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Overview 
 

There have been significant reforms in intern training in Ireland over the last decade 

to bring about improvements for the benefit of trainees, health services and ultimately the 

public. Activities undertaken by the Medical Council to review the current status of intern 

training have confirmed that the improvements are positively perceived by stakeholders. The 

review, however, also identified some aspects of intern training which would now benefit 

from further development (Medical Council, 2014). One such development is an outcomes 

based approach to intern training in Ireland, using an Entrustable Professional Activities 

(EPA) organising framework to delineate what interns are expected to achieve at the end of 

Internship.  

The report consists of two parts. The first part (chapters 1 to 3) is concerned with 

describing EPAs, and reviewing the existing evidence on their use and assessment. 

• Chapter One provides a descriptive overview and explanation of competency-

based medical education, the concept of EPAs, and of the application of EPAs.  

• Chapter Two presents a summary of a recent systematic review on EPAs in 

graduate medical education which aimed to synthesise extant research on 

the use of EPAs for postgraduate trainees, assess the quality of this work, and 

provide direction for future research and practice surrounding EPAs.  

• Chapter Three describes the range of assessment methodologies and tools 

currently available for evaluating performance using EPAs, along with 

advantages and disadvantages of their application, including in the context of 

EPAs for Internship in Ireland.  

The second part of the report is focused on developing an EPA framework for interns 

in Ireland, and the issues that will need to be considered if it is to be implemented. 

• Chapter Four summarises the multi-stage development process of an EPA 

framework for interns in Ireland. 

• Chapter Five describes the benchmarking of the EPA framework for interns in 

Ireland against comparable frameworks from the US and the UK. 
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• Chapter Six identifies a range of considerations that must be addressed when 

implementing EPAs. It makes recommendations for the conduct of a pilot to 

examine the feasibility of the EPAs for interns in Ireland. 
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Chapter 1: Introduction 

1.1  Overview  

This aim of this report is to provide an overview of the concept of competence based 

medical education and review the research literature on EPAs. The report describes the 

development of an EPA framework for interns in Ireland (hereafter referred to as EPAs (Irl)). 

The report consists of two parts. The first part (chapters 1 to 3) is concerned with describing 

EPAs, and reviewing the existing evidence on their use and assessment. The second part of 

the report (chapters 4 to 6) uses the information gathered in the first part of the report to 

describe the development of an EPA framework for interns in Ireland, and the issues that 

will need to be considered if it is to be implemented. 

 

1.2 Competency Based Medical Education 

The ultimate purpose of medical education is to ensure doctors can provide safe, 

unsupervised, and professional care. However, the abilities of newly graduated trainee 

physicians fall below the expectations of senior physicians (Bell Jr et al., 2009; Langdale et 

al., 2003; Lypson, Frohna, Gruppen & Woolliscroft, 2004). This disparity between the 

expectations and realities of physician competence is considered to jeopardise patient 

safety (ten Cate et al., 2015), and has led to increased interest in competency-based medical 

education (CBME).  

Although definitions of CBME vary, it is best described as an approach to the design, 

implementation, assessment, and evaluation of medical education programmes. The 

premise of CBME is that competence is not assumed after a certain length of time, but 

instead requires trainees to demonstrate that they have the ability to synthesise the 

knowledge, skills, and attitudes in order to perform the tasks of a qualified physician prior to 

the delivery of unsupervised medical care (ten Cate, Snell, & Carraccio, 2010).  

Internationally, efforts have been made to focus medical education on competency-

based frameworks. An example is the Canadian CanMEDS framework which identifies and 

defines the roles physicians must assume to carry out their job competently (e.g., health 

advocate, professional, scholar; Frank et al. 2015). Other examples include the Outcome 
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Project of the Accreditation Council for Graduate Medical Education (ACGME, 2001) and the 

Scottish Doctor (Simpson et al., 2002). Interest in, and adherence to, CBME has gradually 

gained momentum with the development and popularisation of such frameworks (Frank et 

al., 2010; Touchie & ten Cate, 2016), and is considered to have contributed to the 

improvement of patient safety in healthcare settings (Carraccio & Englander, 2013). Data 

concerning the implementations of CBME have been predominantly positive. In the US, 

feedback to trainees as part of CBME was associated with notable improvements in 

performance (Swing, 2007).  

Although CBME has been generally well-received, there remains debate surrounding 

its use and value. Criticisms of CBME include the use of complex and confusing terminology 

included within such frameworks (Frank et al., 2010). Further, many educators consider 

CBME as being over-exhaustive, including very detailed descriptions of competencies (ten 

Cate et al., 2010), as well as noting the difficulty relating to the number of competencies to 

be taught, managed, tracked and assessed for each trainee (Mulder, ten Cate, Daalder, & 

Berkvens, 2010). The language of CBME is also focused on descriptors of physicians such as 

“professionalism” and “scholarship” (Frank et al., 2015; Swing, 2007). Despite being central 

to good medical practice (ten Cate & Scheele, 2007), such concepts are neither objective nor 

quantifiable. Therefore, using competencies to make decisions on whether a junior doctor is 

“competent” is not a straightforward task (ten Cate, 2005). Further, it is problematic to 

examine many competencies in isolation. Meaningful assessment as to whether a doctor is 

competent depends on their ability to integrate a myriad of competencies to provide 

optimal patient care (ten Cate et al., 2010). These issues, along with the lack of resources to 

facilitate faculty implementing work-intensive CBME programmes in their entirety have 

served as barriers to the widespread adoption of CBME (Lomis et al., 2017). 

 
1.3 Entrustable Professional Activities (EPAs) 

One potential approach to simplifying, and improving upon, the implementation of 

CBME is through the development and use of EPAs. EPAs were first devised as part of an 

effort to bridge the gap between the theoretical underpinnings of competencies and 

practical clinical work (van Loon, Driessen, Teunissen, & Scheele, 2014), and to address the 

lack of clarity, and balance the limitations, of the competency model by defining the 
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spectrum of health professionals’ actual work, and providing a suitable structure for 

assessment.  

An EPA is an essential unit of work which requires adequate knowledge, skill, and 

attitude. It should be observable, independently executable within a time frame, and 

incorporates one or more core competencies (ten Cate & Scheele, 2005). EPAs can be 

entrusted to trainees at different levels of mastery, reflected by five stages of decreasing 

supervision: (1) no task execution; (2) task execution under direct supervision on site; (3) 

task execution with supervision quickly available on call; (4) unsupervised practice; and (5) 

supervision may be provided to juniors (ten Cate, 2005). The entrustment of an EPA applies 

only to that activity, in that context, and eliminates uncertainty on the part of the learner 

and the supervisor regarding supervision requirements for that activity (ten Cate, 2013). A 

trainee should only be fully entrusted to carry out an activity if they can sufficiently 

demonstrate all of the competencies required (ten Cate & Scheele, 2007). 

EPAs are an elaboration of a competency framework. EPAs are specific activities in 

which physicians are expected to demonstrate competence, instead of the more general 

abilities or personal characteristics required by the core competencies (ten Cate & Young, 

2012). For example, an EPA could be “discharge a patient”, which is a defined activity with 

specific steps and outcomes. The related Accreditation Council for Graduate Medical 

Education (ACGME) competencies include “medical knowledge” and “patient care”, which 

describe aspects of the doctor rather than the activity itself and are, as such, more difficult 

to assess (ten Cate, 2013). Moving from the “person-descriptors” of competencies included 

with CBME frameworks to the “work-descriptors” of EPAs, and linking these descriptors 

back to the core competencies of a physician, enables a more systematic and feasible 

implementation of CBME (ten Cate & Scheele, 2007).  

EPAs and competency frameworks need not be viewed as two discrete or opposite 

frameworks. In fact, it is important to note the relationship between EPAs and 

competencies as both are relevant to the training process and complement each other (ten 

Cate & Scheele, 2007). Together they provide a more holistic view of a physician than either 

could provide independently (Englander et al., 2017). EPAs typically require the integration 

of multiple domains of competence (ten Cate et al., 2010). For example, an EPA might be 

“communicating about end-of-life decisions”, in which a doctor must be competent in the 
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competency of communication, but equally in competencies dealing with medical expertise 

and professionalism (van Loon et al., 2014). Trainees should only be entrusted to carry to 

out a critical activity once all of the competencies that are needed to adequately complete 

this activity are attained. 

EPAs formalise a framework of entrustment and in turn impact patient safety 

(Hanson & Bannister, 2016). The use of EPAs to group core competencies helps to make 

competencies meaningful and trainable (Carraccio & Burke, 2010). This allows supervisors to 

make evidence-based decisions regarding the ability of a trainee to conduct an activity 

safely and competently (ten Cate & Scheele, 2007). 

 

1.4 Current use of EPAs 

EPAs have been adopted internationally by many healthcare education organisations 

(Lomis et al., 2017; Mulder et al., 2010; Scheele et al., 2008). The Association of American 

Medical Colleges (AAMC) in the United States have developed a list of thirteen foundational 

EPAs for undergraduate medical education (UME), which are in the process of being piloted 

in ten medical schools in the US (Lomis et al., 2017). The Netherlands have adopted EPAs 

across a wide range of specialties, grades of physicians, and healthcare professions (e.g., 

nurses, physician assistants, pharmacists and anaesthetists) (Mulder et al., 2010; Scheele et 

al., 2008). Canada, Australia, and New Zealand have also begun to adopt the EPA framework 

in their UME and graduate medical education (GME) curricula (Royal Australian and New 

Zealand College of Psychiatrists, 2012).  

In Ireland, work is well advanced in the development, piloting, and implementation 

of EPAs in postgraduate specialist training for radiology and anaesthesia, by the Faculty of 

Radiologists and the College of Anaesthetists of Ireland respectively (Boland et al., 2017). In 

relation to the feasibility and outcomes of these EPAs, pilot studies are ongoing, and initial 

reactions and data appears positive. Perceived advantages include enhancing and improving 

the transition from undergraduate to graduate medical education in a patient-focused 

manner (Lomis et al., 2017). However, there remains a need to consider the research 

evidence and data surrounding EPAs particularly in relation to the outcomes of EPA 
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curricula, and the efficacy of EPAs in assessing trainee performance (Lomis, Obeso, & 

Whelan, 2018).  

In Ireland, Internship is 12 months and consists of four 3-month rotations. At the 

time of writing, internship training in Ireland can be best described as a time based 

apprenticeship model. The Medical Council (2014) has acknowledged that there are areas 

for improvement in order to support improved delivery of consistent, quality education and 

training programmes across the Intern Networks in Ireland. This issue, combined with 

evidence from a recent study suggesting that approximately half of Irish intern doctors 

reported that felt that they were not prepared to undertake their new role (Kerin, Byrne, 

Lydon, & O'Connor, 2012), lends support for the pressing need of an EPA framework to 

provide clarity regarding the expectations and requirements that an intern should be able to 

demonstrate at the end of the Internship.  

The next chapter will provide findings from a systematic review on Entrustable 

Professional Activities. 
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Chapter 2: Systematic Review 
 

2.1 Introduction 

This chapter presents a summary of a recent systematic review of the literature on 

Entrustable Professional Activities (EPAs) within graduate medical education (GME) 

(O’Dowd, Lydon, O’Connor, Madden, & Byrne, under review).  

 

2.2 Rationale and aims 

There are a large number of studies exploring the development of EPAs for trainee 

physicians. There are some initial published data concerning the implementation of EPAs in 

clinical settings. However, there has been no attempt to-date to synthesise this research in 

order to share the meaningful learning that can be gleaned from considering this body of a 

literature as a whole, and to plan for the advancement of an EPAs research agenda. Lomis 

and colleagues (Lomis et al., 2018) have emphasised the need to consider the research 

evidence and data surrounding EPAs, particularly in relation to the outcomes of EPA 

curricula and the efficacy of EPAs in assessing trainee performance (Lomis et al., 2018). 

The systematic review discussed in this chapter aimed to synthesise extant research 

on the use of EPAs for postgraduate physicians, assess the quality of this work, and provide 

direction for future research and practice surrounding EPAs.  

 

2.3 Methods 

The review was conducted in accordance with the Preferred Reporting Items for 

Systematic Review and Meta-analysis (PRISMA) guidelines (Liberati et al., 2009).  

Five electronic databases were searched in November 2017 and February 2018, 

along with Google Scholar, Google, and hand searches of reference lists were also 

conducted. To be included in the review, studies were required to: focus explicitly on 

“entrustable professional activities”; be written in English; describe the development of one 

or more EPAs, report on the implementation of one or more EPAs, or describe the 

assessment of trainees using one or more EPAs, and; report specifically on EPAs in GME. 
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Papers were excluded from the review if the EPAs were intended for use with 

undergraduates, newly graduated students entering GME, or other professions. Papers 

were also excluded if: they focused on related CBME concepts (e.g., milestones, 

competencies), but not explicitly EPAs; there was an absence of original data in the paper, 

and; the EPAs were used by the trainees to assess their own competencies, or if they were 

applied to assess hypothetical trainees.  

Papers identified as appropriate for inclusion were assigned to one of two 

categories, either the development of EPAs category (i.e. papers which detail the 

development process for one or more EPAs) or implementation and/or assessment of EPAs 

category (i.e., papers which report the implementation of EPAs in practice, or their use for 

assessing trainees). Two independent raters extracted and coded data from all included 

studies. The methodological quality of included studies was assessed independently by the 

two raters using the Quality Assessment Tool for Studies with Diverse Designs (QATSDD; 

(Sirriyeh, Lawton, Gardner, & Armitage, 2012)). Any disagreements between raters were 

resolved through discussion until consensus was reached.  

 

2.4 Results 

A total of 45 studies were included in the review, classified as Development of EPAs 

(n=35; 78%), Implementation and/or assessment of EPAs (n=9; 20%), or both (n=1; 2%). EPAs 

were described for numerous specialties, including internal medicine (n=6, 13%), paediatrics 

(n=5, 11%), and psychiatry (n=4, 9%). For a complete list of studies included, please see 

O’Dowd et al., (under review). Studies originated from a wide range of countries, including 

the USA (n=26, 57%), Canada (n=5, 11%), and Australia/New Zealand (n=6, 13%).  

 

Development of EPAs category 

Development studies utilised various methods to produce EPAs, with 34 (94%) using more 

than one method as part of their process. Only two papers (6%) used one method to 

develop their EPA(s). Codes were developed by the researchers in order to facilitate the 

synthesis of data on methods of development used by the researchers, as the methods used 
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were often presented using varying terms to describe similar concepts (e.g., “working 

group” and “group discussion”). The codes used to describe the development process are 

presented below in Table 2.1. 

 

Table 2.1. Codes for development processes used in studies.  

Development process codes No. of papers using method  

[n; (%)]  

Literature review 

Initial EPAs drafted 

- From literature review 

- By working group  

- From interviews/focus groups 

EPAs revised and refined 

- Delphi Method 

- Survey 

- Stakeholder deliberation 

EPAs mapped to milestones/competencies 

Curriculum objectives developed 

EPAs grouped by specialty 

Ten Cate template consulted 

EPAs tested for completeness in clinical setting 

EPAs merged with previously developed sets of EPAs 

EPAs benchmarked with other sets of EPAs 

11; (31%) 

34; (94%) 

- 9; (25%) 

- 25; (69%) 

- 5; (14%) 

29; (81%) 

- 9; (25%) 

- 7; (19%) 

- 19; (53%) 

11; (31%) 

2; (6%) 

1; (3%) 

4; (11%) 

1; (3%) 

1; (3%) 

1; (3%) 
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The two most commonly used methods which emerged from the synthesis were: 

developing initial EPAs within a working group, (n=25, 69%); and revising through 

stakeholder deliberation (n=19, 53%).  

Development papers varied on methodological quality, with a mean score of 21 on 

the QATSDD (Sirriyeh et al., 2011) out of a possible 48 (SD=7.95; range= 6-41). Studies 

scored well on items relating to the use of a particular theoretical framework, providing 

clear and explicit aims in the report, and by describing, in detail, the procedure for collecting 

data. Studies scored poorly on other items, such as those relating to justifying selection of a 

method of analysis, demonstrating evidence that sample size was considered in terms of the 

analysis, and reasoning why a particular data collection method was used. 

 

Implementation and/or assessment of EPAs category 

Methods of implementing EPAs included observing trainee performance (n=6, 60%), 

and enrolling trainees in an entirely competency-based curriculum, which included EPAs 

(n=3, 30%), or trainees observing faculty or more senior clinical staff on the ward during the 

early stages of entrustment (n=2; 20%). Other codes used to synthesise the data are 

detailed below in Table 2.2. Again, codes were used in order to more easily synthesise data 

that was similar in meaning across the papers, but described using different terms (e.g., 

“observation of faculty on the ward”, and “observing staff in practice”).  
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Table 2.2. Codes describing implementation/assessment methods used in studies.  

Implementation/Assessment codes No. of papers [n; (%)] 

Implementation 

- Teaching Sessions 

- Observation of faculty on the ward 

- Enrolment in competency-based curriculum 

- Peer feedback 

- EPA performance recorded by trainee in portfolio 

Assessment (Methods) 

- EPA observed and assessed in practice by senior faculty 

- Non-clinical performance 

- Portfolio review 

- Chart-based audit 

- Comparison with control group 

Assessment (Tools/Measures) 

- Assessment form 

- Standardised rubric 

- Global entrustment scale 

- Number of errors 

 

2; (20%) 

2; (20%) 

3; (30%) 

1; (10%) 

2; (20%) 

 

6; (60%) 

2; (20%) 

2; (20%) 

3; (30%) 

1; (10%) 

 

2; (20%) 

1; (10%) 

2; (20%) 

2; (20%) 

 

Most papers in the implementation/assessment category (n=9; 90%) focused on the 

assessment of trainees using an EPA framework. The most common method of assessment 

was through observing trainees perform the EPA in practice (n=6; 60%). The tools used to 

assess performance on the EPAs were described by 70% of papers (n=7).  

