UCSF

UC San Francisco Previously Published Works

Title

Transforming Primary Care Training—Patient-Centered Medical Home Entrustable
Professional Activities for Internal Medicine Residents

Permalink

https://escholarship.org/uc/item/4b8564ch

Journal
Journal of General Internal Medicine, 28(6)

ISSN
0884-8734

Authors

Chang, Anna
Bowen, Judith L
Buranosky, Raquel A

Publication Date
2013-06-01

DOI
10.1007/s11606-012-2193-3

Peer reviewed

eScholarship.org Powered by the California Diqgital Library

University of California


https://escholarship.org/uc/item/4b8564ch
https://escholarship.org/uc/item/4b8564ch#author
https://escholarship.org
http://www.cdlib.org/

Transforming Primary Care Training—Patient-Centered
Medical Home Entrustable Professional Activities
for Internal Medicine Residents

Anna Chang, MD', Judith L. Bowen, MD??, Raquel A. Buranosky, MD, MPH?,
Richard M. Frankel, PhD®, Nivedita Ghosh, MD®, Michael J. Rosenblum, MD’,
Sara Thompson, MD®, and Michael L. Green, MD MSc®

"University of California San Francisco, San Francisco Veterans Affairs Medical Center, San Francisco, CA, USA; 2Oregon Health and Science
University, Portland, OR, USA; 3Veterans Health Administration Office of Academic Affiliations, Washington, DC, USA; “University of Pittsburgh
Medical Center, Pittsburgh, PA, USA; ®Richard L. Roudebush Veterans Affairs Medical Center, Indiana University School of Medicine,
Indianapolis, IN, USA; ®Brigham and Women'’s Advanced Primary Care Associates, Harvard Medical School, Boston, MA, USA; “Baystate
Medical Center, Tufts University School of Medicine, Springfield, MA, USA; 8Group Health Family Medicine Residency, University of
Washington School of Medicine, Seattle, WA, USA; °Yale University School of Medicine, New Haven, CT, USA.,

INTRODUCTION: The U.S. faces a critical gap between
residency training and clinical practice that affects the
recruitment and preparation of internal medicine resi-
dents for primary care careers. The patient-centered
medical home (PCMH) represents a new clinical micro-
system that is being widely promoted and implemented
to improve access, quality, and sustainability in primary
care practice.

AIM: We address two key questions regarding the
training of internal medicine residents for practice in
PCMHs. First, what are the educational implications of
practice transformations to primary care home mod-
els? Second, what must we do differently to prepare
internal medicine residents for their futures in
PCMHs?

PROGRAM DESCRIPTION: The 2011 Society of Gen-
eral Internal Medicine (SGIM) PCMH Education
Summit established seven work groups to address
the following topics: resident workplace competen-
cies, teamwork, continuity of care, assessment,
faculty development, ‘medical home builder’ tools,
and policy. The output from the competency work
group was foundational for the work of other
groups. The work group considered several educa-
tional frameworks, including developmental mile-
stones, competencies, and entrustable professional
activities (EPAs).

RESULTS: The competency work group defined 25
internal medicine resident PCMH EPAs. The 2011
National Committee for Quality Assurance (NCQA)
PCMH standards served as an organizing framework
for EPAs.

DISCUSSION: The list of PCMH EPAs has the
potential to begin to transform the education of
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internal medicine residents for practice and leader-
ship in the PCMH. It will guide curriculum develop-
ment, learner assessment, and clinical practice
redesign for academic health centers.
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activities; graduate medical education; internal medicine; primary care.
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INTRODUCTION

The United States faces a significant primary care work-
force shortage." By 2025, primary care physicians will see
their workload increase by an estimated 29 % at the same
time the workforce is projected to expand by only 2-7 %."
This deficit represents a shortage of approximately 40,000
adult primary care physicians.' Many factors contribute to
this crisis, including poorly functioning work environments
and medical education systems that fail to prepare physi-
cians for contemporary ambulatory care practice.” As a
result, recruitment into primary care remains a significant
challenge.’ Today’s medical students report serious con-
cerns about primary care as a career, and only 2 % plan to
enter general internal medicine.*” In graduate medical
education, residents often train in academic practices with
limited resources and complex patient populations that
stress the capacity of individual clinicians to meet patients’
needs. Negative experiences in these practices turn physi-
cians-in-training away from primary care.® In 2003, only
19 % of first year internal medicine residents and 27 % of
third year residents planned to practice general medicine,
resulting in a 37 % decline in the number of internal

801



802 Chang et al.: Patient-Centered Medical Home Entrustable Professional Activities JGIM

medicine residency graduates pursuing primary care be-
tween 1998 and 2005."

