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Profiles does not aspire to describe the whole range of medical practice.
Rather, it outlines the level of expertise that a physician must possess at
the beginning of his/her postgraduate training.

Profiles purposely focuses on roles, tasks and situations that integrate
medical disciplines. To accomplish such tasks and address each of the situ-
ations listed, the student must acquire the scientific foundations of medi-
cine and the knowledge inherent to each medical discipline.
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Introduction

The Joint Commission of the Swiss Medical Schools (SMIFK/CIMS] decided in 2000 to
establish a Swiss Catalogue of Learning Objectives for Undergraduate Medical Training
(SCLO]J, which was based on a similar Dutch blueprint. A second version of the SCLO was
developed and launched in 2008. The catalogue includes a comman set of learning objec-
tives that the students of all faculties should reach by the end of their master curriculum.
Mareaver, the document, according to the Federal Act on the University Medical Professions
(MedBG/LPMéd] defines the contents of the Federal Licensing Examination [FLE]; it is also
a prerequisite for the accreditation of the curricula of the Swiss faculties of medicine.

Given the evolution of the field of medicine and of medical education, the SMIFK/CIMS
has decided to embark on a total revision of the SCLO. The warking group in charge of
this work comprised experts from all Swiss medical faculties and of other institutions
involved in undergraduate medical education, as well as representatives of students
and postgraduate medical education.

The new document encompasses the commaon medical situations that a physician
should be able to handle on the first day of his residency. It outlines a generic profile
of the physician and describes the Principal Relevant Objectives and a Framework for
Integrative Learning and Education in Switzerland. Thus, PROFILES provides a gener-
ic description of competence-driven learning objectives that caver the field of medi-
cine without focusing on specific disciplines. This means that although basic medical
sciences and medical disciplines are not explicitly mentioned, their knowledge must
be acquired to meet the objectives given in Profiles. This approach strives to promote
the intellectual autonomy of students and fosters a holistic vision of the practice of
medicine. It also stresses the characteristics of a good doctor, such as communication
skills, professionalism, capacity for interprofessional collaboration as well as the ability
to adopt a reflective view of the progress of medical science.

Based on the deliberations of the Joint Commission of the Swiss Medical Schools, the
Profiles document builds on the scientific foundations of medicine and acknowledges
that scientific teaching and training is an integral part of undergraduate medical ed-
ucation. As such, it also estahblishes an important basis for postgraduate and lifelong
learning, for scientific progress and far evidence-based medicine.

The working group has been greatly stimulated by the different versions of the Dutch Framework for
Undergraduate Medical Education in the Netherlands (http://www.nfu.nl/img/pdf/09.4072_Brochure_
Raamplan_artsopleiding_-_Framework_for_Undergraduate_2009.pdf} and gratefully acknowledges the
support of Professor Olle Ten Cate (University of Utrecht], initiator of the concept of Entrustable Profes-
sional Activities. The first chapter of general objectives has been adapted with permission from the 2015
CanMEDS document. CanMEDS 2015 is a publication of the Royal College of Physicians and Surgeans of
Canada (http://canmeds.royalcollege.ca/en/framework). The second chapter on Entrustable Professional
Activities is based with permission on a series of training objectives built by the American Assaciation
of Medical Colleges (https://www.aamc.org/initiatives/coreepas/). The members of the Working Group
express their gratitude to the above mentioned institutions and to the many colleagues who have made

comments and suggestions over the three years of wark on Profiles.

PROFILES - Introduction



As illustrated by the graphic below, all the objectives and situations apply to any
age group (baby, child, adolescent, young and middle-aged adults, old and very old
persans], to any set of circumstances [prevention, acute, rehahilitation, chronic and
palliative care] and to any type of setting (ambulatory, hospital, long-term and comu-
nity]. Also, the general objectives of Chapter 1, the entrustable professional activities
(EPAs] described in Chapter 2 and the situations listed in Chapter 3 as starting points
are closely interconnected. To achieve the expected level of expertise, the student
must master the corresponding discipline-related knowledge and skills, and must alsa
adopt the attitude appropriate to the circumstances.

Profiles displays three interdependent chapters of equal importance:

A first chapter listing a series of learning objectives related to the different
roles of doctors, inspired by the CanMEDs Roles used worldwide

A second chapter presenting a set of entrustable professional activities (EPAs)
reflecting the main medical tasks that a physician must be able to perform
autonomously on the first day of his residency

A third chapter listing around 265 commoan clinical situations that a doctar is
expected to deal with after passing the Swiss Federal Licensing Examination

PROFILES - Introduction




1 See: Frank JR, Snell L,
Sherbino J, editors. The Draft
CanMEDS 2015 Physician
Competency Framework -
Series IV. Ottawa: The Royal
College of Physicians and
Surgeans of Canada; March

2015 http://www.royalcollege.

ca/rcsite/canmeds/can-
meds-framework-e

General Objectives

(Adapted from the CanMEDS 2015 model and the second Swiss version of the SCLO)

The original CanMEDS Physician Competency Framewark, developed by the Royal Col-
lege of Physicians and Surgeons of Canada, already inspired the description of the
roles of physicians in the second version of the SCLO. Profiles defines the fallowing
set of training objectives, building on the review of the CanMEDS model as presented
in the latest available version [2015). The objectives are organized on the basis of a
shaort description of seven generic roles of physicians, as illustrated in the figure below.
While two chapters cover specific aspects of the practice of clinical care, the objectives
listed below represent the core of the undergraduate curriculum for all Swiss medical
faculties. This chapter promotes an integrative interdisciplinary vision of the practice
of medicine and public health, contributing to the adaptahility of future doctors.

MEDICAL EXPERT

Professional Communicator

Scholar Collaborator

Health Advocate Leader

The seven CanMEDS roles (see figure above) define the framework of daily practice
for both training and trained physicians, whatever their discipline and setting. In the
Profiles document, these roles are expressed as specific training objectives / com-
petencies that the student must attain by the end of his undergraduate training. As
illustrated by the CanMEDS ‘flower’ above, any physician integrates all of the other six
roles as an expert.

While this section and the next two sections do not provide an explicit and
comprehensive list of discipline-related knowledge, the acquisition of this

knowledge [both fundamental and clinical) constitutes an essential prerequisite
for any medical activity, especially in the area of clinical reasoning.

