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Abstract
Background  Programs worldwide are introducing programmatic assessment and Entrustable Professional Activities 
(EPAs) with strong theoretical foundations and growing research evidence regarding potential benefits. In Australia, 
the new National Framework for Prevocational Medical Training includes four EPAs for doctors in PGY1-2, who rotate 
through different specialties to gain broad experience: EPA1:Clinical assessment, EPA2:Recognition and Care of the 
Acutely Unwell Patient, EPA3:Prescribing, EPA4:Team communication. Little is known about how this new education 
model will work in practice. Hence a pilot study was conducted to (1) Investigate how feasibility, acceptability, 
educational value and overall utility of EPAs can be maximised, and (2) Clarify challenges and enablers of EPA 
implementation, operationalised via EPA assessments.

Methods  The study was conducted during intern terms 2–4, 2024 (10 weeks each) in a metropolitan health service. 
EPA assessments (EPAA) were implemented for interns working in eleven medical units across four specialties 
(medicine, surgery, mental health, emergency). Change strategies were designed using Kotter’s 8-step and COM-B 
models. Action-research methodology was used and each 5-week cycle involved: enacting plans, gathering user data, 
analysing data, and co-designing improvements with expert and stakeholder panels. Quantitative and qualitative user 
data were collected from all EPAA e-forms, plus surveys and focus groups conducted each cycle.

Results  In total, 738 EPAAs were submitted by 119 interns and 283 assessors. The frequency order was: EPA1(highest)-
EPA4-EPA3-EPA2. The majority took 10 min or less to complete, and most were assessed by registrars, except in 
Emergency where consultants predominated. EPAA activity varied substantially across individual units, even within 
one specialty. User perspectives indicated that EPAAs' educational value depended primarily on the quality of the 
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​​Background
Programs worldwide are introducing programmatic 
assessment with Entrustable Professional Activities 
(EPAs) [1–4]. An EPA is a core professional task that 
trainees can be entrusted to execute once proficiency 
is established [5–7]. It requires integration of multiple 
competencies tailored to a specific clinical scenario and 
links increasing clinical capability with progressive trust 
for autonomy [8]. In Australia, the National Framework 
for Prevocational Medical Training, designed by the Aus-
tralian Medical Council (AMC), was introduced in 2024 
and involves a new two-year foundational clinical train-
ing program [9, 10]. Prevocational trainees are doctors 
in postgraduate years one and two (PGY1-2), who rotate 
through 10–12 week terms (clinical rotations) in differ-
ent specialties to gain broad experience. Currently, this 
occurs predominantly in public hospitals where a set of 
inpatients is managed by a medical team, which includes 
an intern (PGY1), resident (PGY2-4), registrar (PGY4-8, 
specialty / subspecialty trainee) and a consultant (medi-
cal specialist).

The Framework introduces four EPAs: EPA1:Clinical 
Assessment, EPA2:Recognition and Care of the Acutely 
Unwell Patient, EPA3:Prescribing and EPA4:Team Com-
munication. The AMC requires prevocational trainees 
to complete at least ten EPA assessments (EPAA) involv-
ing all four EPA types each year, with a minimum of two 
per term including one EPA1 and one with a consultant 
supervisor (registrars and other health professionals can 
be assessors). Components of the Framework have been 
gradually phased in, with EPAAs finally mandated for 
PGY1 and PGY2 in 2026 across Australia. Interns under-
take EPAAs in addition to mid- and end-of-term assess-
ments, which were the only assessments required by the 
AMC prior to the Framework. EPAAs represent authen-
tic assessment during routine clinical practice [11]. They 
can be initiated by prevocational trainees or their super-
visors whenever a suitable opportunity arises during a 
shift. The process involves an observation, directly fol-
lowed by trainee self-reflection, and developmental feed-
back discussion then completion of the form, including 

a performance rating using an entrustability scale [8, 
12, 13]. The AMC form states “Supervisors are asked to 
make a judgement on the degree of entrustment for this 
task; the level of supervision required" to complete this 
work safely. The AMC scale has 3 levels: requires ‘direct’, 
‘proximal’ or ‘minimal’ supervision.

EPAs are closely aligned with Programmatic Assess-
ment, which selects various assessments, considering 
each one’s strengths and limitations, to create a program 
of assessment mapped to learning outcomes [8, 14]. Indi-
vidual assessments are primarily designed as learning 
opportunities. The set of assessments informs summative 
progress decisions by a competency committee, such as 
a recommendation for General Registration at the end 
of PGY1 by the Assessment Review Panel (ARP) in the 
Framework. This enables robust decisions by triangulat-
ing information meaningfully across multiple assessment 
types, cases, contexts and assessors [15, 16]. Emerging 
evidence shows that EPAAs, as part of a broader program 
of assessment, can provide robust data on an individu-
al’s trajectory and achievement levels, plus insights into 
training program quality [17–20].

