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Abstract

Background In medical education, Entrustable Professional Activities (EPAs) have been gaining momentum
for the last decade. Such novel educational interventions necessitate accommodating competing needs, those of cur-
riculum designers, and those of users in practice, in order to be successfully implemented.

Methods We employed a participatory research design, engaging diverse stakeholders in designing an EPA frame-
work. This iterative approach allowed for continuous refinement, shaping a comprehensive blueprint comprising

60 EPAs. Our approach involved two iterative cycles. In the first cycle, we utilized a modified-Delphi methodology
with clinical competence committee (CCC) members, asking them whether each EPA should be included. In the sec-
ond cycle, we used semi-structured interviews with General Practitioner (GP) trainers and trainees to explore their
perceptions about the framework and refine it accordingly.

Results During the first cycle, 14 CCC members agreed that all the 60 EPAs should be included in the framework.
Regarding the formulation of each EPAs, 20 comments were given and 16 adaptations were made to enhance clarity.
In the second cycle, the semi-structured interviews with trainers and trainees echoed the same findings, emphasizing
the need of the EPA framework for improving workplace-based assessment, and its relevance to real-world clinical
scenarios. However, trainees and trainers expressed concerns regarding implementation challenges, such as the large
number of EPAs to be assessed, and perception of EPAs as potentially high-stakes.

Conclusion Accommodating competing stakeholders'needs during the design process can significantly enhance
the EPA implementation. Recognizing users as experts in their own experiences empowers them, enabling a priori
identification of implementation barriers and potential pitfalls. By embracing a collaborative approach, wherein
diverse stakeholders contribute their unique viewpoints, we can only create effective educational interventions

to complex assessment challenges.

Keywords Postgraduate medical education, Curriculum design, EPA assessment, GP Training, Workplace-based
assessment
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Introduction

In recent years, the landscape of medical education has
significantly transformed due to increasing demands
of public accountability and changing patient needs. In
response to these evolving demands, competency-based
medical education (CBME) has emerged. CBME has
been gaining popularity in medical education programs
[1]. In a CBME paradigm, medical curricula are struc-
tured based on predefined competencies that physicians
should have acquired upon completion of the program
[2, 3]. Despite the theoretical underpinnings of CBME,
its implementation has encountered various obstacles
[4]. Particularly, assessing competencies in real clinical
environments has been a major barrier in the effective
integration of CBME into medical education systems [5].
Recognizing this challenge, the concept of Entrustable
Professional Activities (EPAs) has emerged.

EPAs are essentially tasks or activities that medical
professionals should be able to perform competently and
independently by the time they complete their training
[6, 7]. EPAs are used to assess a learner’s ability to inte-
grate and apply the necessary competencies in real-world
clinical practice. They necessitate evaluating a learner’s
progress and readiness for independent practice by
observing their performance in these key professional
activities in clinical practice [8]. The term “entrustable”
indicates that, upon graduation or completion of a spe-
cific training period, a supervising physician or mentor
should be able to entrust a medical graduate with these
activities without direct supervision, considering them
proficient and safe for the patients to perform these tasks
independently [9, 10].

Considering the immense potential, integration and
implementation of EPAs has gained rapid momentum,
across various health professions and medical specialties
[11, 12]. Despite this progress, a significant gap notably
persists, when it comes to accommodating competing
needs of curriculum designers and those of users in prac-
tice, namely trainers and trainees [13]. While the promise
of EPAs in facilitating CBME is promising, there is lack
of comprehensive evidence incorporating users’ percep-
tions during the design phase [8, 11, 14]. Therefore, the
aim of this study was to design an EPA framework for
workplace-based assessment by actively involving clinical
educators, trainees and trainers throughout the process.

Methods

Setting and participants

This study took place in the interuniversity postgradu-
ate General Practitioner’s (GP) Training, Belgium. To
standardize GP Training across Flanders, four Flemish
universities (KU Leuven, Ghent University, University
of Antwerp, and the Flemish Free University of Brussels)
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collaboratively developed a postgraduate training pro-
gram. This training program consists of three differ-
ent training-phases and rotations, spread through three
years, two rotations are in a GP practice, while one takes
place at a hospital setting.