The methodological quality of these implementation and assessment studies also 

varied widely, with studies scoring poorly on items relating to involving users in the study 

design, providing recruitment information in their methods, and discussing how they 

determined an appropriate sample size. The mean score on the QATSDD was 19.5 out of a 

potential 48 (SD=6.93; range= 6-32) Papers did, however, score well on the items regarding 
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their discussion of the study’s strengths and limitations, indicating the aims of the study, 

and describing the research setting. 

 

2.5 Discussion 

Substantial variation in the EPA development process was evident within the studies 

included in this review, with methods including Delphi groups (a structured approach to 

consolidating knowledge and opinion based on the results of several rounds of 

questionnaires and/or discussion with a panel of experts), literature reviews, and focus 

groups used to develop EPAs. The data collated within this review may provide a starting 

point for persons considering how to go about developing EPAs, offering a complete 

overview of the various means of developing EPAs. However, the review also indicates a 

need to explore the standardisation of how EPAs are developed. Only four studies adhered 

to the guidelines on EPA development that have been suggested by ten Cate and Young (ten 

Cate & Young, 2012), and the impact of this is unclear at present given the relative lack of 

work that explores the implementation of EPAs within clinical settings and the outcomes of 

these.  

The development studies included in the review also varied widely in methodological 

quality, as assessed by the QATSDD (Sirriyeh et al., 2012). This is important, as the variable 

quality of studies could have an impact on the quality of resulting EPAs and, as a result, the 

success of their implementation in turn. The case for implementing EPAs will be 

strengthened if greater consideration is given to quality of both the studies that develop or 

implement them, and the EPAs themselves. A key recommendation within the review is to 

utilise quality assessment tools (Post et al., 2016; Taylor et al., 2017) to examine the EPAs 

that are developed, and to allow revision, if necessary, in order to produce higher quality 

EPAs that can be evaluated in clinical settings and within postgraduate training schemes.  

The findings of the systematic review also clearly indicate that there is a lack of 

evidence and research on the implementation of EPAs to-date. Only ten of the included 

studies were categorised as “implementation” studies, and within these the methods of 

implementation varied considerably. Methods of implementation included the use of 

simulation, portfolio reviews, and observation on the wards, and few papers shared a 
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common implementation process. This means that there is a lack of knowledge or guidance 

relating to best practice in implementing EPAs, and highlights the need for further pilots and 

feasibility studies on this within the sphere of graduate medical education. There are 

currently some ongoing pilots in UME, most notably that implementing the AAMC core EPAs 

for entering Residency (Lomis et al., 2017), and it is therefore expected that more data from 

this will emerge soon, and in turn provide guidance for future pilots at a GME level. Future 

pilots in the Irish context (see Chapter 6), and how we can learn from the work done at UME 

level in the US, will be discussed in greater depth later in this report.  

 

2.6 Recommendations 

Two key recommendations for future research relating to EPAs emerged following 

the review of the included studies. First, there is little to no information available on the 

resources and costs required to implement EPAs. Conducting an assessment of the cost to 

the system of implementing an EPA-based GME curriculum would help determine how 

valuable the framework would be, as this information is only emerging from undergraduate 

pilots currently (Lomis et al., 2017). The issue of increased workload has been discussed in 

previous papers on implementing competency based curricula (Touchie & ten Cate, 2016), 

and examining cost and workload in detail within future studies would ensure physicians are 

not put under undue extra pressure by introducing EPAs and that any implementation 

processes are adequately resourced.  

Second, the review indicated that EPAs are being developed across multiple 

specialties and countries, and often more than one set is developed for a particular 

specialty. This raises the issue of standardisation. While it may not always be possible to 

standardise EPAs across countries due to the differing health systems and health issues 

faced, it may be advisable to develop an overarching core set of EPAs per specialty, which 

could then be added to within the local context. This would facilitate the migration of 

physicians between health systems (Gouda et al., 2015), and ensure their level of 

entrustment across the various EPAs is recognised independently of the country they 

trained in. Further research will be required to explore this process and possibility in greater 

detail.  
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2.7 Conclusion 

The systematic review summarised in this chapter was the first to synthesise 

research on EPAs in graduate medical education. To-date, research has focused primarily on 

the development of EPAs rather than their implementation or use in practice. There is 

therefore a need for increased research investigating the implementation of GME EPAs, 

which will contribute to establishing an evidence base to support the use of EPAs. There is 

also a need to consider: a) best practice in the EPA development process, and b) the quality 

of EPAs and their development processes. Future research should explore the cost and 

burden of implementing EPAs in practice, and whether developing unique sets of EPAs 

internationally is appropriate.  

The next chapter will describe the range of assessment methodologies and tools 

currently available for assessing performance in EPAs, along with advantages and 

disadvantages of their use. 
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Chapter 3: Assessment Methodologies and Tools  

 

3.1  Introduction 

This chapter provides an overview of the assessment methodologies and tools that 

have been used to measure trainees’ performance in achieving entrustment in the context 

of EPAs.  The examples provided were identified through a review of the EPA literature at 

both undergraduate and graduate medical education level, and should be considered 

alongside the findings from the systematic review reported in the previous chapter.  

Decision making about entrustment is complex. Ideally entrustment should be based 

on explicit evidence of a trainee’s competence (van Loon, Teunissen, Driessen, & Scheele, 

2016). Evidence of competence may be derived in several ways; level or appropriateness of 

performance observed by a supervisor, results of workplace-based assessments (WBAs), 

reported experience in carrying out a particular activity, and training that has been 

completed. It has been emphasised that competency-based assessment should be 

authentic, reliable, practical, and ideally promote learning (Schultz & Griffiths, 2016). WBAs 

could be considered reflective of such recommendations; therefore, this chapter will 

describe and discuss the different forms of WBAs which are currently in use in the context 

of EPA-based systems.  

 

3.2 WBA methodologies  

Five broad categories of WBAs for EPAs have been identified from the literature. 

These are each discussed in detail below. 

Direct observation of clinical practice 

Trainees’ performance of certain EPAs have commonly been directly observed by 

senior staff in clinical practice, allowing staff to observe and consider trainee performance 

while a patient is in a clinic or ward, and make a decision about entrustment. For example, 

in a study by Aylward, Nixon, & Gladding (2014), interns were observed and assessed giving 

handoffs to the primary team on the general medicine wards at a teaching hospital. 

Handoffs were observed by a faculty member or chief resident, who also completed an 
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assessment form which was used to provide immediate feedback. Similarly, Schultz & 

Griffiths (2015) used preceptors to directly observe residents performing family medicine 

EPAs in practice. EPAs were incorporated into existing field notes to document the 

residents’ performance in the clinical environment and summarise the feedback provided by 

the preceptors. This assessment data was later entered into a portfolio, and contributed to 

decisions about entrustment. 

Mini clinical evaluation exercise (mini-CEX) and direct observation of procedural 

skills (DOPS) are examples of assessment methods within this category. In a mini-CEX, a 

clinical supervisor directly observes and evaluates a trainee taking a focused history and 

performing a physical examination (de Lima & van der Vleuten, 2011). After a diagnostic and 

treatment plan has been presented by the trainee, an evaluation form is completed by the 

supervisor and feedback provided. In a review of over 5,000 entrustment decisions for 

Dutch obstetrics and gynaecology residents, van Loon et al. (2016) found that the mini-CEX 

was one of the most common WBAs used for assessing activities that required interaction 

with patients. Weller et al. (2014) however note that the value of WBAs such as the mini-

CEX has been constrained by low reliability and limited capacity to identify underperforming 

trainees. In their study, 338 mini-CEXs supervisors used a new scoring system in addition to 

the conventional one, and recorded a trainee’s level of independence with a case, based on 

how closely they needed to supervise them. Compared with the conventional scoring 

system used in previous studies, reliability was substantially improved, without the need for 

an onerous number of assessments. Reliability improved further when this score was 

corrected for case difficulty. Furthermore, they found that the new scoring system 

overcame the previously identified problem of assessor leniency and identified a number of 

trainees performing below expectations (Weller et al, 2014). These findings have particular 

relevance for the implementation of such WBA tools in an EPA based programme.  

 
Direct observation of procedural skills (DOPS) have been used within competency 

based medical education and training for over 20 years. A DOPS is a concise, validated 

method of assessment consisting of a supervisor observing a trainee conducting a 

procedural skill (e.g., inserting a urinary catheter) and providing feedback to the trainee 

about their performance. A DOPS, like all WBAs, should contribute to the evidence base that 

informs a supervisor’s judgement as to whether a trainee can be entrusted with a particular 
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EPA. If there are aspects of the procedure that are not performed satisfactorily the 

completed DOPS will act as a guide for training and inform the next attempt. 

The involvement of senior staff in such processes is important. Aylward et al. (2014) 

suggest that chief residents and attending physicians view EPA assessment as part of their 

job responsibility as an educator. The provision of feedback is common practice in this type 

of assessment. In a study examining the implementation of a family meeting EPA, trainees 

received structured feedback from a senior staff member after being observed leading 

serious illness conversations (Hauer et al., 2013). This feedback allowed the trainees 

performance to be assessed over time to establish the improvement process.  

Schultz and Griffiths (2016) consider regular direct observation of trainees to be a 

positive strategy, as it provides increased documented feedback about performance based 

on competency standards. These multiple observations can be collated in a way that allows 

for the identification of patterns of performance, red flags, and competency development 

trajectory. This has resulted in identifying outliers earlier (both trainees in difficulty and 

those excelling) allowing for earlier individualised modification of their training program to 

suit their individual needs.  

 

Observation in simulated environments 

EPA performance has also been assessed outside of the clinical environment using 

simulated patient encounters and simulated technical procedures. In a study by Dwyer et al. 

(2016), management of orthopaedic surgery EPAs were assessed. Pre-operative and post-

operative activities such as patient history-taking, physical examination, image 

interpretation, surgical decision-making, obtaining patient consent, and management of risk 

factors, and care of patient after surgery followed an Objective Structured Clinical Exam 

(OSCE) format in which the skills were performed on a simulated patient.  Dwyer et al. 

(2016) also used dry models (e.g., sawbones model with soft tissue over) to allow for the 

assessment of trainees performing a variety of orthopaedic technical procedures (e.g., insert 

a dynamic hip screw, perform distal femoral cut). Global rating scale and a task-specific 

checklist aided such assessments, and are described in detail below.  
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There is significant potential value associated with the use of simulation in assessing 

EPAs. When trainees learn technical procedures on real patients, this may compromise safe 

and high-quality patient care. Despite the value attached to practice-based assessment, it is 

desirable for patient safety that a trainee demonstrate an ability to perform a task at a 

competent level, without supervision, in a simulated environment before working in the 

operating room or in a clinical setting. Training and assessment in a simulated environment 

is a potential way to overcome concerns about patient harm by allowing trainees to achieve 

an adequate level of performance in a safe environment (Kumar, Khan, Arora, & Singh, 

2017). However, such assessments should be complemented by practice-based assessment 

(in the clinical setting) (Dwyer et al., 2016). In some cases, only components of technical 

procedures are performed via simulation rather than the entire procedure, as a result of 

time constraints. Furthermore, critics have suggested that further research is required to 

demonstrate that the simulated performance of an EPA correlates with actual performance 

in the clinical setting (Dwyer et al., 2016). 

 

Reviews of clinical practice and/or documentation. 

Unlike other frameworks for assessment that focus on past performance, EPA 

assessments focus on future performance. Thus, in deciding to trust a learner to perform 

health care tasks, clinical supervisors take certain risks, ones that in their estimation are 

acceptable and manageable (Holzhausen, Maaz, Cianciolo, ten Cate, & Peters, 2017). As it is 

not possible to observe learners in every imaginable situation, they must use adjunctive 

methods to discern how learners will likely perform in situations not yet encountered 

(Peters, Holzhausen, Boscardin, ten Cate, & Chen, 2017). Skills in clinical reasoning, 

document completion or chart recording can be assessed by carrying out a retrospective 

case based discussion or audit of charts/documents completed by trainees. These can 

contribute to the process of determining whether they may be entrusted to perform an 

activity. 

  Case based discussions (CBDs) have a long tradition in work based assessment within 

competency based medical education. Peters et al. (2017) advocate CBD as a way in which 

clinical supervisors can support the validity of entrustment decisions. Typically, a CBD 

follows a particular format; following a professional activity, either directly observed or not, 
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the supervisor asks the learner to (1) explain what has been done, (2) exhibit background 

knowledge, (3) describe risks or complications and (4) explain how he/she would have acted 

if the situation or patient had been different for any reason (e.g., culture, medical history, 

unexpected findings, mental or physical abnormality, etc.). CBDs provide an opportunity to 

gain additional insights into learner abilities, by focusing on clinical reasoning and the 

application of knowledge by trainees. 

Audits of charts/documents completed by the trainee typically follow the 

assumption that what was documented, was asked or observed, and what has not been 

documented has not been asked or observed (Kumar et al., 2017). Competence in chart-

related EPAs is typically determined by an assessor, who reviews the charts or documents to 

decipher whether trainees met a set of pre-defined minimum criteria. For example, Yuan et 

al. (2014) performed a cohort study of fellow chart audits to assess the outpatient 

nephrology clinic management EPA. Audits were performed by a staff nephrologist, using a 

chart audit tool. The proportions of deficiencies present in the charts were used to assess 

entrustability. In a study by Kumar et al. (2017), fine needle aspiration biopsy (FNAB) chart 

records completed by trainees over a specified time period were retrieved and audited. 

Postgraduate students were required to meet a set of adequacy criteria regarding the tasks 

involved in 85% of the documented forms in a given month, in order to be competent in 

performing FNAB.  

The use of a chart-based audit is considered valuable for objectively and 

quantitatively measuring longitudinal trainee performance of an EPA, as it can be used to 

document progressive improvement over time, allowing insight into learning curves for sub-

competencies such as the time taken to attain proficiency in various EPAs, without being 

overly time consuming (Yuan et al., 2014). Chart audit tools also offer potential for 

performance improvement and educational research for the benefit of the entire service. 

However, this method is restricted to the assessment of document and chart-related EPAs.  

 

Multisource feedback 

Multisource feedback (MSF), or 360-degree employee evaluation, is a questionnaire-

based assessment method in which individuals are evaluated by peers, patients, and co-
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workers on key performance behaviours. Although initially widely used in industrial settings 

to assess employee performance, Lockyer (2003) noted its growing acceptance as a quality 

improvement method in healthcare systems. All available data should be used in the 

assessment of learner performance and that this should include longitudinal assessment 

such as multisource feedback (Peters et al., 2017). There are cautions, however, to bear in 

mind. MSF was originally designed to be formative in purpose, to provide feedback to 

individuals to increase their awareness of their performance, and to guide learning and 

improvement. Used in this manner, concerns for the degree of rigor of the reliability and 

validity of the process are not as high as for MSF employed for summative purposes. Ten 

Cate et al. (2010) propose that the primary goal of MSF should be learner improvement and 

providing constructive feedback on clinical performance.  

A systematic review of the impact of workplace-based assessment on doctors’ 

education and performance shows that multisource feedback can lead to performance 

improvement (Miller & Archer, 2010). They found however, that individual factors, the 

context of the feedback, and the presence of facilitation have a profound effect on the 

response. It is of note that they found no evidence that alternative workplace-based 

assessment tools (mini-CEX, DOPS and CBD) lead to improvement in performance, although 

subjective reports on their educational impact are positive. These findings strengthen the 

case for multiple assessors, using multiple methods, including team review within a 

programmatic approach to assessment for EPAs. 

 
 
 

Portfolio reviews 

Portfolios - electronic or otherwise - play an increasingly important role as a means 

of compiling evidence of trainee performance within EPA based systems.  Portfolios can 

include evidence from any or all of the categories of WBA outlined above. In such cases, 

written or digital records of trainees’ performance on specific EPAs are stored in an online 

portfolio that is then assessed by members of faculty to make a decision regarding 

entrustability. In a study by Hauer et al. (2013), for example, a portfolio provided support 

for assessment. Trainees observed senior faculty conducting a conversation about serious 

illness and a reflection of the family meeting was completed by the trainee, consisting of 
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elements such as a brief description of the family meeting, reconsideration of the meeting 

from multiple perspectives, identification of personal learning goals and an action plan. This 

information was entered into an electronic portfolio, followed by feedback. Although this 

paper did not study performance levels or entrustment at this phase, interns and faculty 

were willing to participate and identified advantages to the system.  

In a study by van Loon et al. (2016), information contained in residents’ portfolios 

helped the programme director make entrustment decisions. The portfolio was used to 

gather relevant information about the tasks a resident has worked on (e.g., WBAs, relevant 

exposure to clinical tasks, feedback). Residents indicated the EPA for which they wished to 

be entrusted and the desired entrustment level, providing a brief justification for the 

request in the portfolio system. This information was sent to the programme director, who 

decided whether the entrustment request is warranted and provided a short response to 

the resident’s justification. An important factor in the justifications of entrustment requests 

was whether a resident had previously performed an activity. Comments referred to the 

number of times the activity had been performed, rather than to the quality of the 

performance. Residents also claimed to deserve an entrustment level because they had 

seen an activity perform a number of times. Programme directors entrusted a resident 

because he or she had “seen this activity often and should be able to do this 

independently”, suggesting that some supervisors expected residents to acquire skills 

required for entrustments solely by seeing an activity performed a number of times. 