EPAs and programmatic assessment are gaining popu-
larity, and there is a small, but expanding, set of research 
studies analysing implementation in different settings 
including medicine and other health professions [18–
26]. However, little is known about using EPAs in an 
Australian context with prevocational doctors rotating 
through different clinical specialties. This is important, 
as introduction of the Framework with EPAs requires 
additional training activities in hospitals that are primar-
ily focused on healthcare delivery with limited educa-
tional resources. The theoretical considerations behind 
this are sound but it is essential to investigate how this 
new education model works in reality. In practice, EPAs 
become operationalised through EPA assessments, 
which document observations, feedback discussions 
and entrustment decisions. Consequently, studying the 
implementation of EPAs in clinical settings necessarily 
involves examining how the assessments are conducted, 
integrated into workflow and experienced by supervisors 

feedback discussion. Key challenges identified were establishing a trained assessor cohort, fitting EPAAs into workflow, 
refining the form design and rating scale (National Framework scale used in Phase 1 and modified Ottawa-scale in 
Phases 2–3). Multiple revisions to implementation were co-designed and executed across the pilot. Practical strategies 
to support implementation were clarified.

Conclusions  This large pilot provides valuable insights into EPA implementation according to the National 
Framework. Clarifying challenges and enablers may assist others. Optimising EPAA quantity, rating scale, form and 
feedback quality is important due to impacts on realising educational value and providing robust performance data 
for progress decisions.

Keywords  Entrustable professional activities, Intern, Resident, Postgraduate training, Professional education, 
Implementation study, Change process, Action research
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and trainees. These insights can inform any refinements 
required to achieve the Framework’s objectives. Hence 
a pilot program was conducted to investigate ways to 
maximise feasibility, acceptability, educational value and 
overall utility of EPA implementation, operationalised 
via EPA assessments [27]. Challenges and enablers were 
clarified with the aim of sharing practical insights. The 
research questions were.

1.	 How can the utility of EPAs, operationalised through 
EPA assessments, be maximized?

2.	 What are the challenges and enablers to the 
implementation of EPA assessments in prevocational 
medical training?

Methods
This study was conducted between March-November 
2024, across Intern Terms 2–4 of a 5 term year (hereaf-
ter Pilot Phases 1–3) at a multi-site metropolitan public 
health service with 125 interns (PGY1). After gaining 
hospital leadership and medical unit head support, EPA 
assessments were introduced in 11 units:3 General Medi-
cine (Internal Medicine), 3 General and Gastrointesti-
nal Surgery, 3 Mental Health, 2 Emergency units. Units 
were enrolled in three stages, every 5 weeks to coincide 
with the start of an action research cycle: Phase 1 week 
1 - five units; Phase 1 week 6 - four units; Phase 2 week 
1: two units. These units had the greatest numbers of 
interns across the health service sites, and a consultant 
with dedicated time to support prevocational training 
(prevocational unit supervisor: PVUS). Interns and asses-
sors (registrars, consultants, and pharmacists) working in 
these units could participate in the study.

Implementation was led by the Medical Education 
Unit (MEU) (CJ) with a dedicated EPA Implementa-
tion Team (EPA consultant and fellow, both half-time) 
(SS then VA; AW then RM) plus researchers (AB, SM). 
Strategies were informed by Kotter’s 8-Step Change 
Management Model [28], and the COM-B model [29] 
to promote behavioural change by enhancing capability, 

opportunity, and motivation. The Kotter and COM-B 
frameworks informed both implementation strategies 
and interpretation of emerging barriers and enablers. 
Specifically, COM-B provided a lens to analyse whether 
barriers reflected limitations in capability, opportunity or 
motivation; while Kotter’s framework guided leadership 
engagement, communication strategies and reinforce-
ment of behavioural change. Action research methodol-
ogy was used to enable swift and iterative improvement 
cycles incorporating stakeholder inputs, as had been suc-
cessfully used for EPA implementation in other health 
professions [23]. Across the pilot, there were six action 
research cycles with two cycles in each phase. One cycle 
lasted 5 weeks and involved four steps: 1. implementing 
a plan, 2. gathering user data, 3. analysing and triangu-
lating data from multiple sources, and 4. co-designing 
improvements with an expert panel and a stakeholder 
panel for implementation in the subsequent cycle (Fig. 
1). The expert panel consisted of EPA experts (JF, BC, LS, 
DC) to provide authoritative insights. The stakeholder 
panel consisted of participating interns and assessors, so 
improvements were workable and endorsed by users.

Quantitative data were extracted from EPAA e-forms 
and analysed using Microsoft Excel. Qualitative user-
experience data were collected from free-text com-
ment boxes on each form; evaluation surveys circulated 
in week 5 and 10 via an anonymous web link (Survey-
Monkey); and focus groups in week 8 held separately 
for interns, registrars and consultants (all participants 
in each Phase were invited) (Fig. 2) (Table S1 contains 
exemplar questions). Focus groups were conducted each 
term to capture evolving experiences, which were used to 
inform subsequent implementation refinements, rather 
than aiming for thematic saturation at a single time point. 
The focus groups were facilitated by MEU research-
ers, who had a dietetics background, expertise in health 
professions education and research (HPE/HPER), and 
were not involved in intern assessment. Focus group 
data were analysed by the research team using inductive 
thematic analysis underpinned by a social constructivist 

Fig. 1  The four-step action research cycle
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examples of suitable tasks, and the assessment process 
including entrustability scale rating and feedback discus-
sion. Designated pharmacist assessors started in Phase 
2, after customised training that focused on EPA3 (pre-
scribing), and contrasting prevocational training EPAs 
with pharmacy EPAs, as pharmacy EPAs are competency 
assessments. In Phase 3 (consolidation), MEU input was 
substantially decreased closer to business-as-usual levels 
to provide insights on real-world feasibility and sustain-
ability. See Table S3 for detailed description of strategies 
and refinements across each Phase.