The GP Training is overseen by the Interuniversity
Centre for GP Training (ICGPT). The ICGPT plays a piv-
otal role in coordinating and managing various aspects
of the curriculum. Among its key responsibilities, the
ICGPT oversees the allocation of clinical internships,
conducts examinations, facilitates regular meetings
between trainees and trainers, and maintains trainees’
learning electronic (e-) portfolios.

In 2018, the ICGPT initiated a shift towards CBME.
The rationale of CBME was introduced in the curriculum
by integrating first the CanMEDS roles. To facilitate this
transition, two clinical competence committees (CCCs),
comprising medical doctors and clinical educators from
the four universities were appointed. These CCCs were
tasked with coordinating workplace-based learning, and
curriculum and assessment, respectively.

To align the curriculum with the patient needs in pri-
mary care, the two CCCs designated and defined ten dif-
ferent care contexts characteristic of primary care (i.e.
short-term care, chronic care, emergency care, palliative
care, elderly care, care for children, mental healthcare,
prevention, gender related care, and practice manage-
ment). Subsequently, in 2022, we initiated the process of
designing specific EPAs for the GP Training. The EPAs
aimed to facilitate and improve workplace-based assess-
ment. These two CCCs participated in the design pro-
cess, while trainers and trainees were invited to share
their opinion as well.

Designing the EPA framework

The design of the EPA framework was based on partici-
patory research design to engage different stakeholders
[15]. Participatory research design is a community-based
methodology aiming to create solutions for and with
the people who are involved [15]. This iterative research
approach encompassed three fundamental design-stages
in a circular relationship, namely design, evaluation and
refinement (Fig. 1). We executed two distinct iterative
cycles, each with a specific group of stakeholders (Fig. 2).
In cycle 1, we focused on CCCs, fostering discussions
and validating the framework. In cycle 2, we involved
clinical trainers and trainees, ensuring cross-validation.
In the following section, we describe each iterative cycle,
indicated as cycle 1 and as cycle 2, respectively.

In cycle 1, after reviewing relevant literature, we devel-
oped a blueprint of 60 EPAs corresponding to the ten
different care contexts, already integrated in the curricu-
lum [9, 10]. By doing so, we wanted to ensure practical
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Fig. 1 Three design phases for designing the EPA framework

applicability and relevance of our framework within the
established educational environment. Afterwards, we
linked all EPAs to the CanMEDS competency framework
[16]. We defined competencies as broad statements that
describe knowledge, skills and attitudes that GP trainees
should achieve during the different training phases [17].
The CanMEDS framework identifies and describes differ-
ent competencies for patient-centred care, and comprises
seven different roles: medical expert, communicator, col-
laborator, leader, health advocate, scholar, and profes-
sional. By linking EPAs to CanMEDS, we constructed a
matrix that served as a structured guide for integrating
the EPAs in the workplace. Also, together with the CCCs
we defined behavioural and cognitive criteria to anchor
entrustment levels [9]. These criteria described required
knowledge, skills, and attitudes in order for an EPA to be
entrusted.
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In cycle 2, we aimed at operationalising the EPAs, cross
validating them by interviewing trainers and trainees,
and deciding entrustment levels. Specifically, to opera-
tionalise the EPAs, we developed an assessment form,
called Clinical Practice Feedback form (Fig. 3). We chose
to link EPA assessments not only to direct and video
observations, but also for case-based discussions. Addi-
tionally, we agreed upon entrustment levels and the
entrustability scale. Entrustment was anchored on cri-
teria that were defined along the EPAs. We decided to
use the Ottawa Surgical Competency Operating Room
Evaluation (O-SCORE) for validity and reliability rea-
sons (Fig. 4) [18]. The Ottawa scale requires assessors to
describe how much supervision they provided to train-
ees while performing a specific EPA. Concretely, the scale
comprises five levels of performance ranging from train-
ers taking over the activity to trainees performing the
activity without supervision (Fig. 3) [18].

