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Abstract
Background:

The development of Entrustable Professional Activities (EPAs) has generally focused on expert panel
approaches, which are often limited to physician stakeholders. Optimally, a much wider group of
stakeholders should be consulted and include all people gaining value from trainees’ patient care
performance. The present study explored the perceptions of a variety of stakeholder groups regarding the
relevance and comprehensiveness of EPAs developed for a Canadian Family Medicine Residency
program.

Methods:

Through the use of an online survey consisting of dichotomous and open-ended questions, this study
explored and compared the perceptions of a variety of stakeholder groups (policy makers, health
administrators, health professionals, teachers, and public) regarding the relevance and
comprehensiveness of 25 EPAs articulated by a family medicine residency program.

Results:

Agreement on appropriateness of the 25 articulated EPAs ranged from 90% to 100%, displaying a high
level of alignment between stakeholders. Stakeholders identify two gap areas within the EPA framework:
1) provision of surgical assistance and 2) addictions care.

Conventional content analysis identi�ed three key themes that cut across multiple areas of the survey: 1)
Interprofessional collaboration (IPC), 2) Inclusivity, and 3) Scope of EPAs.

Comparative analysis consisted of exploring agreements, gaps, and other differences of perspectives
between stakeholder groups. Although many of the stakeholder groups made comments regarding IPC
and Inclusivity, the patient group in particular was more likely to raise these themes. Comments from
patient groups were also overall more general, identifying overarching trends rather than speci�c pinpoint
issues. Physicians, other health professionals, and resident groups, (Ie. health professional groups) on
the other hand tended to answer with much more speci�city, identifying issues relating to scope of EPAs.

Conclusions: 

The present study demonstrates that a multi-stakeholder approach can feasibly be used to validate an
EPA framework. In addition to con�rming that a previously articulated set of EPAs largely re�ected the
range of activities expected of family physicians serving a population, it identi�ed a number of potential
areas of improvement in the framework.  

Background
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Upon completion of residency training, family medicine graduates tend to leave with highly varied
experiences and skill sets.1–4 The lack of consistency in acquired skills can lead to unsatisfactory patient
experience and outcomes,1,5 as well as graduate doctors being more uncertain in their abilities.1,2,6,7 One
increasingly common method to enhance patient safety and the uniformity of learned skills in graduating
medical residents is to incorporate Entrustable Professional Activities (EPAs) into a Competency-based
Medical Education (CMBE) framework.8–11

CBME is an outcomes-based approach structuring a medical education program using an organized
framework of competencies (e.g. CanMEDS-FM 2017). 10 In this system, a curriculum is organized
around the outcomes expected of a resident and that resident’s advancement and successful completion
is dependent on having achieved those expected outcomes.12 One way to de�ne and codify outcomes is
to use a set of EPAs — units of work that are observable and measurable and that integrate knowledge,
skills, and attitudes into authentic professional tasks.13 These are the core tasks, that collectively
describe what the graduate from a program is expected and entrusted to do unsupervised in practice.

EPAs not only outline clear goals for learners but also act to formalize supervisors’ daily clinical
entrustment decisions in their residents by providing a framework to document the progression of
trainees’ skills14 The intended outcome of implementing EPAs is a health professional who can practice
medicine at a de�ned level of pro�ciency, in accord with local conditions, to meet local needs safely.15,16

Optimally, when developing of competency frameworks and EPAs, a wide group of stakeholders should
be consulted. When de�ning stakeholders in medical education, this term should not be limited to only
the people gaining value from the training of physicians (e.g., supervising physicians). Rather,
stakeholders should encompass all those gaining value from trainees’ patient care performance.17–21

This partnership of stakeholders can be visualized as the World Health Organization’s Social
Accountability Pentagram.22

Unfortunately, the development of EPAs has generally focused solely on expert panel approaches, often
limited to only physician members.23 It is also common for senior physicians’ perceptions to overshadow
the perspectives of other stakeholders, 25–27 exposing a clear gap in social accountability. Previous
studies have demonstrated that different stakeholders do not necessarily always agree on the
competencies needed to provide safe high-quality patient care.23,27,28 Consistent with stakeholder theory,
it is thus necessary to engage multiple stakeholders to properly identify trainees’ key roles and observable
behaviours.28 Engaging a wide breadth of stakeholders in the development of EPAs will ensure a socially
accountable approach is taken, that produces family physicians prepared to safely meet local needs.