Participants
EPAAs were submitted by 119 of 124 interns (96%) who 
worked in enrolled clinical units, with 283 unique asses-
sors comprising 104 consultants, 169 registrars and 11 
pharmacists across the three phases. In total, six evalua-
tion surveys were circulated, sent to all interns and asses-
sors who submitted EPAAs in each Phase, with 71 intern 
and 31 assessor responses (Table S3a and S3b). Twelve 
focus groups were conducted involving 30 interns, 14 
registrars and 15 consultants. To maximise participa-
tion, sometimes a second focus group for a specific target 
group was run at a different time during week 8, and an 
extra one was run at the end of the study for interns who 
participated in all three phases (5 attended of 10 who met 
this condition). Table S5 contains illustrative quotes from 
forms, surveys and focus groups. There were 7 expert and 
stakeholder panel meetings.

framework [30, 31]. Transcripts were independently 
coded by two researchers (AB, SM) using inductive the-
matic analysis. Initial codes were discussed and refined 
through iterative team discussions, and themes were 
developed through consensus. The research team recog-
nised and discussed the influence of their own perspec-
tives on data interpretation, which involved the MEU 
researchers (AB, SM), Director (CJ: working physician 
with experience in HPE/HPER) and the Implementa-
tion Team (SS, VA: working physicians with experience 
in HPE, and AW, RM: fellows in MEU and clinical units). 
The Implementation Team collected anonymised field 
notes to record their ad-hoc conversations and observa-
tions in clinical units (Table S2 describes data collected).

The study protocol was granted exemption from the 
hospital Human Research and Ethics Committee as a 
quality assurance project (ERM 106270), in compliance 
with the National Health and Medical Research Council 
(NHMRC) Ethical Considerations in Quality Assurance 
and Evaluation Activities (2014) guideline and the Dec-
laration of Helsinki. Hence written informed consent was 
not required from participants. Information on data use 
was provided to survey and focus group participants.

Results
During Phases 1–2 (implementation), the MEU pro-
actively provided units with training, resources, activ-
ity data and ongoing support including site visits. All 
training sessions included an overview of the National 
Framework, the four EPAs, the purpose and role of EPA 
assessments, responsibilities for interns and assessors, 

Fig. 2  Action research timeline of two cycles across one Phase (one intern term). User data collected weeks 1-5, data analysed and used to develop 
improvements co-designed with the Expert Panel in week 7 and Stakeholder Panel in week 9, then implemented in week 1 of the subsequent term

 



Page 5 of 14Johnson et al. BMC Medical Education         (2026) 26:1088 

EPA assessment activity
In total 738 EPA assessments were submitted (Table 1). 
The most frequent was EPA1, followed by EPA4, EPA3 
and EPA2. Overall, registrars did the majority of assess-
ments across all EPA types: 470/738 (64%) (Table 2). In 
Emergency, consultants assessed 134/179 (75%) EPAs; 

beyond Emergency, registrars assessed 429/559 (77%) 
EPAs.

Unit EPA assessment activity
Generally, EPAA activity was lowest in Phase 1 when clin-
ical units were progressively enrolled; highest in Phase 
2 with all units participating and full MEU input; then 
decreased, markedly in some units, in Phase 3 (Table 1; 
Fig. 3). EPA activity varied substantially across individual 
units, even within the same specialty, for example com-
paring Emergency Units 1 and 2, or Surgery Units 1 and 
3. Of note, the prevocational unit supervisor (PVUS) in 
Surgery Unit 3 mandated 10 EPAAs in his unit. 

Assessment activity targets
For the pilot, the target for each intern was set as 5–10 
EPAAs per term, deliberately higher than the AMC 
minimum of 2 EPAAs per term, with the aim of increas-
ing educational opportunities related to the feedback 

Table 1  Total number of EPA 1–4 assessments across three phases of the pilot
Phase 1
Intern Term 2
(% Phase total)

Phase 2
Intern Term 3
(% Phase total)

Phase 3
Intern Term 4
(% Phase total)

Pilot Total
Phases 1–3
(% Pilot total)

EPA 1 82 (39%) 114 (38%) 95 (42%) 291(39%)
EPA 2 10 (5%) 23 (8%) 19 (8%) 52(7%)
EPA 3 50 (23%) 68 (23%) 38 (17%) 156(21%)
EPA 4 71 (33%) 92 (31%) 76 (33%) 239(32%)
All EPA assessments 213 297 228 738
EPA 1: Clinical Assessment, EPA 2: Recognition and care of the acutely unwell patient, EPA 3: Prescribing, EPA 4: Team communication