Data collection and analysis

In cycle 1, we evaluated the EPA blueprint by employ-
ing a modified Delphi methodology, with two rounds
[19]. We invited members of the two CCCs (N=14) to
give feedback on the EPA blueprint via e-mail and dur-
ing meetings, scheduled by the ICGPT. Members were
asked whether they thought each EPA was necessary for
workplace-based assessment and needed to be included
in the framework. They were also encouraged to give
feedback regarding the formulation of the EPAs. Once
we gathered all the comments, we refined the blueprint
and sent it back to the CCC members. In cycle 2, we
interviewed two trainers and two trainees using semi-
structured interviews and following the ‘think-aloud pro-
tocol’ [20-22], where we asked them whether each EPA
was necessary and whether they were comprehensible for
workplace-based assessment. Participants were required

S84

Final EPA

Cycle 1

emodified Delphi
with experts

Blueprint with
62 EPAs

ebased on
curriculum analysis
and literature

framework

Cycle 2

einterviews with GP
trainers and
trainees

Fig. 2 Process for developing the EPA framework based on participatory design research
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o Add an EPA assessment

Enstrustable Professional Activity

Cluster

Choose a cluster

Entrustability scale

Entrustable Professional Activity

Choose an EPA.. 4

1|2|3|4|5

"I had to do"

Feedback

| What are the strengths?

What are the areas of improvement?

\

Fig. 3 Example of Clinical Practice Feedback form available in the e-portfolio

Level 1: “l had to do”

Level 2: “I had to talk them
through”

Level 3: “I had to prompt
them from time to time”

Level 4: “l needed to be in
the room just in case”

Level 5 “l did not need to be
there”

i.e. resident required completed hands-on guidance or
did not do the procedure

i.e. resident was able to perform the tasks but required
constant direction

i.e. resident was able to perform the tasks but required
constant direction

i.e. resident demonstrated independence but was
unaware of risks and still requires supervision for safe

practice

i.e. resident demonstrated complete independence,
understand risks and performs safe practice.”

Fig. 4 Five levels of entrustment based on the O-SCORE scale [19]

to articulate their thoughts while reading the EPA frame-
work. This enabled us to gain insights into their thought

processes and perspectives [22].

Data collection took place from February 2022 until
September 2022. For quantitative data analysis we calcu-
lated descriptive statistics of consensus rates using SPSS
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27 (IBM SPSS Statistics 27). We analysed qualitative data
from CCCs members using content analysis on Microsoft
Excel. For analysing data from the interviews with the
trainers and trainees, we first verbatim transcribed the
interviews, and, then, analysed the data using thematic
analysis in NVivo (QSR International) [23, 24]. Qualita-
tive data were analysed by two researchers separately to
achieve triangulation, while a third researcher was con-
sulted, when discrepancies arose [25].

Reflexivity and research team

The research team was composed of members with dif-
ferent backgrounds. Two members had a background
in education, while the other two members had a back-
ground in biomedical sciences and general practice. All
authors had research training and experience in medical
education research. Methodological and design decisions
were in line with the available literature. We predefined
methodological steps before commencing the study. To
ensure adherence to our design stages, we maintained a
detailed logbook to document systematically progression
and modifications from our initial protocol. We regularly
discussed the results to ensure that our interpretations
were close to the data.

Results

In cycle 1, fourteen members of the CCCs gave feed-
back on the list of 60 EPAs. In the first feedback round,
all members agreed that all 60 EPAs were required in the
framework. Twenty comments were given regarding the
formulation of the EPAs and 16 adaptations were made
based on the new suggestions. Comments regarding the
formulation were about the use of certain words in order
to make the framework understandable. In the second
feedback round, consensus was reached on the formula-
tion of the EPAs (Table 1).

In cycle 2, we interviewed two trainers and two train-
ees. CCC members, trainers, and trainees agreed that all
EPAs should be included in the framework. From these
interviews, we identified three themes. Table 2 presents
these three themes alongside their subthemes. Necessity
of EPAs was the first theme and included shared mind-
sets about necessity of EPAs in order to improve work-
place-based assessment and difficulties with interpreting
the CanMEDS roles.

“The EPAs are better than the CanMEDS. My
trainer and I often do not know what we have to
assess...He (the trainer) sometimes gives the same
feedback for multiple roles” (trainee 1).