In 2015, University of Manitoba’s Department of Family Medicine’s residency program committee, a
predominantly physician faculty expert group, articulated a core set of EPAs for its Family Medicine
Residency program. As it prepared for a revision of its EPA framework, the department sought to include
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input from a wider group of stakeholders, including all people gaining value from trainees’ patient care
performance.

This study aims to explore the perceptions of a wide variety of stakeholders regarding the relevance and
comprehensiveness of 25 EPAs developed by educators in the Department of Family Medicine for the
University of Manitoba’s core Family Medicine Residency Program.

Methods
Participants: Five key stakeholder groups identi�ed from the social accountability pentagram 21–22 were
chosen to participate in completion of the survey. This includes policy makers, health administrators,
health professionals, teachers, and the public.

Participants from the policymaker group were sourced from the senior staff in the Primary Care Branch of
the provincial Ministry of Health, Shared Health (a provincial organization which coordinates health
services delivery) and the College of Physicians and Surgeons of Manitoba. The health professionals
group included family physicians, nurse practitioners, physician assistants, and other health
professionals within provincial primary care programs. The academic community consisted of family
medicine teachers and residents within the University of Manitoba’s Department of Family Medicine. The
patient group was surveyed generally through Local Health Involvement Groups and the health
administration group included senior leaders from regional health authorities.

Process: An online survey was administered through Survey Monkey to validate the relevance and
comprehensiveness of the 25 current EPAs articulated by the University of Manitoba core Family
Medicine Residency program. EPAs were broken into �ve categories including; 1. Community-based
Primary Care, 2. Emergency and Urgent Care, 3. Hospital Care, 4. Maternal and Newborn Care and 5.
Leadership, Advocacy and Scholarship. Invitations to participate were emailed to all stakeholders twice;
once for initial participation, and once as a subsequent reminder. The survey ran for one month from
June 22 to July 22, 2021. The survey consisted of a combination of semi-open and open-ended
questions. Participants were asked whether each of the 25 outlined EPAs should be considered a key
activity (yes/no) that a graduating family physician should be able to perform independently by the end
of training. In each EPA section, participants were prompted to provide an explanation if they chose “No”
to any of the current EPAs, thought any additional EPAs should be included, or had any additional
comments. Finally, participants were asked to identify which stakeholder group or groups they belonged
to.

Analysis: Analysis of responses included conventional content analysis and comparative analysis of
various stakeholders’ perspectives. The �rst step was conventional content analysis29 where a coding
structure was developed inductively. Speci�cally, all comments from open-ended questions were reviewed
by the research team and discussed until a consensus was reached on a list of core themes. Core themes
were identi�ed globally across all EPA sections and individually within each EPA section. The lists of core
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themes served as the basis for the subsequent step, comparative analysis of the identi�ed themes.
Comparative analysis consisted of exploring agreements, gaps, and other differences between
stakeholder groups perspectives through a group discussion with the study team. The study team
consisted of the �rst and second authors.

No incentives were given for completion of the survey. Ethical approval for this study was granted by the
University of Manitoba Health Research Ethics Board (HREB).

Results
Overview of sample: A total of 57 participants initiated the survey, with 49 fully completing it, yielding a
completion rate of 86%. The responders covered all dimensions of the social accountability pentagram
21–22 : policy makers (5), health administrators (4), family physicians (22 - 20 involved with family
medicine residency teaching, 2 not involved), other health professionals (6), family medicine residents (7)
and members of public/patient (15). Participants were allowed to select multiple roles they belonged to,
thus the total participant number does not equal that of the participants breakdown. Of all responders,
84% provided some free text responses (169 comments in total), thus providing a rich set of qualitative
data.

