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Summary
INTRODUCTION: Entrustable professional activities
(EPAs) are units of concrete daily clinical tasks that trainee
physicians should be able to handle with increasing au-
tonomy during their postgraduate training. EPAs are gain-
ing international recognition as an essential component
of competency-based medical training programmes. The
process of developing EPAs for a nationwide training pro-
gramme is complex and requires an in-depth understand-
ing of EPAs as a concept and good knowledge of ap-
propriate development processes. This article provides
a detailed description of the methodology and results of
a multi-step approach for developing a list of candidate
EPAs for Switzerland’s postgraduate training programme
in general internal medicine (GIM).

METHODS: We took a multi-step approach including a
systematic review of international literature, four national
focus groups, a national consensus process using a
RAND appropriateness method, and a quality check of the
selected candidate EPAs using EQual criteria.

RESULTS: These steps generated a final list of 247 candi-
date EPAs in general internal medicine that were submit-
ted for the national consensus process. After two rounds
of rating, experts agreed on the appropriateness for gen-
eral internal medicine postgraduate training of 225 candi-
date EPAs. Twenty-two were deemed inappropriate, and
disagreement persisted only for two EPAs.

DISCUSSION: This multi-step programme is one of the
few describing in detail the process of developing a list of
EPAs and providing evidence of validity at each step. The
clinical breadth of our candidate EPAs, together with the
detailed description of our methodology, could serve as a
useful starting point from which medical education special-
ists or clinicians could develop or revise applicable lists of
EPAs, particularly for postgraduate training programmes
in either general internal medicine or family medicine.

Introduction

Postgraduate medical training curricula must ensure that
junior physicians moving towards unsupervised practice
are proficient in all the essential domains of their profes-
sion and, therefore, adequately prepared to deliver compe-
tent care [1, 2]. In the past two decades, competency-based
medical education (CBME) has progressively become the
principal educational means of achieving these goals [1].
CBME provides training outcomes in terms of essential
competencies derived from an analysis of societal and pa-
tient needs[3]. Although competencies clearly describe
medical training outcomes, they represent a challenge in
assessment. Competencies describe personal attributes and
are not easily observable in the workplace [4, 5]. There-
fore, entrustable professional activities (EPAs) were devel-
oped as a useful complement to CBME [6, 7]. EPAs rep-
resent concrete daily clinical tasks that trainee physicians
should be able to handle with increasing autonomy and that
require the appropriate integration of multiple competen-
cies [8, 9]. EPAs facilitate assessment processes because
they are observable [10, 11], which is why clinical supervi-
sors and educators have shown a growing interest in them
since their introduction as a concept by ten Cate in 2005
[12–14]. Efforts to define EPAs for training programmes
remain ongoing in various contexts, with each speciality or
medical school moving at its own pace.

Published guidelines providing best practices on how to
describe EPAs [9, 15] and select them for comprehensive
training programmes are new [16–20]. Most of the liter-
ature on EPAs was published before these guidelines and
lacked, for example, details on the approaches used to es-
tablish lists of EPAs [14]. These approaches appear rela-
tively heterogeneous across training programmes. A recent
scoping review found that high-level evidence-based re-
search on the validity of EPAs was globally lacking [14].

Once we were aware of the challenges involved in the
process of selecting entrustable professional activities, and
considering the existing recommendations and guidelines,
we designed a strict, step-by-step approach to establishing
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a list of entrustable professional activities for postgraduate
training in general internal medicine (GIM) in Switzerland.

To overcome the limitations of previous studies and pro-
vide evidence of validity at each step of the process, we
also relied on the expertise of specialists in medicine, con-
sensus process technology and medical education.

The Swiss Society of General Internal Medicine (SSGIM)
is the largest medical speciality society in Switzerland,
with 8000 members. The SSGIM is the result of the 2015
merger between the former societies of internal medicine
and general (primary care) medicine; it thus covers internal
medicine practised in both ambulatory and hospital set-
tings. The postgraduate training programme for general in-
ternal medicine lasts five years, structured as three years of
“primary training” followed by two years of elective “sec-
ondary training”. Primary training involves at least two
years of residency in a hospital general internal medicine
department. Secondary training is organised into modules,
with a broad range of disciplines and settings for trainees
to choose from according to whether they wish to complete
their training as a hospital internist or a primary care physi-
cian [21]. The programme also requires junior physicians
to undergo training in different healthcare institutions.

In 2019, the SSGIM funded a project to develop a list of
EPAs for postgraduate training in general internal medi-
cine. This article describes the multi-step approach used to
produce a list of quality-verified candidate EPAs, with a
special focus on the national consensus process.

