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EDITORIAL 

INTRODUCTION
Entrustable professional activities (EPAs) are 
the activities that are based on the concepts of 
‘trust’ and ‘professionalism’ as the name suggest 
‘entrustable’ and ‘professional’1. Medicine is 
a profession that requires high standards of 
professionalism which is an aspect of humanism 
or humanistic dimension. The patient-centred care 
reflects patients as partners with combined power 
in decision-making and clinical responsibility 
for individual care with respecting their values2. 
However, core-professionalism values such 
as altruism, responsibility, accountability, 
excellence, respect for others, integrity are unique 
and universally applicable to all professions3.    

The EPAs have rapidly gained global attraction 
since 2005 by focusing assessment on realistic 
clinical responsibilities4. Undergraduate medical 
programs routinely certify “competence”, yet 
clinical workplaces still face a practical question 
at graduation: what work can this new doctor be 
trusted to do, and with what supervision? EPAs 
were created to make that question explicit by 
translating outcomes into observable units of 
work plus a supervision decision4,5. 

What an EPA is 

Entrustable professional activities (EPAs) 

represent activities with responsibilities that 
can  be  fully  entrusted  to  trainees once they 
have demonstrated the necessary competence 
to perform them without direct supervision6. 
An EPA is a unit of professional practice such 
as taking history, writing discharge summary 
etc. that can be entrusted to a learner once 
they have shown sufficient capability with 
necessary competence to perform it safely in 
an unsupervised condition7,8. The key tasks are 
designed to be entrusted to a resident once they 
demonstrate sufficient readiness, moving from 
direct supervision towards independence. EPA 
translate competencies like knowledge, skills, and 
attitudes into real-world clinical responsibilities. 
For example, a junior obstetrics resident may be 
entrusted to manage an uncomplicated vaginal 
delivery. A clinical ward resident is expected to 
perform the evaluation and initial management 
of a deteriorating patient, which involves 
rapid assessment and implementing stabilizing 
interventions9.  

How EPA Differs from a Competence Based 
Medical Education   

Competence means ability to do or perform 
something well or successfully. Competence 
Based Medical Education (CBME) outlines 
the competence in the design of curricula, 
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implementation, and assessment of medical 
training program10. It describes qualities of the 
persons’ knowledge, skills, and attitudes and 
their abilities in performing task successfully by 
integrating knowledge, skills and behaviours. 
Assessment of competence is an important 
aspect of curricula to (i) satisfy national 
requirements, (ii) maintain professionalism 
and (iii) ensure that graduates are prepared for 
independent clinical practice11,12. It is also an 
important aspect of certification of physician 
licensure11,13,14. The EPAs are fundamental aspects 
of assessing CBME, acting as specific, observable 
clinical tasks that bridge intangible competencies 
to real-world practice. In EPAs, a supervisor 
assesses a learners’ readiness for independence 
by evaluating the level of trust needed for them 
to perform these tasks, ranging from direct 
supervision to full autonomy4,9. Competencies 
are descriptors of trainees; EPAs are descriptors 
of workplace performance of trainees15,16. The 
EPA requires multiple competencies that must be 
applied in an integrative fashion. For example, 
a simple task as “taking a patients’ history” 
combines several domains of competence such as 
professionalism, communication skills and also 
medical knowledge and expertise 9,16.   

Why EPAs matter now in a global undergraduate 
curriculum  

The implementation of EPAs is an essential 
component of CBME that supports the 
development of capable and confident healthcare 
practitioners 17. While the concept of EPA is global 
and there is a demand for transparent outcomes at 
transition points of trainees, the specific activities 
defined as EPAs are often tailored to national 
healthcare systems, cultural contexts, and local 
patient populations. The Association of American 
Medical Colleges (AAMC) has published a 
list of 13 Core EPA for entering residency that 
medical school graduates might be expected 
to perform, without direct supervision, on the 
first day of residency18,19,20. A 2024 BMJ Global 
Health study highlights the necessity of aligning 
EPA expectations with local service conditions 
and available supervision, rather than imposing 
imported assumptions21.    Table-1 shows the 
13 Core EPAs published by AAMC for entering 
residency18,19,20. 

CORE EPAs FOR ENTERING RESIDENCY 
Tabel 1: The 13 Core EPAs for Entering 
Residency.

No. 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/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

RECOMMENDED GUIDELINES FOR A FULL EPA 
DESCRIPTION

The Association for Medical Education in 
Europe (AMEE) provides support curricular 
leaders looking to adopt new EPAs, or revise and 
define established EPAs for competency-based 
education7.The AMEE guidance recommends a 
structured guide elaborated in eight sections in a 
full EPA description including: (1) EPA title; (2) 
specification and limitations; (3) potential risks 
in case of failure; (4) most relevant competency 
domains; (5) required knowledge, skills, 
attitudes and experiences to allow for summative 
entrustment; (6) information sources to assess 
progress and support summative entrustment; (7) 
entrustment/supervision level expected at which 
stage of training; and (8) time period to expiration 
if not practiced7. Table-2 shows the recommended 
structured guideline in eight sections with full 
description of each section7,22.

https://ijhhsfimaweb.info/index.php/IJHHS
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Table-2: Recommended Structured Eight 

Guideline Sections with Full EPA Description  

Section Full EPA Description

1 EPA Title

The title of activity should read 
as a generalized activity, and be 
concise, recognizable, and reflects 
an actual work unit (e.g., Performing 
admission history and physical 
exam).

2 Specification 
and limitations

Define what the activity involves; 
and any specific restrictions on 
responsibility is there. (e.g., only for 
hemodynamically stable patients).

