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Background: Competency-based medical education has not
advanced residency training as much as many observers ex-
pected. Some medical educators now advocate reorienting
competency-based approaches to focus on a resident's ability to
do authentic clinical work.

Objective: To develop descriptions of clinical work for which
internal medicine residents must gain proficiency to deliver
meaningful patient care (for example, “Admit and manage a
medical inpatient with a new acute problem”).

Design: A modified Delphi process involving clinical experts fol-
lowed by a conference of educational experts.

Setting: The Royal College of Physicians and Surgeons of
Canada.

Participants: In phase 1 of the project, members of the Spe-
cialty Committee for Internal Medicine participated in a modified
Delphi process to identify activities in internal medicine that rep-
resent the scope of the specialty. In phase 2 of the project, 5
experts who were scholars and leaders in competency-based
medical education reviewed the results.

Measurements: Phase 1 identified important activities, revised
descriptions to improve accuracy and avoid overlap, and as-

signed activities to stages of training. Phase 2 compared pro-
posed activity descriptions with published guidelines for their
development and application in medical education.

Results: The project identified 29 activities that qualify as en-
trustable professional activities. The project also produced a de-
tailed description of each activity and guidelines for using them
to assess residents.

Limitation: These activities reflect the practice patterns of the
developers and may not fully represent internal medicine prac-
tice in Canada.

Conclusion: Identification of these activities is expected to facil-
itate modification of training and assessment programs for med-
ical residents so that programs focus less on isolated skills and
more on integrated tasks.

Primary Funding Source: Southeastern Ontario Academic
Medical Organization Endowed Scholarship and Education
Fund and Queen's University Department of Medicine Innova-
tion Fund.
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The introduction of competency-based medical edu-
cation is the most substantial change in residency

education in generations (1). It arose in response to
calls for educational reform, which demanded assur-
ance that graduates moving into unsupervised practice
be prepared to deliver the competent care patients de-
serve (2–4). Competency-based medical education
aims to deliver this accountability by seeking rigorous
evidence of proficiency in learners rather than simple
completion of defined training experiences (1, 5). Ide-
ally, residency training would reliably capture the abili-
ties of residents, identify areas for improvement, direct
learning, and predict future performance (6). This goal
demands a robust approach to assessing residents that
is focused on their ability to perform authentic clinical
tasks.

Descriptions of competence have become highly
detailed, including those in the Next Accreditation Sys-

tem and Milestones Project of the Accreditation Coun-
cil for Graduate Medical Education in the United States
and the CanMEDS initiative of the Royal College of Phy-
sicians and Surgeons of Canada (Royal College). These
efforts aimed to produce descriptions of clinical com-
petence that clarify the desired outcomes, support
more specific assessment, capture learner progression,
and provide stronger assurance of achievement. De-
spite this attention to educational principles and in-
creased detail, intense debate continues with regard to
the effectiveness of these approaches for reliably as-
sessing learners' preparedness for practice (7–13).

In the United States, the internal medicine mile-
stones are organized around the 6 core competencies
(patient care, medical knowledge, systems-based prac-
tice, practice-based learning and improvement, profes-
sionalism, and interpersonal and communication skills)
(14). Ideally, implementing the milestones in training
programs helps direct feedback and learning for resi-
dents and enables richer, more reliable measures of
clinical performance (15). Data are now emerging to
support aspects of their use in assessment during resi-
dency training (15, 16).

Despite these successes, shortcomings have
emerged (7, 9). Focusing resident assessment on de-
tailed skills risks failing to capture how they integrate
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these skills into the primary goal of delivering high-
quality clinical care. For example, it is important that
residents are able to “establish a therapeutic relation-
ship with patients and caregivers” and “engage in col-
laborative decision-making” (17). However, it is more
important for graduates to be able to integrate these
skills into professional work, such as leading complex
family meetings (13, 18).

Over the past decade, there has been increasing
recognition that the goal of competency-based medi-
cal education requires measures that reliably assess
residents' performance when doing actual professional
work. Entrustable professional activities (EPAs) de-
scribe the core work of a discipline that physicians are
trusted by society to deliver safely and competently.
These are the tasks we entrust residents to perform un-
der supervision until they are deemed competent to
perform them without supervision. Examples include
admitting and managing a medical inpatient with a new
acute problem on a medical floor and leading a family
meeting (19). These activities are not intended to re-
place milestones. Instead, they combine milestones to
describe how physicians integrate these skills to per-
form higher-order clinical work (20).

Entrustable professional activities offer important
advantages. Reporting is simplified because there are
far fewer EPAs than milestones. They more reliably cap-
ture higher-order professional competence because
they focus on the integrated whole instead of the parts.
Furthermore, they are tangible and intuitive to the cli-
nicians who are responsible for assessing residents.
Thus, EPAs have the potential to address many of the
limitations that have been noted for milestones.