Methods

The methodological framework used to select our en-
trustable professional activities comprised four major
steps. First, we performed a systematic literature review
to identify all the published lists of EPAs for postgraduate
general internal medicine training programmes. Second,
we conducted a series of focus group discussions to com-
plement the literature review and add missing EPAs specif-
ic to the local context. Third, we submitted a list of EPAs
resulting from the two initial steps to a nationwide consen-
sus process [22]. Fourth, we analysed the resulting consen-
sus list using standard EPA quality criteria [23].

Participant recruitment

The project team drafted a preliminary list of potential par-
ticipants, representing the postgraduate education commit-
tee of SSGIM and the educational directors of various uni-
versity and non-university hospitals and outpatient clinics
of the three main linguistic regions. People on the list were
invited to participate in the project and propose other par-
ticipants. In this way, a purposive sample of physicians
and medical educators specifically involved in postgradu-
ate education and clinical supervision – trained and board-
certified as Swiss GIM specialists – were invited by email
to participate in the focus groups and consensus process.
Senior physicians of different ages, with various levels of
experience, from chief residents to postgraduate training
programme directors and members of the SSGIM’s med-
ical directorate, were eligible. We invited female and male
physicians from across Switzerland’s German-, French-
and Italian-speaking regions. We also considered the types
of activities that those physicians did across different gen-

eral internal medicine settings (large vs small institutions
and hospital vs outpatient clinic vs private practice).

Step 1: Systematic review

The methodological details and results of our systematic
review are described in a previous publication [24]. We
aimed to identify all the available lists of entrustable pro-
fessional activities developed internationally for postgrad-
uate training in general internal medicine. We followed
the PRISMA guidelines for conducting and reporting our
systematic review. Search strategies, including keywords
and databases, were built with the help of an expert li-
brarian. We extended our search to grey literature to be
as exhaustive as possible. The study selection and data
extraction were conducted by two authors independently.
The methodological quality of the included articles was as-
sessed by the same two authors, using validated tools.

Step 2: Focus groups

Organisation and management

The objectives of our focus group were to discuss which
professional activities were the most important in general
internal medicine and identify candidate entrustable pro-
fessional activities specific to Swiss contexts. We conduct-
ed four focus groups between 15 January and 22 January
2020, two involving physicians from inpatient settings and
two involving physicians from outpatient settings, with
two moderated in French and two in German.

We developed a focus group document to guide discus-
sions (supplementary file 1, available for download as a
separate file at https://doi.org/10.57187/s.3592). After re-
minding the participants about the concept and definition
of EPAs, we presented each group with an initial list of
24 EPAs selected from the preliminary literature review.
These formed the basis for discussions within our frame-
work, built around three main issues. First, participants
were asked to discuss the appropriateness and relevance
of the selected EPAs. Second, they were asked to identify
any additional EPA relevant to their practice. Third, with a
view to the evolution of medical practice, they were asked
to envision new EPAs that might become relevant in the
future.

The focus groups lasted two hours and were moderated
by two physicians specialising in medical education (MM/
DG or MM/SF). A methodologist (VP) managed the over-
all focus group schedule and took field notes to facilitate
the subsequent transcription of the discussions. At recruit-
ment, the physicians received an information sheet con-
taining the research project’s aims and signed a written
agreement that their data could be used anonymously in
the analysis. Twenty-eight general internal medicine physi-
cians agreed to participate, of whom half were female, 16
were working in hospital settings (nine from French- and
seven from German-speaking regions) and were 12 work-
ing in ambulatory settings (eight from French- and four
from German-speaking regions). Among those working in
hospital settings, nine were chief residents, and the remain-
ing seven were attending physicians.
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Data collection and analysis

The focus groups were audio-recorded and transcribed ver-
batim. The participants were assigned numbers to ensure
their anonymity. Qualitative content analysis [25] was per-
formed using MAXQDA Pro 2020 software (VERBI Soft-
ware GmbH, Berlin, Germany). Themes and broad cate-
gories were inductively derived from the content analysis
of the verbatim transcriptions, and these were used in the
next step of studying EPAs. We then deductively extracted
concepts useful for deriving future EPAs.