 

3.3 Tools and metrics for using WBA 

A range of validated WBA tools have been available for many years (e.g., paper and 

electronic forms for completing DOPS and mini-CEX). Following the emergence of EPAs, 

however, where the context of trust is central to the decision making process, new tools and 

metrics have emerged for this purpose.  Such tools allow WBA performance to be recorded 

in a systematic fashion, and facilitate the provision of structured, meaningful feedback, 

generally incorporating the concept of entrustability. Five tools and metrics that have been 

used for WBA are described below. 
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Assessment forms and standardised rubrics 

In some cases, researchers have developed assessment forms due to a lack of 

availability of suitable tools required for observation and assessment of certain EPAs. 

Aylward et al. (2014), for example, developed a milestone-based handoff observation 

assessment form designed to be completed by observing faculty members or chief 

residents. The resulting assessment form contained behavioural descriptors for five levels of 

entrustment (“cannot perform” to “can supervise junior trainees”) for eight domains of a 

patient handoff EPA. This tool was developed using previously developed milestone 

documents such as the Dreyfus and Dreyfus (1980) model of progression toward 

competency as a primary framework, and quality improvement and teamwork literature 

was used to refine the framework. This framework and the eight previously identified 

domains were used to create a rubric of domains and a progression of observable 

behaviours. Using ten Cate’s five levels of entrustment, the expected learner behaviours at 

each level of entrustment for each domain were described.  

Mink et al. (2018) developed level of supervision scales across six paediatric EPAs. 

Although the categories of the developed scales varied slightly across each EPA, levels 

typically varied from “trusted to observe only” to “trusted to execute/perform without 

supervision”. The scales were later validated with a sample of over a thousand family 

medicine residents. In a study by Hauer et al. (2013), the attending physicians used a 

standardised rubric based on literature summarising elements of effective care transitions, 

to provide feedback to the trainee and make an assessment of entrustability.  

 

Rating scales 

The purpose of a rating scale is to give guidance to the person completing the 

assessment on how to grade or rate a trainee’s performance. The implementation of EPAs 

has resulted in a significant move away from scores towards levels and level descriptors. The 

global entrustment scale (Chen, van den Broek, & ten Cate, 2015) has commonly been used 

to facilitate the making of entrustment decisions (e.g., Ng & Ng Joo Ming, 2014). This scale is 

based on the premise that as the level of trust increases, the level of supervision can 

decrease. The model of five levels of supervision and entrustment : (1) Not allowed to 
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practice EPA; (2) May act under proactive, ongoing, full supervision as coactivity with 

supervisor/with supervisor in room ready to step in as needed; (3) May act under reactive 

supervision; (4) May act unsupervised; and (5) Allowed to supervise others in practice of 

EPA. In some cases, specialty-specific descriptors have been developed for each level. 

Dwyer et al. (2016) also rated trainees in a pre-and post-operative management EPA 

using an overall global rating scale based on the Dreyfus model of skill acquisition (Batalden 

Leach, Swing, Dreyfus, & Dreyfus, 2002; Carraccio, Benson, Nixon, & Derstine, 2008). This 

model consists of six categories: novice; advanced beginner; competent; proficient; expert; 

and master. Examiners were instructed to deem a resident as competent if the resident 

performed to the level of a qualified orthopaedic surgeon and be able to perform this 

procedure independently without supervision. Although this model has been previously 

used by many educators, to date, there has not been a consistent definition of how the 

categories are applied in assessing the professional formation of physicians. Limitations 

have been noted, particularly around the definition of “expert”; for example. The Dreyfus 

and Dreyfus (2009) definition of “master” is better aligned with what others have defined as 

the “expert” (Myopoulos & Regehr, 2007). It has also been argued that expertise is an 

approach to problems that begins early in practice rather than a developmental 

phenomenon that occurs as a result of time and experience (Myopoulos and Regehr, 2007).  

A previously validated global rating scale designed for use in objective structured 

assessment of technical skills (OSATS) (Regehr, MacRae, Reznick, & Szalay, 1998; Reznick 

Reznick, Regehr, MacRae, Martin, & McCulloch, 1997) was used by Dwyer et al. (2015), to 

assess performance of technical procedures. This scale consists of seven dimensions, each 

related to some aspect of operative performance. Each dimension was graded from 0 (poor 

performance) to 4 (good performance). 

 

Checklists 

Checklists appear to have particular use for some EPA processes, having been 

commonly used in combination with other tools to provide a more objective basis for 

awarding entrustability. For example, in addition to global rating scales, Dwyer et al. (2016) 

adapted the use of checklists for assessing both OSCE stations and technical procedures. 
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Such checklists were devised using a modified Delphi technique (a structured approach to 

consolidating knowledge and opinion based on the results of several rounds of 

questionnaires and/or discussion with a panel of experts). Good to high correlations were 

observed between the checklists and the global rating scales that were used, suggesting that 

examiners were using the checklists appropriately. Checklists, however, are less commonly 

found within WBA tools used for EPAs, given their association with the more problematic, 

instrumentalist “tick-box” practice associated with previous competency based assessment.  

 

Criteria for chart audit tools 

Trainee performance in retrospective chart audits have typically been assessed with 

the assistance of chart audit tools. Yuan et al. (2014) used a previously validated chart audit 

tool, consisting of a range of tasks necessary for the successful completion of the outpatient 

nephrology clinic management EPA. (e.g., patient identification, date of encounter, fellow 

identification, reviewer identification, comments, deficiencies, transplantation status, 

quality indicators). 

To assist with a chart-based audit, Kumar et al. (2017) devised checklists of adequacy 

criteria for a fine-needle aspiration biopsy (FNAB) EPA. Adequacy criteria were devised for 

history taking, clinical examination, and FNAB performance. For example, adequacy criteria 

required for history taking included: duration; mode of onset; associated symptoms; past 

history; and family history. Trainees were considered to have attained a sufficient level of 

entrustment if they met the criteria regarding the tasks involved in 85% of charts. Although 

checklists have typically been used for evaluation of chart-based EPAs, this is not their only 

use; Dywer et al. (2016) created a task-specific checklist using a modified Delphi technique 

to evaluate performance in a technical procedure.  

 

Number of errors 

In some cases, entrustment is established by the number of errors made by trainees 

during a WBA. This has been previously used with chart-based EPA assessments. Yuan et al. 

(2014), for example, examined the number of deficiencies in chart audits made by trainees 
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during a six month period. The proportion of deficiencies was assessed every 6 months at 

the time of formative evaluation. The proportion of deficiencies was calculated as: 100 x 

(number of audits with a deficiency/total number of audits) during a given time. An 

entrustment decision was based on the proportion of deficiencies. This method has, 

however, had limited use to date.  

 

3.4 The importance of feedback within the EPA assessment process  

A common theme in all approaches to WBA within EPA-based systems is the focus 

on feedback. Within Peters et al. (2017) twelve tips for the implementation of EPAs for 

assessment and entrustment decision, feedback to learners features prominently. Durnin 

(2016) also provides a valuable overview of the importance of feedback in clinical learning 

environment in postgraduate training. Feedback is central to learning, offering information 

on actual performance in relation to the intended goal of performance (Askew, 2000; van de 

Ridder, Stokking, McGaghie, & ten Cate, 2008). Feedback can provide motivation and has 

the potential to guide the learner towards self-regulated practice (Molloy, 2009). The 

"feedback famine" is a vacuum that occurs when people receive inadequate information in 

respect to their performance (Kennedy & McGarthy, 2013). The quality and methods of 

feedback varies substantially in postgraduate education and it is often found to be lacking 

(Ahmed, 2013; Harrold, 1999). The Medical Council (2014) report "your training counts" 

highlighted weaknesses in the area of feedback. The report recognised the need for a 

“culture shift”, to emphasise the need to objectively assess the trainees’ clinical 

performance and to provide constructive feedback (Medical Council, 2014). Safe and 

effective clinical learning cannot take place without feedback; and providing feedback is a 

critical competency for clinical teachers. Feedback from an authoritative, credible source, 

provided over an extended period of time has been found to be most effective on improving 

clinical performance of physicians (Veloski, Boex, Grasberger, Evans, & Wolfson, 2006). 

Feedback is expected to be most instructive if it is provided by specialists, based on 

observation and initiated by the learner (Daelmans, Hoogenboom, Scherpbier, Stehouwer, 

& van der Vleuten, 2005; Ende 1983; Kilminster & Jolly, 2000; Smith & Irby, 1997).  The 

more senior the assessors, the more beneficial the feedback was perceived by the learner 

(McKavanagh, Smyth, & Carragher, 2012). These conclusions all have relevance for how 
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assessment needs to be implementing in an EPA framework for the Internship programme, 

discussed in Chapter 6. 

Brown and Cooke (2009) detail seven basic requirements of effective performance 

feedback (see Figure 3.1). Effective feedback involves both the reflection on what was 

positive in the trainees’ performance and what could be improved in the future. There is a 

need to move from feedback where the trainer tries to diagnose and fix the trainee, to 

collaborative engagement where the trainee and trainer work together to diagnose and 

make decisions (Molloy, 2009). This collaborative approach encourages the development of 

self-reflection and self-evaluation in the trainee, equipping them with the necessary skills to 

effectively negotiate a complex and changing healthcare environment. 

 

Figure 3.1. The Seven Basic Requirements of Effective Performance Feedback (Brown & 

Cooke, 2009).  

  Performance feedback should be: 

• for the trainee’s benefit and solicited, not imposed 

• timely, not delayed 

• specific, not general 

• descriptive, not evaluative 

• accurate 

• not embarrassing  

• relevant 

 

Watling and Ginsberg (2018) highlight the inherent tensions between feedback and 

assessment, especially where low stakes feedback events contribute to summative 

assessment. They suggest that successfully blending assessment and feedback demands 

clarity of purpose, support for learners, and a system and organisational commitment to a 

culture of improvement rather than a culture of performance. 
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3.5 Strengths and limitations of WBA 

WBAs provide an avenue for structured, timely feedback on the trainees’ 

performance in a “real-world” setting during regular supervision time. This formalised 

structure with supervision and constructive feedback provides ample opportunity to 

facilitate learning and improve performance (Norcini & Burch, 2007). They are not, however, 

without limitations. Ng and Ng Joo Ming (2014) suggest that the greatest challenge of EPA 

assessment lays in achieving rating standardisation across faculty staff with differing levels 

of expectation. Similarly, Aylward et al. (2014) found that despite detailed behavioural 

descriptors and one rater training session, considerable variability between raters persisted. 

Indeed, prior literature has reported significant variability among examiners when observing 

the same event (Boulet, McKinley, Norcini, & Whelan, 2002). In a study of over 7,000 mini-

CEX reports, however, Weller, Sullivan, and Boland (2017) conclude that using an 

entrustment scoring system, where supervisors score trainees on the level of supervision 

required, mini-CEX scores demonstrated moderate reliability within a feasible number of 

assessments, and evidence of validity. When scores were adjusted against an expected 

standard, underperforming trainees could be identified, and reliability much improved. 

Taken together with other evidence on trainee ability, they contend that the mini-CEX is of 

sufficient reliability for inclusion in high stakes decisions on trainee progression towards 

independent specialist practice. 

 A number of actions can be taken to improve standardisation of WBAs. Norcini and 

Burch (2007) suggest that the stringency of examiners can be improved with training. Such 

training methods have been carried out in the context of WBAs for EPAs; to achieve 

standardisation, Ng and Ng Joo Ming (2014) had faculty staff carry out pilot evaluations of 

EPAs on the previous cohort of junior physicians attached to the department. Faculty 

members observed physicians executing an EPA in groups of two or three and gave 

individual ratings to extract individual ratings and achieve standardisation prior to the study. 

Dwyer et al (2016) had a majority of stations videotaped and reviewed by a blinded 

observer to examine for bias. Furthermore, ongoing faculty development has been 

suggested as a refresher and as new faculty members arrive (Aylward et al., 2014). 

The use of multiple observers is another important strategy that can be adapted to 

ensure inter-rater reliability or standardisation of entrustment assessment. The use of a 
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single observer has been acknowledged as a limitation and some researchers have advised 

the collation of assessment information from multiple observers in the future (Hauer et al., 

2013). Schultz and Griffiths (2016) adapted a particularly thorough assessment system to 

ensure that assessors understood the standards of performance and their assessment 

biases; multiple assessors for each resident; practical intuitive tools to capture assessments; 

and sufficient time was provided for preceptors to do this work. Duijn, Welin, Bok, and ten 

Cate (2018) assert that trust cannot be credited on a single case at a single moment of 

assessment, but requires different variables and multiple sources of information. Their 

study provides an overview of decision variables providing evidence to justify the process of 

making an entrustment decision. They identify 21 unique decision variables that informed 

readiness to perform a clinical task on a designated level of supervision, consisting of skills, 

generic qualities, characteristics, previous performance or other information. The decision 

variables were grouped into five categories: ability, humility, integrity, reliability and 

adequate exposure, highlighting the complexity of the process. 

It is not possible to recommend one WBA methodology over another. Often, the 

most appropriate methodology is dependent on the nature of EPAs under assessment. The 

use of multiple assessment methodologies has been suggested as a means to improve EPA 

assessment, as demonstrated by Schultz and Griffiths (2016), whereby a combination of 

assessments including in-training evaluation reports, OSCEs, and simulation course results, 

were triangulated to enhance assessment reliability. The importance of faculty development 

has been established to enhance inter-rater reliability. 

In light of such recommendations, it must be acknowledged that WBAs are time and 

resource intensive exercises, requiring significant input from senior faculty. Hauer et al. 

(2013) suggest that better understanding of the time required for each component of EPA-

based assessment and practical strategies to build EPA-based assessment into the workday 

are needed. This recommendation followed findings from their study focusing on a patient 

discharge EPA whereby trainees and supervisors struggled to find time together to review 

patient discharge, discuss feedback, and complete a rubric. Similarly, Yuan et al. (2014) note 

that feedback gathered from nephrologists highlighted the time burden associated with the 

implementation of an EPA chart-based assessment. However, at approximately 20 

additional hours per year per auditor, Yuan et al. (2014) did not consider this unreasonable 
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given the valuable actionable data provided from the assessment. Nousiainen, Caverzagie, 

Ferguson, and Frank (2017) also note that an abiding concern of faculty relates to the time it 

may take to engage in the feedback and assessment process. It is worth noting, that 

evaluation of the pilot implementation of EPAs and Feedback Reports within the College of 

Anaesthetists of Ireland report that time was not identified as a constraining factor by 

consultants engaged in the process (Boland, Condon, Fanning, Murray, & Power, 2018). The 

process of getting/giving feedback took less than 10 minutes for 80% of respondents 

(trainees and consultant tutors) and the process of recording feedback on an application 

designed for this purpose took less than 10 minutes for 90% of them. 

 

3.6 Conclusion  

In conclusion, implementing WBAs alone is not sufficient for EPA assessment. 

Assessment tools are required to ensure a standardised, systematic approach to recording 

performance. Furthermore, the use of WBA tools facilitates ease of structured feedback 

provision to the trainee. When making a decision about assessment method use, one must 

consider the nature of the EPA and the WBA used to examine performance.  

The next chapter summarises the multi-stage development process of a set of EPAs 

for interns in Ireland, and the steps followed by the researchers to ensure these EPAs were 

developed to a high standard.  
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Chapter 4: Development of the EPAs for Interns in Ireland 
 

4.1 Introduction  

The first three chapters were concerned with describing EPAs, and reviewing the 

existing evidence on their use and assessment. The second part of the report will: describe 

the development of a framework of EPAs for interns in Ireland (this chapter), benchmark 

these EPAs with other existing comparable EPA or competency based frameworks (Chapter 

5), and summarise the considerations required for further development and 

implementation of the EPA framework and the associated assessments (Chapter 6).   

The EPA for interns in Ireland development team initially carried out a thorough 

review of the documents relating to standards and training of interns (or equivalent) in both 

the Irish context and internationally (Association of American Medical Colleges, 2014; 

Australian Medical Council Limited, 2014; General Medical Council, 2014; Medical Council of 

New Zealand, 2014). In Ireland, at the moment, Internship training can be best described as 

a time based apprenticeship model. All of the international systems reviewed are 

competency based frameworks supporting a training programme of between one to two 

years duration. Outcomes and competencies are clearly defined and are grouped in a 

variety of ways for clarity and mapped to roles or domains defined by medical councils or 

similar governing or training bodies. All of the referenced international systems have very 

detailed programme operational documents, programme offices and operational supports 

and staff in place. The educational programmes are reviewed on a regular (annual or 

biennial) basis and adjusted to align with changing healthcare demands. 

The development of the EPAs for interns in Ireland (hereafter referred to as the 

‘EPAs (Irl)’) was a multi-step, iterative process involving a range of stakeholders including: 

Intern Network Coordinators; clinical supervisors; educational supervisors; non-consultant 

hospital doctors (NCHDs) from interns to experienced Specialist Registrars. The 

development process for these EPAs followed the broad guideline recommended by ten 

Cate and colleagues (ten Cate et al., 2015). The eight stages of development are outlined in 

detail below, with the development process summarised in Figure 4.1. 

 



35
 

 

Fi
gu

re
 4

.1
. D

ev
el

op
m

en
t p

ro
ce

ss
 fo

r t
he

 E
PA

s f
or

 in
te

rn
s i

n 
Ire

la
nd

 (E
PA

s (
Irl

)).
 