PROFILES / General Objectives



As illustrated by the Profiles graphic and shown in the Table below, the CanMEDS roles
and the list of Entrustable Professional Activities (EPAs] listed in Chapter 2 are all
highly interconnected, although some cannections are stronger than others. For ex-
ample, to take the history of a patient, the physician must be a good communicator
and exhibit professionalism. Confronted with the need to select relevant hypotheses
for a differential diagnasis, or the requirement to elaborate a complex management
plan, the physician must base these processes on the available literature and evidence
(scholar role]. When performing emergency procedures on a patient with severe
wounds and blood loss, the physician must be particularly aware of the impaortance of
an interprofessianal and coordinated team approach.

EXP COM COL LEA ADV SCH PROF

1 | Take a patient’s histary XX XX X X X X XX
2 | Assess physical & mental status XX XX X X XX
3 | Prioritize a differential diagnosis XX X X X XX X
4 | Order & interpret tests XX XX XX X X XX X
5 | Perform general procedures XX XX XX XX X X XX
6 | Recognize & treat an emergency XX XX XX XX X X XX
7 | Prescribe & develop management plan XX XX XX XX X XX XX
8 | Document and present a clinical encounter XX XX XX X XX X XX
9 | Contribute to a culture of safety XX XX XX X XX XX XX

Thus, in the first chapter on General Objectives, all seven roles described refer to a
varying extent to some of the EPAs of Chapter 2. These links are provided in green.

PROFILES / General Objectives
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110
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1. Medical Expert [EXP]

As Medical Experts, physicians possess a comprehensive bady of knowledge and skills
which they apply in medical practice. They collect and interpret information, perform
problem analyses, and make appropriate clinical decisions within their area of expertise
and competence. They check whether their decisions and associated actions are up to the
appropriate quality standard and have the desired effects. They assess the extent to which
they need supervision in their professional activities. They deliver curative and preven-
tive care using evidence-based, ethically sound, and economically viable standards.
Medical care includes both somatic and psychosocial aspects and tackles acute and
chronic disorders and situations. Medical experts engage in effective oral, written, and
electronic communication with patients, relatives, and other professionals in social
services or healthcare. They keep themselves updated on developments in the field of
medicine and acquire a critical awareness of the social and ethical issues associated
with the progress of science.

The following “expert” section synthesizes the key objectives of undergraduate train-
ing, and as such overlaps with the objectives provided in the six other roles (as shown
in the CanMEDS ‘flower’].

As Experts, physicians are able to:

describe and integrate the structures and underlying mechanisms governing the
function of the human body, from molecular to organ level

demanstrate a good knowledge of all common situations in each discipline
perform a patient-focused consultation in the time allowed

identify and prioritize issues to be addressed in a patient encounter, and elicit a
relevant, concise and accurate personal and family histary from the patient and
other sources

perform triage assessment and interventions, taking into account clinical urgen-
cy, the potential of deterioration, and available resources

canduct an effective general or specific physical examination

analyse and interpret data to estahlish a differential and a working diagnosis
(clinical reasoning)

integrate the foundations of basic medical sciences into their clinical reasoning
and the selection of relevant procedures and investigations

establish a patient-centred, shared management plan and deliver high quality
cost-effective preventive and curative care, especially when dealing with a pa-
tient who is vulnerable and/or multimorbid (elderly] or who suffers from a termi-
nal illness

demanstrate safe prescribing

prioritize and perform procedures in a skilful and safe manner

obtain and document informed consent, explaining the risks, benefits and ration-
ale for the proposed options

advise and counsel patients on their health and lifestyle in an empathetic
non-judgmental manner. Perform a motivational interview

set up and conduct a discussion with the family/caregivers and manage options/
decisions regarding the patient’s health, condition and outcomes

PROFILES / General Objectives
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1.19

1.20

121
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1.23

124

1.25

2.1

2.2

2.3
2.4

demonstrate appropriate medical data and information management

integrate the advancements produced by evidence-based scientific research into
clinical practice

develop a critical awareness of common stereotypes that might bias clinical activities,
related to factors such as age, gender, ethnicity, culture and representations.

identify the impact on health of sex [i.e. biological difference related to sexual
determination], and gender (cultural and social differences between men and
women in terms of roles and expectations). Address these issues in medical
activities

incorporate and apply the foundations of biomedical and clinical ethics in patient
care; respect values such as autonomy and dignity; identify and weigh up, in sit-
uations pasing ethical dilemma, the various options available and how principles
and values may affect them

recognize and disclose conflicts of interest that might compromise equitable,
high guality care at individual and collective levels

comply with the code of ethics and the recommendations of the Swiss Academy
of Medical Sciences

take Swiss legislation into account in the care of the patients, in particular cov-
erage for disease, accidents, occupational disease and disability; display aware-
ness and respect for the rights of the patient

understand the population perspective as a core aspect of public health, and the
application of basic principles of social medicine; advocate for the health and
healthy environment of the local community and society as a whole

take into account the economic, social and cultural aspects of health mainte-
nance prevention and care at individual and community levels

practise self-reflection and critical thinking related to evolution of the health
system; recagnize and respond to the complexity, uncertainty, and ambiguity
inherent in medical practice

2. Communicator (COM] e

As communicators, physicians establish and maintain effective relationships with
patients and relatives. They use communication skills to provide high-quality care
and prevention / health promaotion.

They are able to:

engage in and maintain therapeutic relationships with patients based on mutual
understanding, empathy, and trust

accurately and adequately convey relevant information and explanations

to patients, families, colleagues and other professionals, foster a common
understanding of issues and problems, and jointly develop a healthcare plan
manage disagreements and emationally charged conversations

deal effectively with diverse groups of patients such as children, adolescents and
seniors; men, women and people with other gender identities (e.g. transgender];
and patients with different cultural backgrounds and languages

PROFILES / General Objectives
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2.6

2.7

2.8

2.9

3.1

3.2

3.3

3.4

disclose adverse events (diagnostic and treatment failures, errors] accurately to
patients and their families

share bad news with patients and their families appropriately [“breaking bad
news”)

develop effective, shared strategies with their patients to increase their
adherence to therapeutic options and improve their adoption of healthy habits
and lifestyles

assist patients in the adoption of health promoting habits and provide effective
counselling in the use of personal data obtained through screening procedures,
imaging, serologic or genetic findings [precision / prediction medicine)

improve patient’s and family’s health literacy by assisting them to identify, ac-
cess, and make use of information and communication technologies to support
their health care and the adoption of healthy lifestyles

3. Collaborator (COL) e

As collaborators, physicians are team players who effectively work together in
interdisciplinary and interprofessional partnerships in order to praovide optimum
patient care, education, and/or research.