Step 3: Nationwide consensus process

Our nationwide consensus process used a modified RAND
appropriateness method (RAM) with two rounds of rating.
RAM is an internationally recognised technique that uses
a systematic approach and a panel of experts to classify
policies or practices according to their appropriateness [22,
26]. It combines features of the Delphi and nominal group
techniques [27]. The Delphi technique’s stages include
anonymous iterative rounds of postal or email question-
naires, the collection of individual and group feedback be-
tween rounds, and a summary of the findings [22]. The
nominal group technique consists of structured face-to-
face interactions that allow discussion and debate; it is a
particularly useful method for brainstorming and finding
consensus [22]. The RAM involves participants respond-
ing to a traditional Delphi questionnaire. During the subse-
quent face-to-face meeting, participants discuss the results
of the first round, and finally, they participate individually
in a second round of voting on the Delphi questionnaire’s
items [28].

Creation of a list of entrustable professional activities for
rating

We combined the list of EPAs discovered via our system-
atic review with those revealed through the focus group
analysis. These steps generated a final list of 247 candidate
EPAs that were submitted for rating (figure 1).

First round of rating

Twenty-eight of the 34 experts invited to participate in the
first round of individual ratings of the EPAs did so between
June and July 2021. They comprised 10 female and 18
male experts; 13 from French-speaking regions, three from
Italian-speaking regions and 12 from German-speaking re-
gions; and 16 working in hospital settings and 12 working
in ambulatory settings. Six of the 28 participating experts
were chief residents, representing recently trained physi-
cians able to reflect a learner’s perspective. Each of the
247 EPAs presented was to be rated using six statements
(see table 1). The experts were asked to rate each candidate
EPA according to their level of agreement with each state-
ment on a 9-point Likert scale.

Panel meeting and second round of rating

Fourteen experts who participated in round one agreed to
participate in round two, but only 11 eventually took part
during a face-to-face panel meeting held in Bern on 23
November 2021. They comprised four female and seven
male experts; three from French-, two from Italian- and six
from German-speaking regions; and five working in hospi-
tal settings and six working in ambulatory settings. Two of
the 11 participating experts were chief residents.

Figure 1: Selection process for entrustable professional activities (EPAs) submitted to the first round of voting.
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The panel received a detailed summary of the first round’s
results. Round two discussed and rated only those en-
trustable professional activities whose relevance or level
of entrustment had proven uncertain in round one or for
which significant disagreement had existed between raters.
EPAs for which a clear consensus existed on relevance or
level of entrustment (details in next section) were not dis-
cussed or submitted to the second round of rating. The 11
panellists did not re-rate when full entrustment was expect-
ed (1st–3rd PGY vs 4th–5th PGY) because round one’s re-
sults were clear and coherent. The EPAs presented at this
face-to-face meeting were first discussed in depth and then
rated individually and privately.

RAM data analysis

Following the RAM guidelines [26], each rating was cat-
egorised based on the median of the experts’ ratings (1–3
= inappropriate; 4–6 = uncertain; 7–9 = appropriate) and
the level of intra-panel disagreement. Disagreement on cat-
egorisation was considered to exist when at least one third
of the ratings ranged from 1 to 3 and another third ranged
from 7 to 9. In cases of disagreement, ratings were cate-
gorised as uncertain, irrespective of the median.

We calculated medians and interquartile ranges for the
overall results but also for subgroups of experts (hospital
vs ambulatory practice and German- vs French- or Italian-
speaking regions). To identify differences between these
subgroups, we used Fisher’s exact test to compare rating
category proportions and the Mann–Whitney test to com-
pare rating distributions. Statistical analyses were per-
formed with STATA17® (StataCorp. 2021. Stata Statistical
Software: Release 17. College Station, TX, USA: Stata-
Corp LLC.).

Step 4: Evaluating the entrustable professional activi-
ties selected via the consensus process

Considering the article by Taylor et al.[29], we added a fi-
nal step to our framework, aimed at evaluating whether the
quality and structure of the selected EPAs aligned with the
existing EPA standards. Three authors experienced with
the concept of EPAs (MM/DG/SF) independently assessed
each selected EPA using five EQual criteria (1. This EPA
has a clearly defined beginning and end; 2. This EPA is in-
dependently executable to achieve a defined clinical out-
come; 3. This EPA is specific and focused; 4. This EPA
is observable in process; 5. This EPA is measurable in
outcome) [23]. EPAs that failed to meet one or more of
these criteria were excluded. Disagreements were resolved
through discussion.

This study was performed following the ethical standards
stated in the Declaration of Helsinki. All participants pro-
vided their written informed consent. Under institutional

and national regulations, our study was deemed exempt
from formal ethical approval.

