Standardised framework for EPA descriptions - (From National Fam Meds Working Group June 2023)

	Component
	What are we looking for?
	Lay-out of the EPA (relevant possible headings)


	1. EPA Title
	Short, less than 10 words preferably. What is the activity?
	

	2. Specifications and limitations
	Specifications: 
Where do the activities take place? E.g. hospital (district, regional, etc), CHC, PHC clinics, community)

What are the specific and focused activities contained in this EPA? State in broad categories. Includes focussed history, exam, diagnosis, communication, etc. pertaining to this EPA. 

Are the activities:
a) Observable and measurable?
b) Independently executable?

General activities pertaining to most EPAs (e.g. patient-centred consultation, continuity, coordination, comprehensive care) will be stipulated in the preamble to the combined set of all EPAs.

Limitations:
What related professional activities are not included in this EPA. Reference relevant related EPAs if indicated. Mention the specifications in this EPA which may overlap and are described in another EPA (reference EPA number). [Avoid duplicating skills in the skills list in Section 5 between EPAs.]

	Specifications:
This EPA takes place at:
……
This EPA contains or may contain the following elements:

E.g. Focussed history (e.g. sexual, or maternal-child)
Focussed exam, e.g. mini-mental, or gynae
Skills and procedures e.g. Pre-op, Surgery, Post-op

Limitations:
A summative entrustment decision for this EPA does not apply for:
E.g. conditions requiring more specialised (not higher) care. 
e.g. Preventative and promotive health (See EPA zz)
e.g. Clinical governance activities (See EPA rr) 

	3. Potential risks in case of failure
	What specific risks exist if this EPA is not carried out or carried out poorly.
Also state whether the risk is low, moderate, or high. 
	Be specific, apart from generic 
Increased M&M, Low/Moderate/High Risk to reputation, litigation (e.g. obstetrics, anaesthetics) 
e.g. vulnerable populations, emotional trauma, etc.


	4. Most relevant family medicine roles
AND
Most relevant National Unit Standard
	Which are the most dominant roles embodied for this EPA:
Clinician and consultant
Capacity builder and clinical training
Leader of clinical governance
Champion of community-oriented primary care
Which national unit standard (1-5) are required for this EPA? 
The purpose of this is to map back to the national curriculum and remind users of the whole curriculum.
	List the 1-2 most applicable role cluster (out of the 3).

Write down the 1 most applicable National Unit standard relevant to this EPA.


	5. Required Knowledge / Skills / Attitudes (Behaviours) and Experience

	What are the knowledge / skills / behaviours (attitudes)and experience required for this EPA? (Structure this content to major headings and hyperlink to a complete list in the curriculum). Those that are generic to the discipline, e.g. principles o family medicine, are elaborated in the preamble.

Knowledge and Skills: (the difference between knowledge and skills are grey, so we group them together. One needs knowledge for a skill).)
List the typical knowledge requirements first, then the “non-technical” requirements (e.g. breaking bad news, testifying in court), then the more “technical” requirements (e.g. doing an operation or a procedure)

Consider the following areas:
· Specific patient presentations / conditions /activities (knowledge and skills e.g. managing virological failure / contraception / headache etc.)
· Examination & manoeuvres (e.g. specific examination skills or manoeuvres such as taking of cervical smear / visual acuity / neurodevelopmental assessment / Epley manoeuvre) 
· Communicative skills: e.g. brief behavioural counselling, breaking bad news

· Procedures 
List of specific procedures for this EPA
Try to avoid listing procedures that also appear in other EPAs (if there is some overlap we may have to accept for the moment, and revisit when we review the EPAs in practice later.

Attitudes and Behaviour: 
(The A-RICH assessment acronym is also explained in the preamble) – briefly refer to it here, as it is a critical component.

Experience:
e.g. Spend time in Children’s ward, or EC, or PHC clinics
If not prior formal experience in e.g. O&G., will recommend at least 12 weeks of supervised O&G experience. 

Resources:
List the most relevant resources where the trainee may find the knowledge and skills for this EPA. Resources common to most EPAs, e.g. Handbook of FM, will be listed in the Preamble to the EPAs and the curriculum.
	Knowledge and Skills 
Main headings and list of pertinent knowledge and skills

Examinations & manoeuvres
Communicative skills

Procedures (Add verbs)

Some skills and procedures will also appear in other EPAs. – Do not list everywhere, but only in 1 or 2 most pertinent EPAs. Mostly rather specify in Section 2 (Specs) under limitations.

Attitudes and Behaviour 
Related to task-specific trustworthiness, in addition to task-specific capability.
• Integrity (truthful, good intentions, patient-centered) 
• Reliability (conscientious, predictable, accountable, responsible) 
• Humility (observing limits, willing to ask help, receptive to feedback) 
• Agency (self-confident, proactive toward work, team, safety

Be focussed, e..g. Attitude to vulnerable populations (pregnant women, children, sexual assault)

Experiences 
• e.g. Completion of rotation 
• Courses 
• Supervised theatre time
Worked in EC

Focussed Resources
e.g. Latest HIV Guidelines
ESMOE training manual
EDL


	6. Information sources to assess progress and support summative entrustment

	What evidence (data points) will the Entrustment Decision making Committee need to establish and entrustment level for a trainee for this EPA? 
Include direct observations (number and range), individual discussions, longitudinal monitoring, products, and other information outside of the typical 4 main data sections (e.g. patient experience).

Specify what time period and type of experience are required?
	Entrustment decisions are based on the evidence provided in: 
1. Direct observations 
1. (e.g. mini-CEXs, DOPS, teaching event)
2. Individual discussions
1. Educational meetings (with the supervisor, others)
3. Longitudinal monitoring
1. Multi-source feedback (This may include role players specific to an EPA, e.g. the nursing manager of the labour ward, or a forensic or palliative care colleague, or the nursing coordinator of home-based services) 
2. Periodic assessment of performance (of allocation, of last 6-months)
3. Learning plans (for allocation, for next 6-months)
4. Registrar reflections (on allocation, of last 6 months)
5. Written assignments on workplace based learning and practice
6. Record of allocations (relevant experience)
7. Logbook (relevant opportunity to practice procedural and other skills)
4. Product evaluation
1. E.g. letters of performance from managers, reports from clinical governance activities, etc.
5. Non-WBA type assessments
1. Patient complaints/compliments, patient-safety incidents, disciplinaries

Eg. A minimum of 6 direct observations that are divers are needed. It may need a minimum procedural skills or consultation skills being performed under direct supervision, e.g. doing a C-section.

Minimum Experience required: 
e.g. minimum of 3 home visits, or 1 day a week in PHC, or 3 months in labour ward, or led a/hours team in EC a few times

	7. When is which entrustment level-supervision expected?
	What is the level of entrustment expected and by which milestones? 
At the moment most of these will be qualified as Level 4 by end of programme. (As EPAs are used in practice, programs may start being more specific, e.g. level 2 by year 2, or level 3 by year 3)
	Level 4 by end of programme

	8. Expiry date: 
	Most EPAs will not need re-assessment within the duration of the training programme. This is typically 4 years. Some EPAs, for example around emergencies or anaesthetics, may need to be re-assessed earlier, if not practiced for example after 1-2 years.  
	This EPA does not need to be re-assessed before end of programme (4 years)