They are able to:

optimize health care delivery in identifying and understanding the roles and
responsibilities of individuals such as physicians from other disciplines, nurses,
pharmacists, physiotherapists, psychologists, dieticians, social workers, religious
ministers and, when appropriate, the patient him/herself

communicate with respect for and appreciation of team members, and include
them in all relevant interactions; estahblish and maintain a climate of mutual
respect, dignity, integrity and trust

participate in team building strategies and conflict resolution approaches based
on the model of interprofessional education and practice; define overlapping
and shared responsihilities between colleagues from all healthcare professions as
required

prioritize team needs over personal needs in order to optimize delivery of care

4, Leader/Manager
(LEA] mzm=m

As managers and individuals demonstrating leadership, physicians are engaged
individuals who take the initiative to contribute in a collaborative way towards posi-
tive and sustainahble change in health care, from the level of an individual patient to
that of the healthcare system (leaders do not need a formal title to lead). Managers
take respansibility for the delivery of excellent patient care through their activities as
clinicians, administrators, scholars, or teachers.

PROFILES / General Objectives
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4.2

4.3
4.4

4.5

4.6

4.7

4.8

5.1

5.2

They are able to:

understand the principles of population medicine and its strategies, and use the
main tools which are used in epidemiology and public health. These include the
gathering and use of health determinants and indicators, descriptive and explan-
atory statistics, risk and protective factars and the concepts of prevention and
health promation at individual, community and environmental levels

define and illustrate health promation and health-enhancing strategies at
various levels, such as the maonitoring and pramotion of a safe environment and
the promotion of effective public health palicies and interventions. In doing so,
they take into account financial, material and staffing resources, at both com-
munity and public health levels.

recognize and respond to disease outbreaks, epidemics and pandemics

identify and address the special needs of vulnerable populations, showing aware-
ness of the impaortance of equity in the delivery of care. They seek caollabaoration
with saocial services if appropriate

address the psychosocial, insurance, financial and environmental aspects of
handicaps and chronic diseases

identify the roles and describe the functions of the health and invalidity insurance
system and its impact on health and health care at both individual and collective
levels

integrate the principles of economic effectiveness and efficiency in daily wark
and the planning of healthcare provision

identify and engage in opportunities for continuous improvement of the health-
care system, based on a critical understanding of the continuous transformation
of medicine and society

5. Health Advocate (ADV])

As health advocates, physicians recognize and actively promote the importance
of public health and preventive healthcare for the individual patient, for patient
groups, and for saciety. They advocate high quality healthcare to policymakers and,
wherever possible, put preventive healthcare into practice. They wark with those
they serve to determine and understand needs, speak on behalf of others when
required, and support the mohilization of resources to effect change. They take
into account the histarical and social aspects of the progress of science, medicine
and public health.

They are able to:

recognize issues, settings, circumstances, or situations that require advocacy

on behalf of patients, professions, or the general population, keeping in mind

the structure and function of the healthcare system and insurance coverage of
disease, accidents and disability in Switzerland

incorparate health surveillance activities into interactions with individual patients
(discussing lifestyles, counselling]. Such activities include screening, immuni-
zation and disease prevention, risk and harm reduction measures, and health
promaotion.

PROFILES / General Objectives
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6.1
6.2
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6.4

6.5

6.6

6.7

7.1

work with a community or population to identify the determinants of health that
affect them, how to address them and promote system-level change in a socially
accountable manner

recagnize the central role and functions played by primary care in the population

6. Schalar (SCH]

As scholars, physicians recognize the need for lifelong learning and continual updat-
ing of their professional expertise. They strive to make scholarly contributions to the
assessment, estahlishment, and understanding of knowledge and skills in healthcare.
They actively participate in teaching, and facilitate the education of medical students,
other health professionals, patients and members of the community. They develop and
maintain critical thinking about the scientific progress of medicine and health.

They are able to:

develop and document a reflective attitude towards learning and education
apply principles of critical appraisal of sources to the best available
evidence-hased medical information. Identify ethical principles that apply to
basic and clinical research

demanstrate the critical use of information technology to access accurate and
reliable (online) medical information, taking into account the levels of evidence
provided by the medical literature, and integrating it into patient care

understand the general theoretical principles of medical and scientific knowledge
and show an awareness of its development, its problems and limits

identify and develop a research question or hypothesis, work out a procedure

to address the issue, analyse and synthesize the results, and publish these as

a scientific report or article. Effectively present medical information based on
scientific evidence

adapt to new technological advances, e.g. big data, new imaging technigues and
toals to manitar a patient’s state of health and disease stage

facilitate the learning of patients, students and health professionals, provide
effective feedback to enhance learning and performance, use assessment and
evaluation toals

7. Professional (PRO) e

As professionals, physicians are committed to the health and well-being of individ-
ual patients and society. This is expressed by their ethical practice, high personal
standards of behaviour, accountahility to the profession and society, as well as
physician-led regulation and maintenance of the physician’s own health.

They are able to:

display integrity, honesty, commitment, empathy and accountability in taking
care of patients and communicating with families and colleagues

PROFILES / General Objectives
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7.2
7.3
7.4
7.5

7.6

1.7

7.8

79

7.10

be aware of their own limits, and seek supervision when appropriate

respect patients’ privacy and confidentiality

show awareness of cultural, societal and spiritual/religious issues that impact on
the health and delivery of care of individuals and of the community

recognize that the patient’s wishes and preferences are central for medical
decision-making [“shared decision-making”]

incorporate and apply the principles of biomedical and clinical ethics in the care
of patients; identify the principles and values that affect the available options in
situations that pose an ethical dilemma; act according to the recommendations
of the Swiss Academy of Medical Sciences; recognize and manage canflicts of
interest

demaonstrate accountability to their profession and society, respect their legal
and professional obligations and the codes of regulatory bodies

recognize and respond appropriately to unprofessional and unethical behaviour by
physicians and other health care professionals

allocate personal time and resources effectively in order to balance patient care,
learning needs, and private activities outside the workplace, and to sustain their
own health; recognize excessive stress; recognize their own substance misuse or
personal illness in order to protect patients

anticipate career choices and plan their own future training and activity

PROFILES / General Objectives
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2 Chen and ten Cate. The Case
for Use of Entrustable Profes-
sional Activities in Undergra-
duate Medical Education. Acad
Med, 2015.