Results

Systematic review

The review identified 16 entrustable professional activity
lists established for general internal medicine postgraduate
training programmes, 15 of which were established in Eng-
lish-speaking countries (the US, Canada, Australia and the
UK). These lists yielded 308 candidate EPAs, which we
further classified into six domains (care and management
of the general adult population; care and management of
specific populations or needs; care coordination and col-
laboration; management and leadership; healthcare quality,
education and research activities; miscellaneous) [24].
Since several lists of EPAs included in the systematic re-
view were published before the definition of specific
guidelines [9], EPAs were, when needed, reformulated to
better match recently recommended styles and wording [9]
After the reformulation or elimination of redundant EPAs,
204 final candidate EPAs were presented for rating.

Focus groups

The deductive focus group analysis retrieved 256 themes,
60 of which were selected because they were formulated
as professional activities; 17 were subsequently removed
because they were already on the list obtained from the
systematic review. Forty-three candidate EPAs were finally
grouped into the six categories proposed by Valding et al.
[24] and added for rating.

These steps generated a final list of 247 candidate EPAs
in general internal medicine (figure 1) that were included
in the first round of rating (supplementary file 2, available
for download as a separate file at https://doi.org/10.57187/
s.3592).

Modified RAND appropriateness method (RAM)

The complete dataset of the aggregate and subgroup analy-
ses of the RAM is accessible on the open-source repository
Zenodo (https://doi.org/10.5281/zenodo.10463141).

After the first round of rating, 159 of 247 EPAs (64.3%)
were considered appropriate (median score ≥7/9) for post-
graduate training in general internal medicine in Switzer-
land, for both the hospital and ambulatory tracks. Thirty-
one EPAs (12.5%) were agreed to be inappropriate
(median score <4), with 22 deemed not relevant for the
hospital GIM track and nine deemed not relevant for the
ambulatory GIM track. This left 49 EPAs (19.8%) of un-
certain relevance (median score 4–6). Intra-panel disagree-
ments were very rare and involved the relevance of four

Table 1:
Statements about the candidate entrustable professional activities (EPAs) submitted for rating.

1. The proposed EPA is relevant for hospital practice.

2. The proposed EPA is relevant for ambulatory practice.

3. Full entrustment should be expected during: the first part of the training (1st–3rd PGY*).

the second part of the training (4th–5th PGY*).

4. The maximum level of entrustment expected at the end of the postgraduate general
internal medicine training should be:

level 4: performed with at-distance supervision.

level 5: no supervision needed and able to supervise junior colleagues.

* PGY: postgraduate training year
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EPAs (1.6%) and the level of entrustment of two EPAs.
The second round of rating thus included 83 (34%) EPAs.

After two rounds of rating, the expert panel agreed that
225 candidate EPAs (91%) presented were appropriate for
the postgraduate training of general internal medicine in
Switzerland and 22 were inappropriate. Disagreement per-
sisted for only two EPAs. Most of the 22 EPAs considered
inappropriate concerned the care of patients with specific
needs, such as pregnant women with obstetric, perinatal or
delivery problems or the care of newborns and children.
Supplementary file 3 (available for download as a separate
file at https://doi.org/10.57187/s.3592) shows details of the
RAM process results. To make the table easier to under-
stand, we organised the 225 candidate EPAs into seven do-
mains and 26 contexts, adapted from those proposed by
Valding et al. [24].

Of the 225 EPAs selected, 180 (80%) were considered rel-
evant both for the ambulatory and hospital postgraduate
training tracks, 27 (12%) were considered relevant only for
the ambulatory track and 18 (8%) were considered relevant
only for the hospital track (supplementary file 3). Regard-
ing levels of entrustment, the expert panel agreed that by
the end of postgraduate training, full entrustment (level 5)
should be expected for most (83.6%) of the EPAs selected.
The full entrustment of 21 (9.3%) should be achieved ear-
lier, during the first part of postgraduate training (supple-
mentary file 4, available for download as a separate file at
https://doi.org/10.57187/s.3592). By the end of postgradu-
ate training, a maximum entrustment of level 4 (able to be
performed with supervision at a distance) was expected for
37 EPAs (16.4%) (supplementary file 3).

Analysis of the ratings of different physician subgroups
(linguistic regions and work settings) showed very high
rates of agreement. For example, only nine EPAs (4%)
were assigned to different categories of appropriateness by
physicians working in hospital or ambulatory settings (sup-
plementary file 5, available for download as a separate file
at https://doi.org/10.57187/s.3592).

Revised candidate EPAs selected through
RAM consensus and EQual criteria

After independently analysing the 225 EPAs using the
EQual criteria [23], the authors agreed to exclude a further
69 EPAs that did not fulfil these standard quality criteria.
Most of the excluded items involved either competencies
(e.g. “Respecting patients’ autonomy in decision-making”)
or activities not having a clear beginning or end (e.g.
“Sharing uncertainties with colleagues” or “Developing a
personal learning plan for future practice”). The following
list shows the final list of 156 quality-checked candidate
EPAs (121 common; 16 hospital medicine only; 19 family
medicine only).