Second theme was about the relevance of EPAs to
clinical practice. Users thought that the EPA framework
could easily be linked to their clinical work, promoting
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assessment and feedback opportunities. They agreed that
EPAs were understandable and formulated in intuitive
language for clinical work.

“I think that it (the EPA framework) is quite intui-
tive. I can see a lot of links between the EPAs and my
daily practice” (trainer 2).

1 like the (EPA) framework. My trainer and I already
discuss some of these (activities) during our weekly
feedback session. (trainee 2)

Third theme included challenges in implementation
of EPAs, regarding the large number of EPAs, percep-
tion of high-stakes assessment within an e-portfolio,
and limitations inherent to the current e-portfolio. First,
users expressed their concern regarding the large num-
ber of EPAs. They indicated that only a limited number
might be feasible because of time constraints in the clini-
cal workplace. Also, users thought that due to the large
number of EPAs, trainees would “pick and choose” EPAs
where they had performed well. Along with limited func-
tionalities of the current e-portfolio, they indicated that
EPAs might be used as showcasing performance instead
for workplace-based assessment and feedback purposes.
Mainly trainees expressed hesitation to document EPAs
where they would need further improvement. They per-
ceived the e-portfolio as a tool more suitable for high-
stakes assessments rather than for feedback purposes.

“The list (of EPAs) is quite extensive... I do want to
have a nice portfolio, so for sure I will try to include
as many as possible. In case something happens (in
my curriculum), I want to show how well I have been
performing” (trainee 1).

“I normally do not include patient cases that went
wrong in my portfolio. Because different people have
access to it (the e-portfolio)” (trainee 2).

Discussion
The aim of this study was to design an EPA framework
by actively engaging and collaborating with different
stakeholders. To be established as a “good” assessment
framework, EPAs should be acceptable by the different
stakeholders involved in the assessment process, such
as curriculum designers, trainees and trainers [26, 27].
Incorporating their opinions and understanding their dif-
ferent needs must be integral to the design process. How-
ever, literature regarding EPAs design has mainly focused
on experts’ opinion, neglecting users in practice [8].
From our findings, it becomes apparent that direct
involvement and communication among diverse stake-
holders are crucial for designing a useful for everyone



Page 6 of 12

(2024) 24:549

Andreou et al. BMC Medical Education

%001

%001

%001

%001

%001

%001

%001

%001

%001

%001

%001

%001

‘uonelaid

-19]Ul pUB UOI1eUIUIEXD [P1D3) ‘(9DIASP
auliRIN-eNUl) dN| Ue Jo uollasul ‘uon
-eululexa Aoueubaid ‘uoneuiulexs
[P2160]023RUAD :S||1%S 1adXa W0
‘Bul

-U33125 Jaoued a1eysold paiabiel bul
-piebal jusned ay1 wioyul Auadx3

‘swiajqoid [enxas pue
(swordWAS 10eJ] Aleulln Jamo)
S1N71eah Ajpiadxa pue asoubelq

‘swiajqold [enxas ssaippe pue
KJ03SIY [BDIPaW |BDIBOJOXSS B 19NPUOD)

‘Jeaws [eutbea
-02IAJ92 B JO S3nsal 1aidianul Ajpiadx

‘swoldwiAs [esnedousw apinb pue
ule|dxa pue swoydwAs jesned

-OUSUI 10J UO[IRUIUIEX [BDIUD pUB
£103151Y [PDIPRW LadX3 1oNPUOD
‘sdnoib ysu 01 uoiuae [eads Yum
‘WaY) IN0ge uoleullojul apiroid pue
SUOI1D3Jul |ed1B0j0dSBUAD pue

SALS 1eal) Ajuadxa pue asoubelq

‘(1oddns yum) pouad
wnyedisod ayy Ui usied ay1 01
92uepInb 1adXs 3pINOId

‘(1od

-dns yum) Aoueubaid pazuemun jo
35eD U] 9DIApe 1adxa apiaoid pue
(4aunied pue) Jusned ayi apino

‘(1oddns yum)
SUOISUSWIP SNOLIA JI9Y3 U SaldueU
-baud Buissaiboid Ajjeudiou ul 1sissy