3 Morke et al. Outcome [com-
petency) based education: an
exploration of its origins, theo-
retical basis, and empirical
evidence. Adv Health Sci Educ
Theory Pract, 2013
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Entrustable Professional
Activities [EPAS]

This chapter has been developed using a concept introduced some years ago, and
referred to as Entrustable Professional Activities (EPAs). This concept will be integrated
progressively into the curriculum of undergraduate studies in all Swiss medical fac-
ulties. The EPAs framework? builds on the orientation of most current undergraduate
curricula towards the acquisition of skills and competences, an orientation defined as
outcome-hased medical education®.

Even though junior residents may still need direct supervision, there are specific
situations they have to deal with and tasks that they must perform at least under
distant, on-demand supervision on the first day of their residency. Entrustable Pro-
fessional Activities [EPAs) and CanMEDS roles [Chapter 1] are highly interconnected,
as explained and illustrated in the introduction and shown in the table below. As a
consequence, all of the EPAs in this chapter refer to a varying extent to some of the
CanMEDS roles. In this chapter, these roles are marked in blue as cross references to
the cantent of the EPAs.

EXP COM COL LEA ADV SCH PROF

1 | Take a patient’s history XX XX X X XX
2 | Assess physical & mental status XX XX X X XX
3 | Prioritize a differential diagnosis XX X X XX

4 | Order & interpret tests XX XX XX X XX

5 | Perform general procedures XX XX XX XX X X XX
6 | Recognize & treat an emergency XX XX XX XX X X XX
7 | Prescribe & develop management plan XX XX XX XX X XX XX
8 | Document and present a clinical encounter XX XX XX X XX X XX
9 | Contribute to a culture of safety XX XX XX X XX XX XX

The following selection of items has been adapted from the guide developed by the
Drafting Panel of the American Association of Medical Colleges (AAMC). We are grate-
ful to the AAMC for allowing us to use their document.

An Entrustable Professional Activity (EPA] is a unit of professional practice,
defined as a task ar responsibility that a trainee is entrusted to perform unsu-
pervised once he/she has attained sufficient competence in the activity. EPAs

are context-dependent, which means that EPAs should be taught and applied
in common medical situations and conditions [see SSPs chapter] for patients
of any age. It is expected that the student will at least be able to perform the
described tasks with on-demand supervision.

PROFILES / Entrustable Professional Activities
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1a
1b
1c
1d
le

1f
1g

1. Take a medical
history

Obtain a complete and accurate history in an organized fashian, taking into ac-
count the patient’s expectations, priorities, values, representations and spiritual
needs; explore complaints and situations in persons of all ages; adapt to linguis-
tic skills and health literacy; respect confidentiality

Explore patient expectations, values and priarities

Use patient-centred, hypothesis-driven interview skills; be attentive to patient’s
verbal and nonverbal cues, patient/family culture, concepts of iliness; check need
for interpreting services; approach patients halistically in an empathetic and
non-judgmental manner

Evaluate understanding and decision-making capacity of all patients, especially
those of psychiatric patients, cognitively impaired persons or minars

Identify and use alternate sources of infarmation to obtain histary when needed,
including (but not limited to) family members, primary care physicians, staff of
living facility, pharmacy or social/health alliance

Assess gender, social, cultural and other factars that may influence the patient’s
perception and description of symptoms; demaonstrate cultural awareness and
humility, and be conscious of the potential for bias in interactions with the patient
In cases of long-term follow-up care, select the most salient issues that must be
addressed in terms of treatment, side-effects, compliance, daily impact of the
disease and patient’s enviranment

Review the patient’s health behaviour and lifestyle as part of a routine check-up, or
as far as possible, and assess the patient’s opinions, representations and expec-
tations

Explore the patient’s use of medicine and treatment, including complementary and
alternative medicine

Explare the patient’s use of psychoactive substances

Use clinical reasoning in gathering focused information relevant to a patient’s care
Identify issues not mentioned spontaneously by the patient (hidden agenda)
Recognize situations involving potential self-harm or victimization, such as inter-
personal violence, assault

Specific competencies/skills related to history taking

Take an age-specific paediatric history [involving mother/father and child or ado-
lescent]

Perform an age-specific assessment of a child’s / adolescent’s development and
lifestyle

Take a psychiatric history

Take an occupational and workplace history, consider ergonomic and hygienic situation
Take a histary of psychoactive substance use, misuse or disorder and other
health-compromising behaviour

Take a history of sexual and reproductive health

Take a history from severely ill or dying patients
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2. Assess the physical
and mental status
of the patient

Perform an accurate and clinically relevant physical examination in a logical and
fluid sequence, with a focus on the purpose and the patient’s expectations, com-
plaints and symptoms, in persans of all ages

Assess the cognitive and mental state of the patient including memory,
perception, understanding, expression and affect

Perform a physical examination in difficult situations such as obesity,
intrusive procedure, non-cooperative patient, reduced consciousness, cagnitive
impairment and persons who do not speak the local language

Identify, describe, document and interpret abnarmal findings of a physical exam-
ination. Assess vital signs [temperature, heart and respiratory rate, blood pres-
sure)

Demonstrate patient-centred examination techniques; demonstrate effective
use of devices such as a stethoscope, otoscope, ophthalmoscope; respect pa-
tient privacy, comfort, and safety

Explain physical examination manoeuvres, obtain consent as apprapriate
Recognize the signs of imminent death

Specific skills related to physical examination

Students are expected to perform the tasks below on simulated or real patients. How-
ever, in some situations, in italics, anly a demonstration of the technique should be
expected

Assessment of patient’s general condition and vital signs

Assessment of nutritional status

Assessment of attention, thought, perception, speech, affect and psychomator skills
Evaluation of patient’s decision-making capacity

Assessment of the skin, hair and nails, description of lesions

Palpation of lymph nodes

Inspection and palpation of the orbit, eyelids and eye (all structures)
Assessment of visual acuity and visual field, as well as optic disc and retinal ves-
sels with ophthalmaoscope

Assessment of colour visian

Assessment of eye mavements, recognition and description of nystagmus
Inspection and palpation of auricle and adjacent region as well as external
auditory canal and tympanic membrane - hearing tests with whispering, conver-
satianal voice and tuning fork

