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Imagine yourself … on a busy ward.. 



..patients waiting ... you need assistance.. 



...which trainee would you trust best to help you? 



Overview 
• Competency-Based medical education  

• Entrustable Professional Activities (EPAs) 

• Learner assessment framed as entrustment 

• Medical competence supported by a 
dynamic portfolio of valid EPAs 



Why  
Competency-Based Medical Education? 

There simply is no other pursuit of medical training. 
Despite: 

- Our struggles to define competence 
- Our difficulties in assessment of medical competence 
- Critics of CBME frameworks in the literature 

 



Competency frameworks 

USA Canada 



Competency-Based Medical Education 

• Better, broader, more specific description of 
the physician 

• Moving from assuming competence to 
assessing competence  

• Licensing and physicians and registering 
specialists only when they meet standards 

• Based on competence, not just time in training 

• An imperative for high quality, safe health care 

 



Features of CBME 
1. Outcome-based, not process-based: what is 

attained is key, not just what is done 

2. Focus on capability that integrates 
knowledge, skill, attitude 

3. Time-independent: length of training adapted 
to individual differences 

4. Individualized: because trainees and contexts 
are not identical 



New York State Department of Health Code, 
Section 405, also known as the Libby Zion Law, 
is a regulation that now limits the amount of 
resident physicians' work in New York State 
hospitals to roughly 80 hours per week 

CBME was stirred by patient safety 
movement and educational insights. 



CBME was stirred by patient safety 
movement and educational insights. 
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CBME was stirred by patient safety 
movement and educational insights. 

If you are a program director of postgraduate 
training, do you recognize this? 

 
• You program has a fixed length (say 5 years) 
• You feel confident about most trainees at the end 

of training, but not all  
• You just don’t know how to stop trainees from 

registration as a specialist, and reluctantly sign 
• …you are not alone! 



“Competency-based education 
[….] deemphasizes time-based 
training and promises greater 
accountability, flexibility, and 
learner centeredness.” 

CBME was stirred by patient safety 
movement and educational insights. 



Max time (months) 
neurosurgery 
residents in 
traditional versus 
competency-based 
training took to 
master specific 
procedures.  
 
Johns Hopkins School 
of Medicine, 1994–
1999 
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Ready to be trusted  
Not ready 

 

Chung et al 2010 



competent 
 
 

Group at 
risk 

Progress Test scores 2005-2009 for all 
Dutch radiology residents   

 PGY 1           PGY 2          PGY 3          PGY 4         PGY 5 
Ravesloot et al 2012 

Trainees 
who may 

accellerate 



CBME challenges 

 General acceptance worldwide, but.. 
 

• CBME frameworks can become analytical and 
detailed 

• Competencies are sometimes rather abstract 
and general 

• Clinical teachers do struggle with assessment 
  



With nursing staff 

With family 

With patients 

With colleagues 

With trainees 

… 

Consultation 

Breaking bad news 

Explain medication 

With children 

With elderly 
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Medical expert  

Communicator 

Collaborator 

Leader 

Health advocate 

Scholar 

Professional 
Pangaro & ten Cate 2013 

The analytic approach to CBME 



The analytic approach to CBME 
Role 161  

key 
concepts 

28  
key 

competencies 

116  
enabling 

competencies 

434 
milestones 
(excl CPD) 

Medical expert 16 5 21 77 
Communicator 27 5 18 66 
Collaborator 21 3 8 47 
Leader 19 4 13 68 
Health Advocate 14 2 13 24 
Scholar 39 5 27 85 
Professional 25 4 16 67 



Units of professional practice (tasks) that 
may be entrusted to a learner to execute 

unsupervised, once he or she has 
demonstrated the required competence 

 
Shift of focus: from individual competencies to the 

work that must be done;  
EPAs integrate all necessary competencies 

Entrustable Professional Activities 

Ten Cate  2005 



E.P.A. 

• Entrustable: acts that require trust – by 
colleagues, patients, public 

• Professional: confined to occupations 
with extra-ordinary qualification and right 

• Activities: tasks that must be done 

EPAs ground competencies in daily practice 



• EPAs: units of work / tasks that must be done 
• Competenties: qualities of individuals 

 
• One can possess competencies; one cannot 

possess EPAs 

Competencies versus EPAs 



person-descriptors 
knowledge, skills, 
 attitudes, values 

• content expertise 
• health system knowledge 
• communication ability 
• management ability 
• professional attitude 
• scholarly skills 

Competencies 
work-descriptors 
Essential units of 

professional practice 

• discharge patient 
• counsel patient 
• lead family meeting 
• design treatment plan 
• Insert central line 
• Resuscitate patient 

EPAs 

Competencies versus EPAs 

Ten Cate et al 2010 
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Does it fit? 

