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Abstract
Regulatory organizations have recently
emphasized the importance of
structuring graduate medical education
around mastery of core competencies.
The difficulty is that core competencies
attempt to distill a range of professional
behaviors into arguable abstractions. As
such, competencies can be difficult to
grasp for trainees and faculty, who see
them as unrelated to the intricacies of
daily patient care. In this article, the
authors describe how two initiatives are

T

he concept of linking general
competencies1,2 to residency training has
changed the phenotype of graduate
medical education (GME). Since 2001,
when the six core competencies were
introduced in the United States by the
Accreditation Council for Graduate
Medical Education (ACGME) and the
American Board of Medical Specialties
(ABMS), they have had a profound
impact not only on GME but also on
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converging in a way that should make
competencies tangible and relevant.
One initiative is based on the idea that
competencies will be more meaningful
if trainees understand specifically how
they relate to important professional
activities in their own specialty. The
authors suggest that there is a dyadic
relationship between competencies and
major professional activities in pediatric
medicine. They also suggest that these
relationships should be discussed as

part of the process by which trainees
are entrusted to perform clinical
activities without direct supervision.
The other initiative proposes to
construct narrative milestones that
provide a picture of what progression
toward mastery of core competencies
might look like. Together, the authors
argue, these two initiatives should
illuminate the core competencies by
providing relevant clinical context and
valuable educational substance.

maintenance of certification (MOC)3 and
undergraduate medical education
(UME).4

Although few critics would advocate
retreat “into the mist of holistic waffle
about professional experience and the
ineffability of … intuitive wisdom,”11
they raise legitimate points that
become tangible when one attempts
to base medical education on six
decontextualized competencies that
serve as the starting point from which
all else flows.

Despite widespread adoption, skeptics
voice concerns that competency-based
medical education (CBME) may be more
fad than substance.5 Some suggest that
CBME undermines the very basis of
residency training.6 They argue that the
division of complex professional
behaviors into competencies (which are
then inevitably divided into
subcompetencies that become learning
objectives driving curricula and
assessment) is reductionist and
artificial.5–11 Snadden10 warns against
reducing complex behaviors required for
professional life activities into the
smallest observable units of behavior in
order to measure them “objectively”:
At present our assessment methods stem
from the reductionist philosophy that
underpins our discipline, and we are,
thus, trapped by our need to compare like
with like. Until we can make a mental
shift that allows us to include a more
holistic approach to assessment, one
which values the development of
individuals over time, we will continue to
struggle to measure the immeasurable,
and may end up measuring the irrelevant
because it is easier.

Similar concerns have been raised in
other areas of higher education.11

Unless the general competencies are clearly
linked to clinical care, they are difficult to
grasp. When asked to list or define them,
residents are rarely able to go beyond
Patient Care and Medical Knowledge.12–15
The patient care from which residents learn
is not consciously structured around
mastery of general competencies.14,16
During many hours of learning-related
conversations in one large pediatric
residency program, the competencies were
never mentioned as such.14 Moreover,
CBME calls for competency-based
assessment.12 Assessment of an arguable list
of deconstructed behaviors removed from
the environment of direct patient care and
the longitudinal professional development
of physicians tends to be seen as a
burdensome add-on by faculty and
residents. Although validated assessments
are available, few faculty are skilled in their
use.12,17
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Synthesis of Core Competencies
and Traditional GME Practice

Are the general competencies therefore
irrelevant to resident education? Ten
Cate and Scheele12 suggest that the
problem is not with the concept of
competencies but, rather, in the
interpretation and implementation of
CBME. They propose a more holistic
concept of resident assessment that
retains the power of the competencies to
stress important aspects of professional
behavior. They suggest that the principal
clinical responsibilities in a particular
medical specialty could be identified and
then mapped to the core competencies
most important to each responsibility.
They designate those responsibilities as
“entrustable professional activities”
(EPAs). Entrustment refers to the
granting of independence (perhaps more
precisely “supervised independence”
within the context of a residency
program) to trainees to perform the
clinical responsibility (EPA) without
direct supervision. Their approach puts
core competencies into the familiar
context of clinical practice.
Although the granting of independent
responsibility to residents has been
habitual since residency training began,
the practice has only recently been
subjected to systematic study.18 –22
Dijksterhuis et al18 point out that
entrustment is context dependent: If
entrustment is to be reliable,
a safe working environment and mutual
respect between trainee and supervisor
are essential, supervision should be
continuously available and easily
accessible, and trainees should feel
uninhibited about asking for supervision
when they feel the need. Finally, the
professional behavior of the trainee,
especially in terms of whether she knows
her limitations and is able to ask for help
in a timely manner, must be assessed
before progressive independence can be
granted.