Table 2  EPA 1–4 assessments according to assessor
Consultant Registrars Pharmacists Total

EPA 1 (% per 
assessor group)

114 (39%) 177 (61%) 0 - 291

EPA 2 (% per 
assessor group)

9 (17%) 43 (83%) 0 - 52

EPA 3 (% per 
assessor group)

28 (18%) 100 (64%) 28 (18%) 156

EPA 4 (% per 
assessor group)

89 (37%) 150 (63%) 0 - 239

Total EPA 1–4 
(% per assessor 
group)

240(32%) 470(64%) 28(4%) 738

Fig. 3  Mean number of EPA assessments per intern in each clinical unit in each Phase
*Units commenced at Phase 1 Week 6 (mid-point of Phase 1). **Units commenced at Phase 2 Week 1
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discussion accompanying each EPAA. This was a more 
formative approach (as each assessment is only one 
amongst many), and an annual total closer to established 
programs elsewhere [4, 18, 26, 32]. In Phase 2 during 
peak activity, 63/75 (84.0%) interns submitted at least 2 
EPAAs and 26/75 (34.6%) of interns submitted at least 5 
EPAAs (Fig. 4). In focus groups, most interns and asses-
sors felt 5 EPAAs per term was a realistic target and a 
range of 5–8 EPAAs was reasonable. Interns felt higher 
targets would promote anxiety, selection of easy tasks 
and rushed feedback. Consultants were concerned about 
their increasing assessment load across interns, residents 
and registrars. See Table S5 for illustrative quotes.

Assessment duration
Overall, the reported duration was 10  min or less for 
615/737 (83.4%) EPA assessments, to complete the 
observation and feedback discussion, as recorded on the 

e-form at the time of the EPAA. The mean duration was 
similar across EPA1-4; shortest with registrar and longest 
with pharmacy assessors; shortest in surgery and longest 
in mental health (Tables 3, 4 and 5). In the Phase 3 sur-
vey, no respondents rated the time taken to complete an 
EPA as too long. 

Assessment form
An e-form (JotForm: jotform.com) was created by trans-
posing the AMC paper form, as the national e-portfolio 
was not available at the time. In Phase 1, many users 
expressed dissatisfaction with the form, stating it was 
‘clunky’, ‘too long’ and ‘requests repeat information’. 
Interns reported that when assessors seemed frustrated 
by the form questions or waiting while interns completed 
the demographic and self-assessment sections, this 
deterred interns from requesting further assessments. 
From Phase 2, the e-form was progressively revised to 
enhance usability, especially with smart phones that 
were predominantly utilised (example of improvement 
in Fig.  5; full details in Table S3). Subsequently, com-
plaints dwindled and in the Phase 3 survey 26/42 (61.9%) 

Table 3  Mean reported duration according to EPA type
EPA 1 EPA 2 EPA 3 EPA 4 Total

Mean duration in 
minutes (SD)

8.5 (4.9) 8.6 (5.4) 8.5 (4.8) 8.5 (5.2) 8.5(5.0)

Table 4  Mean reported duration according to assessor group
Consultant Registrar Pharmacist Total

Mean 
duration in 
minutes (SD)

9.2 (4.8) 7.9 (4.9) 12.5 (5.5) 8.5(5.0)

Table 5  Mean reported duration according to specialty unit
Emergency Medicine Surgery Men-

tal 
Health

Mean duration 
in minutes (SD)

8.9 (5.0) 8.4 (4.2) 7.0 (3.9) 14.8 
(7.7)

Fig. 4   Distribution of the total number of EPA assessments submitted by each intern in Phase 2
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respondents rated the form as easy to complete (plus 
11/42 (26.2%) rated ‘neutral’).

MEU modified the form feedback instructions to 
encourage documentation of specific and practical sug-
gestions for improving performance, aiming to promote 
quality feedback outcomes (Fig. 6). 

Entrustability scale
In Phase 1 using the AMC 3-point scale, EPAA ratings 
were positively skewed, particularly with registrar asses-
sors (Table  6). A detailed form review found ‘minimal 
supervision’ ratings were frequently discordant with nar-
rative comments indicating issues with core aspects of 
the task.

From Phase 2, a modified Ottawa Surgical Compe-
tency Operating Room Evaluation (O-SCORE; hereafter 

Ottawa-scale) was trialled [33, 34]. It had 5 levels, with 
more options at higher proficiency levels and descrip-
tions that more closely reflected practical stages of reduc-
ing supervision in clinical practice. Form instructions 
were revised to focus supervisors on assessing the level of 
supervisor input required to do the task safely ‘this time’ 
and set the standard at ‘the end of intern year’ (Fig. 7). In 
Phase 2, Ottawa-scale ratings showed a greater spread, as 
expected with more options, and the positive skew per-
sisted (Table 7). 