Competence by Design is the model for competency-
based medical education of all residents that is being
introduced by the Royal College to reform postgradu-
ate medical education in Canada (21). In this model,
residents progress through 4 defined stages of train-
ing, in contrast to the traditional model that is defined
by postgraduate years (Figure). The stages are named
“transition to discipline,” “foundations of discipline,”

“core of discipline,” and “transition to practice.” In the
new model, EPAs are defined for each stage. These
stage-specific activities describe the professional work
that residents must consistently and competently per-
form to progress to the next stage of training. The
model also provides detailed descriptions of the skills
required to perform each activity. This model incorpo-
rates the benefits of EPAs for assessment and quality
assurance, incorporates them into the progressive
learning that occurs during residency, and includes ex-
isting milestones to help teachers provide specific
feedback on skill development. In this article, we de-
scribe how EPAs were created for internal medicine
residents in Canada.

METHODS
We present a detailed description of the methods,

statistical analysis, and results in the Supplement (avail-
able at Annals.org). The project was divided into 2
phases (Supplement Figure 1, available at Annals.org).
In phase 1, experienced clinicians defined the clinical
content and activities that might become EPAs. In
phase 2, experts who were scholars and leaders in
competency-based medical education revised the ac-
tivities so they were consistent with published informa-
tion from other groups working on similar projects.

Phase 1
We identified candidate activities from 3 sources: a

2-day workshop held by the Royal College in April
2015 to develop candidate activities, publications in
the English-language peer-reviewed literature (19, 22),
and the results of a similar process at 1 academic cen-
ter. After elimination of duplicates, 65 unique activities
remained.

We recruited members of the Specialty Committee
for Internal Medicine at the Royal College for phase 1
of the project because they offer a representative mix
of internal medicine practitioners, including community
and academic internists, subspecialist and general in-

Figure. Comparison of residency training models.

Traditional Training Model

Major checkpoints in training/promotion decisions dependent on stage-specific EPAs

Competence by Design Training Model

PGY-1 PGY-2 PGY-3 PGY-4/
fellowship

TD FD CD TP

Traditional training models place promotion points in residency at regular times in the calendar year. Competence by Design uses time but focuses
promotion decisions on the demonstration of competence in the EPAs required at each stage, thus allowing for early or late promotion depending
on resident performance. CD = core of discipline; EPA = entrustable professional activity; FD = foundations of discipline; PGY = postgraduate year
of training; TD = transition to discipline; TP = transition to practice.
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ternists, and internists from all of Canada's geographic
regions. A modified Delphi survey was used to help
participants reach agreement about which candidate
activities they preferred (23, 24). We administered each
round of the survey anonymously using an online ser-
vice (FluidSurveys). The survey asked participants to
rate the importance of including each activity, the need
to revise the activity's description, whether the activity
overlapped with another activity, and to which stage of
training the activity belonged. The first round was com-
pleted during a conference in which participants re-
ceived training before taking the survey, collaborated
on revising the candidate activities, and developed
detailed descriptions of each activity after the round
was completed. We defined a consensus as 80% or
more of participants wanting to include an activity
and 20% or fewer wanting to revise it (24). We elim-
inated an activity when more than 50% wanted to
exclude it. When an activity did not meet inclusion or
exclusion criteria, a subset of 6 participants revised
its description on the basis of survey responses, and
the revised activity was included in the next round
with a summary of the responses and an explanation
of how revisions were made. We concluded this
phase of the project when survey responses indi-
cated that further rounds were unlikely to achieve
greater agreement.

Phase 2
In phase 2 of the project, we recruited 5 educa-

tion experts who had Canadian or international back-
grounds and had scholarly experience or were na-
tional leaders in competency-based medical
education for internal medicine or non–internal med-
icine undergraduates or postgraduates. We asked
phase 2 participants to use standards that were pub-
lished in the medical education literature to evaluate
all of the activities that were not excluded by phase 1
participants (18, 21, 25, 26). We conducted this eval-
uation using an online survey, which administered a
14-item rubric that we designed specifically for this
project (Supplement Figure 2, available at Annals
.org) (27). We collated the results and presented
them to the group during a conference held in June
2016, where we asked participants in open session to
identify which activities met the definition and struc-
ture of EPAs (18, 25, 26) and to revise activities that
did not meet those standards.

Final Review
We presented the results of phase 2 to the Spe-

cialty Committee for Internal Medicine, where final con-
sensus was reached through group discussion.

Role of the Funding Source
The funding sources had no role in the design,

conduct, or analysis of this study and were not involved
in writing this article or the decision to submit it for
publication.