36 
 

4.2 Stages of development  

 

Stage 1. Development of the EPA template 

It was decided to develop a bespoke template for the EPAs (Irl). This included key 

components, as recommended by ten Cate et al. (2015), but was extended to include 

additional details, in particular the classification of competencies and assessment 

blueprinting.  This template offers a standardised format for all internship EPA 

development, and indicates to EPA developers the information that must be included in 

each EPA. The bespoke template includes fields for the EPA title, the Medical Council 

Domains of Good Professional Practice which are most relevant to the EPA, pre-requisites to 

performing the activity and the list of competencies, with a classification of each one by 

type (knowledge, skill, attitude/behaviour).  EPA developers are prompted to indicate the 

assessment tool/s which are most relevant for individual competencies, to indicate the 

criteria for entrustment for the EPA and the recommended minimum volume of practice 

required. An entrustability scale in which level of supervision required can be rated on a 

scale from 1 to 5 (ten Cate et al., 2015) was also included for guidance. Level 4 is the level 

most commonly expected of interns, by the end of the training programme (i.e., can 

perform activity independently with indirect supervision). Once this level is reached, the 

activity may be safely entrusted to the intern. See Table 4.1 below. 

 

Table 4.1. Levels of entrustability.  

Level Proficiency - level of “entrustability” Supervision 
1. Intern has acquired relevant knowledge and skills, but not 

enough to perform the activity. 
Pre-practice 

2. Intern may perform an activity under direct supervision, with 
supervisor in the same room, deciding the intensity of 
supervision required. 

Close supervision 
 

3. The intern may perform an activity with direct, intermittent 
supervision: the intern asks for supervision as required. 

Intermittent  
supervision  
 

4.* The intern may perform an activity independently with mainly 
informal, indirect supervision. 

Indirect supervision 

5. Intern may provide supervision and instruction to junior learners.  Experienced intern 
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Stage 2. Development of the initial EPAs 

Stage 2 was focused on developing the content of the initial set of EPAs and involved 

a workshop which was held in Galway, Ireland on the 3rd of July 2015. A grounded, iterative 

process including flexible brainstorming (i.e., generating creative ideas through group 

discussion), ranking exercises (i.e., ordering the ideas in terms of perceived importance), 

and consensus building (i.e., reaching agreement on the suggested ideas), was used to 

develop the initial framework. The development process resulted in an initial list of nine 

activities – EPAs - which were structured around known intern work and educational 

practices.  

 

Stage 3. Expansion of EPAs 

Next, during the second part of the Galway workshop, the participants were divided 

into small groups to identify the competencies required to achieve each EPA along with the 

level of proficiency expected for each of these competencies, by the end of the intern year. 

After small group discussions, and wider discussions focused on achieving consensus, the 

related competencies for each EPA were identified, with each of the EPAs assigned between 

11 and 18 competencies. The participants in this exercise deemed that, for the majority of 

EPAs, the majority of competencies should be achievable at level 4 (i.e., can perform activity 

independently with indirect supervision). At this stage, however, some competencies were 

designated at less than level 4 (i.e., interns would need more direct supervision). These 

were clearly indicated on the EPAs produced for validation and consultation.  

Subsequently, a two-stage process, involving two rounds of an online survey (stages 

4 and 5 below), was used to assess the face validity of the EPAs. Stakeholders (Intern 

Coordinators, clinical consultant supervisors, consultants and NCHDs who had not been 

involved in the earlier stages) were asked to give feedback on the draft EPAs in the first 

round. By applying the suggestions received, the stakeholders were then asked to give 

feedback in the second round on the changes made.  

 

 



38 
 

Stage 4. Validation of EPA content and structure 

In Stage 4, the first round of a two-stage process, participants (Panel 1) were asked 

to provide feedback on the nine draft EPAs. They were asked to indicate whether each of 

the EPAs (and their associated competencies) was a “core activity” for interns. There were 

high levels of agreement for the EPAs and associated competencies in general. However, 

the level of agreement for the “Transition and discharge patient care” EPA was lower than 

desirable, with 90.9% of respondents agreeing that this was a core activity for an intern and 

only 54.5% of these competencies accepted as being appropriate for an intern (see Table 

4.2). During this stage, the participants were also asked whether any of the EPAs or 

competencies should be eliminated, or if there was a need for additional EPAs or 

competencies. A number of additional EPAs were suggested by the participants (e.g., 

“communicating with families”). As these suggestions were not considered to fit ten Cate’s 

(2005) definition of an EPA, they were instead included in the framework as competencies 

within selected EPAs, where relevant.  

 

Stage 5. Validation of the levels of proficiency of the competencies 

This stage was the second round of the two-stage process, intended to further 

enhance the face validity of the EPAs. In this round, stakeholders (Panel 2) were asked to 

confirm the classification of the competencies in the EPAs as one of three types; skill, 

knowledge, or attitude/behaviour. “Knowledge” competencies require a demonstration of 

underpinning medical knowledge which is applied to the performance of the professional 

activity. “Skill” competencies detail the clinical skills required by the trainee, and 

“Attitude/behaviour” competencies include relational or interpersonal aspects of the 

profession such as communicating with patients. Classification of competencies was 

deemed to be of potential value in monitoring the process of EPA development, in the 

interests of ensuring an appropriate balance. This level of detail, was subsequently omitted 

from the EPAs (Irl) brought to consultation and as published, but retained in the EPA 

databank. 

Participants were also asked to agree with the changes made by the research team 

to the levels of proficiency expected of interns for each competency within the EPA, 
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following the first round. Level of disagreement was greatest for EPA 4 “Manage in patient 

care” and EPA 1 “Admit a patient” (see Table 4.2 below). Where participants disagreed, they 

were asked to indicate what they considered the appropriate level designation should be.  

 

Table 4.2. Responses to two-round survey assessing stakeholder views on the draft EPAs  

  Panel 1: Round 1 

EPA % agree that EPA is a 
core competency 

% of competencies which 
>90% of respondents 
agreed should be 
performed by an intern 

Admit a patient 90.9% 85.2% 
Request and interpret investigations 100% 100% 
Perform basic procedural skills 100% 81.4% 
Manage the work of in-patient care 100% 88.2% 
Prescribe and monitor drugs and fluid 100% 82.3% 
Recognise and manage the 
deteriorating/acutely unwell patient 

100% 84.6% 

Transition and discharge patient care 90.9% 54.5% 
Engage in personal and professional 
development 

100% 100% 

Identify compromises to patient care 100% 100% 
Panel 2: Round 2 

EPA % of respondents who 
agreed with all of the 
proficiency ratings of 
the competencies in the 
EPA 

% of respondents who 
agreed with the 
classification of the type 
of competency in each 
EPA 

Admit a patient 83.3% 58.3% 
Request and interpret investigations 90.9% 90.9% 
Perform basic procedural skills 72.7% 81.8% 
Manage the work of in-patient care 70.0% 90% 
Prescribe and monitor drugs and fluid 90% 90% 
Recognise and manage the 
deteriorating/acutely unwell patient 

90% 90% 

Transition and discharge patient care 100% 90% 
Engage in personal and professional 
development 

90% 90% 

Identify compromises to patient care 80% 90% 
 

Stage 6. Medical Council led consultation 

Following the two survey rounds detailed in Stages 4 and 5, a wider on-line 

consultation process on the draft framework was conducted by the Medical Council 
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(Medical Council, 2015). The stakeholders for this process included postgraduate training 

body representatives (e.g., RCPI, RCSI), the Forum of Postgraduate Training Bodies, the Irish 

Health and Safety Authority, Irish Medical Organisation and the National Doctors Training 

and Planning group, along with medical educators, consultants and patient advocacy 

groups. A total of 80 stakeholders were asked by the Medical Council for their views on six 

open-ended statements, presented below.  

1. What aspects of intern training do you think are working well at the moment?  

2. What aspects of intern training do you think could be improved?  

3. Do you agree that defined competencies should be established for successful 

completion of intern training and award of a certificate of experience?  

4. Do you agree with an EPA approach being used to describe what doctors are 

expected to achieve at the end of intern training?  

5. Do you agree the following should be an EPA?  

6. Before making a final decision on the proposed EPA framework, the Medical 

Council now invites comments on what you think this will mean for intern 

training in Ireland.  

 

Of those sent the survey, 40 (50%) stakeholders responded. The main revision to the 

set of EPAs (Irl) that resulted from the Medical Council’s consultation process was the 

removal of two EPAs; EPA 8 “Engage in personal and professional development” and EPA 9 

“Identify compromises to patient care”. These EPAs were removed because 10 participants 

(29.41%) indicated that EPA 8 did not meet the definition of an EPA as determined by ten 

Cate (2005), and seven participants (20.59%) felt that EPA 9 did not meet the definition. 

Following this, the research team re-examined these EPAs, and agreed to remove them. 

However, a “non-EPA” called Engage in Personal and Professional Development was added 

on to the 7 refined EPAs and it contains important competencies for achieving sign off at the 

end of Internship such as “participate in research” and “engage in self-directed learning”. 

Subsequent to the finalisation of the EPAs, development work has been undertaken 

internationally on the scoping out of an EPA relating to the activity of “Scholarship” for 

postgraduate medical education and training. Moreover, the benchmarking exercise that 

was undertaken with the UK Foundation Professional Capabilities highlighted some gaps in 
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the EPAs for internship in Ireland around the areas of professional development (in 

particular career planning and reflective practice) and quality improvement that can be 

addressed through the addition of more competencies in this “non- EPA”. This is discussed 

further in Chapter 5. There is a case for re-visiting the decision to exclude personal and 

professional development (PPD) from the list of EPAs (Irl). This is something that can be 

considered as part of any piloting process.   

Other useful insights also emerged from this process. When commenting on the 

potential impact of the proposed framework, participants noted that “the introduction of an 

EPA-based approach should help interns focus more on what is expected and what they need 

to achieve”. Some disagreed, however, stating that EPAs “will provide another hurdle to be 

jumped which the vast majority of interns over previous decades did well without”. 

Participants also commented on the impact introducing such EPAs would have on clinical 

teachers, believing it will allow for “clearer direction on objectives of learning activities in the 

intern year…” while others suggested EPAs would be unhelpful to clinical teachers, referring 

to them as additional “time commitments in an already crowded timetable”. This 

consultation process highlighted some ambivalence, potential challenges and benefits of 

implementing an EPA-based curriculum. The findings enabled the researchers to further 

refine the draft initial EPAs to create the “Draft framework of outcomes for intern training in 

Ireland” (Boland et al., 2015).  

 

Stage 7. Medical Council stakeholder workshop 

The Draft framework of outcomes for intern training in Ireland document (Boland et 

al., 2015) was circulated to stakeholders in advance of a half-day EPA consultation workshop 

held on the 10th of June 2016 in Dublin, Ireland with 24 stakeholders. These stakeholders 

included Intern Network Coordinators, intern trainers, NCHDs and interns themselves. This 

workshop resulted in a number of changes in the draft framework which were subsequently 

reported to the Medical Council in a framework of outcomes for the end of Internship 

(Boland, Offiah, & Byrne, 2016). First, the level of competence required for entrustment was 

agreed as level 4 and any competencies previously labelled as level 3 or 2 were edited or 

removed so that all competencies were achievable at a level 4 by the end of Internship. In 

addition, the entrustability scale describing proficiency levels was edited to include 
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terminology more intuitive to a clinician or supervisor making a decision (see Table 4.3 

below).  

 

Table 4.3. Observer judgements for levels of entrustability.  

Level Proficiency - level of “entrustability” “Observer judgement” Supervision 

1. Intern has acquired relevant knowledge 

and skills, but not enough to perform 

the activity. 

“I had to do it.” Pre-practice 

2. Intern may perform an activity under 

direct supervision, with supervisor in 

the same room, deciding the intensity 

of supervision required. 

“I had to talk the intern 

through it.” 

Close supervision 

 

3. The intern may perform an activity with 

direct, intermittent supervision: the 

intern asks for supervision as required. 

“I needed to prompt the 

intern from time to time.” 

Intermittent  

supervision  

 

4.* The intern may perform an activity 

independently with mainly informal, 

indirect supervision. 

“I was on-site and available, 

just in case.” 

Indirect 

supervision 

5. Intern may provide supervision and 

instruction to junior learners  

“I did not need to be there.” 

 

Experienced 

intern 

*Level 4 is the threshold level of competence. Once this level is reached, the activity may be safely entrusted 
to the intern. Growth of competency after reaching this threshold is likely as a result of further deliberative 
practice 

 

Secondly, the term assessment tools in the proposed framework was reworded to 

observation and review tools. Third, a guide to the minimum volume of practice required for 

the EPA and the overall assessment strategy for EPAs was included in the framework. 

Finally, some changes were made to the EPAs themselves, including;  

- The title of EPA1 was changed to reflect limitations on interns “admitting” patients. 

- The title of EPA7 was changed to highlight the importance of conducting a handover.  
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- The expectation of interns recognising their limitations was added to each EPA (e.g., 

“in consultation with senior clinician.” in EPA 5, “seek assistance as appropriate.” in 

EPA 2, and “call for assistance from seniors.” in EPA 6).  

- The ideas of conscientiousness and trustworthiness were added to each EPA (e.g., 

“establish a partnership with the patient” in EPA 1, “put patient at ease” in EPA 3, 

and “compassionate manner” in EPA 4). 

 

Stage 8. Benchmarking 

Next, the EPA framework was benchmarked with the Association of American 

Medical Colleges core EPAs for entering residency (Winn et al., 2016). This methodology, 

and the benchmarking process with the UK’s Foundation Professional Capabilities, is 

described in detail in the next chapter.  

 

Final EPAs 

Full descriptions of the final 7 EPAs for internship in Ireland (EPA (Irl)), and their 

competencies and the non- EPA Personal and Professional Development (PPD) are available 

in Appendix 1 of this report.  

 

4.3 Strengths and limitations of the process  

The quality and rigour of the methodology deployed was evaluated with reference to 

extant quality standards. The study used a multi-step, iterative process to develop the 

intern year EPAs to ensure a sufficient methodological standard was reached. The eight 

steps for the development of the EPAs (Irl) are in line with recommended guidelines for EPA 

development, which propose first identifying, then expanding and finally validating EPAs 

(ten Cate et al., 2012). Adhering to these recommendations ensures that the EPAs 

developed are in alignment with the original definition of EPAs (ten Cate et al 2007). The 

study, therefore, by adhering to ten Cate and colleagues’ guidelines, compares favourably 

with many other EPA development studies that have been published to date. A recent 

systematic review by O’Dowd el al. (under review) found that of 36 EPA papers included, 

only 10 used four or more steps (e.g., literature review, workgroup discussion, online 
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survey) in their development process while studies that used more steps tended to be of a 

higher quality than those that used fewer. With this in mind, the extensive process used for 

the Irish Internship would appear to be of a quality standard, based on the limited 

guidelines for best practice that exist to date. The development of further EPAs in the future 

could benefit greatly from extended research into the best practice for developing these 

frameworks, for those applying these guidelines to their work.  

There are a number of limitations of the process that should be considered. First, the 

feasibility of the implementation of the EPAs (Irl) and the associated assessment in the 

clinical environment has yet to be established. The impact, positive and/or negative, that 

they will have on interns, supervisors and ultimately on patients will need to be determined. 

Developing EPAs without trialling them in a clinical environment, however, is common 

practice, with a dearth of studies investigating their use in clinical practice in the early days 

of EPAs internationally. Evaluation of EPA implementation will need to involve meaningful 

engagement with stakeholders. It will also involve defining and agreeing key performance 

indicators and gathering data in order to explore impact.  

Second, while an iterative process was used to develop the EPAs, small numbers of 

participants were involved at each stage, all of whom were from the medical profession, 

rather than from the wider range of health professions who engage with interns. Larger 

workshops from a wider constituency could have influenced the development of the EPAs 

by introducing other perspectives. The participants who were involved, however, came from 

a range of levels of expertise, from senior consultants to recent graduates of the Internship 

programme, offering unique insights into the EPAs, despite the small number. The number 

of stakeholders involved was, however, somewhat comparable to those reported in other 

EPA development papers. 

A final limitation is that the development of the EPAs (Irl) is largely context specific: 

they have been developed for a one-year Internship within the Irish health system. The 

articulation of the EPAs has been largely shaped by insider knowledge of the current 

teaching and learning process in Irish intern networks and hospitals. This, however, is 

common practice among EPA development at the moment. Arguably developing country-

specific EPAs could limit their generalisability to international systems and in turn hinder 

physicians who wish to work or train outside of Ireland. The case has been made, however, 
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that EPAs can provide a potential “currency” for establishing comparability of EPA based 

programmes internationally (Weller, Castanelli, Chen, & Jolly, 2017). As the intern year in 

Ireland is unique, it was considered appropriate to develop specific EPAs. Benchmarking 

with the AAMC core EPAs (Lomis et al., 2017), however, has ensured that while the EPAs (Irl) 

are context specific, they are comparable with EPAs for a comparable stage of training in the 

context of the US. Benchmarking with the UK system could also support the relevance of the 

EPAs (Irl) in the context of international systems (See Chapter 5). This is an important 

consideration to support mobility when physician migration is so frequent (Gouda et al., 

2015). 