To address the dysfunctional primary care work environ-
ment, the American Academy of Family Physicians (AAFP),
American Academy of Pediatrics (AAP), American Col-
lege of Physicians (ACP), and American Osteopathic
Association (AOA) identified seven joint principles of
the patient-centered medical home (PCMH): 1) Personal
physician, 2) Physician-directed medical practice, 3)
Whole person orientation, 4) Coordinated and integrated
care, 5) Quality and safety, 6) Enhanced access, and 7)
Payment alignment.® The PCMH represents a new clinical
microsystem that is widely promoted and implemented to
improve access, quality, and enhance sustainability and
attractiveness to clinicians.” In 2009, there were 94 PCMH
demonstration projects involving 14,000 physicians and 5
million patients; 26 projects in 18 states included payment
reform.'® While large-scale patient outcomes remain
unchanged, some have demonstrated improved specific
chronic condition patient outcomes, decreased provider
burn-out, and increased patient satisfaction.''~'*

Redesigning the primary care work environment has
widened the gap between typical residency ambulatory
training and the knowledge, skills, and attitudes essen-
tial for work in a PCMH. While the PCMH may make
primary care a more attractive career choice by improv-
ing clinical, administrative, and financial support,
residents will be unprepared to practice in this new
setting unless our current training model is substantially
changed.

The Society of General Internal Medicine (SGIM),
Alliance for Academic Internal Medicine (AAIM), Asso-
ciation of Program Directors in Internal Medicine
(APDIM), and others are calling for reform of the internal
medicine residency ambulatory experience to include
training in patient-centered team-based clinical systems
like PCMH’s.">2° Early residency education redesign
initiatives, including the Academic Chronic Care Collab-
orative,ZI’22 Health Resources and Services Administra-
tion (HRSA) efforts,” and Veterans Affairs Centers of
Excellence in Primary Care Education, are significant
investments.>* However, most residents still train in
poorly organized practices, with few, if any, PCMH
elements.””"*> Thus, they continue to face a mismatch
between today’s clinical education and tomorrow’s health
care practices.

In 2011, the Josiah Macy Jr. Foundation and others
(see acknowledgements) sponsored a SGIM Education
Summit to address two questions. First, what are the
educational implications of current practice transforma-
tions to primary care home models? Second, what must we

do differently to prepare internal medicine residents for
their futures practicing in and leading PCMHs? The
Summit begins to build a framework for the education of
internal medicine residents in PCMHs. In this paper, we
describe methods used to convene the Summit and results
of its deliberations; in particular, those of the competency
work group.

METHODS
Designing the Summit

Leaders from national internal medicine organizations
served as advisory board members in designing the
Summit. Seven work groups were established: 1) Work-
place competencies for residents, 2) Teamwork, 3) Conti-
nuity of care, 4) Assessment, 5) Faculty development, 6)
The Medical Home Builder© tools, and 7) Policy.**
Although the majority of work group members were
general internal medicine physicians, membership also
included university and community-based educators and
leaders in medicine (internal medicine and family medi-
cine), nursing, and pharmacy. External advisors from the
Bureau of Health Professions/Health Resources and
Services Administration (HRSA), the Macy Foundation,
the National Initiative for Children’s Healthcare Quality,
the Robert Wood Johnson Foundation, and the Veterans
Health Administration Office of Academic Affiliations
participated in the Summit. Although each work group had
its own charge, the output from the competency work
group was foundational for the work of all other groups.
This paper details the methods and outcomes of the
competency work group.