RESULTS
Phase 1

The 65 candidate activities were reduced to 29
during the first round of the Delphi survey and eventu-
ally increased to 31 after revisions in the final round
resulted in some activities being combined and others
being split. The level of consensus improved with each
survey round (Supplement Table 2, available at Annals
.org). At the end of the third round, we determined that
17 of the 31 activities met inclusion criteria and none
met exclusion criteria. Statistical analysis and participant

Table 1. The Entrustable Professional Activities for Internal
Medicine Residency in Competence by Design

Transition to discipline
Performing histories and physical examinations and documenting and

presenting findings across clinical settings for initial and subsequent
care

Identifying and assessing unstable patients, providing initial
management, and obtaining help

Performing the basic procedures of internal medicine

Foundations of discipline
Assessing, diagnosing, and providing initial management for patients

with common acute medical presentations in acute care settings
Managing patients admitted to acute care settings with common

medical problems and advancing their care plans
Consulting specialists and other health professionals, synthesizing

recommendations, and integrating these into the care plan
Formulating, communicating, and implementing discharge plans for

patients with common medical conditions from acute care settings
Assessing unstable patients and providing targeted treatment and

consulting as needed
Discussing and establishing patients' goals of care
Identifying personal learning needs while caring for patients and

addressing those needs

Core of discipline
Assessing, diagnosing, and managing patients with complex or

atypical acute medical presentations
Assessing and managing patients with complex chronic conditions
Providing internal medicine consultation to other clinical services
Assessing, resuscitating, and managing unstable and critically ill

patients
Performing the procedures of internal medicine
Assessing capacity for medical decision making
Discussing serious and/or complex aspects of care with patients,

families, and caregivers
Caring for patients who have experienced a patient safety incident

(adverse event)
Caring for patients at the end of life
Implementing health promotion strategies in patients with or at risk for

disease
Supervising junior learners in the clinical setting

Transition to practice
Managing an inpatient medical service
Managing longitudinal aspects of care in a medical clinic
Assessing and managing patients with uncertain diagnosis and/or

treatment
Providing consultations to off-site health care providers
Initiating and facilitating transfers of care through the health care

system
Working with other physicians and health care professionals to

develop collaborative patient care plans
Identifying learning needs in clinical practice and addressing them with

a personal learning plan
Identifying and analyzing system-level safety, quality, or resource

stewardship concerns in health care delivery
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comments suggested that additional survey rounds
would not meaningfully advance consensus.

Phase 2
The phase 2 participants revised 27 of the 31 activ-

ities. Of the 27 activities, 10 required major revisions to
the description, but 17 required only minor changes.
After these revisions, the phase 2 participants agreed
on a list of 29 activities.

Final Review
The Specialty Committee for Internal Medicine re-

viewed the work of the phase 2 participants in detail,
made 1 minor change in wording for 1 activity, and
unanimously agreed to accept the 29 activities selected
by the phase 2 participants as EPAs (Table 1).

DISCUSSION
Over the past 2 decades, some educators have

strongly criticized competency-based approaches to
medical education for deconstructing the complex and
nuanced activity that is clinical practice into collections
of “small discrete tasks” (11–13, 28, 29). This approach
has largely reduced the privileged role of those who
teach residents to completing lengthy checklists and
signing logbooks (7, 12, 13, 30). These critics argue
that this approach undermines the ultimate goal of our
professional training programs, which is to produce
graduates who deliver exceptional, all-inclusive patient
care (9, 11, 12, 28, 30, 31). They further point out that
this approach has made the bureaucratic burden of
graduate medical education excessive (7, 13). Although
feedback to help residents improve should be highly
focused and specific (32), judgments about higher-
order clinical competence would be strengthened by a
more general approach (33). Highly detailed compe-
tency frameworks have given us a better understanding
of the skills and abilities that underlie clinical work, and
they also support curricular development and design
and help direct specific and focused feedback. How-
ever, they have not yet adequately supported assess-
ment of professional competence or achieved the qual-
ity assurance that competence-based approaches aim
to provide. It is becoming increasingly apparent that
shifting resident assessment to include higher-level
professional activities centered on the work clinicians
do in practice has the potential to address these criti-
cisms and move competency-based education closer
to its outcomes-based goal.

In this article, we describe the creation of EPAs for
internal medicine residency training in Canada (Table
1). We expect that adoption of these activities will ad-
dress criticisms by refocusing resident assessment on
authentic professional work. We also anticipate that in-
cluding EPAs in resident assessment will drive deci-
sions about promoting residents from each stage of
training to the next stage. For example, in earlier stages
of training, residents will be assessed primarily on their
ability to care for patients with acute illness and com-
mon, straightforward presentations in predominantly
inpatient settings. In later stages, they will be assessed

on more complex patient care activities that span acute
and chronic conditions, inpatient and outpatient set-
tings, and the full range of medical presentations. In the
final stage, they will be assessed on their ability to work
within the health care system. We hope that this pro-
cess will move resident assessment from simple lists of
subordinate skills to assessment of the range of activi-
ties that internists are entrusted with in clinical practice.