 

4.4 Conclusion 

This chapter summarised the multi-stage process of developing a set of EPAs for the 

Irish intern year, and identified strengths and limitations of the process. The next chapter 

will explore in greater depth the benchmarking of these EPAs with international standards. 
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Chapter 5. Benchmarking 
 

5.1  Introduction  

The EPA framework for interns in Ireland was benchmarked with two comparable 

frameworks: the US Core Entrustable Professional Activities for Entering Residency 

developed by the Association of American Medical Colleges (AAMC) (Winn et al., 2016); and 

the outcomes described in the Foundation Programme Curriculum (General Medical 

Council, 2016) for the UK Foundation Professional Capabilities (FPCs). Table 5.1 below lists 

the EPAs and the FPCs for the three frameworks.  
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Table 5.1 EPAs and FPCs for each of the three frameworks.  

No. EPAs for Internship in Ireland 
1 Clerk a patient 
2 Request and interpret investigations 
3 Perform essential procedural skills 
4 Manage the work of in-patient care 
5 Prescribe and monitor drugs and fluids 
6 Recognise and manage the deteriorating/ acutely unwell patient 
7 Handover and discharge patient care 

Not an EPA Engage in personal and professional development 
No. AAMC Core EPAs for Entering Residency 

1 Gather a history and perform a physical examination 
2 Prioritize a differential diagnosis following a clinical encounter 
3 Recommend and interpret common diagnostic and screening tests 
4 Enter and discuss orders and prescriptions 
5 Document a clinical encounter in the patient record 
6 Provide an oral presentation of a clinical encounter 
7 Form clinical questions and retrieve evidence to advance patient care 
8 Give or receive a patient handover to transition care responsibility 
9 Collaborate as a member of an interprofessional team 

10 Recognize a patient requiring urgent or emergent care and initiate evaluation and 
management 

11 Obtain informed consent for tests and/or procedures 
12 Perform general procedures of a physician 
13 Identify system failures and contribute to a culture of safety and improvement 
No. UK Foundational Professional Capabilities 

1 Acts professionally 
2 Delivers patient centered care and maintains trust 
3 Behaves in accordance with ethical and legal requirements 
4 Keeps practice up to date through learning and teaching 
5 Demonstrates engagement in career planning 
6 Communicates clearly in a variety of settings 
7 Works effectively as a team member 
8 Demonstrates leadership skills 
9 Recognises, assesses and initiate management of the acutely ill patient 

10 Recognises, assesses and manages patients with long term conditions 
11 Obtains history, performs clinical examination, formulates differential diagnosis and 

management plan 
12 Requests relevant investigations and acts upon results 
13 Prescribes safely 
14 Performs procedures safely 
15 Is trained and manages cardiac and respiratory arrest 
16 Demonstrates understanding of the principles of health promotion and illness 

prevention 
17 Manages palliative and end of life care 
18 Recognises and works within limits of personal competence 
19 Makes patient safety a priority in clinical practice 
20 Contributes to quality improvement 
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5.2  Association of American Medical Colleges (AAMC)  

First, the US framework was chosen for comparison. Although the AAMC EPAs 

(hereafter referred to as EPAs (US)) are intended for use prior to starting clinical practice, 

and the EPAs (Irl) are designed for use once the trainee is in clinical practice, the intern year 

in Ireland is a core aspect of basic medical training which includes the undergraduate 

programme and the intern year. While entering residency (US) and Internship (Irl) represent 

different stages of training, they both deal with the first year of clinical practice, after which 

trainees are expected to complete core activities unsupervised. Hence, the expectations of 

trainees within the AAMC and internship frameworks are comparable. Furthermore, the US 

General Physician Domains (Lomis et al., 2017) broadly correspond to, collectively, the 

Medical Council’s Eight Domains of Good Professional Practice (Medical Council, 2010) and 

the Three Pillars of Professionalism (Medical Council, 2016).  

The EPAs (US) terminology differs to that used for the EPAs (Irl) and each of the 13 

EPAs is described as a series of functions which are closest to what we describe as 

competencies. These functions are then mapped to the most relevant of the 8 US General 

Physician Domains’ competencies that are “critical for the entrustment decision” 

(approximately 8 – 10 per EPA).  

Benchmarking was conducted at two levels, first mapping the higher-order EPAs and 

second, mapping the competencies in each framework. For the first level, the EPAs (Irl) were 

mapped to the functions of each of the EPAs (US) to identify the strength of alignment 

between the 2 frameworks. The 7 EPAs (Irl) and the non-EPA “engage in personal and 

professional development (PPD)” which contains additional competencies that are required 

for the successful completion of the intern year were found to align strongly with the AAMC 

framework as they encompass similar requirements of the trainees. The strength of 

alignment between the two frameworks is illustrated by the depth of shading in Table 5.2 

below. 
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Table 5.2. Alignment between AAMC EPAs (US) and Intern EPAs (Irl).  

 

To illustrate, the functions described in EPA 1 (US) “Gather a history and perform a 

physical evaluation” aligned strongly with EPA 1 (Irl) “Clerk a patient”, which expects similar 

competencies from a trainee. Alignment was weaker for EPA 4 (Irl) “Manage in-patient 

Summary By EPA Title  
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EPA 1:  Gather a history and perform a physical 
examination 

        

EPA 2: Prioritize a differential diagnosis following a clinical 
encounter 

        

EPA 3: Recommend and interpret common diagnostic and 
screening tests  

        

EPA 4: Enter and discuss orders and prescriptions         

EPA 5: Document a clinical encounter in the patient record         

EPA 6: Provide an oral presentation of a clinical encounter         

EPA 7: Form clinical questions and retrieve evidence to 
advance patient care 

        

EPA 8: Give or receive a patient handover to transition 
care responsibility  

        

EPA 9:  Collaborate as a member of an interprofessional 
team  

        

EPA 10:  Recognize a patient requiring urgent or emergent 
care and initiate evaluation and management 

        

EPA 11: Obtain informed consent for tests and/or 
procedures 

        

EPA 12:  Perform general procedures of a physician         

EPA 13: Identify system failures and contribute to a culture of 
safety and improvement 
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care” and EPA 6 (Irl) “Manage the acutely unwell/deteriorating patient”. Another example 

of concordance was the functions described in EPA 12 (US), “Perform general procedures of 

a physician”, which aligned strongly in content with EPA 3 (Irl), “Perform essential 

procedural skills”, with similar skills expected of trainees in the two frameworks. There was 

a weaker alignment with EPA 4 (Irl), “Manage in-patient care”, which necessarily requires 

some level of procedural skills. The second level of benchmarking was a detailed, more 

granular mapping of competencies between the 2 frameworks between the critical 

competencies (US) and the numbered competencies of the EPAs (Irl). A sample of this can 

be seen in Table 5.3 below. 

 

Table 5.3. Sample of the mapping of competencies between the EPAs (US) and EPAs (Irl).  

 

There was considerable alignment between both frameworks at both of the 

benchmarking stages. Gaps identified in the EPAs (Irl) such as demonstrating insight, self-

confidence and reflection could be added as competencies within the “non- EPA” Engages in 

personal and professional development (PPD)”, which is not an EPA by definition but is a 

requirement for intern sign off in the EPAs (Irl) framework. 
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5.3  Foundation Professional Capabilities (UK) 

The second framework chosen for comparison was the UK Foundation Year 

Programme’s Foundation Professional Capabilities (FPC) framework. This framework was 

chosen for comparison due to the proximity of the UK to Ireland, the history of 

collaboration in medical education and training development between the two countries 

and the similarities that exist in both UME and GME. Graduates of Irish medical schools can 

apply for Foundation Year Programme (FYP) upon completion of their undergraduate 

programme.  It is worth noting however, that the UK FYP is a two year programme. 

Foundation year 1 (FY1) is the first year of the programme and the minimum level of 

performance and requirement for supervision is most similar to that of the intern year in 

Ireland. Foundation Year 2 (FY2) has increased responsibility, decision making, leadership 

and teaching requirements that align more with the requirements of a Senior House Officer 

(SHO) in Ireland. While not strictly an EPA framework, the UK FYP framework is an outcomes 

based framework that has 20 Foundation Professional Capabilities (FPCs) described as 

training outcomes to be achieved within the curriculum. They reflect key generic aspects of 

professional and clinical medical practice. The 20 FPCs are divided into four sections: 

• Section 1 (professional behaviour and trust) 

• Section 2 (communication, teamworking and leadership) 

• Section 3 (clinical care) 

• Section 4 (safety and quality) 

There are descriptors (headings and detailed descriptions where required) of the 20 FPCs at 

both the FY1 and the FY2 level which are closest to what we describe in the EPA (Irl) 

framework as competencies.  

 Benchmarking was conducted by mapping the 131 competencies in the EPA (Irl) 

framework against the UK 20 FPCs and their descriptors. As there were a number of gaps 

identified in the EPAs (Irl) across all the FPCs at FY2 level (mostly in the areas of the 

requirement for FY2 to demonstrate supervision, leadership and teaching within the team 

and completion of legal documents), the benchmarking exercise was focused on the 

alignment of the FY1 FPCs and descriptors only with the EPAs (Irl). Table 5.4 below shows a 

sample of the benchmarking process for the 2 frameworks. 
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Table 5.4. Sample of benchmarking process for UK FPCs and EPAs (Irl). 

 
 

There was a strong alignment between the competencies (Irl) and 15 of the FPCs. 

There were gaps identified in the EPAs (Irl) and the associated competencies for the 

following UK FPCs: 

• UK FPC 5. “Demonstrates engagement in career planning” 

• UK FPC 10. “Recognises, assesses and manages patients with long term 

conditions” 

• UK FPC 16. “Demonstrates understanding of the principles of health promotion 

and illness prevention” 

• UK FPC 17. “Manages palliative and end of life care” 

• UK FPC 20. “Contributes to quality improvement” 

 

Many of these gaps in the EPAs (Irl) could be addressed by including the competencies in 

the non- EPA “Engage in personal and professional development (PPD)” and by including 

PPD in the EPAs (Irl) framework as a Scholarship EPA (the 8th EPA). The descriptors in UK FPC 

16 describe competencies required for the FY1 doctor in the care and management of 
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specific patient groups (e.g. frail, elderly, patients with mental health problems, obese and 

patients with co-morbidities). While these patient groups are not specifically mentioned in 

the EPAs (Irl), interns in Ireland could be required to demonstrate some or all of the 7 EPAs 

in the context of each of these specific patient groups. The groups could be added to 

sections H. and G. of the EPA development template which describe the kind (clinical 

context) and amount of assessment required for entrustment of activity.  

 

5.4 Conclusion  

Benchmarking is an important exercise when developing medical education 

curricula, in order to ensure quality improvement takes place and provides evidence for this 

improvement to stakeholders (Wilkinson et al., 2015). The use of benchmarking, and the 

outcome of this process augurs well for the quality of the Irish EPAs (Irl). Despite the 

difference in the total number of EPAs in Ireland (seven), the US (thirteen) and the number 

of UK FPCs (twenty), a number of aspects of the development process have ensured that the 

EPAs (Irl) capture the necessary skills for the intern year.  The benchmarking exercise 

conducted indicated the EPAs (Irl) aligned well with the US AAMC framework, suggesting 

that the EPAs, while differently organised, cover similar ground. Similarly the EPAs (Irl) 

aligned well with the majority of the UK FPCs for Foundation Year 1 (FY1) with some notable 

gaps, discussed previously. In particular, some of the differences between the Irish and UK 

frameworks reflect the ever evolving world of healthcare and some reflect a more recent 

acceptance of the role of the intern in quality improvement and their contribution to 

patient safety.  Appendix 2 is a visual demonstration of the benchmarking process between 

the Irish, UK and US frameworks using shading to indicate the strength of the alignment 

between the individual EPAs and FPCs. The validation process for the EPAs (Irl) has 

demonstrated that seven is sufficient for the intern year, as the EPAs encompassed what 

expert stakeholders considered essential for trainees to be able to perform competently at 

the end of their first year. Finally, the number of EPAs reflects that recommended by ten 

Cate who suggests between 20-30 EPAs for a postgraduate training course (ten Cate, 2013). 

As internship in Ireland is only one year of postgraduate training, seven may therefore be 

considered an appropriate number of EPAs, and the developed framework to be 

comprehensive and reflective of international standards. It is important to note that the 

benchmarking process was confined to comparing the competencies listed within the EPAs 
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in each framework and the criteria for entrustment, in terms of kinds and amount of 

assessment or volume of practice required were not compared.  

The next and final chapter, provides considerations and makes recommendations for 

the implementation of a pilot to examine the feasibility of the EPAs framework for interns in 

Ireland.  
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Chapter 6: Further Development of the EPA Framework for Interns in Ireland 
   

6.1 Introduction 

In order to further develop EPAs for Irish interns, the next stage is to conduct a pilot 

study of their implementation. The systematic review of EPAs within graduate medical 

education described in chapter two found that that while a substantial majority of studies 

to-date are focused on developing EPAs, far fewer studies exist which detail the actual 

implementation of EPAs. This can be accounted for by the relatively early stage of 

implementation in most countries.  

One of the most substantial piloting undertakings to-date relates to the 13 Core 

EPAs for Entering Residency of the AAMC (Lomis et al., 2017). This pilot recruited teams 

from 10 medical schools in the US. Lomis et al. (2017) pose a series of key considerations 

when piloting an EPA implementation. A White Paper on the implementation of CBME, 

commissioned by the Association of Faculties of Medicine of Canada also provides valuable 

guidance on the factors to consider in the EPA implementation process (Boucher, Frank, van 

Melle, Oandasan, & Touchie, 2017). A number of considerations are delineated below in 

relation to assessment, entrustment decisions, curriculum development, faculty 

development and technology. We have contextualised these considerations for the further 

development of the EPA framework for interns in Ireland, with recommendations for the 

future.   

 

6.2. Re-framing work based assessment for EPAs 

A competency-based training programme requires a system for generating robust 

and meaningful evidence of competence, while enhancing the learning experience for 

trainees and programme quality. Effective implementation of CBME and EPAs is contingent 

on having the means to determine and record that competencies have been achieved, using 

appropriate tools of work based assessment. Competency-based assessment must be 

authentic, reliable, practical, and ideally must also promote learning (Schultz and Griffiths, 

2016).   
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Whilst formative and summative assessment were once often represented as 

dichotomous, more recent literature distinguishes between multiple low-stakes assessment, 

where the emphasis is on giving feedback, and high-stakes summative decisions where 

progression decisions are made or graduation is determined. The potential for tension 

where formative feedback contributes to summative decisions in the context of EPAs can be 

removed through the use of multiple assessors and assessment events, none of which have 

a definitive consequence for the trainee. This emphasis on multiple low-stakes assessment 

for the Internship programme represents an important means for enhancing the quality and 

acceptability of assessment.  

 

Reliable, valid and cost-effective assessment  

As noted in Chapter 3, a number of steps can be taken to enhance the validity and 

reliability of assessment for EPAs. Firstly, validity can be enhanced by ensuring that the tool 

chosen is appropriate for the EPAs and/or for specific sets of competencies. To this end a set 

of tools has been proposed for the EPAs (Irl), as described below in Table 6.1. While DOPS, 

CBD, reflective journal, and team review are commonly found within postgraduate specialty 

training, the “Case Presentation” tool was developed specifically for the EPAs (Irl) to reflect 

the kind of activities an intern completes as part of their routine practice as a trainee.  
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Table 6.1. Description of Internship EPA Observation and Review Tool (adapted from Boland 
et al., 2016). 

  Description 

1. CP Case Presentation  

A case presentation involves an intern being observed by a clinical 

supervisor/assessor whilst presenting a case to a consultant supervisor (on a post 

take ward round for example) and being observed performing a focused clinical 

task pertinent to the case (abdominal examination, for example). Case 

presentation includes observation of aspects of the patient encounter. 

2. DOPS Direct Observation of Procedural Skills  

A direct observation of procedural skills involves an intern being observed by an 

approved assessor whilst performing a specific clinical procedure. DOPS are most 

applicable to short procedures that comprise relatively few steps. DOPS are 

completed on real patients, in real time, as part of routine clinical work. 

3. CBD Case Based Discussion  

Case based discussion involves a clinical supervisor/assessor reviewing notes (e.g. 

clinical notes & treatment plans, prescriptions) from a selected patient case and 

engaging with an intern in a structured discussion of that case. The assessor 

provides structured feedback, where appropriate, on the intern’s clinical 

reasoning, diagnostic skills, documentation, prescribing, decision making and 

patient management skills. 

4. RJ Reflective Journal 

A Reflective Journal provides the intern with an opportunity to provide evidence 

of their learning and insight. With regular and contemporaneous journal entries 

(which can be tagged to a specific EPA) the intern describes and analyses an 

event and records their reflection and insights on aspects of their own practice. 

This could be reviewed by supervisor at a scheduled CDB review, for example. 

5. TR Team Review   

Team review is a multi-source method of assessment – including self-assessment 

– in which interns are provided with feedback on their observed performance, 

including professional behaviour (e.g. by doctors, nurses, peers, patients and 

administrators) and where they reflect on their own learning and progress. 
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The process of blueprinting of competencies within EPAs, so that only those most 

valid are evaluated using any observation/review tool has been an important feature of the 

EPA development process for the Internship. This feature is illustrated below in Table 6. 2 

for EPA 6 “Recognise and manage the deteriorating/acutely unwell patient”, where the 

competencies have been blueprinted to three different tools, (Case Presentation, Case 

Based Discussion and Reflective Journal) and some to more than one. Case Presentation, for 

example, is a valid mode of assessment for a sub-set of the competencies of the EPA.  

 

Table 6.2. Blueprinting of competencies for EPA to Observation and Review Tools (adapted 

from Boland et al., 2016).  