EQual criteria considered:

1. This EPA has a clearly defined beginning and end.

2. This EPA can be executed independently to achieve a
defined clinical outcome.

3. This EPA is specific and focused.

4. This EPA is observable in process.

5. This EPA is measurable in outcome.

(h) = specific to hospital physician track; (p) = specific to
primary care physician track

Domain 1: Care and management of the general adult
population

Acute medical conditions

1. Caring for patients with common acute diseases

2. Caring for acutely ill patients across multiple care set-
tings

3. Caring for patients with complex acute diseases

4. Managing an acute unselected take

5. Providing first-contact access to patients with medical
problems

6. Triaging medically ill patients to an appropriate level
of care

7. Managing patients with common general medical con-
ditions including urgent referrals from A&E

8. Assessing patients with common acute medical pre-
sentations in acute care settings

9. Providing initial management for patients with com-
mon acute medical presentations in acute care settings

10. Developing care plans for patients admitted to acute
care settings with common medical problems

11. Assessing patients with complex or atypical acute
medical presentations

12. Managing patients with complex or atypical acute
medical presentations

13. Assessing patients with common internal medicine
presentations

14. Proposing management plans for patients with com-
mon internal medicine presentations

15. Managing patients with uncertain diagnoses and/or un-
clear/undecided treatments

16. Caring for adults with serious acute presentations

17. Diagnosing patients with acute injuries

18. Managing aggressive patients

19. Managing sex-related health problems

20. Admitting patients with new acute problems to a med-
ical ward (h)

21. Managing patients with acute exacerbations of chronic
diseases (h)

22. Managing an acute specialty-related take (h)

23. Caring for inpatients during on-call shifts (h)

24. Providing telephone management of ambulatory pa-
tients with acute medical problems (p)

25. Assessing patients with common medical problems in
an outpatient clinic (p)

26. Managing patients with common medical problems in
an outpatient clinic (p)

27. Caring for adults with minor episodic problems (p)

28. Managing patients with acute injuries (p)

29. Caring for outpatients during on-call duties (incl. home
visits) (p)

30. Carrying out a home visit (p)
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Unstable patients

1. Resuscitating unstable, critically ill or acutely deterio-
rating patients

2. Identifying acute, emergent problems

3. Managing acute, emergent problems

4. Identifying unstable patients

5. Providing care for patients with medical emergencies

6. Referring patients as needed for emergent conditions

7. Recognising unstable patients requiring referrals for
higher level of care

8. Stabilising unstable or critically ill patients (h)

9. Caring for unstable or critically ill patients (h)

10. Admitting medical ICU patients (h)

11. Managing medical ICU patients (h)

12. Providing definitive management plans for patients
who are critically ill (h)

13. Managing patients admitted to intermediate care units
(h)

Chronic medical conditions

1. Assessing patients with complex chronic conditions

2. Managing patients with complex chronic conditions

3. Assessing women of reproductive age with common
chronic general internal medicine conditions

4. Counselling and supporting patients in the self-man-
agement of chronic diseases

5. Managing polymedication

6. Managing patients with uncertain diagnoses and/or un-
clear/undecided treatment

7. Managing the longitudinal aspects of care in medical
inpatients (h)

8. Counselling women of reproductive age with common
chronic general internal medicine conditions (p)

9. Providing care for patients in non-traditional ways dur-
ing and between office visits (e.g. telephone, email, re-
mote-access EHR access, group visits, etc.) (p)

10. Performing home visits (p)

Preventive care and screening

1. Utilising pharmacological and non-pharmacological
measures to minimise risk factors for disease progres-
sion and complications