EPA-speci�c comments: Agreement on appropriateness of EPAs ranged from 90–100%, displaying a high
level of alignment between stakeholders regarding the appropriateness of the 25 articulated EPAs. Global
agreement on each EPA can be found in Table 1.
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Table 1
EPA Descriptions with Global Agreement of Stakeholders

EPA
Number

EPA Description Global
Agreement
(%)

  Community-based Primary Care

1 Provide recommended preventative care to adults

In the outpatient setting, the residents will provide evidence-based
preventative care. He/she will adapt and individualize the review, exploring
new symptoms and signs as indicated. He/she will apply evidence-based
prevention guidelines in a patient-centred way, and provide lifestyle
counselling as needed.

96.49

2 Provide recommended preventative care to infants, children and
adolescents

In the outpatient setting, the residents will perform evidence-based periodic
health exams for infants, children, and adolescents. He/she will
demonstrate adaptability, individualizing the review in a patient-appropriate
manner, as well as exploring new symptoms and signs as indicated. He/she
will be aware of changing cognitive and developmental stages in children,
and modify their approach accordingly as they assess and build their
therapeutic relationship with the patient.

94.74

3 Assess, manage, and follow-up adults with undifferentiated symptoms or
common (key) conditions

Across multiple settings, the resident will demonstrate an ability to assess
and manage patients presenting with undifferentiated symptoms and
common conditions, working e�ciently though an appropriately broad
initial differential diagnosis, and ruling out potential dangerous diagnoses.
He/she will develop appropriate follow-up management plans.

98.25

4 Assess, manage and follow-up infants, children and adolescents presenting
with undifferentiated symptoms or common (key) conditions

Across multiple settings, the resident will demonstrate an ability to assess
and manage infants, children, and adolescents presenting with
undifferentiated symptoms or common conditions, working e�ciently
though an appropriately broad initial differential diagnosis, and ruling out
potential dangerous diagnoses. He/she will develop appropriate follow-up
management plans.

94.74

5 Manage and follow-up patients with common chronic conditions and
multiple co-morbidities

Across multiple settings, the resident will adeptly provide guideline-guided
care for chronic conditions, adapting targets and plans of care based on a
patient’s individual factors. The resident will manage multiple medical
problems, prioritizing as indicated.

98.25
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EPA
Number

EPA Description Global
Agreement
(%)

6 Manage and follow-up the elderly patient with multiple co-morbidities

Across multiple settings, considering capacity for consent, need for a
substitute decision maker, and advanced directives, the resident will provide
guideline-directed care for elderly patients. The resident will adapt targets
and plans of care based on the patient’s individual factors, and manage
multiple medical problems, prioritizing as indicated.

98.25

7 Identify, diagnose, evaluate and manage patients with common mental
health issues

Across multiple settings, the resident will effectively assess and manage the
full range of mental health issues, including emergency presentations and
involuntary treatment when appropriate. He/she will use speci�c
counselling techniques as indicated, and use the capacity of the multi-
disciplinary team.

91.23

8 Provide palliative and end-of-life care

Across multiple settings, the resident will be able to care for patients with
advanced, complex, or terminal conditions, while considering capacity for
consent, and advanced directives. He/she will understand goals of care and
judiciously balance burden versus bene�t when considering management.
The resident will manage the range of symptoms as effectively as possible,
working within the multi-disciplinary team.

91.23

9 Perform common family medicine procedures

Across multiple settings, the residents will demonstrate competency in
performing core set of family medicine procedures.

98.25

10 Provide expert advice and obtain consultation for patients

Across multiple settings, the resident will identify patients whose condition
would be improved by care provided by a consultant. The resident also
provide advice at the request of colleagues.

