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E
diting a journal is all about language. Authors’

thoughts and experiences—their message—must be

translated into text, revised, and edited to convey to the

readers the concepts intended by the authors. Some concepts

are complex and need powerful language to be expressed.

A competency-based education movement is dominating

graduate medical education reform around the world in the

21st century. This movement can be viewed as a struggle to

formulate the values of the medical profession in words that

enable a new perspective on curricula, training, and

assessment. Without new language, this innovation would

not have been possible. The 7 roles of the CanMEDS

competency framework (medical expert, communicator,

collaborator, health advocate, manager, scholar, and

professional), now prevalent around the world, represent

powerful language. By comparison, the Accreditation

Council for Graduate Medical Education (ACGME) core

competencies seem linguistically less powerful but also serve

to structure new perspectives about residency training.

The word competency has caught on quickly and is

now being used ubiquitously. Do all of us, however, give it

the same meaning? If asked how the competencies are

different from knowledge-skills-attitudes (KSA), many

consider the competencies to be ‘‘more integrated’’ than the

KSAs are.1,2 At the same time, ACGME has called the terms

medical knowledge, interpersonal and communication

skills, and professionalism each ‘‘core competencies.’’

Lurie3 has recently elaborated on how the blurred language

around competencies has not contributed to improved

assessment practices in medical education and suggests that

the idea of ‘‘assessment of competencies’’ should be

abandoned. Others disagree and call for enhanced profes-

sional development of faculty in this area.4 The difficulty

with the competencies is that the language used to date has

been inadequate in facilitating the translation of compe-

tency domains into training practices and the monitoring

and assessment of trainees. The need to capture these

important qualities of physicians in language has led to

detailed descriptions that can be too long or too theoretical

to be practical.

As far back as the 1950s, Miller5 argued that human

working memory is limited and cannot contain more than

7 (62) independent elements at a time. To use an elaborate

framework of competencies, subcompetencies, and mile-

stones while observing trainees may cause cognitive

overload. If clinical educators cannot comprehend the

competency concept and all of its new language, they may

not be able to effectively assess trainee competencies.

Here, is where the entrustable professional activity

(EPA) concept emerges. The EPAs were designed to link

competencies to clinical practice and make them feasible.6

The EPAs—tasks or responsibilities that can be entrusted to

a trainee once sufficient, specific competence is reached to

allow for unsupervised execution—are now being defined

in various health care domains.7–10 Because EPAs represent

what physicians do in daily practice, the new language can

be briefer and less complicated.

This issue of the Journal contains 6 articles devoted to

EPAs. In addition to this editorial, they include a

perspective on the entrustment process,11 an exploration of

the attributes of competence that enable entrustment

decisions,12 and a succinct description in one of this issue’s

Rip Outs.13 Hauer et al14 and Shaughnessy et al15 applied

the EPA concept to internal medicine and family medicine

and identified 30 and 76 EPAs, respectively. Although there

is no single correct mode of description and application of

EPAs, as long as it serves the purpose of identifying the

‘‘professional activity’’ to be mastered and certified,

different views of the nature of EPAs may be applicable.

Although the description of EPAs by Shaughnessy et al15

pertains to the management of specific medical conditions,

they do not specify what is done other than ‘‘management.’’

By staying somewhat closer to the intended definition of

EPA,6 Hauer et al14 have focused on a more limited number

of comprehensive, critical tasks that should apply over

multiple patient conditions.14 The more limited number of

EPAs may serve better to formalize entrustment decisions.

When put in practice, by applying some of the ‘‘nuts and

bolts’’ of this issue’s ‘‘Rip Out,’’13 educators may discern

which approach is most useful in their own setting.

One of the most elaborate applications of EPAs to date

is provided by the Royal Australian and New Zealand
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College of Psychiatrists (RANZCP).9,16 The RANZCP has

included both general activity-focused EPAs and specific

medical condition EPAs in psychiatry training, in a staged

curriculum description: general activities, such as ‘‘produc-

ing discharge summaries and organizing appropriate transfer

of care,’’ ‘‘communicating with a family about a young

adult’s major mental illness,’’ ‘‘violence risk assessment and

management in forensic psychiatry,’’ and ‘‘interviewing

Māori,’’ and medical conditions, such as ‘‘care for a patient

with delirium,’’ ‘‘initiating an antipsychotic medication in a

patient with schizophrenia,’’ and ‘‘[management of]

comorbid mental health and substance use problems.’’

A different aspect of working with EPAs is provided by

Cianciolo and Kegg,11 and by Wijnen-Meijer et al12 in this

issue. Both articles focus on understanding how clinical

supervisors come to decisions of entrustment. This, too, is a

linguistic exercise that makes clear that mastering EPAs to

the level of entrustment does not merely involve observed

skill and knowledge. Wijnen-Meijer et al12 show how

discernment of one’s own limitations, taking responsibility,

and dealing with mistakes are among the qualities

educators take into account when making entrustment

decisions. Again, different authors have sought to indentify

these qualities with different wording,17,18 but much of the

underlying concepts seem similar. Cianciolo and Kegg11

take this a step further by suggesting a tentative, theoretical

model of how entrustment decisions may come about, by

drawing on literature outside of medical education.11

Language used to specify and evaluate EPAs will vary

because different groups may interpret the practical

application of competence differently. Ultimately, what is

most important is that the formulations enable supervisors

to certify that trainees can execute an EPA at supervision

level 4 (distant, reactive supervision only).13 Formalized

entrustment decisions (a nicely elaborated example is

provided in the RANZCP EPA Handbook16) may lead to

the rethinking of EPA formulations.

As publications emerge with listings of EPAs, language

also serves the purpose of providing transparency across

settings, institutions, and countries. It would be wonderful

if trainees being certified at supervision level 4 could be

acknowledged as such outside their own local setting.13

Clearly, this requires a common language within medical

disciplines and perhaps even across disciplines. How will

the family medicine resident who received a statement of

awarded responsibility for ‘‘managing the patient with an

alcohol addiction’’15 compare with the Australian psychi-

atry resident, entrusted with unsupervised execution of the

EPA ‘‘[management of] substance abuse patients’’16? How

will the EPA ‘‘develop and implement a safe discharge plan

for a patient from the acute care setting’’ in internal

medicine14 compare with the RANZCP EPA ‘‘producing

discharge summaries and organizing appropriate transfer of

care’’16?

If competencies, milestones, and EPAs are to become

the language in postgraduate curricula, it will be of utmost

importance to use common definitions and have a common

understanding of what the terminology means. Only that

transparency will enable the field to transcend local

interpretations and stimulate interinstitutional, national,

and international collaboration and exchange. The mini-

theme within this issue of the Journal can then set the stage

for future research.
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