Adopting EPAs for resident assessment raises 2 key
questions. First, what constitutes successful perfor-
mance of an EPA in a single encounter? Second, how
are assessments integrated at the program level to
make overall decisions on competence for a given
EPA? The answers recognize that EPAs are more than
combined competencies—they are the core profes-
sional acts we perform to provide safe and effective
clinical care. They are the tasks that patients trust clini-
cians to perform and teachers in turn trust residents to
perform under varying degrees of supervision. When
assessment becomes a measure of trust, the key ques-
tion is, “Do you consider the resident trustworthy to
perform the same task for a similar patient with less or
no supervision?” Teachers regularly answer these ques-
tions when they observe the resident and either loosen
or draw in the reins (34). These judgments naturally trans-
late into the level of supervision that residents are af-
forded. Therefore, we expect teachers to rate resident
performance on EPAs using entrustment scales (Table 2).

For example, one of the EPAs is “assessing, resus-
citating, and managing unstable and critically ill pa-
tients.” Consider a scenario in which a resident leading
the resuscitation of a patient with ventricular fibrillation
arrest follows algorithms appropriately but does not re-
liably make good decisions when unexpected circum-
stances complicate the resuscitation. In addition, she
needs to improve her ability to communicate effectively
in fast-moving, high-stakes situations like this one. On
the basis of these observations, her supervisor might
rate this resident as requiring indirect, reactive supervi-
sion or even direct supervision despite a successful re-
suscitation effort that might otherwise have been rated
as meeting expectations. In addition to rating the resi-
dent globally, the supervisor should also provide clear
and specific feedback on how the resident can im-
prove. This feedback is facilitated by using selected
milestones mapped to this EPA that are relevant for this
learner (Supplement Figure 3, available at Annals.org).
One of the milestones is, “Apply closed loop commu-

Table 2. Example of an Entrustment Scale Used to Assess
Resident Performance on an Entrustable Professional
Activity*

Rating Level of Supervision Entrusted to the Resident for
the Activity

1 Observe only, without performing the activity
2 Perform the activity with direct, proactive supervision
3 Perform the activity with indirect, reactive supervision
4 Perform the activity without supervision
5 Supervise junior learners performing the activity

* Adapted from reference 29.
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nication in urgent or crisis situations to work effectively
with physicians and other colleagues in the health care
professions.”

Entrustable professional activities do not reference
specific medical conditions or clinical presentations.
This may seem to be a weakness, but including both
case-specific details (such as a specific diagnosis) and
general types of clinical encounters (such as admission
to the hospital) would produce a list of activities so long
that it would be impractical. This limitation highlights
the dilemma between the need for content-specific in-
formation when assessing resident performance and
the need for an assessment system that does not re-
quire lengthy and time-consuming checklists. The as-
sessment system we propose overcomes this problem
by collecting relevant case-specific details, such as pa-
tient presentation and diagnosis, clinical setting, and
case complexity, during each assessment. For example,
a supervisor would begin a resident's assessment by
documenting a few key features of the presentation
(unstable cardiac rhythm) and the focus of care (resus-
citation). The supervisor would then move on to assess
the resident's performance on the relevant EPA.

Programs making decisions about higher-order
competence must attest that a resident is capable of a
particular task across a breadth of presentations and
settings. To accomplish this, programs track residents
to ensure they are consistently achieving satisfactory
ratings across a representative case mix, different as-
sessors, and relevant clinical settings. Assurance of
competence depends on a resident demonstrating a
pattern of trustworthy care across the range of EPAs
and across various clinical situations.

This project has limitations. One is that the EPAs we
created likely reflect the practice patterns of the people
involved in their development. Despite the diversity of
the developers who participated in this project, not all
types of internal medicine practice in Canada were fully
captured; for example, our EPAs seem to emphasize
inpatient care over ambulatory care. This will need to
be addressed in future revisions. Another limitation is
the move away from detailed lists of behaviors toward
entrustment ratings, which requires all assessors to
share a common understanding of what is entrustable.
The reliability of this approach has yet to be tested.

In conclusion, adoption of EPAs has the potential to
advance the goal of competency-based medical educa-
tion by refocusing assessment in residency on authentic
professional work. The EPAs presented here were devel-
oped using rigorous methods and achieved broad con-
sensus among clinicians and educators, and we expect
that they will form the backbone for workplace-based as-
sessment in internal medicine training in Canada.
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