  EPA 6: Recognise and manage the deteriorating/acutely unwell 
patient  
Competencies   

Tools 
CP CBD RJ 

1. Recognise the severity of a patient’s condition utilising track and trigger 
systems and situation awareness. 

X X  X 

2. Receive a handover from nursing staff and be aware of the patient’s 
recent clinical course. 

X   

3. Take a focused history and examination. X X  

4. Determine a working differential diagnosis. X X  

5. Call for help from senior clinicians, escalate care and give a handover 
on phone or in person. 

 X X 

6. Apply the principles of standardised protocols and clinical guidelines as 
indicated (NEWS, ACLS, ATLS, PALS, sepsis six bundles). 

X  X  

7. Review patient response to initial treatment and respond, act on and 
adapt treatment as required, in consultation with senior clinician. 

 X X 

8. Communicate the situation to team members involved in patient care, 
patient and update family members, with a senior clinician. 

 X X 

9. Delegate to others in the team.  X X 

10. Document the events in the clinical notes in a well-structured format.  X  

11. Formulate a further care plan to address prioritised differentials with a 
senior clinician. 

X X  

12. Participate in breaking of bad news to patient and family in a 
compassionate manner, with a senior clinician. 

 X X  

13. Debrief with the team and review the outcomes.   X 

14. Reflect on outcomes and performance and identify areas for 
improvement. 

  X  
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The deployment of smart technology, to be discussed in section 6.6 below, will be 

central to enabling these features to be realised in as efficient and cost effective a manner 

as possible, so that observations/reviews of practice are carried out in real time in the 

clinical workplace.  

Reliability of work-based assessment has been the subject of much debate as 

discussed in Chapter 3. An important method for enhancing the reliability of assessment is 

to ensure adequate levels of inter-rater reliability. This has been achieved by gathering EPA 

performance evidence from multiple assessors (e.g., Dwyer et al., 2016; Ng & Ng Joo Ming, 

2014; Schultz and Griffiths, 2016) who employed a particularly rigorous assessment system: 

multiple assessors examined the performance of each resident; practical, intuitive tools 

were used to capture assessments and adequate time was provided for preceptors to do 

this work. Dwyer et al. (2016) videotaped trainees performing EPAs, which were then 

reviewed by a blinded observer, to ensure adequate inter-rater reliability between assessors 

and the blinded observer. Another means of ensuring adequate, reliable and valid 

assessment is to triangulate multimodal performance evidence for each learner for each 

EPA. This has been achieved by Schultz and Griffiths (2016), who considered performance in 

objective structured clinical exam, simulation and direct observation when making 

entrustment decisions.  

For the EPAs (Irl), multiple assessments will be required to ensure adequate 

assessment of the range of contexts (clinical case mix) specified for an EPA as indicated in 

the basis for entrustment at level 4 (section H. in the template).  In the relevant sections for 

EPA 4 “Managing the work of in-patient care” for example, the required assessments are 

indicated, and the clinical context within which they are to be completed, together with a 

guide to minimum volume of practice (see Table 6.3 below).  
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Table 6.3. Range of assessments required for EPA 4 “Managing the work of in-patient care” 

(adapted from Boland et al., 2016). 

G. Observation 
and Review 
Tool/s 

Case presentation (CP) 

Case based discussion (CBD) 

Reflective journal (RJ) 

H. Basis for 
entrustment 
at level 4 

Successful completion of the all of following at level 4 CP CBD RJ 

General medical case 1 1 

3 

General surgical case 1 1 

Specialist case  (e.g. paediatrics, obstetrics and 
gynaecology, orthopaedics, cardiology) 

1 1 

Complex case 1 1 

Any case 1 1 

I. Volume of 
practice  

Intern needs to manage the care of a minimum of 40 patients per year - a guide 
average of 10 per rotation  (recorded in the intern’s log) 

 

A focus on feedback  

One of the advantages of the proposed approach to the use of Observation and 

Review Tools for the Internship programme, with an emphasis on feedback, is that it offers 

an ideal medium to provide trainees with structured, constructive feedback. This in turn 

provides a unique learning opportunity to enhance future performance. As noted in Chapter 

3, studies have provided trainees with structured, constructive feedback with favourable 

results (Hauer et al., 2013; Schultz & Griffiths, 2016). The provision of formative feedback 

can ensure that progress along the trajectory to entrustment can be reviewed, and thus 

facilitate the identification of trainees in difficulty in a more accurate, transparent and 

timely fashion. This will allow appropriate remediation to be aligned with unambiguous 

expected standards of performance.  

The proposed approach to work based assessment for the Internship programme 

focuses on developing a culture of effective feedback. The language of “assessment” has 

been replaced with the terminology of “observation and review tools”. Grades and scores 

have been eschewed in favour of qualitative comments (see Table 6.4 below). On each EPA 

report the supervisor indicates the level of supervision which a trainee needed for that 
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particular case/procedure only – using a five-point supervision scale, highlighting the low-

stakes nature of multiple observations, for each supervisor/assessor and for the trainee. An 

important feature of the process is the expectation that the trainee is an active agent in the 

process, providing their response to the feedback and taking responsibility for identifying a 

specific learning plan.  

 

Table 6.4. Feedback section of a sample Observation and Review tool 

Feedback from clinical supervisor/reviewer and the intern response: (Refer to EPA competencies 
for guidance on specific points to make) 

Aspects of good 
practice 
 

 
 
 
 

Suggested areas for 
development 
 
 

 

Response from intern: 
Response to 
feedback 
 
 
 

 
 
 

Specific learning 
plan 
 
 
 

 

Entrustability: On the basis of this discussion, I believe that this intern required the following level 
of supervision on this occasion 

Proficiency Level 1 2 3 4* 5 
Level of supervision 

required 
Pre-practice Close  

Supervision 
Intermittent 
Supervision 

Indirect 
Supervision 

Experienced 
Intern 

Select one:   n/a    n/a 
Note: The wording of this statement has been amended since the sample tool included in Appendix 
H of Boland et al. (2016), to confirm the intended low stakes nature of each individual 
observation/review event. 
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Engagement of key actors in the process  

The question of who is best qualified and best placed to conduct observation and 

review of practice needs to be considered. Observers must record their observations in a 

systematic fashion and have clearly defined roles and responsibilities. Frontline faculty are 

in a position to observe trainees in clinical environments, they have typically provided EPA 

assessments (e.g., van Loon et al., 2016; Yuan et al., 2014). With appropriate training, 

potential assessors for the EPAs for interns in Ireland could feasibly include medical 

educators or more senior non-consultant hospital doctors (NCHDs).  As noted earlier, 

multisource feedback, or Team Review, also provides opportunities for a wider range of 

assessors, including patients, to provide feedback to trainees.  

It will be necessary to ensure that each learner is an active participant in the 

entrustment process, aware of expectations, engaged in gathering and reviewing 

performance evidence and generating individualised learning plans to attain entrustment. 

Encouraging trainees to take the initiative to seek feedback is another valuable strategy to 

foster a trainee-led approach. An additional method used to engage students in the 

assessment process is the use of a portfolio review, whereby the trainee has responsibility 

for compiling evidence of achievement of their EPAs.  

 

6.3  Ad hoc and summative entrustment 

The making of decisions about entrustment is a key step in consolidating an EPA 

based curriculum. It should be acknowledged that decision making about entrustment is 

complex (van Loon et al., 2016). Ten Cate (2017) distinguishes between two different kinds 

of entrustment decisions; ad hoc and summative decisions.  Ad hoc decisions are those 

often tacit decisions that happen every day, usually taken by an individual supervisor 

pertaining to a trainee’s immediate permission to act. They are without long term 

consequences for the trainee and may be very context specific (“I trust you to do this 

procedure with this patient this afternoon, knowing the team support that is available.”). 

There is growing evidence of the influence of a range of factors in the ad hoc entrustment 

process; such as trainee features, supervisor features, the nature of the task and the nature 

of the trainee-supervisor relationship (Hauer et al., 2014, ten Cate, 2015). Summative 
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entrustment decisions are grounded in more systematic observations leading to lasting 

permission to act under a specified level of supervision. Summative decisions are made on 

the basis of multiple sources of data from multiple low stakes observations and review of 

practice by multiple observers and other data, such as evidence of volume of practice and 

multi-source feedback.  

 

Who will be responsible for making entrustment decisions, when and with what evidence?  

Consideration needs to be given to who will make entrustment decisions at various 

stages in the progress of a trainee through a programme. Examples of assessors involved in 

entrustment decisions which are reported in the literature include faculty staff (Hauer et al., 

2013; Ng & Ng Joo Ming, 2014), staff surgeons and fellows (Dwyer et al., 2015; Hauer et al., 

2013), attendings (Yuan et al., 2014), programme directors (van Loon et al., 2016) and 

preceptors (Schultz & Griffiths, 2016).  

In the context of a one-year programme it seems reasonable to suggest that   

summative entrustment decisions would be made at the end of the programme (i.e., at the 

end of the intern year). For one of the main goals of competency based education to be 

achieved, however, achievement needs to be monitored, with appropriate steps taken in 

cases where a trainee is not progressing as expected or struggling and needs remediation. In 

the context of internship in Ireland, a continuous process of reviewing assessment will be 

required for interns rather than depending solely on a final review at the end of Internship. 

The absence of this provision for remediation may result in interns not being signed off or 

requiring an extension of their internship.  

The summative entrustment process requires a formal structure to ensure a 

systematic, informative, reliable and transferrable method of credentialing learners for 

unsupervised practice. In light of the need to monitor trainee progress and of the range of 

entrustment decisions – from ad hoc to summative – it is likely that two levels of decision-

making need to be provided for in the context of the Irish Internship: 
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a) Formative assessments of an intern’s progress toward achievement of an EPA to: 

- review an intern’s progress within a rotation/hospital based on evidence provided 
- record milestones achieved e.g. achievement of an EPA to a defined level 
- provide feedback to the intern on their progress 
- provide support and/or remediation for struggling interns  
- feed forward an overview of the interns’ progress to next the rotation  

 

This process will ideally involve input from the intern’s clinical supervisor, the intern 

network coordinator and others engaged in the observation and review of the intern’s 

practice.  Educational supervisors will need to review the assessments regularly and 

concerns identified by assessors will have to be passed on to both the educational 

supervisor and the next clinical supervisor, if corrective action is to be implemented. This 

raises the issues of implementing an electronic record and data base for each intern that 

can be accessed by supervisors and the permissions for accessing this information in order 

to comply with data protection. A platform that is mobile and can support completion of 

WBAs and storage of information needs to be considered prior to implementing an EPA 

framework. 

 

b) Summative entrustment decision making by a EPA review committee, (at a 

regional/network level) to: 

- review an intern’s progress by the end of the programme, based on portfolio 
evidence  

- make summative decisions on achievement of EPAs to level 4 
- record intern progress and achievement  
- recommend intern status to the Medical Council for awarding of a Certificate of 

Experience  
 

Summative entrustment decisions have been made on portfolio evidence from performance 

in WBAs, simulated environments, investigation of documentation in chart-based audits, 

and in some cases multi-source feedback. The range of guidelines relating to how clinical 

competence committees might function most effectively has been growing in recent years, 

with the benefit of more experience (Andolsek, Padmore, Hauer, Edgar, & Holmboe, 2017; 

Donato, Alweis, & Wenderoth, 2016; Ekpenyong, et al., 2017). Clinical competency 

committees (CCCs) use the collective input of multiple people to improve the validity and 
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reliability of summative decisions. Significant heterogeneity in the structure and function of 

such committees exists across postgraduate medical education programs and specialties. 

While no one size fits all, Kinneara, Warm, and Hauer (2018) collate available evidence and 

their own experiences to provide 12 practical tips as follows:  

 
1. Define the committee’s guiding purpose 

2. Identify and collate assessment data from multiple sources 

3. Recruit the right members 

4. Conduct regular committee member training 

5. Develop methods for real-time sharing of assessment data during CCC meetings 

6. Establish ground rules for committee meetings 

7. Use a structured format for committee discussion 

8. Employ strategies for time efficient member participation before and during the 

meeting 

9. Integrate the CCC into a program of assessment 

10. Have standard CCC output for stakeholders (program, learner, and accrediting 

bodies) 

11. Use a standard framework to provide feedback on performance and learning 

planning 

12. Engage in continuous quality improvement of the committee 

 
   

Time taken to achieve an EPA 

While summative decisions at level 4 should be regarded as a licence to practice for 

that unit of professional practice, ten Cate et al. (2015) note some caveats to that. Firstly, is 

the matter of the context-dependency of competence? For the intern moving from one 

rotation (or hospital) to another, he or she may need to be observed to establish or re-

confirm entrustment in that new context. The second limitation is that skills may decrease if 

not practiced. Where summative entrustment decisions are made for an EPA, it should have 

an expiration data after which recertification would be required after a period of inactivity, 

leading to a stricter level of supervision until re-confirmed. In the context of the year-long 

Internship, inactivity and loss of skill is less likely to be an issue. The possibility has 
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implications, however, for the reaffirmation of EPAs in the context of subsequent specialist 

training. 

The time taken to achieve an EPA is an aspect of implementation will require careful 

consideration. It has been suggested that there is potential for more flexibility in training 

with less rigid, arbitrary time-based requirements (O’Keefe, 2013). Indeed, learning may be 

variable across trainees; therefore arbitrary time cut-offs for attaining an EPA run the risk of 

being over or under-ambitious for different learners. Wisman-Zwarter et al. (2016) note that 

EPAs can promote a true individualised approach to medical education. They note, however, 

that this poses a formidable logistical challenge for a training institution with a time-based 

programme and suggest transformation to a truly EPA-based curriculum will only be feasible 

if more flexibility is inserted into the curriculum. In Ireland, completion of Internship and 

progression to specialist training happens every year in July. Any flexibility in training that 

allows interns to achieve sign off on all EPAs before or after 12 months is likely to cause 

problems for the specialist training programmes and for employers.   

 

6.4  Curriculum development 

The concept of curriculum has been the subject of much debate in education and has 

acquired a myriad of meanings and interpretations. It can encompass the content, structure 

and process of teaching, learning and assessment – as written, as planned, as implemented 

or as received. It also includes the hidden curriculum with unintended consequences for 

learning. In the context of postgraduate training, the workplace is the context where most 

learning occurs for health professionals. Ten Cate (2015) defines the workplace curriculum 

as an organised set of experiences in a real world setting that fosters the acquisition of 

competencies that are necessary to act as a professional. In light of the nature of the 

contexts within which the workplace curriculum is delivered, it is appropriate to 

differentiate between a national curriculum framework and a local curriculum as delivered, 

and received.  

Curriculum development relates to the pre-specification of experiences required to 

achieve competence. The AAME propose that EPA descriptions, competencies and 
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milestones should serve as the basis for curriculum development for medical schools. 

Specific questions to be addressed in that context include the following: 

• How will the EPA be taught?  

• Where and when in the curriculum?  

• What will the content be?  

• Who will teach the EPA?  

• How will the EPA be assessed?  

While these are important questions to consider in the context of medical schools, the 

curriculum development for workplace learning arguably offers less scope for definition, 

given the serendipitous nature of learning in that setting. Moreover, expectations of interns 

in terms of self-directed learning of knowledge based ‘content’ is far greater than in medical 

school, where more didactic methods prevail. Nonetheless, certain parameters can be 

reasonably established, at a national level, to inform expectations of accredited training 

programmes or rotational experiences, delivered by networks with a locally developed 

curriculum. Learning experiences for a programme will need to be planned in alignment 

with the EPA framework for interns in Ireland. This will involve organising/reorganising 

competency-building experiences at the local, hospital and network levels. The intern 

curriculum in Ireland has not been revised since 2010. Current standards for accreditation of 

programmes indicate what is required in terms of content of training, (Medical Council, 

2011) as detailed in Figure 6.1 below.  
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Figure 6.1. Standard for training and experience required for the granting of a certificate of 
experience to an intern. 

 
Standard 3: Content of training  
 
The intern year must comprise a combination of formal and informal training in an 
integrated manner, including theoretical learning, and practical training during service 
delivery. There must be:  
 

- Practice-based training involving the intern’s personal participation, at an 
appropriate level, in the services and responsibilities of patient-care activity, in the 
training institution  

- Personal participation by the intern at a level appropriate to their growing 
competence in all medical activities relevant to their training, including on-call 
duties 

- Regular opportunities for the intern to exercise responsibility and clinical decision-
making appropriate to their growing competency, skills, knowledge and 
experience  

- Regular opportunities for the intern to work as an integral part of a team 
composed of a variety of disciplinary backgrounds  

- Regular, pre-arranged/scheduled formal education and training sessions  
- Evidence that the content of training and syllabus / curriculum is consistent with 

the eight domains of good professional practice as adopted by the Medical 
Council.  

 

Medical Council (2011)  

 

The curriculum is in need of review and revision to bring it in line with international 

standards and to support an EPA-based competency framework.  The proposed 

implementation of EPAs offers the opportunity to revisit the curriculum and relevant 

accreditation standards in a coherent, co-ordinated manner, in collaboration and in 

partnership with intern networks. 

In an aligned curriculum, teaching and learning activities are designed to lead to 

explicitly stated learning outcomes, and assessment methods provide opportunities to 

demonstrate achievement of these outcomes (O’Keefe, 2013). The distinction and the 

relationship between competencies and outcomes is worth clarifying. While EPAs contain a 

set of competencies, the curriculum, as an organised set of experiences that fosters the 
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acquisition of competencies may require further elaboration of educational outcomes, 

namely the underpinning knowledge, skills and attitudes which need to be developed and 

demonstrated by the end of a unit of training or a programme. These outcomes provide a 

valuable guide for trainees as well as for supervisors.  