Preparing for the Summit

The competency work group was charged with defining
realistic and tangible activities that residents would need to
perform competently to practice in a PCMH setting. The
seven members of the competency work group, represent-
ing internal medicine and family medicine residency
program directors, educators, clinicians, and health serv-
ices researchers, worked together for five months prior to
the Summit through weekly email communication, month-
ly conference calls, and document-sharing via DropBox®.
Preparation included a review of published literature from
1990 to the present, using the search terms “patient-
centered medical home, ambulatory education in graduate
medical education, interprofessional education and prac-
tice, and competency-based education.”
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Table 1. A Sample Entrustable Professional Activity (EPA) and Related Competencies

Sample PCMH EPA:

Facilitate a patient’s participation in a health care decision using informed decision-making (or using formal decision-aid)

Clinical Example:

Shared decision-making for stroke prevention in a patient with atrial fibrillation and relative low stroke risk

Specific
behavioral
elements of
sample EPA

ACGME
competencies

Relevant
ACGME sub-
competencies

27

Relevant joint
principles
for PCMH
education
competencies

CanMEDS*

Solicit history, perform
physical exam, and order/
interpret laboratory tests
for cardiovascular disease

Educate patient/family
about stroke prevention
and outcomes

Solicit patient preferences for
primary prevention of stroke

Patient care

Residents must be able to
provide patient care that is
compassionate, appropriate,
and effective for the
treatment of health problems
and the promotion of health

Personal physician

Demonstrate knowledge
about the definition of
patient-centeredness the
ability to provide patient
centered care in their
clinical encounters

Whole person orientation

Provide patient care that is
compassionate,
coordinated, appropriate,
and effective for the
treatment of health
problems and the
promotion of health

Medical expert

Know the risk of stroke in
atrial fibrillation

Know the effectiveness and
risks of stroke prevention
strategies

Know potential stroke
outcomes

Medical knowledge

Residents must demonstrate
knowledge of established
and evolving biomedical,
clinical, epidemiological and
social-behavioral sciences, as
well as the application of this
knowledge to patient care

Identify relevant clinical
questions

Acquire, appraise, and
apply new information
about primary stroke
prevention in atrial
fibrillation

Solicit and respond to
feedback about shared
decision-making
encounter with patient

Practice-based learning
and improvement
Identify strengths,
deficiencies, and limits
in one’s knowledge and
expertise

Identify and perform
appropriate learning
activities

Incorporate formative
evaluation feedback
into daily practice

Locate, appraise, and
assimilate evidence from
scientific studies related to
their patients’ health
problems

Use information technology
to optimize learning

Quality and safety

Use point-of-care evidence-
based clinical decision
support and use
information to make
decisions within practice
via interpretation of
quality reports, patient
and family engagement,
self-assessment of one’s
own performance,
knowledge of the
principles of community
health assessment, and
awareness of the need for
patient and family
advocacy skills

Scholar

Work with health educators
and other team members
in helping patient make
decision about stroke
prevention strategies

Document patient
assessment and
decision-making
process in medical
record

Communicate risk for
outcomes of stroke
prevention options

Interpersonal/
communication skills

Communicate effectively
with patients, families,
and the public, as
appropriate, across
a broad range of
socioeconomic and
cultural backgrounds

Communicate effectively
with physicians, other
health professionals,
and health related
agencies

Work effectively as a
member or leader of
a health care team or
other professional

group

Maintain comprehensive,
timely, and legible
medical records, if
applicable

Physician directed
medical practice

Demonstrate
collaborative care
via leadership skills
that result in effective
information exchange
and teaming with
patients, their patients’
families, and
professional
associates

Communicator
Collaborator

PCMH = patient-centered medical home; ACGME = the U.S. Accreditation Council for Graduate Medical Education

*CanMEDS is a Royal College of Physicians and Surgeons of Canada initiative to define competencies needed in medical education and