98.25

11 Facilitates and manages care transitions

The resident plans and coordinates transitions between care settings for a
patient and ensures appropriate follow-up with the patient’s family
physician.

98.25

  Emergency & Urgent Care

12 Recognize and provide initial management of common emergencies

In an emergency room or urgent care setting, the residents will demonstrate
the ability to arrive at a timely and correct diagnosis considering an
appropriately broad differential (including dangerous causes), prioritize and
assess/reassess appropriately, and initiate management and treatment in a

timely way. The resident will effectively engage the health care team to
optimize patient care.

100.00
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EPA
Number

EPA Description Global
Agreement
(%)

  Hospital Care  

13 Determine when a patient requires admission and inpatient hospital care

The resident will demonstrate the ability to determine if a patient’s condition
requires admission to hospital for further assessment and management.

96.30

14 Assess and appropriately manage medical patients in hospital

In the in-patient setting, the resident will demonstrate the ability to assess
and manage patients presenting with a variety of medical conditions. The
resident will collaborate effectively within inter-professional teams.

96.30

15 Recognize and provide initial management of the medically unstable patient
in hospital

In hospital setting, the residents will demonstrate the ability to assess the
unstable patient, considering an appropriately broad differential, including
dangerous causes, prioritize and assess/reassess appropriately, and initiate
management and treatment in a timely way. They resident will effectively
engage the health care team to optimize patient care.

90.74

  Maternal & Newborn Care  

16 Provide pre-conception and pre-natal care

In the outpatient setting, the resident will effectively provide patient-centred
pre- conception and prenatal care, guided and documented on standardized
prenatal forms. Through continuity of prenatal care, the resident will explore
and respond to medical and/or psychosocial issues with consideration for
both maternal and fetal well-being.

98.04

17 Provide intra-partum care and perform low-risk deliveries

In the hospital setting, the resident will demonstrate the ability to safely
manage normal labour and delivery, being attentive to maternal and fetal
well-being. The resident will recognize abnormal labour and delivery
patterns, and consult appropriately.

96.08

18 Recognize and manage common intra-partum emergencies

In the hospital setting, the resident will recognize abnormal labour and intra-
partum emergencies. The resident will initiate management and call for
assistance

96.08

19 Provide postpartum care and breastfeeding support

In hospital and outpatient settings, the resident will effectively provide
patient-centred postpartum care. The resident will adapt the encounter to
explore and respond to medical and/or psychosocial issues more
thoroughly as indicated, and will explore family functioning.

92.16



Page 9/16

EPA
Number

EPA Description Global
Agreement
(%)

20 Provide family medicine-centered care to newborns in their �rst weeks of life

In hospital and outpatient settings, the resident will provide evidence-based
care of the newborn. The residents will demonstrate knowledge and
competent assessment and management of problems presenting in the
newborn period. The resident will establish professional relationships with
parents and effectively counsel parents about newborn care.

90.20

  Leadership, Advocacy & Scholarship  

21 Provide leadership within interprofessional and health care teams

Across multiple settings, the resident will be able to demonstrate leadership
in health care environment. The resident ensure the well functioning of a
clinical team.

90.00

22 Provide care to vulnerable and underserved populations

Across multiple settings, the resident will demonstrate competent provision
of patient- centred care for vulnerable and underserved populations. The
resident will demonstrate a culturally sensitive holistic approach, and an
understanding of the unique determinants of health, beliefs, and traditions.

As needed, the resident will effectively use translators.

96.00

23 Provide care to First Nation, Inuit and Métis peoples

Across multiple settings, the resident will demonstrate competent provision
of patient-centred care for First Nations, Inuit, and Métis peoples. The
resident will demonstrate a culturally sensitive holistic approach, and an
understanding of the unique determinants of health, beliefs, and traditions.
As needed, the resident will effectively use translators.

