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Editorial

Training and assessing healthcare professionals boils down to one simple 
question, ‘Can they be trusted to provide safe, effective and efficient 
healthcare?’ How this question is answered is of major interest to the public 
and healthcare funders who are, respectively, the recipients and ‘sponsors’ of 
the care to be provided. Unfortunately, the wealth of data reporting on the 
morbidity and mortality associated with medical errors attests to the failure 
of health professions education programmes to achieve this mandate. How 
can the situation be remedied?

Processes for ensuring the competence of graduating healthcare 
professionals have been a major focus of attention throughout the history 
of medicine. Learning the ‘art and craft’ of medicine 400 years ago was 
achieved largely through an apprenticeship model. In the early 1900s, 
Flexner revolutionised this ‘cottage industry’ approach to clinical training by 
introducing a rigorous scientific approach to medical training programmes 
in the USA.[1] This trend was widely adopted and training programmes 
with a strong scientific foundation became the norm. Over the next century 
health professions educators wrestled with the design of curricula, which 
evolved from organ- and system-based approaches to problem-based 
learning,[2] and more recently outcome-based[3] and competency-based 
education.[4] All these iterations of training reflect an earnest ongoing 
attempt to bridge the gap between theory and practice.[5]

Competency frameworks for guiding the training of healthcare 
professionals marked the start of a trend to more specifically define the 
desired capabilities of healthcare graduates.[4] A major challenge of these 
frameworks is their practicability in the clinical setting.[6] While they serve 
as comprehensive descriptions of desired graduate abilities, there remains a 
gap between competencies described in frameworks and clinicians who can 
be trusted to deliver safe, effective and efficient patient care.

How then can clinical training be reconceptualised to focus on the 
essential responsibilities and activities of clinicians and their ability to 
perform them independently? Strategies to address this issue have given rise 
to the development of workplace-based assessment (WBA)[7] and the concept 
of ‘entrustable professional activities’ (EPAs).[8] These endeavours contribute 
to improving the likelihood that graduating healthcare professionals will ‘do 
the job properly’. 

The idea of assessing the performance of trainees in the workplace 
began to take shape about 30 years ago. While it has taken time to gain 
momentum, it is now increasingly being implemented in clinical training, 
especially postgraduate programmes. The literature highlights the many 
challenges associated with WBA and potential strategies for dealing with 
current limitations.[9,10] Despite ongoing scepticism and resistance from 
both trainees and educators, it is unlikely that WBA will be abandoned in 
an era where public expectations and demands for safer clinical practice are 
not negotiable. 

What about EPAs? These are tasks or responsibilities that supervising 
clinicians entrust trainees to execute, unsupervised, once they have 
demonstrated adequate competence.[8] EPAs need to be discrete measureable 
units of work that can be observed and a judgement passed by supervising 
practitioners on the level of entrustment that trainees can be afforded. The 
literature warns that EPAs need to be sufficiently specific and well defined 

to form a recognisable unit of work, but not dissected into disarticulated lists 
of actions.[6] It is recommended that postgraduate specialty programmes 
should focus on 20 - 30 EPAs.[11]  

Essentially, EPAs bridge the gap between the desired abilities of graduates 
described in competency frameworks and the actual professional activities 
they undertake in clinical practice.[11] Unlike competencies that are generic 
across a range of clinical specialities, e.g. the CanMEDS framework, EPAs 
have discipline-specific nuances and include both process and content 
perspectives. For example, managing a patient with severe pregnancy-
induced hypertension is a content-orientated obstetric EPA, while 
counselling a patient about end-of-life decisions is a process-orientated EPA. 
While the concept was described more than a decade ago, the actualisation 
of EPAs in clinical training programmes is taking time to gain ground. There 
are descriptions of EPA-based training programmes in a range of disciplines, 
including internal medicine,[12,13] family medicine[14] and psychiatry.[15] 
However, more work is needed before EPAs become mainstream practice in 
health professions education.

A key feature of using EPAs to describe the development of competence 
in the workplace is that they are assessed using entrustment scales. These 
scales allow supervising clinicians to ‘make assessments based on narrative 
descriptors that reflect real-world judgements, drawing attention to the 
trainee’s readiness for independent practice rather than his/her deficiencies’.[16] 
It follows logically that assessors are required to explain to trainees why 
unsupervised practice of an EPA is not yet possible, and what further action 
is needed to achieve independent practice. The scales typically include five 
points: ‘observation only’; ‘perform under direct supervision’; ‘perform with 
readily available supervision’; ‘perform unsupervised with oversight’; and 
‘provide supervision to more junior colleagues’.[6,11] These scales obviate the 
need to translate observed behaviour into numerical scores with abstract 
descriptors that do not resonate with the lived experience of clinicians 
who supervise trainees, e.g. ‘the trainee performs at the expected level of 
competence’.[16] These types of descriptors do not provide a clear definition 
of competence and are known to produce widely varying ratings with poor 
consistency. Once trainees no longer require supervision, they receive 
a ‘statement of awarded responsibility’ (STAR).[5] Training is complete 
once a STAR has been awarded for each EPA in the training programme. 
Ultimately this approach to assessment – the glass is half full rather than half 
empty – may foster a more positive attitude towards WBA. 

So, how can these advances support the endeavours of health professions 
educators who wrestle with the challenge of declaring trainees safe 
to undertake independent clinical practice? First, consideration needs 
to be given to articulating curricula as a set of essential EPAs with a 
clear description of the requisite knowledge, skills and attributes to 
perform each activity. Guidelines for undertaking this process have been 
published.[17,18] Second, it seems that assessment in the workplace could 
be reconceptualised as a process of progressive entrustment, culminating 
in unsupervised independent practice of predetermined EPAs. This 
perspective would clarify the frequently misunderstood purpose of WBA 
and simplify the rating processes currently used.[16] Furthermore, feedback 
– the Achilles heel of formative assessment – is an integral part of EPA 
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assessment processes because clinicians are obliged to provide trainees with 
reasons why they cannot yet perform an activity without supervision.[19] 

To make progress in our endeavours to train healthcare professionals 
who can be trusted to deliver safe, effective 
and efficient healthcare, broader uptake of 
new methods for describing and assessing 
competence in the workplace is needed. As was 
recently written, ‘Be an advocate for a new view 
of certification and licencing’.[19]
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