. 28
practice™"
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The group considered several frameworks to classify
residents’ ability to function in a PCMH, including the U.S.
Accreditation Council for Graduate Medical Education
(ACGME)*’ and the Canadian Royal College of Physicians
and Surgeons (CanMEDS) competencies,” developmental
milestones,’® and entrustable professional activities
(EPAs).”* ! Formulated by ten Cate in 2005, EPAs
represent the key professional activities for a particular
discipline.®> We chose EPAs as a framework for three
reasons. First, EPAs have emerged as an important
framework for competency-based medical education in
Europe and the U.S.>'”*** Second, EPAs operationalize
competencies and the complexity of clinical competence.
Performing an EPA requires integration of multiple
competencies, which, in turn, require activation of multi-
ple skills, knowledge, and attitudes. On the contrary, a
trainee’s demonstration of multiple individual competen-
cies may not translate into integrated actions and activities
required for clinical practice.>*> Third, EPAs exemplify
tangible clinical activities that front-line clinical super-
visors observe on a daily basis. They are more intuitive for
learner assessment than competencies. EPAs may be
especially useful for education in the PCMH, where
coordinated comprehensive care over time is better
characterized by broad clinical activities than by individ-
ual competencies.

The relationship between milestones, competencies,
and EPAs is a complex one. A trainee must demonstrate
a certain level of proficiency in multiple competencies

(or sub-competencies) to successfully perform an EPA.
The level of proficiency in a competency can be
determined via milestones, which track a developmental
progression of observable behaviors. For example,
“performing a comprehensive medication review and
reconciliation using an electronic health record that
allows electronic prescribing” is an EPA. This EPA
incorporates multiple competencies, such as patient care
(including the “history taking” sub-competency), medi-
cal knowledge, and systems-based practice. A trainee’s
proficiency in history taking can be tracked within a
sequence of three developmental milestones, progressing
from, 1) “Acquire accurate and relevant history from the
patient . . .” to 2) “Seek and obtain appropriate, verified,
and prioritized data from secondary sources (e.g. family,
records, pharmacy)” to 3) “Obtain relevant historical
subtleties that inform and prioritize both differential
diagnoses and diagnostic plans....”*° This framework
can be used to determine the “rate limiting deficiency” if
a trainee fails to successfully perform an EPA. Table 1
demonstrates how EPAs encompass and integrate the
competencies included in ACGME and other frame-
works.

Entrustment refers to the granting to trainees the privilege
to perform the professional activity, or EPA, without
supervision within the context of a residency program (Text
Box 1).*® An EPA can be distinguished from a competency
by completing this sentence: “Tomorrow the resident will
be entrusted to. . .’

Text Box 1. Levels of Entrustment in Entrustable Professional Activities (EPAs)34

the EPA independently.

readily available on request.
IV Resident may act independently.

I Resident has knowledge and some skill, but is not allowed to perform

II Resident may act under proactive, ongoing, full supervision.
IIT  Resident may act under reactive supervision, i.e., supervision is

\" Resident may act as a supervisor and instructor.




JGIM Chang et al.: Patient-Centered Medical Home Entrustable Professional Activities 805

We limited our PCMH EPAs to those activities that
specifically prepare internal medicine residency graduates to
work in a PCMH environment, as opposed to those pertinent
to the larger domain of ambulatory medicine. Each work
group member began by identifying EPAs from daily clinical
tasks within their practice and consulting with team members
representing multiple disciplines. We used task analysis,
practice profiling, and narrative writing to develop the initial
set of PCMH EPAs. The group refined this list through review
of published descriptions of PCMH.* ' We then categorized
these EPAs using the 2011 National Committee for Quality
Assurance (NCQA) PCMH standards: 1) Enhance access and
continuity, 2) Identify and manage patient populations, 3) Plan
and manage care, 4) Provide self-care and community support,
5) Track and coordinate care, and 6) Measure and improve
performance.®® We chose the NCQA standards to expand our
thinking beyond traditional educational frameworks.

During the Summit

In March of 2011, the work groups gathered at the 2-day
Summit for three face-to-face activities. First, each work
group presented their pre-Summit work. Next, partic-
ipants were redistributed into new small groups based
on NCQA PCMH standards. Facilitated by a member of
the competency work group, each new small group
revised the EPAs in their NCQA category by applying
brainstorming questions in Text Box 2. Finally, the
resulting EPAs were circulated to the entire Summit,
where everyone participated through a nonbinding
multi-vote process to generate a list of high priority
EPAs. By voting for top priority EPAs, all summit
participants contributed to the list of EPAs determined
to be most important. The competency work group
collated these EPAs and Summit notes for subsequent
review.