Inspectian of nose, face, mouth, salivary glands and larynx

Inspection, palpation and auscultation of cervical structures

Inspection and palpation of thyroid, carotid arteries

Inspection and palpation of skeleton and joints
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EPA 2p Functional testing of joint mohility: shoulders, elbows, wrists, fingers, hips, knees

and ankles

EPA 2q Inspection, palpation, percussion and mohility of the spine

EPA 2r Inspection and palpation of chest, percussion and auscultation of lungs

EPA 2s Palpation (apex beat/fremitus) and auscultation of heart; description of normal/
abnormal heartbeat and murmurs

EPA 2t Palpation of pulse, testing for arterial insufficiency or bruits

EPA 2u Demonstrate ability to perform simple ultrasound investigations [suspected
pleural effusion, abdominal mass, ascites]) o

EPA 2v Assessment of venous system

EPA 2w Palpation, percussion and auscultation of abdomen, description of findings

EPA 2x Inspection and palpation of groin/hernial orifices

EPA 2y Examination of male genitals

EPA 2z Rectal examination in male (anus, rectum, prostate gland, sacrum] and female

EPA 2aa Speculum examination. inspection of vagina and cervix

EPA 2bb Bimanual exarnination: vagina, cervix, uterine corpus, ovaries

EPA 2cc Palpation of breast

EPA 2dd Neurological examination: testing cranial nerves, reflexes, passive muscle

stretch, inspection of muscle bulk, tone and strength, as well as involuntary
maovements, gait and balance, coordination, superficial and deep sensation,
aphasia, orientation, memory

EPA 2ee Assessment of coma scale]
EPA 2ff Examination of new-borns [Apgar score, dysmorphism, malformation)]
EPA 2gg Assessment of age-specific anthropometric characteristics of infants/children/

adolescents
EPA 2hh Assessment of pubertal growth [pubertal stages]

EPA 2ii Age-specific assessment of the child: neurological and cognitive development
EPA 2jj Assessment of basic and instrumental activities of daily living

EPA 2kk Farensic examination of persons under the influence of alcohol and/or drugs
EPA 2l Documentation of physical/sexual violence

EPA 2mm Clinical diagnosis of death, estimation of time of death

3. Prioritize a differential
diagnosis following
a clinical encounter

EPA 3.1 Synthesize essential data from previous records, integrate the information
derived from history, meaningful physical and mental symptoms and physical
exam; provide initial diagnostic evaluations; take into account the age, gender
and psychosocial context of the patient as well as social determinants of health

EPA 3.2 Assess the degree of urgency of any complaint, symptom or situation

EPA 3.3 Demonstrate awareness of multimarbidity and atypical presentation of disease,
especially in elderly patients
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3.4

3.5

3.6

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

Integrate the scientific foundations of basic medical sciences as well as epide-
miological information (probahility of diseases] into clinical reasoning, in order to
develop a differential diagnosis and a working diagnosis, organized in a meaning-
ful hierarchical way

Engage with supervisors and team members for endorsement and confirmation

of the working diagnosis; explain and document the clinical reasoning that led

to the waorking diagnosis; demonstrate critical thinking with regard to differential
diagnosis

Manage ambiguity in a differential diagnosis for oneself and the patient; respond
openly to questions from patients and members of the healthcare team; contin-
uously update differential diagnosis

4, Recommend

and interpret diagnostic

and screening tests in
commaon situations

Recommend first-line, cost-effective diagnostic evaluation for a patient with an
acute or chronic disorder or as part of routine health maintenance

Justify an informed, evidence-based rationale for ordering tests (when
appropriate, based on integration of basic medical disciplines as they relate

to the clinical condition]; take into account cost-effectiveness of ordering
Obtain informed consent: discuss with the patient and the family or proxy,

and ensure that they understand the indicatians, risks, benefits, alternatives, and
potential complications; seek an agreement/shared decision and document it in
the file

Demonstrate awareness of differences in values and thresholds regarding sex
and age in the interpretation of biclogical test results: use reference values
Interpret test results and integrate them into the differential diagnosis;
understand the implications and urgency of an abnormal result and seek assis-
tance with interpretation if needed

As part of a routine check-up, advise patients and order screening tests or pro-
cedures to identify asymptomatic diseases or risk factors, weighing up their risks,
benefits and predictive value; apply valid epidemiological data in selecting tests
and procedures

Provide an informed rationale for ordering imaging examinations; interpret first-
line, common X-rays; integrate diagnostic imaging into the clinical workup

Order required tests and investigations in situations with medicolegal implications:
substances in the blood, X-rays and genetic tests
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5. Perform general
procedures

EPA 51 Understand and explain the anatomy and physiology, indications and contrain-
dications, risks and benefits, alternatives and potential complications of the

procedure

EPA 5.2 Obtain informed consent: communicate the information to the patient and the o
family or proxy, seek an agreed/shared decision and document it in the file

EPA 5.3 Demonstrate the technical [motor] skills required for the procedure

EPA 54 Observe principles of asepsis and maximize patient safety during procedure

EPA 5.5 Manage comman post-procedure complications

Specific procedures that must be mastered by the student by the end of

the curriculum

Students are expected to perform the procedures below with real patients, except for
some specific procedures that should be learnt and performed as simulations

EPA 5a Measuring and interpreting body temperature

EPA 5b Intravenous injection and cannulation, subcutaneous and intramuscular injection

EPA 5c Insertion of a peripheral intravenous line, planning and managing parenteral
administration of drugs

EPA 5d Pre-operative preparatian of surgical field for minar surgery; asepsis and anti-
sepsis

EPA 5Se Local skin anaesthesia

EPA Sf Wound cleaning, application and removal of sutures

EPA 5g Application of bandages and dressings

EPA 5Sh Simple spirometry, measurement of peak expiratary flow

EPA 5i Arterial puncture for blood gas analysis

EPA §j Instruction of the patient in the use of metered dose inhalers, spacers and nebu-
lizers

EPA 5k Taking a throat swab and performing a rapid streptococcal test

EPA Sl Earirrigation

EPA Sm Removal of a foreign body from the cornea

EPA 5n Urethral catheterization

EPA 5o Performance and interpretation of a urine stick test

EPA 5p Preparation and examination of urinary sediment

EPA 5q Performance and interpretation of an ECG

EPA 5r Performance and interpretation of a pregnancy test

EPA 5s Assisting in the delivery of a baby

EPA 5t Clamping of umbilical cord / separating placenta from child

EPA Su Nasogastric intubation

EPA 5Sv Lumbar puncture
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6. Recognize a patient
reguiring urgent / emergency
care, initiate evaluation and
management