‘Buijjesunod opauab jo

SUOLEIWI| pUe $3I ssod ay1 bul
-ure|dxa buipn|aul ‘suole}Nsuod
uondaduodaid Ladxe 1DNpuo)

"uondadeIuod JUsU
-ewad Jo Aresodulal IN0ge SuoIsIdap
paudiojul bupiew ul syusned spino

2160 pale|ay-Japusn

9}kl snsuasuo)

vd3

a1ed Jo sadA|

Bululel] do UsILBI4 3Y3 10§ Syd 4O IsIT L lqeL



Page 7 of 12

(2024) 24:549

Andreou et al. BMC Medical Education

%001

%001
%001

%001

%001

%001

%001
%001

%001

%001
%001

%001

%001

%001

%001

%001

%001

%001

“(2dUB3SISSE Y3IMm) s1ualed J1ayl pue suiogmau uoddng

“uoljesIsIuIWpe pue
obesop a1eudoidde BululuIRISP ‘USIP|IYD 10} UOIEDIPIW 9GS

(se9A 7 1-0) USIP|IYD ||1 A|9INJE Y1IM SUOIIBINSUOD 1ONPUOD)

‘suleipoid uonuaAId [[B) pUB SMIIASI UOIEDIPIW
Sipouad buipnppul ‘a2n2eid Ul a1ed Apsp|e JO A13jes Yl JoUUOW pue saoidul|

‘[lenpIAIpuUl Al19P[3 941 JO Adur1dadXe )| pue saysim [euosiad ayi bullapis
-U0D JUaWilea.) Jo/pue sdisoubelp [euonippe bulpiebal sad10yd Ales ssnasig

JusW
-abeuew aY1 Ul SIY1 JaPISUOD pue Jusaid ale sanss| xa|dWod I sUlwi1sg

'SIN220 Bul
-10}JUOW pue 1UaWi1eal} BuliNbal SSaU||I J1UOIYD B U3YM JUSWOW 343 AJIuap)

“Juswabeurw ay) 1snfpe pue siauoliideid-0d Yim eiep aJeys pue piodsy
(QdOD/eWIse 'sanss| [e2160]02UO ‘S95eSIP Je|NISLAOIPIRD '$3)

-3geIP) SUOIIPUOD DIUOIYD YiM Syudiied 1o} aJed 9zjueblo pue 40}uow 1eal]
‘AloAId249 Way)

91eDIUNWIWIOD pue Ales|d Juawabeuew pue ‘sisoubelp ‘sbuipuy JUsaWN0(

‘Aousbin 01 buIpIOde SUSIA pUR SUOIIPYNSUOD paziilioud s|pueH

'SUOIIUBAIRIU| AIBSS3DU
wioad pue (3JgDgY) SSaUjjl SINJ. Y1IM UORIPUOD siuaiied syl SujuiRid|

“(sulaned aseasip pue Abojolwapida Jo abpajmouy uo paseq ‘uondadal pue
Ju211ed Y3 YUM UOIIRINSUOD Ul) (SIA SWOY ‘UOIIR}NSUOD Uosiad-ul ‘uon
-e}|NsU0d auoyd) 10e3U0 JO 9dAY a3 duILWISIDP pue 1sanbal djay ay3 ssassy

"350]2 pue (suole1dadxa pue
sisouboud ssnosip ‘@21Ape [ed160|0deWRYd-UOU S1BN|BAS ‘S159) [PUOIIPPE
SSNDSIP ‘1sn(pe ‘Juswiabeueul /Ausweall 91en|eAd) aposids ue 913|dwod)

'918D UMO 31eN|eAS PUE ‘SDIISIE)S ‘YDIeasal IO}
21QISS2228 UO[RRULIOMU| S32W ‘218D JO AYNuRuod a10woid 03 (3sl] Wwajqoid
UIBIUIRW “DdD]) 9POD PUB PIOI3I [BIIP3W DIUOIID3|D DY Ul BIEP PIOdY

‘(2483|195
‘Adeiayy pue sisouboud) asiape pue ‘(ebenbue| 3jgepueisiapun ui) 1 IN0ge
wiojul ‘(Bunjew-uolsIDap paieys) uejd JuswsbeURW PUB 1USUIIRAIL B YSI|GRIST