Text Box 2. Patient-Centered Medical Home (PCMH) Education Summit Brainstorming Questions

Is it really an EPA by ten Cate criteria?

Is it an important (high-stakes) enough EPA?

Is it unique to practicing in a PCMH environment?

Is it worded optimally to capture the activity?

Is it worded optimally to accommodate observation / assessment?
Should some EPAs be consolidated or subdivided?

Have we missed important EPAs within the NCQA category?

After the Summit

The competency work group revised EPAs based on input
from the Summit. Work group members presented the
EPAs in a PCMH symposium at the 2011 SGIM annual
meeting, and revised the EPAs again based on audience
feedback. Finally, each member solicited reviews from
senior general medicine clinician, educator, and adminis-
trator colleagues.

RESULTS

The final list of 25 internal medicine resident PCMH EPAs
is shown in Text Box 3. We classify each EPA as discrete
(D) or longitudinal (L). Discrete EPAs occur within one
care encounter, whereas longitudinal EPAs occur over a
period of time. We use the NCQA PCMH standards (in bold
below) to organize the EPAs and describe the standards in
more detail here.
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Text Box 3. Entrustable Professional Activities (EPAs) for Internal Medicine Residents in the Patient-Centered Medical Home*

NCQA PCMH Standard 1: Enhance Access and Continuity
Provide care for patients in non-traditional ways within and between office visits (e.g. telephone, email,

remote access EHR, group visits) (L)

2. Identify, accommodate, and customize care for patients with language, cognitive, functional, or
cultural barriers (D)

3. Lead an interprofessional health care team, including aligning responsibilities with members’
expertise and level of training (L)

4, Facilitate team huddle or more formal team meeting (D)

5. Assess and refine office systems based on workflow analysis, patient experience, and performance
data to enhance access and continuity and improve performance (L)

6. Advocate for ongoing health care reform that facilitates further realization of the goals and values of
the PCMH (D)

NCQA PCMH Standard 2: Identify and Manage Patient Populations
7. Interrogate a registry and utilize risk stratification tools to determine the health status and health care

needs of the entire practice (D)
8. Identify and proactively intervene to promote the health of vulnerable populations (e.g. functional
impairment, cognitive impairment, multiple or high risk medications, multiple chronic diseases,

substance abuse) (L)
NCQA PCMH Standard 3: Plan and Manage Care

9. Access, document, and share patient medical information via an electronic health record (D)

10. Devise, follow, review, and adjust a longitudinal care plan to meet patients’ health care needs,
including acute care, chronic disease management, modification of high risk behaviors, and
preventive care (L)

11. Care for acute illness, chronic disease, and health care maintenance needs using evidence-based
guidelines and other forms of decision support (L)
12. Perform comprehensive medication review and reconciliation utilizing an EHR that allows electronic

prescribing (D)
NCQA PCMH Standard 4: Provide Self-Care and Community Support

13. Counsel and support a patient in her self-management of a chronic disease (L)
14. Facilitate a patient’s participation in a health care decision using informed decision-making (or using
formal decision-aid) (D)
15. Engage a patient in advanced care planning (L)
16. Use motivational interviewing to help a patient change her health related behaviors (D)
17. Activate and orchestrate community resources to meet a patient’s or a population’s needs (D)
NCQA PCMH Standard 5: Track and Coordinate Care
18. Safely transition patients among PCMH team members, including giving and receiving sign outs (D)
19. Safely transition patients between settings, including giving and receiving sign outs (D)
20. Track and coordinate care during inter-visit periods, ensuring follow up on messages, tests, consults,
and care at other facilities (L)
21. Engage patient as care team member in tracking and coordinating care (L)
NCQA PCMH Standard 6: Measure and Improve Performance
22. Access and interpret performance data (D)
23. Improve care via Plan-Do-Study-Act cycles, using outcome, process, and balancing measures
(including measures of patient satisfaction) (L)
24. Utilize EHR and other electronic systems to detect and prevent medical errors (D)
25. Perform a root cause analysis and reflect upon critical incidents (including a medical error, near miss,

preventable emergency room visit or re-admission, or patient complaint) (D)