Recognize abnormal vital signs

Interpret the clinical situation using pathophysiological principles

Assess the severity of a patient’s situation / iliness and indications for escalating
care

Identify possible underlying aetiologies of the patient’s deteriorating condition
Initiate a care plan for the decompensating patient; apply basic and advanced life
support as needed

Take into account a “do-not-resuscitate” request

As a team member, share vital and relevant infoarmation with other members,
using structured communication technigues as well as briefings and debriefings for
cantinuing decision-making and follow-up of the patient

Identify the need for rapid transfer of patient to another facility

Update the patient/family and ensure that they understand the indications, risks
and benefits, alternatives and potential complications. If possible, ask for the
patient’s informed consent or advance directives

Emergency situations that any resident can autonomously and trustworthily
manage within the first 30 minutes, i.e. assess the patient’s state, order and
interpret tests, initiate procedures and treatment

Transient loss of consciousness, syncope, coma, Seizures
Shock, severe hypotension

Acute chest pain

Acute severe headache, meningism

Acute abdominal pain

Sudden deterioration of mental state, e.g. confusion / delusion /
(auto-Jaggressive behaviour

Shortness of breath

Severe hypertension

Uncomplicated trauma such as fall, minor traffic injury
Acute neurological deficits

Severe acute blood loss

Intoxication / poisoning

Burns
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7.10
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7.12
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7.14

/. Develop a management
plan, discuss orders and
prescriptions in common
situations

Establish a management plan that integrates information gathered from the
history, the physical examinatiaon, labaratory tests and imaging as well as the pa-
tient’s preference; incorporate the prescription of medications, physiotherapy and
physical rehabilitation, dietetic and lifestyles advice, psychological support, social
and environmental measures into the management plan

Use clinical scores and clinical decision rules/protocols to support decision
(Bayesian approach] when appropriate.

Adopt a shared-decision making approach in establishing the management plan,
take into account patients’ preferences in making orders; take into account an
indication ar request for complementary medicine; deal with treatment refusal;
demanstrate an understanding of the patient’s and family’s current situation,
beliefs and wishes, and consider any physical dependence or cognitive disorders;
react appropriately when the patient lacks autonomous decision-making capacity.
Take into account the patient’s specific profile and situation, such as gender, age,
culture, religion, beliefs and health literacy; take into account the vulnerahility

of specific groups such as immigrants, patients with low socioeconomic status,
adolescents

Ensure patient’s and family’s understanding of the indications, risks and benefits,
alternatives and potential complications of treatment

Understand and apply the concept and basic elements of advance care planning
Demonstrate an insight into emotional factars that can interfere with
patient-doctor communication and their management

Provide effective treatment (medicinal and technaological] of all types of pain
Prescribe antibiotics only with clear indications and awareness of the issue of
antibiotic resistance

Avoid unnecessary/futile diagnastic measures and treatment

Determine prescription and treatment according to the patient’s candition, and
adjust for weight, allergies, pharmacokinetics, pharmacogenetics [“precision med-
icine”), potential interactions with other medication and substances, pregnancy
status or co-morbid conditions, legal/illegal psychoactive substances, potential
for self-harm

In patients with multimorbidity, prioritize measures and medication; compase
orders efficiently and effectively, whether in oral, written or electronic format
During follow-up, support self-management by the patient; evaluate and discuss
adherence; discuss the potential impact of non-adherence if needed, especially with
patients who are cognitively impaired or unahble to make decisions; use motiva-
tional approaches if appropriate

Ensure continuity and interprofessional collabaration in caring for chronic and
multimorbid patients
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Counsel patient and family proactively on decision-making at the end of life,
taking into account the patient’s preferences and acceptable outcomes; involve
chaplain if needed and/ar consult with ethicist in difficult situations

Prescribe measures for treatment of pain, palliative and end-of-life care, taking
into account any advance directives or a “do not resuscitate” request

8. Document and present
patient's clinical encounter;
perform handover

Document and record the patient’s chart; filter, organize, prioritize and
synthesize information; comply with requirements and regulations

Document and record the patient’s autonomous decision-making capacity
Document the rationale for the clinical decision and for involving the patient in
making the decision; provide and incorporate discharge document

Document the discussion and the informed consent apprapriately in the health
record, taking into account the importance of privacy, confidentiality and data
protection, especially in the use of electronic communication and records

Provide an accurate, concise, relevant, and well-organized oral presentation of a
patient encounter and situation, adjusting it to the profile and role of the recipi-
ent; elicit feedback about the handover, especially when assuming respansibility
for the patients; ask for clarification if needed

Organize transfer of a patient from one setting to another, involving the patient
and family/caregivers; at discharge from hospital, identify the needs for [sus-
tainable] assistance by psychosocial network

Consider forced hospitalization for acute psychiatric breakdown

9. Contribute to
a culture of safety
and Improvement

Identify actual and potential (“near miss”) errors in care; speak up in case of real
or potential errors, and use error reporting systems if available

Empower team members to “stop the line” if they discover a significant safety breach
Admit and disclose one’s own errors, reflect on one’s contribution and develop an
improvement strategy

Address situations in which a patient could have been the victim of a medical error
Understand existing safety/quality procedures, their vulnerabilities and the con-
cept of accountahility
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Participate in evidence-based quality improvement and patient safety, using
safety alerts, minimizing nosocomial infections (e.g. hand hygiene], resistance to
antibiotics and unnecessary investigations and treatment

Contribute to the literacy of patients and oneself regarding environmental and
ecological safety

Assess age-specific environmental risks and propose safety measures

Avoid or identify errors by using safety alerts when available. Maximize therapeutic
benefit and safety for patients and the population
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Situations as Starting
Points [SSPs]

This chapter provides a set of generic situations which cover the common
circumstances, symptoms, complaints and findings that the physician should be able
to manage on day one of his residency. In other words, she or he should be able ta
assess a patient presenting with any of these situations in a well-structured way, es-
tablish a differential diagnasis and propose diagnostic, therapeutic, social and pre-
ventive/counselling measures. The list encompasses mast of the typical situations
a young resident may face. The situations are listed under several subtitles to make
their use easier, but in some instances the classification is arbitrary. Iltems listed as
“symptoms” may also be defined as “findings”, and vice-versa. A set of pre-defined
criteria was used to design the list. The situations were selected:

- if they occur frequently
- if rapid and appropriate intervention may be crucial or even life-saving
 if they are a cause of excessive emotional distress for the patient

These situations will allow the students and the trainers to contextualise and put into
practice the ohjectives of the prior two chapters. As shown in the graphic below they
are presented in a very generic way, which means that they can be used and applied
to all gender identities and ages (children, adults, and the elderly] unless otherwise
specified. They cover different types of conditions [acute, subacute and chronic) and
various settings (ambulatory practice, hospital, nursing home for elderly people etc.).