2. Implementing health promotion strategies in patients
with or at risk for disease

3. Providing preventive care and health promotion

4. Providing recommended preventive care to adults

5. Provide age-appropriate screening and preventive care
(p)

Procedural skills

1. Performing general internal medicine procedures

2. Performing point-of-care ultrasound (POCUS) assess-
ment

3. Obtaining informed consent for procedures

4. Performing common family medicine procedures (p)

Domain 2: Care and management of patients with spe-
cific needs

Adolescent patients

1. Providing recommended preventive care to adoles-
cents (p)

2. Caring for adolescents with common conditions (p)

3. Caring for adolescents with serious acute conditions
(p)

4. Determining when adolescents require hospital admis-
sion and inpatient care (p)

Pregnancy

1. Diagnosing internal medicine conditions during preg-
nancy

2. Investigating internal medicine conditions during preg-
nancy

3. Managing internal medicine conditions during pregnan-
cy

4. Diagnosing internal medicine conditions after pregnan-
cy

5. Investigating internal medicine conditions after preg-
nancy

6. Recognising emergent obstetrical conditions and refer-
ring to specialists as appropriate

7. Providing pre-conception care (p)

Elderly patients

1. Caring for elderly patients with minor episodic prob-
lems

2. Caring for elderly patients with chronic conditions

3. Caring for elderly patients with multiple medical prob-
lems

4. Caring for elderly patients with an acute serious pre-
sentation

5. Managing elderly patients with multiple comorbidities

6. Assessing and managing elderly patients presenting
with undifferentiated symptoms and common (key)
conditions

7. Conducting periodic health exams for elderly patients
(p)

Palliative and end-of-life conditions

1. Caring for patients at the end of life

2. Providing care for patients with end-stage diseases

3. Providing care for palliative patients and their families

Vulnerable populations

1. Identifying language, cognitive, functional or cultural
barriers in continuity clinic patient visits

2. Accommodating language, cognitive, functional or
cultural barriers during patient visits

3. Assessing the health of vulnerable populations (e.g.
those with functional impairment, cognitive impair-
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ment, multiple or high-risk medications, multiple
chronic diseases, substance abuse)

4. Intervening to promote the health of vulnerable popu-
lations

5. Recognising situations of (domestic) violence

6. Managing situations of (domestic) violence

Mental health conditions

1. Assessing patients with common mental health issues

2. Managing patients with common mental health issues

3. Following up with patients with common mental
health issues

Perioperative care

1. Providing perioperative assessments

2. Providing perioperative care

Ethical issues

1. Assessing the patient’s capacity for medical decision-
making

2. Leading an ethical deliberation process or consultation
in ethically difficult situations

Legal issues

1. Completing insurance certificates (incl. drawing up
medical certificates, death certificates and certificates
for disability insurance, as well as providing reports to
insurance companies for the benefit of the patient) in
accordance with current regulations

2. Writing medical reports for legal authorities concern-
ing restrictions of civil rights (incl. driving capacity)

3. Assessing work incapacity

4. Assessing patients’ capacity of discernment

5. Identifying patients needing involuntary admissions,
in accordance with current regulations

Domain 3: Care coordination

Interprofessional collaboration

1. Recognising common non-internal medicine (e.g. sur-
gical, neurological, dermatologic, etc.) problems

2. Managing patient medical problems in other speciali-
ties

3. Consulting specialists and other health professionals,
synthesising recommendations and integrating them
into care plans

4. Providing expert advice in internal medicine consulta-
tions to other clinical specialities

5. Providing expert advice in internal medicine consulta-
tions to off-site healthcare providers

6. Referring patients for speciality consultation as their
conditions require

7. Activating community resources to meet patients’
needs

8. Responding to urgent requests from nurses or col-
leagues

9. Performing patient handover

Transition of care

1. Managing transition of care

2. Recognising patient conditions requiring hospitalisa-
tion

3. Managing patients requiring hospitalisation

4. Creating safe discharge plans for hospitalised patients
(h)

5. Communicating discharge plans to hospitalised pa-
tients (h)

6. Coordinating the discharge of hospitalised patients (h)

Domain 4: Communication

Communication with patients and families

1. Leading family meetings

2. Communicating financial issues associated with care
to patients and families

Communicating complex topics and in difficult situations

1. Leading interprofessional family meetings to discuss
serious or sensitive news

2. Discussing serious news with a patient and/or family
(i.e. breaking bad news)

3. Discussing complex aspects of care with patients, fam-
ilies and caregivers

4. Discussing end-of-life perspectives with patients in
palliative care

5. Managing complex communication, including con-
flicts, with colleagues, patients and families

6. Communicating genetic information to patients and
families (personalised medicine)

Motivational speaking and behavioural counselling

1. Performing behavioural counselling with a patient

2. Using motivational interviewing to help a patient
change their health-related behaviour

Defining care plans and goals

1. Discussing the risk–benefit balance of treatments with
patients and families (integrating patients’ preferences
and perspectives)

2. Discussing patients’ care goals

3. Customising care plans to meet patients’ care goals
during a clinic visit

4. Engaging patients in advanced care planning

5. Carrying out a goals-of-care family meeting

6. Setting mutual health goals, taking into account the
culture and health beliefs of patients and families

Domain 5: Management and leadership

Managing time and daily work priorities

1. Managing priorities during on-call duties (e.g. night
shift)
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2. Managing an inpatient medical service