Surveys did not show one scale better reflected the 
range of intern performance (only one scale was used 
and rated by participants in each Phase). In focus groups, 
registrars explained they avoided lower ratings in case it 
triggered adverse consequences, such as the intern fail-
ing the term, and they usually rated an intern’s ‘typical 

Fig. 5  Example of EPAA form revisions to enhance readability. Part a) shows EPA3 component descriptions on the original AMC form and Part b) shows 
EPA3 component descriptions on the revised pilot e-form
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proficiency’ at that task, not the specific clinical encoun-
ter observed, as intended. In focus groups when both 
scales were displayed, interns and assessors found the 
AMC instructions and rating level descriptions ambigu-
ous, and assessors reported instances when they had 
wished to rate in between the 3 levels. Most preferred 
the Ottawa-scale, as 5 levels allowed greater differentia-
tion and the descriptors were more clinically intuitive. 

Participants wanted a simple scale due to the high cog-
nitive load of clinical practice, which promoted a few to 
advocate for a 3-point scale. Assessors struggled with an 

Table 6  Entrustability ratings for EPA assessments. Phase 1: AMC 
scale ratings

Consultant (% Total) Registrar (% Total)
Direct Supervision 11

(15%)
7
(5%)

Proximal Supervision 37
(51%)

36
(26%)

Minimal Supervision 25
(34%)

96
(69%)

Total* 73 139
*One EPAA was excluded as it did not use the AMC Rating Scale

Table 7  Entrustability ratings for EPA assessments. Phase 2: 
modified Ottawa scale ratings
Modified Ottawa-
scale in Phase 2

Consultant (% 
Total)

Registrar (% 
Total)

Phar-
macist 
(%Total)

Do the task 4
(5%)

4
(2%)

0
-

Prompt or assist 6
(7%)

3
(2%)

0
-

Be there or full review 15
(18%)

8
(4%)

2
(9%)

Check key aspects 34
(42%)

66
(34%)

4
(18%)

I trust the intern 23
(28%)

112
(58%)

16
(73%)

Total 82 193 22

Fig. 7  Entrustability scales. Part a) shows the scale on the original AMC form and Part b) shows the modified Ottawa-scale. For the Modified Ottawa-
scale, the detailed information box that provided a full description for each rating level, was positioned underneath the rating scale, which used summary 
phrases for easy reading on the e-form

 

Fig. 6   Revisions to EPAA form feedback section. Part a) shows the feedback section on the original AMC form and Part b) shows the feedback section 
on the revised pilot e-form
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indistinct ‘required standard’ especially across variable 
task complexity. See Table S5 for illustrative quotes.

Perceptions of educational value
Participants (including interns and assessors) appreciated 
the educational value of EPAs as they promoted interns’ 
self-reflection, learning, understanding of role expecta-
tions and clinical proficiency across key areas of intern 
work. Participants commonly requested a procedural 
EPA. In focus groups, interns reported the educational 
value depended on the quality of the feedback discus-
sion, and relied on an assessor’s commitment to teach-
ing despite being busy. Consultants reported EPAAs 
fostered relationships and enabled first-hand analysis of 
interns’ capabilities. Participants considered EPAAs to be 
most beneficial when used for novel tasks or to encour-
age interns who felt hesitant to seek senior input. Some 
interns, who reported already proactively seeking feed-
back, felt EPAAs just created an administrative burden. 
See Table S5 for illustrative quotes.

Conducting assessments and incorporating them into the 
workflow
Participants widely reported difficulties completing 
EPAAs. Even in the Phase 3 survey, 21/35 (60%) interns 
reported they could not easily fit EPAAs into their day. 
When participants were not familiar with key concepts, 
suitable tasks or the process, assessments were stymied. 
This was an ongoing issue due to a high turnover within 
teams and difficulties delivering in-person assessor 
training due to consultants working part-time and little 
access to registrars. Substantial direct interactions did 
not routinely occur between interns and consultants on 
the wards, as consultants primarily interacted with regis-
trars regarding clinical care, plus surgical assessors were 
predominantly in theatre. The lack of interaction also 
impeded building relationships, as interns depended on 
benevolence when asking consultants to make time for 
an assessment.

However, the dominant barrier to EPAAs was the high 
workload; even when plans were made, clinical demands 
meant assessments were often forgotten, or postponed.

Units trialled various local strategies to create assess-
ment opportunities (see Table 8). Participants suggested 
EPAAs would be promoted if unit heads explicitly set 
expectations, targets were mandated, or assessors could 
count them towards professional development require-
ments. See Table S5 for illustrative quotes.

Change management: challenges and enablers
Across six action research cycles, multiple aspects of the 
implementation process were refined by the MEU team 
in collaboration with the expert and stakeholder panels, 
using assessment data and user comments to maximise 

uptake and utility of EPAAs. There was a strong focus on 
attending to participants’ perspectives, difficulties and 
ideas for improvements throughout (Table S3 contains 
detailed descriptions of strategies and refinements across 
each Phase).