This generic list increases the range of potential pathologies and fosters an
interdisciplinary, integrated approach to clinical issues. Far instance, the situation
“jaundice” may be a starting point for numerous situations such as neonatal jaundice,
hepatitis, pancreatic cancer or cirrhosis.
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As entry points, the situations mostly constitute a broad range of diagnostic pathways
involving different disciplines. For instance, a situation such as “chest pain” can be a
starting point for discussion of several pathologies such as cardiac, pleural and pa-
rietal problems, disarders of the spine, stress and anxiety and so on. As mentioned
above, the situation will have different implications according to the sex, gender and
age of the patient and whether the problem is acute or chronic. The use of these si-
tuations should assist students to develop their skills in clinical reasoning, to increase
their ability to integrate various options into their differential diagnosis, and to main-
tain an interdisciplinary perspective.

The situations are intended to be used by faculties and teachers to illustrate lectures,
to engage in problem-based learning sessions and to facilitate bedside teaching
rounds. They will also be used as a basis for the development of the Federal Licensing
Examination.

Situations as starting points encompass not only health problems and
symptoms but also normal or current health issues, e.g. the birth of a baby,
contraception, densitometry or injury prevention among elderly people.

PROFILES / Situations as Starting Points 27



28

SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP

OoNOCUT D wn =

H R RRRR R
oS wnn RO

17
18
19
20
2l
22
23
24
25
26
27
28
29
30
31
32
33
34
35

1. General complaints
and symptoms

abnormal perspiration

enlarged lymph nodes [lymphadenopathy]
excessive thirst, excessive fluid intake (polydipsia)
fatigue, tiredness

feeling of illness

fever, chills, hyperthermia

flushing

hypothermia

itching

pain of all types

sleep problems

swelling, oedema [diffuse or local)
unnatural death

unexpected or sudden death

weight gain, obesity

weight loss, malnutrition, loss of appetite

2. Specific complaints
and symptoms

2.1 Head and neck

abnormal eye movements

acute and gradual loss of vision [acute, slow, temporary, partial)
alteration of voice [hoarseness, aphonia, dysphonia)
asymmetric face, deformation

bleeding nose

blepharospasm

difficulty in swallowing, choking

discharge from ear

dryness, pain, mass in mouth or throat, oral lesions
earache

facial, jaw or toath pain, trismus

hearing impairment: hyper- and hypoacusis, deafness, whistling, tinnitus

micro- and macrocephaly

nasal discharge

nasal obstruction

neck stiffness and pain

painful, red, itchy eyes; eye discharge
snaring

sore throat
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squint (strabismus)

swelling of face, lips, neck; goitre

swelling of the eyelid

visual disturbances, photophaobia, light flashes, floating objects, diplopia, colour
blindness, blurred vision

2.2 Chest

apnoea, apnoea with arousal

change of respiratory pattern

changes of breast size, breast lump, breast discharge
chest discomfort

chest pain

cough, expectaration, haemoptysis

dyspnoea

heartburn (pyrosis]

impaired or painful passage of food, dysphagia, regurgitation
painful respiration, wheezing, stridor

palpitations

parietal chest pain

2.3 Abdomen

abdominal, epigastric pain

abdominal distension

abdominal mass

altered defaecation pattern, incontinence, pain
anal itching, anal pain, anal protrusion
anal bleeding

constipation

diarrhoea

melena, fresh blood, mucus, pus in faeces
nausea, vomiting

2.4 Pelvis, urogenital system

atypical sexual development

anuria, pollakiuria, aliguria, polyuria

dysuria, pyuria, haematuria

issues related ta conception, e.g. infertility and sterilisation
menstrual symptoms: disarders of menstruation, painful menstruation,
premenstrual symptoms

pelvic mass

pelvic pain

request for contraception, emergency cantraception
request for genetic counselling

scrotal pain, swelling, mass

sexual complaints and dysfunction

swelling, pain in groin

symptoms related to menopause

urethral discharge
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SSP 76 urinary incontinence and enuresis

SSP 77 urinary retention

SSP 78 uterine prolapse, pelvic relaxation
SSP 79 vaginal bleeding

SSP 80 vaginal discharge

2.5 Back and extremities

SSP 81 abnormal posture and back deformities

SSP 82 back pain

SSP 83 deformities of skeleton and joints

SSP 84 myalgia

SSP 85 pain, burning, cramp, numbness in the extremities

SSP 86 swallen or painful joints, morning stiffness, reduction of joint motility
2.6 Skin

SSP 87 changes in oral, genital or perianal mucosa

SSP 88 ecchymasis, haematoma, purpura

SSP 89 hyper- or hypopigmentation

SSP 90 infected wound, delayed wound healing, skin ulcers

SSP 91 jaundice (icterus)

SSP 92 lack ar loss of hair, excess hair

SSP 93 macules, papules, pustules, blisters, ulcers and abscess, bullae, thickening, ne-
crosis, tumours

SSP 94 nail complaints

SSP 95 redness of the skin (localized or diffuse) and/or mucosa

2.7 Nervous system

SSP 96 abnormal sense of balance, falls

SSP 97 abnormal gait

SSP 98 abnormal involuntary movements, tremar, tic, lack of coordination
SSP 99 disorders of speech or language

SSP 100 dizziness, vertigo
SSP 101 headache

SSP 102 memory disturbance, cognitive impairment

SSP 103 paresis, paralysis

SSP 104 sensory loss, changes in various forms of sensation
SSP 105 twitches, canvulsian, seizure

2.8 Injuries and trauma
SSP 106 abdominal injuries
SSP 107 burn, cold injury

SSP 108 contusion, soft tissue bruising
SSP 109 dislocation of joint

SSP 110 drowning or near drowning

SSP 111 foreign body

SSP 112 head and brain injuries and trauma
SSP 113 injuries of the extremities

SSP 114 laceration, closed or open wound
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spine injuries
tharacic injuries
vascular injuries