:JusWabeueW pue JUdW1eai, 0}

A[12311p P29201d JO (SNOIDSUOI-1S0D PUB PISEQ-9IUSPIAS) POIPAIOW WY
wioyiad/1sanbal ‘(a1aym 1eym) A1essadau ale so1soubelp [euolppe i apIdaQ
:sisay10dAy Buiyiom, Jo sisoubelp e yoesi ‘UoIeUILIEXD

|ed1sAyd pasnaoy e 1onpuod ‘(9dedspue| dsoubelp 1e pauie) A101SIY [edlpaw
pasnI0j e el ‘(suoe1dadx3 ‘suiaduo)) ‘sesp) 1sonbai djay ay1 A

ulp|iyD 10} 218D

21ed juaned Apisp|3

a1ed djuoIYD

aled Aousblawlg

2182 2posida 1oys

9}kl snsuasuo)

vd3

a4ed Jo sadA|

(panunuod) L ajqey



Page 8 of 12

(2024) 24:549

Andreou et al. BMC Medical Education

%001

%001

%001
%001
%001
%001

%001
%001

%001
%001
%001
%001

%001

%001
%001

%001

%001

%001

%001
%001
%001

%001

%001

“WaY1 YIm 31eI0gE)
-|02 pue uonuaAaid Ul 310 e Aed ued oym sispiroid a1edyiesy 12Ylo Ausp|

-91epdoidde J1 19491 pue ‘A1BSS9I3U e SO1ISOUBRIP O BUIUDIDS IDYIYM
SSNDs|p pue Ajiwey siuaned e uj saseas|p Aieypaiay 21e611sanu|

JuswUISA0b ay) pue dnoub euols
-s9j0id ay3 Ag uodn paaibe se sweiboid Bujusaids uopeindod uj a1edidiied

'SHOYR uoluaARId dlrewweIBoId 01 SINGHIUOD
SIS Y1eaY pasealdu] Yum syuanied pue sienplaipul Auspy
'SSIAIAIIDR AIIUSARID SNOLIBA UO 2DIAPR SPIAOI

-9bueY> 10}
S21MIg1ssod SSNDSIP pue paledipul Uaym suualied Jo sadloyd o)A1sayl| 210|dx3

‘uoiuaAald 104 Sa1|IgISSOd UOIIUAIRIUI 9ZIUB0DY

‘AINUnUod
92130e.d UjRIUlRW 0 318D JO AYNURUOD [euosiad 0} 3INGLIUOD 1O SPIAOIJ

-aseyd |eulwisl/aAnel|jed sy Ul swiajgold dyiads ssaippy
-aw epdoidde sy 1e SUOISSNISIP 941|-JO-PUD S11IU|
"S9AI1D31IP 9dUrAPE pue bujuueld a1ed Aies 331126l

'SaNSS| SNCe 3dURISANS
2I9A3S Y1M sualied Ul [013U0 ujeulew pue Joddns wisl-Huo| apiroid

'$958 A1|1gesip wia)-buo)
(lenuayod) ur uonedidiled JuswAojdwa uo syurejdwod Jo 1oedull a3 SSNdSIg

'SONSS| AN DURISANS LYIM JU31ed B YHM UOIBSISAUOD [e113)21 B 1DNPU0)

's10108) BupUSNyUI pue
sjule|duwiod U sulanied J9A0DSIP O3 PI03Y [BIIPSIN JIUOIII(T 3Y3 dzZ1|iN

‘das Ag dais
1831 pue ule|dxa ‘SaNSSI 9sNGe 92UrISgNS J0) SIsay10dAy Bujiom e ysijgeis3

‘Papaau JI 9duepIinb a1eudoidde 3995 01 1ualied syl SSIAPe pue ‘21ed
-Y1jeay 1oy suonedijdull syl sUysp 'sI9pIosIp pue siel) Aljeuosiad Ajnusp)

‘djay A1essadau apia
-01d puUB JUSWUOIIAUS JI9Y) pue Juaied 33 J0j 3PIDINS JO Jabuep 2yl ssassy