Based on Kotter’s change model [28], steps to create 
a coalition with hospital leadership and clinical units 
included explaining the potential benefits of EPAs; proac-
tively seeking and addressing concerns; providing train-
ing, resources and support; and collaboratively refining 
processes. Progress was monitored, with successes cel-
ebrated and effective strategies shared, and more inten-
sive support provided for units with low EPAA activity. 
The COM-B model was used to encourage behavioural 
change [29]. Strategies were developed to increase capa-
bility (e.g. training sessions, unit visits to provide tai-
lored assistance), motivation (e.g. highlight benefits for 
enhancing patient care, share positive experiences, circu-
late comparison of EPAA activity across units, promote 
‘growth mindset’ [35]) and opportunities (e.g. publi-
cise lists of suitable tasks, ways to fit into workflows). 
The strategies aimed to strengthen enabling factors (e.g. 
leadership support, setting clear expectations, enhanc-
ing EPAA proficiency), optimise educational value (focus 
on selecting tasks with valuable learning for EPAAs, 
rephrase form feedback instructions to request action-
able tips), and counter inhibiting factors (e.g. enhance 
form to reduce frustration accessing or completing the 
form). Table 8 summarises key challenges and enablers.

Discussion
Introducing the National Framework with EPAs is the 
most significant change in Australian entry-to-practice 
medical training in 50 years, affecting all new doctors 
and their supervisors [10]. It aims to enhance the qual-
ity of training, create learning opportunities via feedback 
discussions based on direct observations, and promote 
life-long learning habits [9, 16]. Worldwide research 
has demonstrated that implementing EPAs can develop 
proficiencies faster, provide transparent justification 
for progress decisions, and facilitate analysis of training 
quality [17, 18, 20]. Yet policies rarely transfer seamlessly 
into practice [3, 26, 36, 37]. Exploring the gap between 
‘work as imagined’ and ‘work as done’ enables implemen-
tation strategies to be refined to optimise outcomes and 
achieve objectives [38, 39]. To our knowledge, this study 
is the only published pilot of EPAs for interns in Austra-
lia, providing insights into utility, challenges and enablers 
in this setting.

Overall, the study found EPAAs were feasible. All four 
EPAs were assessed in substantial numbers across diverse 
specialties, and the reported duration was mostly ten 
minutes or less for completion. EPA2 assessments were 
the least common, likely to reflect an inability to schedule 
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Challenges Useful strategies as enablers
Lack of familiarity and capa-
bility with EPAs
Training challenges
- high turnover due to shift 
rosters and term rotations
- many consultants worked 
intermittently, so missed 
sessions
- limited access to registrar 
schedules to arrange sessions

Marketing, Education and Training
Broad
Frequent bulletins in hospital newsletter and intern tutorials to keep EPAs front of mind
Unit heads: Presentations at hospital-wide meetings.
PVUS: Regular workshop used for EPA training. Circulated Postgraduate Medical Council of Victoria assessor training 
videos, plus in-house ‘how to’ video as on-demand options.
Interns: Education sessions during intern orientation week.
Unit-level
Posters displayed in doctors’ offices as marketing, information and reminder.
Education sessions scheduled into unit consultant meetings plus regular updates and ongoing support from EPA 
Consultant.
Attempted to schedule education session into registrar training time.
Roving EPA Fellow visited clinical units to proactively assist interns and assessors.

Identifying suitable tasks for 
EPAA

Created examples lists for EPA 1–4 in each specialty, which helped to ‘translate’ a broad EPA into work done by interns 
in the unit that is common, observable and educationally valuable.
List advertised and widely accessible (via online links and hard copy).

Fitting EPAA into workflow
Direct interaction between 
consultant and intern uncom-
mon (except in Emergency)
Surgical assessors predomi-
nantly in theatre
Not customary to observe 
intern’s work
High workload with service 
delivery prioritised over 
education

On-site visits from EPA Fellow to assist participants to identify suitable tasks from their patient lists
Some PVUS/ Consultants developed local solutions to arrange and conduct EPA assessments with consultant 
assessors:
- communicate ‘best time’ for interns to flag EPAA requests (Medicine - start of a week; Emergency - start of a shift)
- schedule a regular timeslot for EPAAs into timetable each week
- split ward round so consultant and intern work together
- message interns whenever consultant available (e.g. fortuitous quieter period or clinical support time)
Include ‘Unit EPA arrangements’ as a specific topic on intern’s ‘Start of Term’ discussion form.
Inclusion of non-medical assessors with Pharmacists from Phase 2.

Responsibility and account-
ability for EPAA completion
Each role typically attributed 
low EPAA activity to other’s 
shortcomings

For a new system to function effectively, each role needs to play their part:
- Unit Heads to set expectations for team to learn about and complete EPAA requirements. Expect assessors to say ‘yes’ 
if asked. Unit heads determined unit culture regarding the importance of education.
- PVUS to work out practical ways to get EPA assessments done in the unit and communicate this during unit orienta-
tion. Provide support for individual assessors and interns to get EPAA done.
- Interns to initiate EPA arrangements.
- Everyone responsible for developing proficiency in EPAs and being proactive in conducting assessments.
Interns instructed to ask about unit arrangements for EPAAs at unit orientation and initiate scheduling them.

