level Framework has been developed to support post-

registration development for pharmacists delivering general pharmacy services working in hospital, 

community pharmacy and primary care.26 Another framework has been developed to reflect the 

competencies required for specific advanced services (e.g. for the assessment of pharmacists 

providing the medicines use review (MUR) and prescription intervention service27), which does not 

align with the General Level Framework.  

The Advanced and Consultant Level Framework (ACLF)28 for pharmacists in the UK has also been 

developed to support post-registration development for all pharmacists progressing to advanced 

levels of practice. It is promoted as a generic framework that can be used across the profession for 

specialist and advanced practice. 



Consultation paper  

Australian Healthcare and Hospitals Association                                                                                             Page | 18 

In Canada, a competency framework for pharmacists at entry to practice exists.29 In addition to this, 

Model Standards of Practice (MSOP) 30 exist primarily for pharmacy regulatory authorities. Like the 

competency framework for entry to practice, these are also competency-based standards.  

However, they apply to all pharmacists (not just those at entry to practice), and have the goal of 

specifying the standards against which pharmacist’s performance can be judged.  

In developing the current version of the MSOP, the need to be able to reflect shifting and 

overlapping scopes of practice and emphasise accountability of professionals throughout their 

careers was explicitly noted. As such, for each ‘General Standard’ (which are grouped within four 

domains: Expertise in medications and medication-use; Collaboration; Safety and Quality; and 

Professionalism and Ethics), the MSOP that are required of all pharmacists regardless of the role 

they are fulfilling are identified, as well as those MSOP that are specifically associated with the five 

pharmacist roles identified in the entry-level competency framework (patient care, drug 

information, drug distribution, management, and education) (see Table 3). The regulators recognise 

that not all pharmacists perform each of the roles. However, it is their intention that when a 

pharmacist does perform a specific role, they meet all the MSOP associated with this role. 
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Table 3: Model Standards of Practice for Canadian Pharmacists – example of format
31

 

General Standard Model Standards of Practice 

Expertise in medications and 
medication-use 

 

 Pharmacists maintain their 
competence. 

MSOP required of pharmacists regardless of the role they are 
fulfilling: 
• … 
MSOP required of pharmacists when providing patient care: 
• … 
MSOP required of pharmacists when providing drug 
information: 
• … 
MSOP required of pharmacists when responsible for drug 
distribution: 
• … 
MSOP required of pharmacists when managing a pharmacy: 
• … 
MSOP required of pharmacists when educating pharmacy 
students/interns: 
• … 

 Pharmacists apply their 
medication and medication-use 
expertise while performing their 
daily activities. 

MSOP required of pharmacists regardless of the role they are 
fulfilling: 
• … 
MSOP required of pharmacists when providing patient care: 
• … 
MSOP required of pharmacists when providing drug 
information: 
• … 
MSOP required of pharmacists when responsible for drug 
distribution: 
• … 
MSOP required of pharmacists when managing a pharmacy: 
• … 
MSOP required of pharmacists when educating pharmacy 
students/interns: 
• … 

A.6 Reflecting the performance continuum  

There are few examples of single competency standard frameworks that express the performance 

continuum from novice to expert (or equivalent) as a primary feature.  

The current (2005) CanMEDS Framework describes the competencies expected of trainees at the 

end of their training (i.e. at the point when they are ‘ready’ to enter practice). However, an updated 

CanMEDS Framework is planned for release in 2015, with the most significant change being the 

introduction of milestones to ‘describe the development of physician abilities across the continuum 

of their career starting at entry to residency, following them throughout practice, and finally into the 

transition out of professional practice’ (see Figure 8).32  
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Figure 8. The CanMEDS 2015 Competence Continuum
33 

 