3
Potential risks 
in case of 
failure

All entrustment tasks bear risks; 
briefly outline potential negative 
outcomes if the activity fails. 

4
Relevant 
competency 
domains

Specify the foundational competencies 
such as knowledge, skills, attitudes, 
professionalism, communication 
skills etc., that are required to execute 
the activity safely and effectively.

5

Required 
knowledge, 
skills, and 
attitudes 
(KSAs)

A specification of the prerequisites 
a learner must demonstrate before a 
summative entrustment decision can 
be made.

6

Information 
sources to 
assess progress 
and support 
summative 
entrustment

Entrustment decision, particularly 
summative entrustment decision 
should be based on multiple sources 
of information.

7

Supervision 
level scale and 
entrustment 
decisions at 
which stage of 
training

There are five levels for entrustment 
decision at which stages of training 
need to be specified. 
Level-1: the learner is allowed to be 
present and observe, not to enact an 
EPA.
Level-2: the learner is allowed to 
execute the EPA with direct, pro-
active supervision, present in the 
room.
Level-3: the learner is allowed to 
carry out the EPA without a supervisor 
in the room, but quickly available if 
needed, i.e., with indirect, reactive, 
supervision.  
Level-4: the learner is allowed to 
work unsupervised.
Level 5: the learner is allowed to 
provide supervision to more junior 
learners.  

8
Time period to 
expiration if 
not practiced

A clause indicating that the 
entrustment decision may need to be 
re-evaluated if the learner does not 
practice the activity for a long period. 

Supervision Scales and Entrustment Decision

The most generic five entrustment-supervision 
level scale are shown in section-7 of table-2. 
Entrustment decisions in EPAs are typically 
determined using this entrustment-supervision 
scale, which are  frameworks used in medical 
education to assess a learners’ competence 
and readiness for independence in specific 
professional activities. From the perspective of 
clinical training, autonomy can be described in 
terms of a required level of supervision. 

Entrustment decision-making in EPA is indeed 
a complex process that relies on multiple 
interacting factors such as trainee characteristics, 
the supervisor characteristics, their relationship, 
the professional task, and the clinical environment 
23,24. The trainees’ knowledge, skills, experience, 
carefulness, and professionalism and supervisors’ 
own expertise and supervisory skill together with 
the level of trust established in their professional 
relationship all play a significant role in 
entrustment decision making 23. The task itself 
can carry different levels of risk and complexity 
together with the clinical environmental factors 
such as patient acuity, resource availability, the 
level of urgency, and the workload of the clinical 
team can all modify the level of supervision 
needed at any given time 23. In addition, intended 
supervision levels must remain consistent 
with local regulatory scope-of-practice and 
institutional policy (e.g., where legal or policy 
constraints limit what trainees/new graduates 
may do even when they are capable).

CHALLENGES FACED BY FACULTY IN 
IMPLEMENTING EPA AND SOLUTIONS 

Faculty faces multiple challenges including 
reluctance to adopt EPAs and preference for 
traditional assessment methods25. This is mostly 
due to unfamiliarity of faculty with the concept of 
EPA and its importance in curriculum. Therefore, 
faculty development program by arranging 
workshops and training programs is necessary for 
the implementation of EPA. Key focus on detailing 
the scope and merits of EPAs, the assessment 
methods to be used for the EPAs, delivering 
feedback etc. will increase the competence of 
the faculties26. Faculty development will engage 
faculty to reflect on their individual entrustment 
strategies and on how these might influence 
trainees’ learning and the supervisor-trainee 
relationship24. Furthermore, time constraints are 

https://ijhhsfimaweb.info/index.php/IJHHS
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important issue for the faculty. It is a challenge for 
the educators due to time for direct observation, 
providing real-time feedback, nourishing 
educational confidence. Therefore, it is necessary 
to integrate the EPA‑related activities as a part of 
the existing curriculum without assigning separate 
timeframe. Moreover, adequate resources are 
vital and support from the institute is very much 
needed in this respect for implementation of 
EPA26. There is a recognition that teachers assess 
students’ competence to evaluate performance of 
students while teachers’ competence in various 
teaching, assessment, and supervisory practices 
is overlooked6. Faculty training in EPAs equips 
educators to effectively implement CBME 
by focusing on tangible tasks and fostering 
a culture of trust and continuous feedback, 
thereby developing competent professionals.  It 
enables faculty to learn to define, observe, and 
assess EPAs within their workflow. Training 
helps faculty in assessment and feedback. A 
supportive, safe working and learning climate, 
systematic faculty development, and meaningful 
feedback dialogues as well as mutually agreed on 
expectations and discussions on entrustment are 
required for successful EPA24.   

CONCLUSION
Decision-making in EPA is a complex process that 
relies on many cooperating factors such as trainee 
characteristics, the supervisor characteristics, the 

clinical environment, and the professional task. 
Competencies are descriptors of trainees and 
EPAs are descriptors of workplace performance of 
trainees. Time is a challenge for the educators for 
direct observation, providing real-time feedback 
and nourishing educational confidence. Hence, 
integration of the EPAs as a part of the existing 
curriculum without assigning separate timeframe 
is recommended. Adequate institutional resource 
support and faculty training is very much needed 
for implementation of EPAs. Faculty training 
in EPAs equips them to effectively implement 
CBME by defining, observing, performing 
and assessing EPAs within their workflow. 
EPAs provide a structured, practical approach 
to assess competency-based education. When 
implemented well, they ensure that graduates are 
ready for clinical responsibility and patient care 
from day one of residency. 
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