Person with 
competencies 

Task (EPA)  
to be done 



Medical expert  

Communicator 
Collaborator 

Leader 
Health advocate 
Scholar 
Professional 
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Assessment focused on EPAs 

EPAs require multiple competencies 

Pangaro & ten Cate 2013 



What is entrustment? 
• Trust: “The willingness of a party to be 

vulnerable to the actions of another party 
based on the expectation that the other will 
perform a particular action important to the 
trustor, irrespective of the ability to monitor or 
control that other party.”1 

• Entrust: “to confide the care or disposal of a 
thing or person, or the execution of a task, to or 
with a person.”2 

 
1. Mayer et al 1995; 2. Oxford English Dictionary 



Universality of trust:  
a necessary condition to 

participate in society 

Trust in family, friends, colleagues 



...in information sources.. 



..in transportation and construction.. 



..in employers and institutions.. 



Operational definition of competence 

When a professional activity is mastered 
• …at a threshold level 
• ...that permits trust 
• ...to act unsupervised 

 
Competent:  
stage in a development continuum 



Growth of competence over time 

training deliberate professional practice 

proficient 

expert 

competent 

advanced 

novice 

Dreyfus & Dreyfus 1986; ten Cate et al, 2010 

Ready for unsupervised practice 
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Competency curves of one trainee 

training deliberate professional practice 

EPA1 

EPA4 

EPA2 

EPA3 

EPA5 

Compe- 
tence 

thres- 
hold 

Justified entrustment decisions 

ten Cate et al, 2010 
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A different trainee 

training  deliberate professional practice? 

EPA4 

ten Cate et al, 2010 
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EPA5 

Compe- 
tence 
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Justified entrustment decisions 

Loss of trust 
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EPA approach serves flexibility 
• Serves clarity in the objectives of training 

• Serves Intra-trainee variation: trainees do not reach 
competence for everything on last day of training 

• Serves Inter-trainee variation: different prior 
knowledge and skills, learning ability, general attitude  

• Serves Context variation: variable clinical 
opportunities, local practice (epidemiology, facilities, 
culture), education-mindedness of staff 



Entrustment decisions for medical trainees 
combine three acknowledgments: 
• of competence to act (ability) 
• of readiness for a privilege to act (right) 
• of readiness for service (duty)  
Entrustment marries assessment with patient care 

Entrustment decisions as assessment 



Five levels of supervision, reflecting 
increasing trust in trainee autonomy 

1. Be present but no permission to enact EPA  

2. Practice EPA with direct (pro-active) supervision 

3. Practice EPA with indirect (re-active) supervision 

------------------------------------------------------[threshold]--- 

4. Unsupervised practice allowed (distant oversight) 

5. May provide supervision to junior learners 

Ten Cate et al 2010 



Level of supervision 

1. Observation only 



Level of supervision 

2. Direct, proactive, supervision 



Level of supervision 

3. Indirect, reactive, supervision 



Level of supervision 

4. Oversight – distant supervision 



Level of supervision 

5. Providing supervision to juniors 



Ad-hoc versus summative entrustment 

• Ad-hoc entrustment decision for an EPA: a 
situational decision by a single preceptor, 
for that moment,  

    results to be evaluated 
 
• Summative entrustment decision for an 

EPA: a certification to work unsupervised, 
by a group / committee of clinicians that 
take responsibility for certification 



Portfolio of:  
trainee Jones  

PGY1 PGY2 PGY3 PGY4 

EPA a 1 2 2 2 3 4 4 5 

EPA b 1 1 2 2 2 3 3 4 

EPA c 2 2 3 4 5 5 5 5 

EPA d 2 3 4 4 4 4 5 5 

An individualized workplace curriculum 

  Graded supervision allows for 
1 Observing the activity  
2 Acting with direct supervision present in the room  
3 Acting with supervision available within minutes  
4 Acting unsupervised, i.e. under clinical oversight 
5 Providing supervision to juniors 



Issues in workplace-based 
assessment 

• Generosity error (too high scores – failure to fail) 

• Halo (generalizing from observing one feature) 

• Unreliable (not reproducible) 

• Unclear standards (often no standards) 

• Observer/rater differences 

• Ratings unclearly relate to profiency, to personal 
development, to effort, or to reference group 
performance. 



Please… 
mark me 
‘superior’ 

She’s nice and works 
hard; it won’t hurt  
and will probably 

motivate if I mark her 
‘superior’ 

 

Psychology of traditional workplace 
assessment 



Please… 
mark me 
‘superior’ 

Psychology of EPA-based workplace 
assessment 

She’s nice and works  
hard, but it may hurt  

my patients if I mark her 
‘ready for unsupervised 

practice’ 
 



Weller et al 2017 

Acad Med 2017 
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Professional practice: 
Two EPAs have expired, 
one has been added  

Competence at end of 
residency: 8 EPAs mastered 

Competence grows during 
residency: EPAs are being 
mastered at level 4 
(unsupervised practice), 
building on knowledge 
and skill from medical 
school; 3 EPAs from MS 
have expired.  

13 EPAs in medical school 
mastered for entering 
residency – 3 are less used 
in the specific residency 
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Wrap-up 

• Competency-based medical education (CBME): a 
movement to stay 

• Assessment in the workplace is critical, but difficult 
• Gradual entrustment of trainees with 

responsibilities: the core mission of education 
• Entrustability scales align with the realities of every 

day health care in training hospitals 
• EPAs may serve to create competency-based 

medical practice through a portfolio of valid EPAs 
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