Both the competencies and milestones describe the abilities to be demonstrated in practice, as 

distinct from the information or content related to aspects of a ‘Role’. There are milestones for each 

enabling competency, and between zero and four abilities listed for each milestone (see Figure 9 for 

an example). As each milestone builds on the previous one, where zero abilities are listed for one 

milestone, this reflects that there are no additional expectations for that competency as compared 

to the previous milestone. The milestones are included as a companion document, rather than 

integrated into the main document. In response to consultation feedback in the development of 

CanMEDS 2015, the recommendations to use ‘plainer language’ throughout and have fewer 

milestones have been addressed. 
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Figure 9. The CanMEDS 2015 Competence Continuum – extract for one enabling competency
33 

Another example of a competency framework that expresses the performance continuum in a single 

framework is that developed for social workers in England (see Figure 10). A number of resources 

support the framework to facilitate understanding, assessment and certification at the various 

levels, as well as progression between levels.  

Figure 10. Professional capabilities framework for social workers
34 

 

A.7 Supporting implementation with entrusta ble professional activities  

Within the literature, it is the implementation of competency frameworks that has been reported to 

raise the most concerns.35 

Used inappropriately, any benefits can be negated. Implementation is reported to be of greatest 

concern where competency frameworks are ‘atomised’ into a large number of behaviours or 

performance criteria, and require evidence of competence to be assembled at this level. Such 

bureaucracy can reduce the assessment of complex behaviours to a tick-box exercise. 35  
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The introduction of entrustable professional activities (EPA) has been proposed to address criticism 

that:8 

 Current concepts of competence ‘fail to account for the essential interplay between 
competencies and the contexts of practice’; and  

 While workplace based assessments can be developed as valid assessments of specific 
competencies, they do not assess competence against an integrated set of competencies. 

EPAs are defined as professional activities that should be entrusted only to those individuals who 

have adequate competence to carry them out.8  

As such, they must:8,36  

 Be essential professional work that can only be carried out by a qualified person; 

 Require knowledge, skill and attitudes that are generally acquired through training;  

 Lead to recognised output of professional work;  

 Be independently executable within a specific timeframe;  

 Be observable and measurable in process and outcome; and 

 Reflect one or more competencies to be acquired. 

The EPA concept is intended to be used in conjunction with competency frameworks. An example of 

a competency framework-EPA matrix is provided in Table 4. For a particular profession or training 

program, levels of entrustment are defined for the EPAs which formally acknowledge the level of 

supervision required (e.g. proactive, ongoing, full supervision required; reactive supervision required 

(i.e. supervision is readily available on request); may act independently; or may act as a supervisor 

and instructor).8 
 

Table 4. Example of a competency framework-EPA matrix
8  

 CanMEDS roles 

Professional 
activities 

Medical 
expert 

Communicator Collaborator Scholar Health 
advocate 

Manager Professional 

Performing a 
venepuncture • •      

Performing an 
appendectomy • • •     

Signover at 
morning report 
after a night shift 

• • • ○  ○  

Developing and 
implementing a 
patient 
management 
plan 

• ○ • • • •  

Chairing a 
multidisciplinary 
meeting 

 • •   • • 

Requesting an 
organ donation ○ •   • • • 

•= competency is absolutely needed.   ○= competency is needed, but to a lesser extent. 
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EPAs have been introduced as part of the education requirements for a number of medical 

practitioner groups (general and specialist) in various countries, with the benefit appearing to be 

largely in supporting meaningful workplace-based assessment of competencies derived from a 

competency framework.8,36 

It is still unresolved how best to assess entrustment levels for any given EPA, however the need to 

ground assessments of competence in authentic and complex tasks is a need supported across 

education more broadly.37   

Assigning a level of entrustment is likely to at least depend on:8 

 The competence of the learner 

 The approach and skills of the supervisor 

 The nature of the EPA 

 Local circumstances or context (e.g. time of day, emergency situation). 

An example of how competencies, as they relate to an EPA, can be used to support students and 

supervisors in workplace-based assessment is provided in Table 5. 