Meeting EPA assessment 
targets
Phase 1: Target ‘5–10’ per term
(1 x EPA1 and 2 with 
consultant)
Phase 2–3: Target ‘5 minimum’ 
per term
(1 x EPA1 and 2 with 
consultant)
Not mandated and no 
repercussions

Target set as an ‘expectation’ (but mandating numbers expected to be more effective; creates an education require-
ment as a counter-pressure to service requirements).
Recommend interns to complete one EPAA in first fortnight of term to create an early deadline and reduce deferment.
Follow up low EPAA activity to problem solve difficulties: MEU Fellow for Interns and MEU Consultant for Units
Strategies to promote motivation
- highlight value of EPAs for improved learning and quality of care
- opportunity to participate in co-development of better processes
- ‘Treats and Glory’ approach: EPA Fellow distributed chocolates when promoting EPAs during site visits. Public cel-
ebration of interns and units with high EPA activity.
- Updates on EPA activity sent to individual interns and unit PVUS to enable monitoring.
- Comparison table of EPA activity in different units circulated to foster competition.
Training, user-friendly process, and support to reduce friction to conducting EPA assessments

EPA assessment form access 
and format

Optimal form is easy to access, read, navigate, complete and review. It efficiently records key information, including 
feedback discussion with development tips.
Actions taken on user comments that initial form was clunky, long and repetitive:
-Removed superfluous input requests and added drop-down lists for quicker completion.
-Form optimised for mobile phone display and long phrases shortened to improve readability.
-Feedback instructions revised to encourage 1–2 actionable tips
-Enhanced accessibility via widespread access to link (online and print) and interns downloading form link to mobile 
home screen.

Table 8  Challenges and enablers to enhance EPAA uptake
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it, and prioritisation of clinical care over education dur-
ing the management of acutely unwell patients. Future 
research could investigate ways to promote assessment 
of this important EPA, such as introducing retrospec-
tive case reviews, proactively involving Medical Emer-
gency Teams or mandating a specific number of EPA2 
assessments.

The study identified key determinants of feasibility 
included training, identifying relevant intern tasks, cre-
ating opportunities during the workflow and completing 
the assessment form. The educational concepts under-
pinning EPAs were new and represented a significant 
practice change [8]. Participants required tailored infor-
mation, training, and ongoing support. It was difficult 
to establish a proficient assessor cohort due to the high 
turnover, invalidating a ‘one-and-done’ approach to train-
ing. Participants initially struggled to identify suitable 
tasks for assessments. This was helped by the creation of 
specialty-specific example lists for each EPA and coach-
ing during MEU site visits [40].The study revealed con-
sultants spent little time working directly with interns 
on patient care, except in Emergency where there was an 
established practice that interns presented each patient 
to the consultant. Hence the Framework necessitated 
new ways of working to enable EPAAs. The marked inter-
unit variability in EPAA activity, even within specialties, 
suggested microcultures where unit leadership support 
for education was a potent enabler. Yet heavy workloads 
commonly overwhelmed plans for EPAAs. The difficul-
ties outlined echo those encountered elsewhere when 
implementing EPAs, reflecting the major change process 
involved [3, 41–44].

Study participants appreciated the educational value 
of EPAs and thought all four EPAs targeted important 
aspects of interns’ work. They pinpointed the feedback 
conversation as the crucial element for facilitating learn-
ing, a common finding in previous studies across mul-
tiple health professions [21, 23, 45, 46]. Hence quality 

feedback skills are vital for realising potential benefits 
from EPAs, yet expertise is variable in clinical practice 
[17, 47–54]. A further challenge is the impact of an 
assessment environment, which tends to result in learn-
ers’ feeling more defensive. Rehearsing skills ‘away from 
the spotlight’ is lower risk and makes it easier for learn-
ers to fully engage with supervisors to develop their capa-
bilities [55, 56]. Useful areas for future research include 
identifying how to enhance EPAA feedback conversa-
tions, such as optimising form feedback instructions, cir-
culating exemplars of quality comments, and nurturing 
feedback proficiency include ongoing professional devel-
opment training for educators and learners (particularly 
registrars and interns who are not routinely offered this 
type of training [51, 57].

Completing the form is an obligatory step in recording 
an EPAA, which adds to the assessment duration. In the 
study, when assessors expressed irritation with the form, 
interns reported it deterred them from arranging future 
assessments. This unintended consequence has been 
identified previously [42]. In our study, the form under-
went multiple revisions to enhance access and design, 
and resolve complaints. Optimising form usability is cru-
cial for minimising the administrative burden associated 
with EPA implementation [8]. These findings offer valu-
able insights for the national e-portfolio form design. It 
has a significant impact on the acceptability of EPAAs, 
which reflects the balance between educational value and 
inconvenience. Research has also highlighted tensions 
when using educators’ comments on EPAA forms for 
both formative and summative purposes, as any summa-
tive use seems to dominate behaviour and diminish can-
dour [45, 58–60].