Kennedy et al19 also discuss the
importance of knowledge of residents’
limitations. They found that faculty
granted residents independence on the
basis of what they termed residents’
“trustworthiness,” a construct based on
four attributes: knowledge and skill,
discernment (i.e., a resident’s insight
into and awareness of limits),
conscientiousness, and truthfulness.
Faculty evaluated trustworthiness by
double-checking residents’ findings
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(against their own findings and those of
nurses and others) and by evaluating
their verbal communication about issues
known to be important.19 Though
somewhat differently categorized, these
four attributes are not substantially
different from Altmaier and colleagues’20
list of desirable resident traits derived
from faculty recall of critical incidents.
Dijksterhuis et al18 found that trainees
and supervisors put considerable weight
on trainees’ self-assessment of readiness
for independence. They commented that
some would question this, given
physicians’ documented23 tendency to
overestimate their professional skills.
However, Eva and Regehr24 have argued,
building on Schön’s25 work on reflection,
that although physicians are poor at
assessing themselves when they reflect on
action, their accuracy improves when
they reflect in action. In other words,
self-assessment that involves knowing
when to slow down and seek help is more
reliable than global self-assessment that is
biased by optimistic reconstruction of
aggregated memories long removed from
the actual events.26
Although the importance of knowing
when to seek help is clear, factors that
influence help-seeking behavior have also
only recently been studied. Kennedy et
al27 found that residents’ requests for help
were affected by three factors: the
question itself (its clinical importance
and whether the matter was within the
resident’s or supervisor’s scope of
practice), the availability and
approachability of supervisors, and the
attitudes of residents (e.g., desire for
independence, concern for how the
request would affect personal credibility
and evaluations by supervisors). The
overriding importance of an
environment of mutual respect between
trainees and senior staff has been
emphasized repeatedly.18,27,28 Residents
must feel that their requests for help will
be valued and that supervisors will
respond promptly with valuable
guidance.
Such traits as knowledge of limits,
willingness to seek help,
conscientiousness, and truthfulness are
difficult to quantify, however. Evaluation
is intuitive, based on the faculty
member’s and others’ personal
experiences with the resident. One could
speculate that it is composed of

numerous individual, informal “tests”
where the resident’s performance is
compared with the evaluator’s
internalized norms. The longer the
experience is, the more diverse are
the “tests” the resident “takes”—and the
more reliable, presumably, the
assessment will be.29 The principal
difficulty with brief, fragmented faculty–
resident contact may be that the number
of “tests” that any one faculty member
can witness is too few to draw valid,
reliable conclusions. That is not to say
that longer contact guarantees better
evaluation, however; the other variable is
the capability of the evaluator.
Criteria for Entrustment