Table 5: Example of competencies for the EPA ‘Initiating medication’ to support workplace based assessment of trainee 

psychiatrists
36 

Indicative Questions 

Medical expert The trainee demonstrates 

the ability to make an 

accurate diagnosis, has 

conducted the 

appropriate assessments, 

can describe the evidence 

for the use of the 

medication, its dosage, 

interactions and side 

effects 

Has an appropriate assessment been completed? 

Is the use of this medication evidence-based? 

Are there any contraindications to the use of this 

medication (significant interactions etc.)? 

Is the dosing regime correct? 

Have appropriate investigations been performed? 

What plan is there to assess outcome? 

Communicator The trainee shows the 

ability to explain to the 

patient the benefits and 

risks of the medication 

and how it should be 

taken and addresses the 

patients questions 

Have the reasons for the use of this medication been 

explained so that the patient is able to understand? 

Have the benefits of the medication been explained? 

Have the risks (major side-effects) of the medication 

been explained? 

Has the patient been explained about what to do 

should side effects emerge? 

Has the dosing regime been explained so that the 

patient understands? 

Has the need for further investigations been 

explained? 

Have the patient’s questions been responded to 

appropriately? 
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Indicative Questions 

Collaborator The trainee ensures that 

members of the MDT 

(and GP) are aware of 

how the medication fits 

in with the management 

plan 

Has information about the medication been 

communicated with the MDT? 

Has information about the medication been 

communicated with significant others? 

Has the GP been informed? 

Professional The trainee has obtained 

informed consent 

Has informed consent been obtained? 

Are there any conflicts of interest? 

Scholar The trainee is able to 

apply the evidence from 

clinical practice guidelines 

What is the evidence base for the medication? 

What process will be used to evaluate outcome? 

Can the trainee explain the mechanism of action? 

Health 

advocate 

The trainee ensures that 

the patient is able to 

access the medication 

Has there been a check on whether the patient can 

access the medication? 

Has there been a check on whether the patient can 

afford the medication? 

Has the appropriate authority form been used? 

Manager Clear and accurate 

documentation is 

completed 

Is the documentation in the case note clear and 

accurate? 

Has the medication form (prescription) been 

completed correctly? 

Has the use of health resources been considered? 
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Other features in frameworks for other professions 

Features included in competency frameworks developed for some professions, which are worth 
noting, but will not be specifically explored in detail in this consultation paper, are listed below.  

From competencies to capabilities:  

The notion of capability is raised in the literature to be a more relevant approach for professions 
than competencies. Like with the term competency, a variety of definitions and concepts are used 
in association with the term.  

In some contexts, capability appears to be viewed as a higher level of performance than 
competence (i.e. that demonstrated by advanced practitioners who embrace complexity as a 
mode of practice), along a continuum of familiar problems with familiar solutions to less familiar 
context or problems.38  

In other contexts, a high level of capability is not synonymous with being comprehensively 
competent. Rather, intelligent judgement, ethical practice and self-efficacy allow an individual to 
know what level of competence is needed and to exercise it wisely.39  

While the need for capability appears to be generally accepted, more recently developed 
competency frameworks appear to encompass the concept of capability to guide and define more 
advanced levels of practice. More current competency frameworks appear to be informed by 
capability concepts through:39 

 The way activities are described. They are less limited in terms of context, assuming that the 
practitioner could be working in a variety of contexts (including unanticipated situations) and 
allow for evolving approaches to practice. Performance levels along a continuum are also 
described. 

 Aspects of professionalism being embedded throughout the whole framework. While a single 
domain may focus on professional judgement and ethics, it is made clear that this applies 
across all areas of practice in the framework. 

From competency standards to practice standards:  

Some professions (e.g. nurse practitioners, physiotherapists) have removed the term 
‘competency’ from their competency frameworks, without any apparent change from the typical 
structure or model. 

For nurse practitioners, this is due to confusion that existed between the use of the term 
‘competency based assessment’ in the vocational education and training (VET) sector and use of 
the term ‘competency’ in other settings.40  
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