Two entrustability scales were trialled in the pilot, 
including a modified Ottawa-scale that seemed to have 
some advantages [33, 34]. In focus groups, most partici-
pants preferred the modified Ottawa-scale for the clearer 
instructions and rating level descriptions, and broader 

Challenges Useful strategies as enablers
EPA scale
Concerns regarding AMC 
scale

Action on concerns regarding AMC scale: only 3 options, level descriptions ambiguous, rating results skewed towards 
high entrustability despite assessor comments noting performance gaps.
In Phases 2–3: modified Ottawa-scale trialled: 5 options describing practical stages of reducing supervisor input.
Participants generally preferred Ottawa-scale but rating results remained skewed.

MEU department resourcing 
and input

Additional funding for MEU Implementation Team (0.5 EFT each EPA consultant and Fellow)
Director MEU: collaborated with hospital and unit leadership to gain support and resolve problems.
MEU Implementation Team:
- Provided training, created resources and revised processes in collaboration with participants.
- Acted as a single point of contact (via role messaging, phone, email).
- Offered tailored assistance for individuals and small groups to address local barriers to EPA assessments.
- Email and teams campaigns keep EPAs front of mind
- Distribution of EPA completion tables and leader tables to units
- Shared successful strategies between units.
- Weekly visits to units on the wards (Phase 1 and Phase 2) by EPA fellow to promote EPAs

Abbreviations: AMC Australian Medical Council, MEU Medical Education Unit,EPAA  Entrustable professional activity assessment, PVUS  Prevocational unit supervisor

Table 8  (continued) 
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options, but some favoured a 3-point scale for simplicity. 
The modified Ottawa-scale descriptions also seemed to 
make sense across different specialties. However, EPAA 
ratings were positively skewed for both scales, particu-
larly with registrar assessors. Additional research on the 
scale is warranted so descriptions intuitively reflect clini-
cal practice, lower ratings are not perceived as demean-
ing, and learning curves can be demonstrated [12, 45, 61, 
62].

Most interns achieved the Framework’s target of 2 
EPAAs minimum per term, but few achieved the pilot’s 
target of 5–10 EPAAs per term. The target number was 
set deliberately higher than the AMC to allow exploration 
of feasibility and educational impact. Getting the num-
ber and mix of assessments right is important, and this 
will be a valuable objective for future research [15]. Too 
few curtails educational opportunities, raises the stakes 
for each one, and cannot create a rich picture of perfor-
mance to inform competency committee decisions [3, 17, 
20]. Yet, overassessment is deeply problematic, stimu-
lating anxiety and a ‘tick-box’ mentality that diminishes 
learning when it lead to the selection of easy cases and 
rushed feedback [43, 46, 63]. Typically training programs 
have 10–30 EPAs mapped to cover all required learning 
outcomes and associated competencies [8, 16]. The AMC 
developed four broad EPAs and set a low assessment 
requirement in recognition of the limited educational 
resources available for prevocational training. Some 
important activities seem obscured within EPAs or are 
not specifically mentioned, such as ‘oral case presentation 
to senior colleague’, ‘specific procedural skills’ or ‘inter-
professional teamwork’. Additionally, mandating small 
numbers of assessments that target EPA subcomponents 
risks substantial gaps in monitoring performance.

Research strengths include the large number of par-
ticipants across diverse specialties, using Kotter’s and 
COM-B frameworks to leverage change, and employing 
action-research methodology to drive rapid improvement 
cycles in collaboration with users and based on triangu-
lated data. However, the study involved one Australian 
metropolitan health service in the first implementation 
year before EPAs were mandatory and without an e-port-
folio. Survey response rates were low and survey respon-
dents may have been different from non-respondents, 
but user perspectives were gathered from wide sources 
including each EPAA form and field notes during site vis-
its. Our hospital funded an implementation team within 
a high-quality medical education unit, plus ongoing pre-
vocational unit supervisor roles, providing resources 
that may differ from institutions elsewhere. All these 
factors affect our study’s relevance for others. Addition-
ally, action research involves evaluation across a chang-
ing landscape. Many evidence gaps remain, particularly 

for second year prevocational trainees that work in more 
contexts and out-of-hours shifts in Australia. 

Although conducted in a single health service, the chal-
lenges identified, such as workflow integration, assessor 
training, rating scale interpretation and feedback quality, 
are widely reported in studies of workplace-based assess-
ment across health professions. Therefore, the implemen-
tation lessons identified are likely transferable to similar 
training contexts.

This study highlights that successful EPA implementa-
tion depends less on the EPA framework itself and more 
on the surrounding educational ecosystem. Effective 
implementation requires trained assessors, opportunities 
for observation within clinical workflows, user-friendly 
assessment tools and a culture that values feedback dis-
cussions. Without attention to these contextual factors, 
the educational benefits of EPAs may not be realised 
despite strong theoretical foundations.

Conclusions
This large pilot study offers early insights into the feasibil-
ity, acceptability, educational benefits and overall utility 
of EPAs for interns within the new National Framework 
in Australia. It has clarified challenges and many practical 
strategies that may assist others in similar contexts.
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