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T
he simple question in the title of this piece reflects

the fundamental function of undergraduate medical

education (UME). In the past century, the purpose

of medical training has moved from readiness for inde-

pendent medical practice to readiness for postgraduate

training. This requires a new benchmark for the transition

from UME.

The recent emphasis on competency-based postgradu-

ate medical training, with its competency frameworks and

Milestones initiative, shows a shift from what abilities

physicians in general should possess to what medical

specialists should possess. An increasing number of

postgraduate programs have now started to link compe-

tencies to so-called entrustable professional activities

(EPAs),1–4 core units of professional work identified as tasks

or responsibilities to be entrusted to a trainee once

sufficient competence has been reached.5,6

If postgraduate training prepares for unsupervised

practice from the first day after training, for what does

undergraduate training prepare? Much of undergraduate

training is workplace-based and it is a logical thought to

use the same reasoning: What responsibilities are expected

of the physician in the workplace from the first day of

residency? That is not the same question as ‘‘What grades

must medical students have attained in their theoretical and

practical exams?’’ Trusting residents to work with limited

supervision (ie, not checking everything that is being done)

is a deliberate decision that affects patient safety. An

entrustment decision means taking a calculated risk that

chances of future adverse events are minimized. Many

documents during the past decades have attempted to

describe what qualities or competencies physicians should

possess at the end of undergraduate medical training.7–9

However, looking at what exactly residents are expected to

do safely from the first day of training has not been the

general method, although some have used this approach for

graduate medical education.10

The Association of American Medical Colleges has

produced a draft document called ‘‘Core Entrustable

Professional Activities for Entering Residency’’ (CEPAER),

describing 13 EPAs that medical graduates should have

attained at a level that permits practice without direct

supervision (T A B L E).11 Medical trainees should be able to

carry out these activities without direct supervision from

the first day of residency. The authors are to be

commended on this initiative for several reasons.

The first is its generalized nature. As the EPA concept,

defined for postgraduate education, is now emerging in

UME, schools may start defining these by themselves.

However, a much better strategy is a concerted effort to

define generalizable EPAs across schools, as a clear

benchmark for any undergraduate and postgraduate

program nationally and internationally. It is in fact a

redefinition of what a medical physician is, in terms of

what he or she should be able and allowed to do with

limited supervision, following the meaning of competent in

the sense of ability and right to act or judge.

Second, the number of EPAs is limited. Long lists of

detailed activities tend to transform to checklists and lose

power. It is a wise decision to focus on the most important

and comprehensive acts medical students should be entitled

to do with limited supervision by the end of training. A

clear and concise set will be retained in the minds of

learners and teachers on both sides of the graduation

divide.

Third, defining core EPAs implies there is room for

elective EPAs. Next to providing space for local differences

in curricula, it also very much reflects the flexible

competency-based nature of current training initiatives,

which are moving from fixed time and flexible standards to

fixed standards and flexible time.12 Trainees who have

ambition, interest, and time available to add (speciality-)

specific EPAs may be given the opportunity to do so.

The draft CEPAER document was presented in

November 2013 with the aim to solicit feedback to enable

the drafting of a final document in the spring of 2014. In

this editorial I present a few specific and general

observations that may help to further improve the

document. I have witnessed institutions and groups

designing EPAs that face similar issues, and hope this

contribution can serve to inform a wider public. By the time

this editorial is published, the CEPAER consortium may

have crafted a next version of the document. Nevertheless,
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the current version may serve to draw some general lessons.

I have distinguished 4 issues (a, b, c, d) and related them to

each of the proposed EPAs (T A B L E).

a. Are All EPAs Really Stand-Alone EPAs?

EPAs should be designed to make clear what trainees are

entitled to do with—for UME EPAs—indirect supervision

only. EPAs are professional acts with a beginning and an

end, and require specific knowledge and skills. Entrustment

decisions to decrease the level of supervision are key in

using EPAs for training. In addition, an EPA should be

independently executable (eg, not be a necessary part of a

bigger EPA). These notions should be helpful to determine

whether the suggested EPAs can serve as such.

In applying the EPAs in the CEPAER document, it may

be useful in some cases to consider splitting or rearranging

some of them. Ordering diagnostic tests and writing

prescriptions (EPA 4), for instance, may be such different

things that they may justify 2 EPAs. Conversely, recom-

mending diagnostic tests (EPA 3) may not be easily

separable from ordering tests (EPA 4). Further, recom-

mending tests (EPA 3) may not be a true EPA if it does not

include a responsibility for patient care with only indirect

supervision. A layperson or patient could also recommend

a test, but only the responsibility to do this with only

indirect supervision makes it an EPA. There should be a

clear delineation between what the graduate may order

with indirect supervision and what he or she may only

recommend.

I also had some difficulty seeing EPAs 7, 9, and 13 as

stand-alone activities (ie, as an act to be carried out with

only indirect supervision). Rather, these appear to be

important prerequisite skills for thoughtful patient care,

probably as part of other specific EPAs.

EPA 10 would be an excellent stand-alone EPA if

formulated as ‘‘initiating evaluation and treatment in

patients requiring urgent or emergent care.’’ Of course the

recognition part of this EPA is crucial, as well as

acknowledging the need to seek help in most cases. This

level of detail belongs to the description of the EPA rather

than to its title.

b. Is Acting With Indirect Supervision Adequate for All of
the EPAs?