3. Managing a typical ambulatory GIM practice (includ-
ing patient referrals, flow and follow-up) (p)

Leading teams

1. Leading interprofessional healthcare teams

2. Leading multidisciplinary meetings to discuss com-
plex patient situations

3. Facilitating team huddles

4. Facilitating formal team meetings

5. Managing the daily work organisation of a team (incl.
time management, prioritisation of clinical and admin-
istrative work)

6. Leading a GIM inpatient team (h)

7. Conducting an interdisciplinary ward round (incl. set-
ting priorities, synthesising situations to patients and
nurses) (h)

Domain 6: Quality of care

EBM practice

1. Critically interpreting scientific publications and data

2. Accessing the reliability of data in medical literature

3. Performing medical literature searches to answer spe-
cific clinical questions

Patient safety and healthcare quality improvement

1. Caring for patients who have experienced a patient
safety incident (i.e. adverse event)

2. Performing root cause analyses of critical incidents
(incl. medical error, near miss, preventable emergency
room visit or re-admission) and patient complaints

3. Managing patient-level safety concerns (incl. identify-
ing, announcing, analysing, documenting and imple-
menting strategies to avoid recurrence, as well as dis-
closing errors to patients)

Managing health data and electronic health records

1. Documenting patient medical information and care
plans via an electronic health record (EHR) effectively
and in a time-efficient manner

2. Performing a comprehensive medication review and
reconciliation utilising an electronic health record
(EHR)

3. Documenting clinical encounters

4. Documenting patient medical information via an EHR

Domain 7: Educational and research activities

Providing teaching, clinical supervision and mentoring

1. Supervising junior learners in the clinical setting

2. Teaching learners in the clinical setting

3. Coaching learners in the clinical setting

4. Assessing learners in the clinical setting

Discussion

The work of determining a list of entrustable professional
activities in general internal medicine by using an explicit
process of finding consensus is not new [24]. Nevertheless,
to date, most published lists of EPAs have been created
from scratch by local expert groups, with only limited de-
scriptions of the methodologies used [14]. Additionally,
most of those lists were developed before the 2015 publi-
cation of a reference standard for describing EPAs [8, 9,
30] and the 2021 recommendations for developing valid
lists of EPAs to describe professional practice [29]. Young
et al. highlighted the importance of adopting methods for
developing EPAs that would ensure descriptions of activi-
ties that were valid for the profession [31]. Ensuring con-
struct validity during the development of EPAs is essential
to ensuring the quality of the assessments that trainees will
undergo based on those EPAs [29, 32]. Thus, a number of
the existing lists of EPAs do not meet those quality criteria
[24] and are of limited utility for practice groups preparing
or revising their lists of EPAs.

To the best of our knowledge, the present work is among
the first to give a detailed description of the process of de-
veloping a list of EPAs and providing evidence of validity
at each step, as proposed by Taylor et al. [29]. To achieve
this, our innovative contribution has been to bring a range
of experts into the project, both from the medical field and
from the fields of medical education, consensus approach,
and qualitative and quantitative analysis.

The participants in the focus groups and consensus process
were selected to ensure their representativeness across all
aspects of the profession and limit selection bias [29]. The
identification of a preliminary list of candidate EPAs was
achieved by integrating two different approaches, includ-
ing the results of a systematic review of international lit-
erature. A consensus on the candidate EPAs was achieved
using the RAM method, which combines the nominal
group technique and a modified Delphi methodology [29,
33]. The nominal group technique’s appropriateness for
identifying candidate EPAs [34] and the high inter-rater re-
liability demonstrated by the modified Delphi process con-
sensus strengthen the validity of our results.

Most of the EPAs selected by the expert panel (80%) were
found to be appropriate for both the hospital and ambula-
tory postgraduate training tracks. Subgroup analyses con-
firmed good agreement between clinical supervisors active
in hospital and ambulatory settings and between Switzer-
land’s three major linguistic regions. Only 4% of the EPAs
were given very divergent ratings. This was not surprising
since Switzerland’s postgraduate training programme in
general internal medicine requires every internist to do
some training in both inpatient and outpatient structures,
enabling all to develop a good understanding of the profes-
sional activities specific to both settings.

The small number of EPAs judged inappropriate may be
surprising, however. Given that most of the EPAs originat-
ed from a systematic review – which mainly included lists
of EPAs developed in English-speaking countries (the US,
Canada, the UK and Australia) – we might have expect-
ed more to be deemed unsuitable for Switzerland. This re-
sult may suggest common roots and practices in general
internal medicine, at least among these countries, and the
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potential to generalise our findings beyond a particular
national context. On the other hand, this result may also re-
flect the broad range of professional activities within gen-
eral internal medicine, a medical speciality whose embod-
iment of holistic patient care is part of its philosophy and
specificity. Other, more organ-focused specialities, such as
cardiology, have opted to describe EPAs based on the dis-
eases that they treat [35], but this is unsuitable for general
internal medicine.