In a competency-based model of training, individual adaptations of curricula are 

necessary, guided by workplace and practice experiences (ten Cate et al., 2015). It is 

therefore worthwhile considering the design of a future EPA-based intern curriculum in 

Ireland as one based on key principles, rather than on prescription and standardisation. 

Merrill (2007), for example, describes five research-based “first principles of instruction” 

which can be used to build a workplace curriculum, using EPAs, as follows: 

1.  Task-centred – learning is promoted when learners acquire concepts and 

principles in the context of real world tasks,  

2. Activation – learning is promoted when learners activate relevant prior 

knowledge,  

3. Demonstration – learning is promoted when learners observe a demonstration of 

skills to be learned,  

4. Application – learning is promoted when learners apply their newly acquired 

knowledge and skill  

5. Integration – learning is promoted when learners integrate their new skills into 

their everyday life.  

A curriculum focused on EPAs with the prospect of acquiring the permission to 

execute professional activities with indirect supervision could follow such a strategy. Schultz 

and Griffiths (2016), for example, considered relevant experiential learning opportunities 

that would successively layer learning and repeatedly have residents bring new knowledge 

back into the family medicine setting. Rotations that were no longer felt to be relevant were 

dropped, and experiences were scaffolded (e.g., start with a boot-camp where simulation 

courses precede clinical experiences). In identifying learning opportunities suitable for a 

discharge EPA, Hauer et al. (2013) incorporated a number of strategies into the curriculum: 

didactics on writing discharge summaries; conferences on safe patient discharge; interactive 
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sessions for interns to review peers’ discharge summaries and to give feedback. Van Loon et 

al. (2016) replaced activities that are rarely performed in practice with specialised training 

programs and simulation training. Mulder et al. (2010) suggest that the EPA concept is 

helpful in inviting curriculum builders to select the most important and critical tasks that 

should be mastered.  Within the EPAs (Irl), the various contexts within which the 

assessments are to be carried out also provide helpful guidance in selecting critical learning 

experiences for the intern while they are completing a specific EPA.  

Peters et al (2017) suggest that curricular and workplace structures should aim for 

more consistent supervisor–learner pairings, longer periods of working together and/or 

longitudinal clinical placements. Supervisors need to have sufficient opportunities to 

develop trust in a learner. The longer the relationship between the supervisor and learner, 

the better the supervisor can estimate the learner’s capabilities and limitations and the 

more valid the entrustment decisions (Hirsh, Holmboe, & ten Cate, 2014; Sheu, Kogan, & 

Hauer, 2017). Early relationships between supervisors and learners begin with presumptive 

trust based on prior credentials and initial trust based on the first impressions gained in the 

first days of working together. The grounded trust which is a necessary foundation for 

summative entrustment decisions develops through longitudinal relationships and extended 

experiences with learners. These findings have implications for the efficacy of shorter terms 

rotations for interns in a curriculum where even ad hoc entrustment decisions need to be 

made.   

 

How should the EPAs for interns be sequenced – should EPAs be sequenced? 

Sequencing of EPAs may be specified within EPA frameworks which span several 

stages and years of training. Within Competence by Design (CBD) frameworks in Canada, for 

example, 75 EPAs have been articulated for anaesthesia, separated into 5 discrete stages of 

training. A number of studies have suggested, however, that the workplace curriculum map 

out the expected sequence and timing of entrustment decisions in such a way that can it be 

adapted for individual trainees as necessary. An individualised sequence could be agreed 

upon with the trainee, as part of their personal training plan, and can serve as a learning 

contract with mutual committed efforts from the supervisor and trainee. A predetermined 
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sequence of the EPAs for the Internship may be inappropriate, as the level and type of 

exposure will depend on the sequence of an intern’s rotations, highlighting the need for 

local flexibility, within a national curriculum framework. Ultimately responsibility for 

curriculum design could be delegated to local networks if they are accountable for the 

learning experience they provide as part of the programme accreditation process. This 

arrangement pertains in a number of postgraduate training programmes e.g. within the 

Netherlands, where programme providers have a degree of autonomy over sequencing of 

EPAs which are nationally determined.  

 

The challenges 

Implementation of EPAs offers many opportunities and some challenges. The 

advantages have been well rehearsed in the literature and by champions in practice. 

Caverzagie et al. (2017) identify the main challenges as follows; organising the structural 

changes necessary to deliver the new curriculum and methods of assessment, modifying the 

process of teaching and learning and changing the culture of education so that the paradigm 

of CBME and the organising framework of EPAs are accepted. These challenges would 

usefully inform strategies for implementation within the Internship programme, including 

plans for faculty development.  

 

6.5   Faculty development 

One of the important concerns that clinical supervisors have concerning the 

implementation of competency based systems is that they feel ill-prepared to give the kind 

of feedback that is expected of them. There a general sense that faculty members are often 

insufficiently prepared for using EPAs and assessing competency domains. Van Loon et al. 

(2016) suggest faculty development as a means to rectify this. Similarly, Lomis et al. (2017) 

state that building faculty knowledge and skills related to the EPA framework is imperative. 

Suggested methods of achieving this have included developing content that is essential for 

each EPA, techniques for teaching, direct observation and feedback, assessment expertise 

to provide data that is accurate, timely and standardised, appropriate documentation of 
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performance and expertise in the judicious review of evidence to render entrustment 

decisions.  

Efforts have been made to prepare faculty for carrying out assessments; for example 

by carrying out pilot evaluations of previous cohorts of physicians executing EPAs in groups 

of two or three to extract individual ratings and achieve standardisation prior to the study 

(e.g., Beng Ng et al., 2014). In addition to assessment, faculty must be trained to provide 

adequate constructive feedback. Jurd et al. (2015) provided supervisors with a structure for 

giving feedback on trainees’ strengths and weakness to promote development towards 

competent and independent practice. Faculty development in the advocacy inquiry 

framework is also advocated as an effective means for enhancing feedback within the 

context of EPAs. (Fanning et al., 2016).  Faculty development for the EPAs (Irl) will need to 

focus on developing supervisors and preceptors’ skills in day-to-day feedback and 

assessment. This could be achieved through multimodal faculty development (small-group 

sessions, one-on-one sessions and online presentations), incorporating standards of 

performance into the EPAs. This process should include providing feedback from trainees to 

supervisor about their performance in both their preceptor and assessor roles, as advocated 

by Schultz et al. (2016). Digital learning resources also have a role to play in supporting self-

directed learning as one element of a faculty development strategy.  

Wenger’s (2000) model of “community of practice” offers a valuable framework for 

reconceiving faculty development, with its implicit deficit model of individuals in need of 

development.  Communities of practice can be defined as groups of people who share a 

passion for something they do, and who learn to do so as they interact regularly. Favreau, 

Tewksbury, Lupi, Cutrer, & Jokela (2017) advocate this approach to faculty development in 

the context of EPAs because, they claim, entrustment decision-making is as much a 

cognitive task as it is a social task.  The development of communities of entrustment could 

form a key approach to collaboration amongst a group of peers who develop a shared 

mental model of entrustment of their trainees. 
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Engaging other key actors 

Lupi et al. (2016) take a wider systems-based view that defines the necessary tasks of 

EPA implementation. They move beyond the commonly used term “faculty” and enumerate 

a comprehensive list of key actors and institutional stakeholders who can meaningfully 

support and/or engage in the relationships and organisational processes required for EPA 

implementation. They consider each group’s responsibilities and development needs 

according to five domains, as delineated by Steinert (2014): 

• Teaching improvement: including the design and planning of learning activities, 

teaching and supporting learners, and assessing and providing feedback to learners.  

• Leadership and management, whereby leadership produces change and movement, 

and management produces order and consistency. 

• Research capacity building: including utilising scholarly resources, study design 

(forming high-quality research questions, ethical conduct of research, appropriate 

data analysis), competing for grants, and disseminating scholarly work. 

• Academic and career development: including recruitment, orientation to roles and 

culture, assessment of achievement, ongoing professional learning, and retirement. 

• Organisational change: including developing shared goals and /values, promoting 

cohesion and aligning effort. 

 

6.6  Supportive technology  

Throughout this report, several references have been made to the need for an 

appropriate technological infrastructure to support implementation of EPAs. This will 

include provision for:  

• a relational database within which to develop, access and store EPAs and all 

associated data; 

• smart mobile technology to support giving of feedback in the clinical workplace in 

real time; 

• an electronic portfolio platform to store trainee evidence  of performance from 

multiple sources; and  
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• an integrated system for managing trainee data in the context of both local 

(network) levels and national reviews of trainee progress and for recording the 

award of EPAs. 

The ability to share data between these elements of an IT integrated system will be of 

critical importance. 

 

6.7  Conclusion 

The internship year in Ireland is an important, demanding and stressful part of 

postgraduate training. Junior trainees frequently reporting that the job requirements and 

responsibilities often exceed their knowledge and experience (Russell, O’Dea, Curran, & 

Byrne, 2015). Recent reports following hospital inspections by the Medical Council provide 

further evidence of interns being asked to perform duties above their grade and without 

appropriate supervision (Medical Council, 2018).  Although synergies between education 

and clinical goals are important, in the current culture of increased demands for both 

clinical supervision and clinical productivity there may be significant barriers to achieving 

this synergy, in a culture that may prioritise immediate work duties.  

This chapter has outlined key considerations for any pilot studies, including 

assessment, entrustment, curriculum development and faculty development. It is clear that 

the success of any implementation process will be contingent on ensuring the feasibility and 

appropriateness of the process. A comprehensive pilot study is therefore necessary to allow 

for an understanding of the challenges that this will pose. Russ et al. (2015) suggest that for 

safety and quality interventions to realise their potential benefit, a concrete, multi-phased 

implementation plan needs to be developed before their introduction, which should be 

tailored toward all relevant stakeholders. In particular, modification of the initiative to suit 

the local context to complement existing systems is critical for successful implementation.  

Secondly, positive user attitudes and ‘buy-in’ to the process are also important. This 

can be achieved by conveying the relevance and importance of the tool to local teams and 

individuals e.g. through education/training and feedback of local data. Boucher et al. (2017) 

highlight the need to communicate the rationale for change and to develop an effective 

communication strategy, internally and externally. Champions or early adopters should be 
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identified, selected and nurtured to promote uptake of the initiative on the ground and to 

act as a “go to” point for queries around implementation. Buy-in from senior clinical staff 

and departmental leads should be sought at the very early stages of implementation. Senior 

staff members are particularly powerful advocates for the introduction of change and 

should be harnessed wherever possible to communicate to others their commitment to the 

new initiative, setting the example from the top. Involvement of management and their role 

in supporting frontline staff during introduction of the initiative and beyond is critical. Their 

involvement ensures the initiative is seen as an organisational priority from the outset and 

that all levels of the organisation are aligned on a common goal. 
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Appendices 
Appendix 1. Intern Year EPAs and their linked competencies. 

 EPA No. 1 
A. Title Clerk a patient 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), 

National Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the 
activity  

At the end of internship, the doctor is able to clerk a patient in the outpatient and day case setting, 
admit a patient to the ward (elective, emergency) and have a good understanding of decision to 
admit criteria.  The doctor can communicate effectively and establish a partnership with the 
patient and their relatives. The clerking or admission should record a focused history, a thorough 
physical examination and a record of any pathological findings. This should form the basis for 
requesting laboratory and radiological investigations and consultations that are pertinent to the 
case, rationalised and reflect best practice. The clinical note/document should be logically 
structured, and the doctor should be able to prioritise diagnoses, interpret investigations and 
formulate a treatment plan. They should communicate a summarized account to colleagues and 
healthcare professionals. Recognition of complex cases should happen early, and the doctor 
should seek expert and more senior help immediately. 

D. MC domains/pillars of 
professionalism 

Domain 2, Relating to Patients; Domain 3, Communication and Interpersonal Skills; Domain 7, 
Clinical Skills; Pillar (i), Professionalism: Partnership; Pillar (ii), Professionalism: Practice. 

E. Proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools  
CP CBD 

1 Establish rapport with the patient  X  
2 Consider factors that may affect the patient’s capacity to describe their symptoms or understand questions 

and/or give informed consent 
X X 

3 Take a focused history in a range of contexts and conditions X X  
4 Recognise complex cases and seek help  X  
5 Obtain a history from other sources as required (e.g. collateral, own doctor, pharmacy, clinical notes) X X  

6 Share patient information only as appropriate with relevant parties  X  
7 Perform a fluid and sequential clinical examination X  
8 Demonstrate respect for the patient’s privacy, dignity and culture X  
9 Identify abnormal clinical findings  X X  

10 Request laboratory and radiological investigations and consultations that are pertinent to the case and reflect 
best practice 

X X  

11 Act on conditions and presentations that require immediate intervention, instigate initial 
resuscitation/treatment and call for senior help 

X  

12 Formulate a differential diagnosis  X X  
13 Devise a treatment and further management plan for review by senior clinician X X  
14 Document all findings in the patient chart to comply with good professional practice  X  
15 Follow prescribing protocols and discuss medications with senior colleagues X X  
16 Recognise patients at risk of deterioration   X 
17 Communicate with senior colleagues and nursing staff to ensure all have a shared mental model of the 

patient’s condition and needs 
 X  

18 Communicate openly and honestly with families and relatives of patients X  X  
G. Observation and Review 

tool/s 
Case presentation (CP)  
Case based discussion (CBD) 

H. Basis for entrustment  Successful completion of the all of following at level 4 CP CBD 
General medical case 1  
General surgical case 1  
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, orthopaedics, 
cardiology) 

2  

Complex case  1  
Any case  1 

I. Volume of practice  Minimum of 40 patients clerked in the year (recorded in the intern’s log) - a guide average of 10 
per rotation 
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 EPA  No. 2 
A. Title Request and interpret basic investigations 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), National 

Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the activity  At the end of internship, the doctor can request appropriate and interpret basic diagnostic 
laboratory and radiological investigations (plain films, basic haematology, biochemistry & 
microbiology panels for example). They can explain and rationalise the requirement for 
investigations to the patient and medical team and communicate the indications to the relevant 
laboratories and departments.  
Their interpretation of these investigations should reflect the clinical context and lead to 
formulation of a most likely diagnosis and prioritisation of differential diagnoses. The doctor should 
use the results to treat the patient and/or to inform the need for further investigations. 

D. MC domains/pillars of 
professionalism 

Domain 1, Patient Safety and Quality of Patient Care; Domain 6, Scholarship; Domain 7, Clinical 
Skills;  Pillar (ii), Professionalism: Practice;  P(iii), Professionalism: Performance 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools 
CP CBD 

1 Request investigations and screening tests based on patient information, best practice and team consultation X X 

2 Work together with patients so they can be involved in the decision-making process  X 
3 Correctly identify the patient and patient details so as to prevent error   X 
4 Factor in cost-effectiveness, risk-benefit analysis to the choice of investigation   X 
5 Communicate the clinical situation and rationale for the investigation to laboratory, radiology or other 

departments 
 X 

6 Actively seek the result of the investigation, including follow through on the request, as necessary  X 
7 Interpret the results of basic radiology reports and images and basic laboratory reports required for the area 

of practice  
X X 

8 Record the results of investigations in patient notes and the implications of the results in the patient’s further 
care and management plan 

 X 

9 Communicate results and their meaning to the medical team  X X 
10 Explain investigation results and their meaning to the patient and/or family, other than for cases requiring 

senior clinician involvement. 
X X 

11 Identify further investigations or screening as required   X 
12 Act immediately on abnormal results and seek assistance as appropriate  X 
G. Observation and Review 

tool/s 
Case presentation (CP)  
Case based discussion (CBD) 

H. Basis for entrustment  Successful completion of the all of following at level 4 CP CBD 
General medical case  1 
General surgical case  1 
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, orthopaedics, 
cardiology) 

 2 

Complex case  1  
Any case 1  

I. Volume of practice  Minimum of 40 requests for investigations (and interpretation) per year (recorded in the intern’s 
log) – guide average of 10 per rotation 
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 EPA No. 3 
A. Title Perform essential procedural skills 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), National 

Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the activity  By the end of internship, the doctor demonstrates confident and is skilled in performing all of the 
following essential procedures: 

• Hand hygiene 
• Venepuncture 
• Peripheral intravenous cannulation 
• Blood cultures from a peripheral vein 
• Arterial blood gas sampling 
• Electrocardiogram (ECG) 
• Nasogastric tube insertion 
• Urinary catheter insertion 
• Preparation, reconstitution, dilution and administration of iv drugs 
• Blood sampling and blood cultures from central line and tunneled lines 
• Sterile field set up 
• Sterile glove application  

Other “non - essential” procedures – see list in Appendix G 
D. MC domains/pillars of 

professionalism 
Domain 2, Relating to patients; Domain 7, Clinical skills; Pillar (iii), Professionalism: performance 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools 
DOPS 

1 Describe the indications and contraindications for a procedure  X 
2 Perform procedures cost - effectively, based on patient information and preferences and maintaining patient privacy  X 
3 Recognise own limitations in potentially complex patient cases and call for help X 
4 Perform 5 moments of hand hygiene X 
5 Use aseptic non-touch technique X 
6 Obtain verbal informed consent from the patient by explaining the indications, alternatives, potential complications and 

implications of failure of the procedure 
X 

7 Put the patient at ease and establish trust X 
9 Adopt standard operating procedures and national standards for clinical practice guidelines X 

10 Set up a sterile field, maintain aseptic and sterile conditions X 
11 Dispose of hazardous and clinical waste as per protocols X 
12 Recognise any immediate failures or complications of the procedure and act immediately X 
13 Document the indications and events of the procedure in the clinical notes X 
14 Communicate the further treatment plan to the nursing staff and patient X 
G Observation and Review 

tool/s 
Direct Observation of Procedural Skills (DOPS)  

H. Basis for entrustment  Successful completion of the all of following at level 4 DOPS 
1 DOPS per essential procedure  12 

I. Volume of practice  Minimum of 10 of each of the essential procedures per year (recorded in the intern’s log - 120 in 
total) – a guide average of 30 per rotation 
Evidence of experience in 2 non-essential procedures 
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 EPA No. 4  
A. Title Manage the work of in-patient care 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), National 

Recruitment Service (NRS) & Medical Council (MC) Basic Life Support (BLS) Certification 
C. Description of the activity  Upon completion of internship, the doctor can manage their daily workload to prioritise and, where 

necessary, delegate tasks, advance patient flow and deliver patient cantered care by implementing 
clinical practice guidelines.  They can manage their in-patients’ care including requesting 
investigations and following up the results and generating of flow sheets to formulate a management 
plan. They can use written and electronic communication forms. They are able to work with teams 
and colleagues and communicate by listening to and sharing information and advice. They know their 
limitations and seek senior input and advice when appropriate. They communicate with families and 
relatives in an open and honest manner to give information and explanations. 