*Letters in parentheses after each EPA indicate classification into two types of EPAs:
(D) = Discrete EPAs

(L) = Longitudinal EPAs

EHR = Electronic Health Record
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Enhance Access and Continuity. EPAs in this NCQA
PCMH standard prepare residents to deliver patient-
centered care where access is enhanced by technology and
teamwork. Technological advances allow us to engage
patients as members of the team (e.g. patient portals in
electronic health records), to reach patients efficiently (e.g.
telemedicine), and to refine expectations for continuity.
Continuity of care occurs between a coordinated health care
team (e.g. physician, nurse, medical assistant, pharmacist,
social worker), an activated patient, and her support
network. Residents participate as members of the
multidisciplinary team, using multiple modalities of
communication to support effective face-to-face and
asynchronous communication among team members.

Identify and Manage Populations. These EPAs emphasize
the importance of population-based care. Implied here is the
commitment of academic health centers to building the
information infrastructure for identifying patients belonging to
health care teams, promoting preventive health, optimizing care
of chronic illnesses, and reporting population data to monitor
the effectiveness of the health system to achieve quality goals.

Plan and Manage Care. These EPAs encompass
fundamental primary care principles of longitudinal,
continuous, comprehensive, evidence-based acute, chronic,
and preventive care. The electronic health record (EHR) has
an expanded role as a tool to facilitate patient care. Shared
decision-making between patients and teams to achieve health
care goals is a core concept. Although training is often
divided into blocks of time, residents will take responsibility
for engaging with health care team members to support
patients in achieving their comprehensive health goals.

Provide Self-Care and Community Support. These EPAs
address shortcomings of the traditional view of disease,
which exclude the patient, family and community context.
They require residents to frame patient encounters as
partnerships, including dimensions like self-efficacy and
health literacy. Effective understanding and activation of
community resources to support patients is a necessity.

Track and Coordinate Care. These EPAs require
conceptualizing the PCMH as a place where patients
engage with the whole health care system, not just one
ambulatory practice. Entrusting residents to manage
transitions of care to optimize patient safety requires
communication skills, knowledge of one’s health system,
and the ability to discern best practices while coordinating
care with multiple providers.

Measure and Improve Performance. These EPAs require a
life-long commitment to continuously improve the
performance of one’s own clinical practice and health care
system to achieve better, safer, more equitable individual
and system-level health outcomes. These require health
information systems that report population data to monitor
the system’s effectiveness in achieving quality goals.
Residents will now connect preparation of a morbidity and
mortality case conference, or work on a quality
improvement project, to addressing larger systems issues.

DISCUSSION

With considerable momentum for system redesign, we
sought to address today’s training-practice gap for internal
medicine residents entering primary care. Using an interac-
tive, iterative, and inclusive process, we articulated 25
internal medicine resident PCMH EPAs, which have the
potential to close this gap.

Our work adds to prior scholarship in PCMH and
medical education. First, we extended the work on joint
PCMH principles for medical student education’® by
articulating PCMH EPAs for internal medicine residency
training. Second, we categorized EPAs by NCQA PCMH
standards to create an innovative link between clinical
system redesign and graduate medical education. Third, we
articulated EPAs rather than competencies. EPAs integrate
multiple competencies, avoiding the artificial distinction
among individual competencies. They are suitable for
workplace learning, because they allow evaluators to assess
trainees in observable clinical tasks. The faculty member
can directly observe the fully integrated professional
activity, rather than trying to assess underlying competen-
cies, which, as abstract abilities, can only be inferred. EPAs
have been defined for residency training in obstetrics and
gynecology, anesthesiology, and for neurology physician
assistant training.”*’w’40 Our work, then, extends EPA
scholarship to internal medicine and the PCMH.