How, then, should faculty determine
when residents may be entrusted with
professional activities?12 Global
evaluations of resident performance, if
sufficient in number and if elicited from a
range of evaluators, can identify residents
with difficulties30 but are insufficient in
themselves as criteria for entrusting
important professional activities. Intraining exams, objective structured
clinical exams, and mini-clinical
evaluation exercises are valuable, but
performance on exams is tangential to
integrated professional function. Such
tests cannot provide sufficient
information about awareness of
limitations, conscientiousness, and
truthfulness.18,19 Resident selfassessment, in the sense of awareness of
personal limitations,26 is useful, with the
caveat that the clinical training
environment must be considered.18 None
of these, alone or in combination,
though, can replace evaluation based on
close resident–faculty contact over time.
The difficulty is that close contact
between one resident and one faculty
member, at least in many pediatric
residency training programs in the
United States, may last no more than one
or two weeks. In many programs, the
only setting with reliable continuity of
resident–faculty contact is the continuity
clinic. The longitudinal relationships
between residents and faculty that are the
hallmark of continuity clinics must
somehow be woven into other clinical
settings. There is no substitute for holistic
assessment of resident performance.
Although performance on a checklist of
deconstructed behavior may provide
useful supplementary information about
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clinical competence, it cannot replace a
supervisor’s intuitive feel for clinical
competence gained over time.31 Much
attention has been given to possible
consequences of resident duty hours for
learning and patient safety.32 More
attention should be paid to the
consequences of the long-standing
practice of resident entrustment based on
brief, disconnected faculty supervisory
experiences superimposed on relatively
brief, disconnected clinical rotations.
The challenges with entrustment are
clear. Yet structuring resident education
and assessment around entrustment
would serve two purposes. First, it would
refocus attention on a central element of
progression through residency training:
assumption of increasing responsibility
for patient care with decreasing levels of
supervision. Second, it would remind
clinical educators how important it is to
subject the process of entrustment to
critical examination—to ask what it is
about the resident, the patient, the
supervisor, and the circumstances that
allows the supervisor to feel comfortable
delegating/entrusting care to the
resident.18,19,27,28
Linking Milestones to EPAs

Reconsideration of the proper balance
between entrustment based on holistic,
largely intuitive criteria and entrustment
based on assessment of specific skills and
competencies is especially important at
this time.33 The ACGME is partnering
with member boards of the ABMS to take
a next step in CBME through the
“Milestones Project,”34 the purpose of
which is to refine ACGME competencies
for each specialty. The charge to each
member board is to set performance
standards within its specialty for each of
the core competencies and to identify
tools to assess performance. The project
is well under way.35 In pediatrics, for
example, a working group and advisory
board have been established, and
involvement of the members of the
Association of Pediatric Program
Directors has been secured. The first draft
recommends performance standards for
pediatric residents based on review of the
literature and expert opinion regarding
the ontogeny of subcompetencies within
the six ACGME domains. By providing
narrative descriptors of behaviors by
training level, milestones are intended to
serve as a learning roadmap and resource
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for program directors, faculty, and
trainees. If milestones and their
assessment are to be meaningful,
however, they must be linked to clinical
practice. Use of EPAs would be one way
to accomplish that.
Milestones linked to EPAs are being
considered as a possible foundation for a
project sponsored by the Association of
American Medical Colleges to examine
the relationship between UME and GME
in pediatrics. The project planning group
has been charged with exploring how
clinical practice relates to core
competencies and how to assess progress
across the continuum of medical
learning, thereby transitioning learners
from UME to GME to unsupervised
practice on the basis of competence
rather than time. The project represents a
unique opportunity to develop a
continuum of education goals and
assessment tools affecting all pediatric
medical education and practice, using
EPAs rather than competencies as the
starting point. Such a continuum was one
of three goals suggested by the Residency
Review and Redesign in Pediatrics (R3P)
project,36 which recently examined
pediatric residency education in depth.
Noting the dearth of evidence on which
to base changes, R3P suggested creating
an entity to foster research in pediatric
medical education. The result was the
Initiative for Innovation in Pediatric
Education.37
Linking EPAs to Core
Competencies in Pediatric
Medicine

Thus, there are two reasons that
developing EPAs serves medical
education and continuous professional
development (as part of MOC).38 First,
EPAs identify important professional
activities that are familiar to learners,
faculty, and the public. Second, they
make core competencies meaningful by
placing them in a familiar context.12
The Appendix lists potential EPAs for
pediatrics and shows how they might be
mapped to ACGME competencies and
expected levels of achievement in the
context of a residency program.12
Although, in the end, all competencies
apply to all EPAs, the mapping of EPAs
to competencies in the process of
learning depends on the patient
population and the stages of professional