It is important to make as clear as possible for all involved

what privileges the graduate has in terms of the required

level of supervision for EPAs. ‘‘Indirect supervision’’ is the

focus of all 13 EPAs. This is defined as supervision that is

away from the site of the patient encounter, but immedi-

ately available physically in the hospital or by telephone or

other media. Not stated is whether indirect supervision

means that a supervisor should check the work afterward,

or a sample of it. For some EPAs, notably recommending

and ordering tests (EPA 3 and EPA 4), prescribing

T A B L E Proposed Entrustable Professional Activities (EPAs) for Undergraduate Medical Education in the

CEPAER Report With Points of Attention

EPA Points

1. Gather a history and perform a physical examination

2. Develop a prioritized differential diagnosis and select a working diagnosis after a patient encounter a, d

3. Recommend and interpret common diagnostic and screening tests a, b, c

4. Enter and discuss patient orders/prescriptions b, c

5. Provide documentation of a clinical encounter in written or electronic format

6. Provide an oral presentation/summary of a patient encounter a

7. Form clinical questions and retrieve evidence to advance patient care d

8. Give or receive a patient handover to transition care responsibility to another health care provider or team d, c

9. Participate as a contributing and integrated member of an interprofessional team a

10. Recognize a patient requiring urgent or emergent care, initiate evaluation and treatment, and seek help d

11. Obtain informed consent for tests and/or procedures that the day 1 intern is expected to perform or order
without supervision

d

12. Perform general procedures of a physician b, c

13. Identify system failures and contribute to a culture of safety and improvement a

Abbreviation: CEPAER, Core Entrustable Professional Activities for Entering Residency.
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medication (EPA 4), and performing procedures (EPA 12), I

suggest that this must be specifically addressed.

c. What Are the Limitations of These EPAs?

The descriptions of most EPAs do not exactly reveal their

scope. For instance, which are the ‘‘common tests’’

mentioned in EPA 3 or the ‘‘general procedures’’ in EPA

12? The same holds for EPA 4: Which tests, prescriptions,

and therapies may the graduate order and which not? It is

important for the sake of transparency to include listings of

all relevant tests and procedures in the description of these

EPAs. In many cases, explicit limitations may be added.

d. Sense and Simplicity

Sense & Simplicity was the 2005–2013 Dutch electronics

manufacturer Philips’ marketing slogan and was considered

crucial to both consumers and manufacturing. Educational

innovations too should make sense and be as simple as

possible. Despite the complexity of education and many

useful theories and operations that are not necessarily

simplistic, the power of many innovations is greatly

enhanced if they can be presented in simple and clear terms

that resonate with teachers and can be remembered. This

will also hold true for EPAs. I predict that further

simplifying the CEPAER document and EPA descriptions

will promote the sense it will make to clinical teachers. The

title of an EPA should not be any longer than necessary.

One example, ‘‘Obtain informed consent for tests and/or

procedures that the day 1 intern is expected to perform or

order without supervision’’ (EPA 11), could just as well be

called ‘‘Obtain informed consent for tests and procedures,’’

as all UME EPAs are by definition acts that the intern is

expected to perform on day 1 without direct supervision.

Aligning language across EPAs would also serve simplicity,

for example, ‘‘clinical encounter’’ (EPA 5) or ‘‘patient

encounter’’ (EPA 6) don’t need to be different words.

UME EPA titles could simply read as follows: standard

history and physical examination (EPA 1); prioritized

differential diagnosis following a patient encounter (EPA

2); ordering and prescribing tests and therapies (EPAs 3 and

4); documentation of clinical encounters in the patient’s

record (EPA 5); oral patient presentation (EPA 6); giving

and receiving patient handovers (EPA 8); initiating

evaluation and treatment in patients requiring urgent or

emergent care (EPA 10); obtaining informed consent for

tests and procedures (EPA 11); and general medical

procedures (EPA 12). Naturally, for each of these EPAs it

must be specified what is included and what are its

limitations. Forming clinical questions, working interpro-

fessionally, and contributing to patient safety may be part

of important EPAs rather than EPAs in their own right.

Some General Observations

The EPA descriptions are lengthy. Following the approach

used in the description of Milestones,13,14 the CEPAER

report includes extensive descriptions of hypothetical

behaviors of learners not yet ready for indirect supervision

and those who are ready for independence, related to each

EPA. While these descriptions are helpful for a develop-

mental view of learners, including them with the necessary

EPA description may distract readers and educators. My

recommendations are to keep the EPAs short, clearly state

what is included and what is not, and move most of the text

under ‘‘description of the activity’’ to a rubric of

Knowledge Skills and Attitude (or ‘‘curriculum’’).6

Finally, a word about language. The authors of this

document have extended the meaning of the word

entrustable. In the EPA literature, the term has been used

as an adjective that pertains to tasks or responsibilities

that have the property of being entrusted to trainees or

professionals. People themselves may be trustworthy, but

not entrustable or pre-entrustable. I understand the strong

tendency to replace trustworthy with entrustable, as being

not trustworthy connotes dishonesty. Pre-entrustable may

sound friendlier than not yet trustworthy. Trustworthi-

ness, however, is more that honesty. Cambridge

philosopher Onora O’Neill15 recently explained in a

broadcasted Ted Talk that trustworthiness requires 3

features: competence, honesty, and reliability. Kennedy

and colleagues16 found basically the same features for

medical trainees: knowledge/skills, truthfulness, consci-

entiousness, and also discernment of limitations. Thus,

even honest and reliable persons may not yet be

trustworthy for an EPA. I’m not sure that pre-entrustable

and entrustable are suitable adjectives for learners and

behavior, as this usage may blur the meaning of the word

entrustable as it is used currently. But the use of language

evolves over time, and we cannot tell how this word will

be used in the future. Entrustable learners and behavior

may appear to be useful too.

With the CEPAER document the EPA concept has been

drawn into an important new stage of application. The

medical school graduate EPAs can truly be viewed as a key

milestone toward a clear description of what is expected of

medical professionals halfway through their training. May

this editorial serve to further advance this critical

initiative.
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