Our expert panel considered that only a minority of the
professional activities in general internal medicine (10%)
should be fully entrustable to junior physicians during the
first part of their training. This likely reflects the chal-
lenges in deciding precisely when a trainee is ready to care
for patients without supervision. Entrustment decisions de-
pend on not only the trainee’s experience but also their
supervisor’s personality and the nature and complexity of
the activity under observation [36]. Moreover, determining
the right time to give that trust implies a trade-off between
two potential risks: entrusting a junior physician too early
may negatively affect patient safety. Conversely, a supervi-
sor’s excessive caution may delay the development of au-
tonomy and negatively impact the learning curve of junior
physicians [37]. Our expert panel’s low propensity to grant
full entrustment during the first part of postgraduate train-
ing may originate from their consideration of these fac-
tors. At an early stage of implementation of a new training
and assessment strategy, this caution seems appropriate.
Avoiding strict rules on full entrustment will allow more
real-world flexibility for junior physicians, their supervi-
sors and their training institutions.

Strengths and limitations

One limitation of our study is that some entrustable pro-
fessional activities submitted to the rating process did not
completely match the proper criteria defining an EPA.
EPAs are a recent concept, and how physicians and med-
ical educators understand the underlying construct is still
evolving. Several of the lists of EPAs included in our sys-
tematic review were developed before the quality criteria
for describing EPAs were published [23]. This is why our
final selection used the EQual criteria [23]. We believe that
this final step improved the validity, usefulness and gener-
alisability of our results.

Since the quality criteria to assess EPAs are now better un-
derstood and recognised, it might be more efficient to ap-
ply them to the process of EPA development earlier than
we did (e.g. before submitting candidate EPAs to a panel
for consensus).

Although our list of EPAs in general internal medicine is
well-aligned with other lists published in the Global North
[24], our results may not be generalisable to countries with
different types of healthcare systems and needs or in which
GIM does not include ambulatory practice. Therefore, we
have highlighted those EPAs that are solely relevant to am-
bulatory practice.

We have already described our study’s strengths. Its ex-
plicit design enabled us to demonstrate the validity of each
step in our process and aligned with Taylor et al.’s five-step
framework for delivering valid descriptions of profession-
al practice [29]. Moreover, integrating a systematic review

with a RAM methodology to establish a national consen-
sus proved particularly appropriate in a field where the sci-
entific literature remains limited [26].

Next steps

This research project’s results provide a valid and con-
sensual new list of revised candidate entrustable profes-
sional activities [29] for postgraduate training programmes
in general internal medicine. Some of these EPAs, such
as “Providing care for patients with end-stage diseases”,
“Conducting an interdisciplinary ward round”, “Managing
transitions of care” and “Performing medical handovers”,
could also be relevant to other medical specialities or
healthcare professions.

Nevertheless, because this list was developed using the re-
sults of a systematic literature review and the analysis of
focus groups, it will not be directly implementable as such
into a training programme. This is because of the large
number of candidate EPAs obtained and the variability in
formulations, with some describing concrete activities and
others seeming vaguer. Guidelines suggest limiting lists for
a single programme to a maximum of 20–30 EPAs [9].
Therefore, programme committees will be forced to find
a balance between a manageable number and the breadth
of EPAs [9]. This could be a challenge for holistic disci-
plines such as general internal medicine, but it will be pos-
sible to achieve this balance by aggregating similar con-
crete EPAs around a broader title or specifying broad EPAs
using smaller (“nested”) activities [9]. Building on this
list, a group of internists and medical education specialists,
mandated by the Postgraduate Education Committee of the
Swiss Society of General Internal Medicine (SSGIM), is
currently working on selecting, aggregating and elaborat-
ing a final list of EPAs that will meet current recommen-
dations for fully described EPAs [9, 20]. Although they
are the outcomes of the personal choices of the authors,
their proposal to aggregate EPAs under 26 broader head-
ings (table 2) is just one example of how it will be possible
to end up with fewer EPAs by combining those relating to
similar or interconnected activities.

We believe that the clinical breadth of our candidate EPAs,
together with the detailed description of our methodology,
could serve as an interesting and useful starting point from
which medical education specialists or clinicians could de-
velop or revise applicable lists of EPAs, particularly for
postgraduate training programmes in either general inter-
nal medicine or family medicine.
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