development of both the teacher and the
learner. The end product of the EPA–
competencies mapping process (i.e., the
map itself) is less important than are the
conversations among supervisors and
between supervisors and learners about
how competencies apply in a particular
situation. For example, to assess and
provide routine care for a normal
newborn, the resident must know about
the effects of maternal health on the baby
and be able to perform a detailed physical
examination of the infant with attention
to possible congenital anomalies; discuss
breastfeeding with the mother and
communicate with the family in a way
that makes them comfortable asking
questions; take into account the
mother’s/family’s cultural background
and its effect on child rearing; and
coordinate care with the future primary
care physician. A conversation that flows
from this EPA as the starting point and
places core competencies in the context
of the EPA, as articulated above, is likely
to be more meaningful than a
conversation that starts with the core
competencies per se.
Linking EPAs to core competencies is
more than an academic exercise. It
provides residents and teaching faculty
with a valuable opportunity to reflect
together on transcendent elements of
professional practice represented by the
competencies.
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Appendix
Potential Entrustable Professional Activities (EPAs) for Pediatrics Mapped to the
Most Immediately Relevant ACGME Competencies With Expectations for Each
Postgraduate Year (PGY) According to Need for Supervision*
Expectations by year of
training*
EPA

Competencies†

PGY1

PGY2

PGY3

PC

MK

C

P

Serve as the primary admit pediatrician for previously well children
suffering from common acute problems

3

4/5

5

X

X

X

X

Serve as the primary admit pediatrician for children with complex
acute problems needing subspecialty care

3

PBLI

SBP
X

...................................................................................................................................................................................................................................................................................................................

3/4

3/4

X

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

Perform procedures for diagnosis and management

2/3

3/4

5

X

Resuscitate, stabilize, and triage patients in an outpatient setting,
emergency department, or inpatient acute care setting and
transfer to a higher level of care

2/3

3/4

3/4

X

X

Assess, diagnose, and manage common childhood injuries and
refer those needing advanced treatment

2/3

Act as a point of contact for children presenting with surgical
problems

2/3

Assess the full-term infant and provide routine newborn care

3

4/5

5

X

X

X

Assess the late preterm infant (34–37 weeks of gestation) and
provide care to those with common problems of prematurity and
low birth weight

3

3/4

4/5

X

X

X

Resuscitate and stabilize compromised full-term and preterm
infants in the delivery room

2

Provide care for the complicated newborn, infant, or child in an
intensive care setting

2

X

...................................................................................................................................................................................................................................................................................................................

X

X

...................................................................................................................................................................................................................................................................................................................

3/4

4

X

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

3/4

4/5

X

X

X

...................................................................................................................................................................................................................................................................................................................

X

...................................................................................................................................................................................................................................................................................................................

X

...................................................................................................................................................................................................................................................................................................................

3

4

X

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

2/3

3/4

X

X

X

...................................................................................................................................................................................................................................................................................................................

Provide longitudinal primary care for well and chronically ill
children of all ages

3/4

Diagnose and manage patients with subspecialty problems and
refer those needing subspecialty care

2/3

4/5

5

X

X

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

3/4

4/5

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

Provide telephone advice and management of patients

2

2/3

4

Navigate and use community resources to optimize care and
advocate for patients

2/3

3

3/4

Screen for normal and abnormal behavior and development and
manage appropriately or refer those needing subspecialty care

2/3

Interview and manage adolescent patients with awareness of
potential for high-risk health behavior

2/3

Provide consultation to other health care providers caring for
children

2/3

X

X

X

...................................................................................................................................................................................................................................................................................................................

X

...................................................................................................................................................................................................................................................................................................................

3/4

4

X

X

...................................................................................................................................................................................................................................................................................................................

3/4

4

X

X

X

X

...................................................................................................................................................................................................................................................................................................................

3/4

4/5

X

X

X

X

X

* Need for supervision scale: 2 ⫽ resident requires full proactive supervision; 3 ⫽ resident requires moderate
supervision, reacting to situation and resident request; 4 ⫽ resident is granted privilege of independent practice
(entrustment); 5 ⫽ resident has the ability to supervise others. Depending on the chosen career path, a given
resident may not be required to reach 4 for some EPAs. ACGME indicates Accreditation Council for Graduate
Medical Education.
†
Competencies: PC indicates Patient Care; MK, Medical Knowledge; C, Interpersonal and Communication Skills;
P, Professionalism; PBLI, Practice-Based Learning and Improvement; SBP, Systems-Based Practice.

Academic Medicine, Vol. 86, No. 2 / February 2011

165