96.00

24 Optimize the quality and safety of health care through use of best
practices and application of Quality Improvement

The resident will demonstrate skill in practice management through
implementation of best practices, principles of continuity of care, quality
improvement strategies, and optimizing of information management.

94.00

25 Provide clinical teaching

The resident will demonstrate skill in delivering teaching activities and
provide effective clinical supervision of learners.

90.00

 

Approximately one third of respondents (34.62%) identi�ed gaps in the EPA framework, speci�cally two
areas that would bene�t from additional or expanded EPAs. Members of the policy makers group (3
individuals) identi�ed surgical assistance as a possible gap in the current Hospital Care EPAs. Multiple
respondents (2 policy makers, 8 family physician teachers, and 3 family residents) identi�ed the need to
include addictions management, either as a stand-alone EPA or as part of the mental health EPA.
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General themes: Qualitative analysis identi�ed three key themes that cut across multiple areas survey: 1)
interprofessional collaboration (IPC); 2) Inclusivity; and 3) Scope of EPAs.

The most common theme identi�ed across all EPA sections was having the knowledge of, and ability to
utilize interprofessional care teams effectively, a theme the research group referred to as Interprofessional
collaboration (IPC). IPC is an umbrella term used to encompass several different comments such as
“knowing ones own limits and when to refer a patient in complex situations”, “fostering positive
professional relationships within all members of a care team” and “having a broad knowledge of other
healthcare professions and how they can be incorporated to holistically improve care”. Although IPC is
mentioned in aspects of several EPAs (EPA, 7, 8, 14, 15), stakeholders still felt there could be more
emphasis placed on this aspect of clinical work:

“…appropriate discharge planning – knowing how to involve other professionals for this (Occupational
Therapy, Physiotherapy, Home Care, etc) for safe discharge”

Resident

“Manage concomitant care with other health professionals (ie other specialists, other allied health
professionals etc.) in order to ensure the residents are able to provide care to patients that does not
undermine colleagues and allows the resident to demonstrate �exibility in their care approach)”

Family Physician Teacher

The second theme identi�ed was termed Inclusivity, another umbrella term encompassing several related
ideas drawn from the comments. Inclusivity incorporated comments aimed to address demographic
variables such as:

“A greater awareness of the issues and concerns of people with disabilities…”

Patient

“Reproductive Health including preconception (all sexes)… [such as] males or non-binary individual”

Resident

“Needs to be more emphasis on Indigenous health, with particular focus on knowing and implementing
the Truth and Reconciliation Commission’s calls to actions”

Family Medicine Teacher

“Don’t forget rural populations”

Healthcare administrator
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Lastly, the third common theme that arose was the scope of EPAs either being too broad or too narrow.
Analysis of this theme was best done through interpretation of ”No” responses to the inclusion of EPAs,
as many “No’s” appeared to be related to the perception that the level of responsibility articulated in the
EPA would exceeds what could be expected of residents. Comments on the EPAs with lowest levels of
agreement, included:

“Teaching skills develop over time and are necessary if taking on learners, but some will not have the
desire to teach”

Family Medicine Teacher on EPA 25

“Again, as a graduating resident, there is much to learn before being fully able to lead”

Resident on EPA 21

“Too broad an EPA. What type of hospital setting? Which diagnoses requiring admission? I am not an
internal medicine specialist (and choose not to be) and therefore should not be expected to have all
hospital admissions as part of my scope of practice”

Family Medicine Teacher on EPA 15

“I think mental health, palliative care and pediatrics are too specialized to expect a newly trained
physician to demonstrate the level of competence I believe is expected based on the wording of the
questions.”

Healthcare administrator on EPA 7,8,15

Speci�c stakeholder group perspectives: Comparative analysis consisted of exploring agreements, gaps,
and other differences of perspectives between stakeholder groups. Although many of the stakeholder
groups made comments regarding IPC and Inclusivity, the patient group in particular was more likely to
raise these themes:

“Working with vulnerable people and different backgrounds needs to be done in a sensitive way. A way
that most doctors, lack.”