D. MC domains/pillars of 
professionalism 

Domain 4, Collaboration and Teamwork; Domain 5, Management (Including Self Management); Pillar 
(i), Professionalism: Partnership; Pillar (ii), Professionalism: Practice; Pillar(iii), Professionalism: 
Performance 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools 
CP CBD RJ 

1 Prepare and consolidate information in advance of ward rounds and theatre/ procedure lists x X  
2 Communicate patient status and data effectively to the team x   
3 Keep good records in clinical notes – SOAP and flow sheets  X  
4 Prioritise and delegate tasks  X x 
5 Contribute to patient management and recognise cases or situations requiring senior  

clinician involvement 
 X x 

6 Review patients and communicate their daily progress plan to healthcare staff X   
7 Review, record and report trends and changes in laboratory and radiological investigations  X X  
8 Respond to requests from team and nursing staff in a timely manner  X  
9 Consent patients on behalf of a senior doctor and in line with MC guidelines, and appreciate the extent of a 

patient’s autonomy over healthcare decisions  
x   

10 Contribute to the management of long-term conditions during episodes of acute care   x 
11 Take account of the input and views of other healthcare providers’ views, knowledge, skills and 

experiences to work as an effective team 
 X  

12 Respond to acutely deteriorating patient (NEWS)  X x 
13 Identify their level of clinical experience to patients and family when discussing patient care and defer to 

more a more senior clinician 
 X  

14 Manage challenging patient encounters and situations with senior support   x 
15 Pronounce death of patients and follow post mortem protocols  X x 
16 Discuss options with patients and their families to enable shared decision making, other than for cases 

requiring senior clinician involvement 
x  x 

17 Deal with patient issues in a sensitive and non-judgmental manner x X x 
18 Participate in breaking of bad news to patient and family in a compassionate manner, with a senior 

clinician 
  x 

19 Disclose serious and adverse events or harm done in the course of healthcare to patients and families, for 
procedures for which they are responsible and know the reporting mechanisms 

 x x 

20 Maintain patient data, confidentiality and trust  x x 
G. Observation and Review 

tool/s 
Case presentation (CP) 
Case based discussion (CBD) 
Reflective journal (RJ) 

H. Basis for entrustment at 
level 4 

Successful completion of the all of following at level 4 CP CBD RJ 
General medical case 1 1 

3 

General surgical case 1 1 
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, 
orthopaedics, cardiology) 

1 1 

Complex case 1 1 
 Any case 1 1 

I. Volume of practice  Intern needs to manage the care of a minimum of 40 patients per year - a guide average of 10 per 
rotation  (recorded in the intern’s log) 
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 EPA No. 5 
A. Title Prescribe and monitor drugs and fluids 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), 

National Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the activity  At the end of internship, the doctor is able to prescribe safely in compliance with legal 
requirements, in both a hospital and community setting and in an elective and emergency 
setting. They can rationalize and prescribe medicines, blood products, oxygen and fluids 
accurately and follow safe prescribing practices (checking expiry dates, double validation and 
patient identification). They are able to review and prescribe patient medications and fluids 
based on assessment of the patient and in the context of the patient’s clinical status (for 
example, age weight, renal function, hydration status, cardiac status etc.) 

D. MC domains/pillars of 
professionalism 

Domain 1, Patient Safety and Quality of Patient Care; Domain 6, Scholarship; Domain 7, Clinical 
Skills;  Pillar (ii), Professionalism: Practice; P(iii), Professionalism: Performance 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools 
CP CBD 

1 Communicate effectively with the ward pharmacist, haemovigilance officer, nursing  
staff and microbiology department  

 X 

2 Take a medication history from patient and other available sources X X 
3 Adjust medication and fluid doses according to age, weight, height, renal function,  

cardiac function etc. in consultation with senior clinician 
X X 

4 Explain drug, blood and fluid treatment and administration, to patients, including side effects and interactions X X 
5 Prescribe blood, fluids and medications legibly and correctly  X 
6 Consult medication guidelines when reconstituting drugs  X 
7 Document all allergies and ADRs in the notes and on the prescription  X 
8 Manage anaphylaxis with a senior clinician  X 
9 Document medication changes and the indications for medication changes in the clinical notes  X 

10 Review medications including appropriate discontinuation or tapering where relevant (for example - IV to Oral 
switch) in consultation with senior clinician 

X X 

11 Prescribe and administer fluids and blood having elicited symptoms and signs of clinical need (e.g. 
dehydration, anaemia) 

 X 

12 Recognise the need to monitor potentially organ toxic drugs (vancomycin, gentamicin) X  X 
13 Request blood products according to best practice and hospital ordering schedules X  X 
14 Manage common transfusion reactions   X 
15 Ensure correct patient identification when prescribing medications, fluids and blood products X X 
16 Review the requirement for newly started medications based on patients’ clinical progress – 

thromboprophylaxis, antibiotics, in consultation with senior clinician 
X X 

17 Use the WHO analgesia ladder to prescribe and step down pain medication, in consultation with senior 
clinician  

X X 

18 Use and prescribe appropriate oxygen therapies and review response X X 
19 Recognise, address and inform patient, pharmacy and risk managers of medication errors  X 
20 Write or complete an electronic discharge prescription including standard, non-technical, technical and MDA 

prescriptions 
 X 

21 Communicate medication changes to patient, family and general practitioner X  X 
G. Observation and Review 

tool/s 
Case presentation (CP) 
Case based discussion (CBD) 

  

H. Basis for entrustment at 
level 4 

Successful completion of the all of following at level 4 CP CBD 
General medical case 1 1 
General surgical case 1 1 
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, orthopaedics, 
cardiology) 

1 1 

Complex case  1 
Any case  1 

I. Volume of practice  Intern needs to prescribe (and monitor) for 40 cases per year - a guide average of 10 per rotation 
(recorded in the intern’s log) 
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 EPA No. 6 
A. Title Recognise and manage the deteriorating/acutely unwell patient 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), National 

Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the 
activity  

At the end of internship, the doctor identifies and responds to the acutely unwell patient. They 
rapidly determine a working diagnosis based on a focused history and examination, data 
interpretation, information gathering and situation awareness. They commence initial management 
based on clinical reasoning and decision-making skills and assess the patient’s response to 
treatment and adapt their management as required. At the same time they should recognise their 
limitations and initiate a call for assistance from seniors and escalate or recognise the need to 
transfer care. They effectively communicate the situation to medical staff, patient and family 
members and be able to delegate to nursing staff and colleagues. They are able to review and 
reflect with their team on the outcomes of acute care cases and keep up to date with international 
practice and guidelines (for example ACLS and sepsis six guidelines). 

D MC domains/pillars Domain 1, Patient Safety and Quality of Patient Care; Domain 4, Collaboration and Teamwork;  
Domain 7, Clinical Skills; Pillar (i), Professionalism: Partnership 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

F. Competencies   
 

Tools 
CP CBD RJ 

1 Recognise the severity of a patient’s condition utilising track and trigger systems and situation 
awareness 

X X  X 

2 Receive a handover from nursing staff and be aware of the patient’s recent clinical course  X   
3 Take a focused history and examination X X  
4 Determine a working differential diagnosis X X  
5 Call for help from senior clinicians, escalate care and give a handover on phone or in person  X X 
6 Apply the principles of standardised protocols and clinical guidelines as indicated (NEWS, ACLS, ATLS, 

PALS, sepsis six bundles) 
X  X  

7 Review patient response to initial treatment and respond, act on and adapt treatment as required, in 
consultation with senior clinician 

 X X 

8 Communicate the situation to team members involved in patient care, patient and update family 
members, with a senior clinician 

 X X 

9 Delegate to others in the team  X X 
10 Document the events in the clinical notes in a well-structured format  X  
11 Formulate a further care plan to address prioritised differentials with a senior clinician X X  
12 Participate in breaking of bad news to patient and family in a compassionate manner, with a senior 

clinician 
 X X  

13 Debrief with the team and review the outcomes    X 
14 Reflect on outcomes and performance and identify areas for improvement   X  
G. Observation and 

Review tool/s 
Case based discussion (CBD) 
Case presentation (CP) 
Reflective journal (RJ) 

   

H. Basis for entrustment 
at level 4 

Successful completion of the all of following at level 4 CP CBD RJ 
General medical case 1 1 

3 

General surgical case 1 1 
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, 
orthopaedics, cardiology) 

1 1 

Complex case  1 
Any case  1 

I. Volume of practice  Intern needs to recognise (and manage) 20 cases - a guide average of 5 per rotation  (recorded in the 
intern’s log) 

 



93 
 

 

  

 EPA No. 7 
A. Title Handover and discharge a patient 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive (HSE), 

National Recruitment Service (NRS) & Medical Council (MC) 
Basic Life Support (BLS) Certification 

C. Description of the activity  By the end of internship, the doctor can handover and receive the handover of a clinical case 
to/from a healthcare worker colleague or team (hospital or community based). They communicate, 
summarise and document a review of the patient’s clinical course and highlight the changes made 
to previous medications and treatment plans. They can explain the reason for discharge/transfer to 
receiving clinician, family and patient and ensure all up to date records and results are available to 
the receiving clinician. 

D. MC domains/pillars of 
professionalism 

Domain 2, Relating to patients;  Domain 3, Communication and Interpersonal Skills; Domain 4, 
Collaboration and Teamwork; Pillar (i), Professionalism: Partnership; Pillar (ii), Professionalism: 
Practice 

E. Expected proficiency Level 4  (i.e. the intern may perform an activity independently with mainly informal, indirect 
supervision) 

 
F. 

Competencies   
 

Tools 
CP CBD RJ 

1 Communicate the clinical situation  in an open, honest  and effective manner with  
medical staff, patient and family 

  X  

2 Use clinical judgment to recognise the need for handover or transfer/discharge  X X  
3 Plan in advance for patient discharge and ensure supports are in place to facilitate discharge (for example 

home supports and assistance) 
 X  

4 Summarise a clinical case verbally, electronically/in writing in the clinical notes using  a  
structured system such as ISBAR when handing over patient care 

X X  

5 Perform a fluid handover of patients at end of and change of shifts at the appointed time and  
place 

X X  

6 Record a diagnosis as well as active and inactive secondary diagnoses accurately  X  
7 Formally refer patients to further specialist or tertiary services  X  
9 Determine patient fitness to work (and return to work)  X X X  

10 Participate in transfer of patient to another healthcare receiver (ward, theatre, ICU, GP) and/or family.  X X  
11 Discharge patients verbally, electronically and in the notes from hospital  X  
12 Ensure follow up arrangements are in place as appropriate   X   
G. Observation and Review 

tool/s 
Case based discussion (CBD) 
Case presentation (CP) 
Reflective journal (RJ) 

   

H. Basis for entrustment at 
level 4 

Successful completion of the all of following at level 4 CP CBD RJ 
General medical case 1 1 

3 

General surgical case 1 1 
Specialist case  (e.g. paediatrics, obstetrics and gynaecology, orthopaedics, 
cardiology) 

1 1 

Complex case  1 
Any case  1 

I. Volume of practice  Intern needs to participate in handover or discharge of 40 patients - a guide average of 10 per 
rotation  (recorded in the intern’s log) 
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A further requirement for successful completion of Internship  
 

 (Not an EPA) 
A. Title Engage in personal and professional development (PPD) 
B. Prerequisites  Meet eligibility criteria for internship as determined by the Health Service Executive, 

National Recruitment Service & Medical Council 
Basic Life Support (BLS) Certification 

C. Description of the activity  At the end of internship, the doctor has achieved all EPAs to a level 4, and be a well-
rounded professional who strives to improve themselves clinically and educationally. They 
are aware of their limitations. They are capable of learning from mistakes and recognise 
the learning opportunities that come from feedback. They actively seek out learning and 
feedback opportunities.  
They have the foresight, motivation and initiative to focus on achieving longer term 
training opportunities and goals. They support and participate in health promotion, audit 
and research. 
They advocate for patients and strive to maintain patient trust in themselves and the 
medical profession. They act as role models for other doctors, healthcare professionals 
and medical students. 

D. MC domains/pillars D1, D6, P(ii) & P(iii) 
E. Expected proficiency Level 4   
F. Competencies   

 
PPDL 

1 Participate in research – basic original research, case reports etc. X 
2 Participate in a clinical audit X 
3 Participate in research processes – ethical approval, biostatistics, writing of abstracts 

and papers  
X 

4 Prepare for and present at journal club meetings, grand rounds and national meetings. Look for opportunities to present 
at international meetings 

X 

5 Complete and record all education and training requirements (maintaining a logbook  
or e-portfolio) within the required timeframe and seek out opportunities to fulfill learning targets 

X 

6 Attend on time for clinical and educational activities – demonstrate good time management X 
7 Engage with undergraduate teaching programmes such as near peer programmes X 
8 Act as mentors and role models to undergraduate students and junior learners X 
9 Attend interviews well prepared, with a well-constructed up to date curriculum vitae X 

10 Engage with self-directed learning – online learning, training days and courses X 
11 Practice in accordance with the Medical Council’s guide to professional conduct and ethics (three pillars of 

professionalism) 
X 

12 Promote patient safety and make it a priority in clinical practice X 
13 Shows evidence of reflection on a patient safety issue with thought about possible causes, including role of human factors 

and system error 
X 

14 Aim to achieve and promote a good work-life balance X 
15 Manage stress and burnout and recognise it in colleagues X 
16 Recognise bullying/demeaning behaviours in self/other colleagues X 
17 Be sensitive to and respect different cultures in the healthcare workforce  X 
18 Update the Curriculum Vitae regularly X 
19 Keep up to date with developments in their field of practice and with clinical guidelines and pathways X 
20 Be familiar with patient safety checklists and pre theatre checks (WHO safe surgery check list) X 
21 Respect and comply with healthcare institutions’ policies on health screening and immunisation, data protection and 

social media 
X 

22 Demonstrate truthfulness and trustworthiness in communication with patient and colleagues in professional work and 
research 

X 

G. Observation and Review 
tool/s 

Personal and Professional Development Log (PPDL)  

H. Basis for completion    
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Appendix 2. Alignment between AAMC EPAs (US) and Foundational Professional Capabilities 
(UK) with Internship EPAs (Irl). 
 
 

US and UK EPAs/FCP  Internship EPAs (Irl)  

AAMC EPAs (US) 
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EPA 1:  Gather a history and perform a physical examination         

EPA 2: Prioritize a differential diagnosis following a clinical encounter          

EPA 3: Recommend and interpret common diagnostic and screening tests          

EPA 4: Enter and discuss orders and prescriptions         
EPA 5: Document a clinical encounter in the patient record         

EPA 6: Provide an oral presentation of a clinical encounter         

EPA 7: Form clinical questions and retrieve evidence to advance patient care         

EPA 8: Give or receive a patient handover to transition care responsibility          

EPA 9:  Collaborate as a member of an interprofessional team          

EPA 10:  Recognize a patient requiring urgent or emergent care and initiate evaluation and 
management 

        

EPA 11: Obtain informed consent for tests and/or procedures         

EPA 12:  Perform general procedures of a physician         

EPA 13: : Identify system failures and contribute to a culture of safety and improvement         

Foundational Professional Capabilities UK         

1. Acts Professionally         

2. Delivers patient centered care and maintains trust         

3. Behaves in accordance with ethical and legal requirements         

4. Keeps practice up to date through learning and teaching         
5. Demonstrates engagement in career planning         

6. Communicates clearly in a variety of settings         

7. Works effectively as a team member         

8. Demonstrates leadership skills         

9. Recognises, assesses and initiate management of the acutely ill patient         

10. Recognises, assesses and manages patients with long term conditions         

11. Obtains history, performs clinical examination, formulates differential diagnosis and 
management plan 

        

12. Requests relevant investigations and acts upon results         

13. Prescribes safely         

14. Performs  procedures safely         

15. Is trained and manages cardiac and respiratory arrest         

16 Demonstrates understanding of the principles of health promotion and illness 
prevention 

        

17. Manages palliative and end of life care         

18. Recognises and works within limits of personal competence         

19. Makes patient safety a priority in clinical practice         

20. Contributes to quality improvement         

Strong explicit alignment   
Weaker, more implicit alignment   
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