'SI9PIOSIP POOW pue A13IXUe Ylim syuaiied 1oj Juswieal) A1essadau aleiiu|
'SI9PIOSIP poow pue A1aIxue Yiim sjusiied sping

(1219 ‘sal|lwey papua|q ‘APO1SNd JUIO[ ‘92I0AIP) SUON

-enyis dY1dads Ul U ‘Aj@1enbape siuaied pue pliyd ay3 Jo s1ybu ay1 a|pueH
"POAJOAUI

9q p|nNoys siuaied 4aUUBW 1BYM U] JO ‘USYM PUE SUOJ P|IYD 3y} YIIM
Pa12NPUO 3¢ P|NOYS UOILNSUOD B Usym A[21endoidde suiwisiag

UuonuoA9ld

21eD 9Allel||ed

Lp[eaH [eIUBN

9}kl snsuasuo)

vd3

a1ed Jo sadA|

(panunuod) L ajqey



Page 9 of 12

(2024) 24:549

Andreou et al. BMC Medical Education

%001

%001

%001

%001

%001
%001

%001

‘uone|ndod jusiied ayi Jo

SPa9aU 3y YUM UOISIACId UOIBULIOMUI PUE JUsWSbeuew ad1oeld ubily
'sal1ied [eUISIX YIIM

SUOISSNOSIP pue sbupasw Aleuldidsipinw ul 93130e1d sy 1uasaiday
*$213S0UDRIP/AUSUIRAIY [BDIPSW JO S9dUSNb

-95U0D [eIDUBUY SY3 UO Sualied 3SIApe pue ‘quawasinguial Jo buljjig 1oy
SWID1SAS 210 pue JusuAed 10} S9p0OD pue suole|nbal A1INdas [e1D0S 9|puey
‘92130e1d |esauab a3 Jo JuswWabrURW SS2UISNG PUR BuldUBUY 31 pUBISIOPUN
'saNss| A19yes

juaned buissaippe pue ‘BuisAjeue ‘buiniodal Ag A1ages Juaiied o1 a1nqgLIU0D
'S10B PIAISSAI

Bujwiogad usym eis ao13eid Yum 31ed1unwwiod pue ‘asialadns '9AIasqQ
‘ue|d Juswanoidul ue uswa|dul pue dojEasg

"92112e4d 8y1 Ul UOIIRIOGR||0D
dojanap pue aied Jauonideld [eiausb 10j uolsiA 9o110eid pue [puosiad e aneH

1usWabeue|y 2210RId

9}el snsuasuo)

Vd3

24ed jo sadA|

(PanupuOd) | 3jqey



Andreou et al. BMC Medical Education (2024) 24:549

Table 2 Themes from the interviews with trainers and trainees
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Theme

Subtheme

Necessity of EPAs

Relevance of EPAs to clinical practice

Challenges in implementation

« Improving workplace-based
assessment
- Difficulties in workplace-based assessment
based on the CanMEDS roles

- Intuitive formulation of EPAs
- Understandable language
- Large number of EPAs

« Use of e-portfolio for high-stakes assessments
- Limited functionalities of current e-portfolio

EPA assessment framework. When various groups
are involved in developing educational interventions,
competing needs can be optimally addressed [28].
This optimization fosters a cohesive approach, ensur-
ing high applicability rates and effectiveness, when the
EPA framework is used in practice. The need for users’
involvement in the development process is currently
demonstrated in the most recent EPA literature [29,
30]. Users’ involvement promotes common language
and expectations, enhancing the clarity and effective-
ness of EPA interventions, and, most importantly,
empowers the users themselves by acknowledging their
perspectives [31]. Ultimately, trainees and trainers are
the ones using the EPA assessment frameworks during
daily clinical practice, and are potentially confronted
with unforeseen obstacles.

Additionally, users’ involvement in the process can
help to identify potential implementation challenges
[32, 33]. Our findings indicate differences in opinions
regarding implementation of EPAs. In contrast to the
CCC members, users expressed their concerns about
the large number of EPAs included in the framework.
They were particularly concerned about how to use suf-
ficiently and adequately EPA assessments, while jug-
gling clinical work. This concern echoes findings from
other studies as well, related to the assessment bur-
den [34]. In particular, when challenges in assessment
processes arise in the clinical workplace, assessment is
most probably not performed as intended [35].