Patient

“Physician(s) should perform activities without bias or discrimination and will model this behaviour for
learners. They should seek to highlight and correct behaviours that resemble discrimination and bias.”

Patient

Comments from patient groups were also overall more general, identifying overarching trends rather than
speci�c pinpoint issues. Physicians, other health professionals, and resident groups, (Ie. health
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professional groups) on the other hand tended to answer with much more speci�city, identifying issues
relating to scope of EPAs.

Discussion
CBME is rooted in the idea that, to better meet public health needs, medical education must be organized
around the competencies that are needed for practice within a speci�ed setting.15,30 Over the 30+ years
since the publication of the Edinburgh Declaration, medical schools have embraced their social
accountability mission.31 Nowhere is that more apparent than in the specialty area of Family Medicine,
which has been at the forefront of linking training with health system needs.

As discussed in the introduction, the development of EPAs has heavily depended on expert panel
approaches, often limited to only physician members.23 Consistent with stakeholder theory, it is thus
necessary to engage multiple stakeholders to properly identify trainees’ key roles and observable
behaviours.28

In a socially accountable CBME approach, it is essential to engage a wide breadth of stakeholders in the
development of EPAs, and optimally this should be a continuous process – engaging with stakeholders
not only at the stage of initial development but also at times of revision of frameworks.

The present study demonstrates that it is feasible to engage a diverse group of stakeholders to provide
input using a simple online survey approach. The World Health Organization’s Social Accountability
Pentagram provides a useful construct in guiding the selection of stakeholder groups to be invited into
the process. In the invitation process, it is important to be deliberate inviting people who have an
understanding, and ideally interface regularly with the clinical area.

The approach allowed residency program leaders to con�rm the previously developed 25 EPAs re�ected
tasks presently performed by family physicians and led to the identi�cation of tasks that needed to be
included in future iterations of the framework, namely: 1) provision of surgical assistance and 2)
addictions care.

Additionally, through conventional content analysis, we identi�ed three key themes (Interprofessional
collaboration (IPC), Inclusivity, and Scope of EPAs) that would help in the re�ning of existing EPAs –
ensuring the EPAs not only re�ect the “what” but the “how” of tasks performed by family physicians. The
�rst two themes (IPC and Inclusivity) re�ect themes of growing importance in healthcare broadly. The
third theme re�ects a common tension in the development of EPAs – being broad enough to re�ect the
full scope of activities vs being speci�c enough to facilitate assessment in practice.

Comparative analysis allowed the team to better appreciate the unique but often complementary
perspectives of various stakeholders; in particular, those of the public/patient group, who have been
commonly excluded from EPA development.25–27 Although many of the stakeholder groups made
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comments regarding IPC and Inclusivity, the patient group was much more likely to raise these themes,
often using more direct, impactful language.

On the other hand, physicians, other health professionals and resident groups tended to answer with
much more speci�city, often dialing in on particular procedures, diagnosis, or management that need to
be included in EPAs.

Limitations

This study had a sample size of 57 participants. Although this sample size is quite typical of similar
validation studies on EPAs, the multi-stakeholder approach of this study had more individual participant
groups with thus less members per group, which ultimately may have underrepresented some stakeholder
groups. Ideally, more respondents within the policy maker, healthcare administrators/managers, and other
healthcare professionals would have been desirable.

The main bene�t of using a survey style was the speed at which results were obtained. Within a one-
month time period, a wide variety of stakeholders were reached and surveyed all while during the COVID-
19 pandemic. It is unknown how results of other approaches, such as focus groups, would compare in
their effectiveness.

Conclusions
The present study demonstrates that a multi-stakeholder approach can feasibly be used to validate an
EPA framework. In addition to con�rming that a previously articulated set of EPAs largely re�ected the
range of activities expected of family physicians serving a population, it identi�ed a number of potential
areas of improvement.
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