We make a novel distinction between discrete and
longitudinal EPAs. Discrete EPAs, such as “facilitate a
team huddle” or “perform a comprehensive medication
reconciliation,” represent clinical activities that occur within
a single episode of care. Faculty will make several
observations and integrate multi-source feedback for each
learner prior to making entrustment decisions. Supervisors
can observe learners performing discrete EPAs during one
continuous block of time, such as one patient visit, or one
team meeting. These are similar, in time scale, to EPAs
articulated in other specialties.”~"*" Longitudinal EPAs,
such as “track and coordinate care during inter-visit
periods” or “supporting a patient in her self-management
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of a chronic illness,” describe care that unfolds over time.
These EPAs require a longitudinal relationship between a
resident and patient, or between a resident and the care
team, or both. Learner assessment of longitudinal EPAs
requires observation over time, across distinct clinical
episodes.

While it would be ideal for internal medicine
residents to train in fully realized PCMHs, most programs
currently lack this infrastructure.’*>> Residency programs
with fewer resources can still use this framework to take
these steps in moving forward. First, program leaders may
use these EPAs to guide curriculum needs assessment.
Second, tools like the ACP Medical Home Builder© help
program leaders determine their program’s strengths and
areas for improvement.?® Third, acknowledging significant
resource constraints in many clinical systems, pilot
projects may target particular PCMH elements before
large-scale systems change. Finally, program evaluation
data can support advocacy efforts for institutional trans-
formational change.

Identifying PCMH EPAs is one step in closing the
training-practice gap. Curriculum revision, learner assess-
ment, and faculty development must occur in parallel with
clinical learning environment redesign. Our EPAs can frame
curriculum reform for teaching practices in varying stages
of PCMH redesign.*®"*! We suggest Scheele’s criteria for
prioritizing EPA implementation.*' In this schema, high-
priority EPAs for implementation include those which 1) are
critically important in daily practice, 2) address high-risk or
error-prone activities, and 3) integrate multiple competen-
cies. Once high-priority EPAs are selected, programs can
address feasibility for implementation in the existing
training environment, and fashion continuity clinics to
maximize opportunities for residents to perform EPAs with
supervision, feedback, and repetition. Additionally, authen-
tic interprofessional team experiences will ideally become a
part of the clinical learning experience.*>* Finally, targeted
supplemental curricula, using simulation techniques such as
standardized patients, can fill gaps left by in-situ clinical
training until full transformation to functional PCMH
systems.

Although beyond the scope of this paper, faculty
development around PCMH, competency-based education,
and learner assessment in EPAs will be essential to
ambulatory medicine training reform. We will need to refine
assessment strategies for EPAs, learning the differences, if
any, of assessing discrete vs. longitudinal EPAs. Simply
having the framework of graded levels of entrustment,
from performing the task under direct supervision to
autonomous practice, is essential but not sufficient, given
the variability among faculty evaluators.*®* Lastly, the
science on entrustment decisions is still immature, and
further study is required before fully effective application
of this assessment strategy.*

There are several limitations to our work. We did not
perform a formal systematic review of the literature, or an
exhaustive sampling of stakeholders. Thus, it is possible we
missed important PCMH EPAs. Training environments vary
widely. Some practices have already achieved NCQA
‘medical home certification,” while others lack resources
to make transformative changes. The EPAs described here
may appear applicable to a limited number of residency
programs. Our recommendations might be viewed as
premature, assuming practice redesign is a necessary
precondition for curricular reform. However, engaging
residents during curricular reform and system redesign is a
justifiable educational activity. Indeed, residents engaged in
the process are likely better prepared for future change.

In conclusion, the national 2011 SGIM PCMH Education
Summit generated 25 entrustable professional activities to
guide the education of internal medicine residents for
practice and leadership in the patient-centered medical home.
These EPAs can serve to guide curriculum development,
learner assessment, and clinical practice redesign in academic
medical centers. We hope this work is an early step toward
closing the training gap in internal medicine residency
programs. It enhances training programs’ capacity to meet
future workforce needs and produce physicians equipped to
provide efficient, patient-centered care within a PCMH.
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