Furthermore, our results illustrate tensions between
assessment of learning and assessment for learning.
Although the EPA assessments aim to better prepare
trainees for clinical practice, users suggested that the
purpose of the EPAs might not be explicit for every-
one. Since EPAs are a form of assessment, they could
potentially lead to strategic behaviours of document-
ing successful EPAs, and, therefore, creating a frag-
mented idea about trainees’ performance in clinical
practice. Additionally, the use of the current e-portfolio
for high-stakes assessments only adds to this tension.

Especially, trainees were not comfortable with sharing
performance evidence for improvement, because they
perceived the stakes as high [36]. The dilemma between
learning versus performing has been the Achilles point
in workplace-based assessment [37]. The lines between
assessment and feedback seem to be also blurred in
EPAs [38, 39].

Involving users during the design process can lead
not only to early adaptations and refinement of EPAs,
but also to better allocation of resources. In order to
ensure successful implementation of EPAs, it is essential
to recognize the central role of both trainers and train-
ees. Future research should focus on training programs
designed to equip faculty, trainers, and trainees with a
profound understanding of EPAs. Users in practice need
rigorous training covering EPA principles, assessment
techniques, and feedback strategies [40]. Moreover, fos-
tering a culture of interdisciplinary collaboration among
stakeholder groups is imperative. Encouraging review of
assessment tools and facilitating the exchange of opin-
ions during designprocesses can significantly enhance
the overall quality of EPA frameworks, and, even more
broadly, of workplace-based assessment practices.

Although EPAs are a valuable framework for assessing
competencies in workplace settings, integrating other
assessment tools is crucial to capture the full spectrum
of skills needed to meet patient needs. Future research
should focus on combining EPAs with other assess-
ment methods, such as simulation-based assessments,
either with standardized patients or with virtual reality,
that would allow trainees to demonstrate their clinical
and interpersonal skills within safe, controlled environ-
ments that closely replicate challenging patient scenarios
[41]. Additionally, incorporating multisource feedback
and continuous portfolio assessments could offer a com-
prehensive view of a trainee’s performance across various
settings and interactions [42, 43]. Together, these meth-
ods would enhance the EPA framework, ensuring a com-
prehensive assessment of all essential competencies that
future physicians should acquire.
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Limitations

We need to acknowledge several limitations in this
study. First, in medical education research, users’
involvement prerequisites a degree of experience with
a specific subject. In our study, we involved users in the
early design process of the EPA framework. Although
we are aware of this limitation, we intentionally and
consciously chose a participatory research design. We
believe that users are experts in their own experience,
and that they hold the knowledge and capabilities to
be involved as partners in the development process.
Second, our study involved a low number of users due
to difficulties in recruitment. This might have led to
recruiting participants who are fully engaged in the
educational practices of the GP Training. Nevertheless,
our findings are rooted in two methodologies, namely
a modified Delphi method and semi-structured inter-
views. Therefore, we used triangulation to verify our
results [25]. Finally, although workshops are mostly
commonly in co-design studies [44], our study coin-
cided with the last COVID-19 lockdown, necessitat-
ing adjustments. To cope with these challenges and
uncertainties, we opted for methods that were the most
feasible for our participants at that moment. Despite
these challenges, the contributions from all stakehold-
ers were invaluable, particularly in exploring potential
implementation and evaluation issues.

Conclusion

For EPAs to be successful, they need to be acceptable
as an assessment framework by different stakeholders’
groups. Accommodation of competing stakeholders’
needs during the design process is crucial for enhancing
acceptability and effectiveness during implementation.
Our findings highlight the significance of collabora-
tive efforts to design EPAs, emphasizing its potential to
empower users, identify implementation barriers, and
pinpoint unintended consequences. Through this collab-
orative approach, wherein diverse stakeholders contrib-
ute their perspectives, we can create effective educational
solutions to complex assessment challenges.

Abbreviations

GP General Practitioner

CBME competency-based medical education

EPA Entrustable Professional Activity

CanMEDS  Canadian Medical Education Directives for Specialists

ICGPT Interuniversity Centre for GP Training
CcC clinical competence committee
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