2.9 Emotional and behavioural symptoms

anxiety and panic

attention deficit

change in behaviour

change in eating behaviour

change in mood

hyperactivity

irrational fear, fear of illness

irritability, aggressive and violent behaviour

mental confusion, delirium

obsessive and/or compulsive behaviour

reactions to major stressful events

self-harm, including suicide

non-medical substance use (“misuse”), addiction e.g. tobacco, alcohal, illegal
substances [“controlled medicines”), gambling and gaming

3. Findings

3.1 Findings upon physical examination
abnormal blood pressure

abnormal external genitalia (female, male)
abnormal findings upon auscultation
abnormal findings upan inspection
abnormal findings upon palpation
abnormal findings upon percussion
bradycardia, tachycardia, irregular pulse
cachexia and malnutrition

cognitive impairment

cyanosis

disorganised speech

exophthalmos (proptosis]

halitosis (fetor oris])

gangrene

impairment or loss of consciousness, coma
oedema

pallor

pulseless patient

transient loss of consciousness, syncope

3.2 Findings upon additional examination

abnormal blood gas values
abnormal cardiac enzymes
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abnormal coagulation profile

abnormal X-rays of abdomen, chest and skeleton
abnormal leukocyte count

abnarmal ECG

abnormal electrolytes

abnormal faecal analyses, occult blood, parasites
abnormal glycaemia and markers of glycaemia homeostasis
abnormal histology, cytology and malecular genetic test
abnormal liver enzymes

abnormal markers of kidney function

abnormal serum lipids

abnormal thyroid hormones

abnaormal urine sediment

anaemia

blood group incompatibility

effusion detected by ultrasound (abdomen, pleura)
elevated biomarkers of inflammatian

low bone density

nutritional deficiencies

polycythaemia

proteinemia, albuminemia

proteinuria

thrombaopenia, thrombocytosis

4. Other situations

4.1. Situations related to pregnancy and motherhood

abnormal birth weight and prematurity

basic care in normal delivery and childbed

basic pre- and post-conception screening for genetic disease and malformation
maternal problems during pregnancy, fever, oedema, hypertension, premature labour
problems related to delivery

problems related to lactation

process and basic care of pregnancy

request for abortion

suspicion of pregnancy, unplanned pregnancy

4.2. Situations related to childhood

abnormal growth and puberty (slowing or acceleration), failure to thrive
behavioural issues in childhood and adolescence

child abuse and neglect

child immunisation

developmental delay

feeding and eating issues during infancy, childhood and adolescence
fetal problems during pregnancy

infant death
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SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP

SSP

SSP

192
193
194
195

196
197
198
199
200
201
202

203
204
205
206
207
208
209
210
211
212
213
214
215
216

217
218
219
220

221
222
223
224
225
226

227

228

irritable, crying infant

learning and school problems in childhood and adaolescence
low muscle tone and hypotonia

well-baby and well-child visit

4.3 Situations related to old age

elder abuse and neglect

functional impairment (cognition, sensory and maotor])
malnutrition and sarcopenia

polymaorbid, palymedicated patient

pressure ulcers

progressively dependent patient

urinary and faecal incantinence

4.4 Emergency symptoms, findings and situations
acute abdominal, epigastric pain

acute chest; epigastric, arm, jaw, tooth pain

acute neurological deficits

acute severe dyspnoea

acute severe headache, meningism

burn

calic

haematemesis

intoxication, poisoning

mydriasis, myosis

self-harm and suicide attempt

severe hypertension, severe hypotension

severe acute blood loss

sudden changes of mental status such as caonfusion, delusion,
(auto-Jaggressive behaviour

syncope, loss of consciousness

cardiorespiratory disturbances and arrest

seizures

uncomplicated common trauma

4.5 Issues linked with prevention and health promotion

caonsultation before engaging in sparts activities

immunization plan

promation of healthy life style

request for check-up, health examination, radiclogic and laboratory procedures
screening for asymptomatic conditions

shared assessment of risks and henefits of screening and treating asymptomatic

conditions

shared assessment of risks and protective factars for frequent life-compromising
diseases, such as cardiovascular, metaholic and oncologic diseases

4.6 Palliative care
caregivers’ fatigue, loss of energy
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SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP

SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP
SSP

229
230
231
232

233
234
235
236
237
238
239
240
241

242
243
244
245
246
247
248
249
250
251
252
253
254
255
256
257
258
259
260
261
262
263
264
265

change in treatment goals and end-of-life decisions

holistic care of the dying patient

management of refractory symptoms (pain, nausea)

need far psychosacial and spiritual suppart of all involved individuals

4.7 Psychosacial issues

absenteeism (school, wark]

concern about appearance, body image

domestic violence, sexual abuse, rape

harassing, bullying, mobbing

issues regarding sexual orientation

issues related to family life such as divarce, single parent and reconstructed family
loss, death, grieving process, illness of someone close

mental or spiritual suffering

problems related to wark conditions, burnout, unemployment, financial problems

4.8 Various health care issues

consultation before or after trip to foreign (tropical) country
determination of wark ar school incapacity

dietary counselling

environmental and psychosocial aspects of chronic condition

errors or misconduct of a co-worker or other healthcare professional
immunocompromised patient

issues linked with food tolerance

medically unexplained symptoms

nosacomial infection

obtain informed consent for a procedure

patient refusing treatment

patient with sexually transmitted infection

patient with other cultural background, migration

physical and psychosocial inpatient and outpatient rehabilitation
poor adherence to treatment

pre-intervention and pre-operative assessment

request for certificate, attestation or expertise by patients and insurers
request for unnecessary investigations and treatment

request for information about gene therapy

request for information related to organ donation, transplantation
benefits and risks of complementary medicine

suspicion of drug intolerance or interaction (including complementary medicine)
suspicion of rare disease

vulnerable patient
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Annex: goal, concept
and production of Profiles

Mission

Undergraduate medical education in Switzerland is guided by the nationally agreed
framewark of learning objectives published by the Joint Commission of the Swiss Me-
dical Schoals [SMIFK/CIMS]. This Commission decided in 2000 to establish a Swiss
Catalogue of Learning Objectives for Undergraduate Medical Training (SCLO], which
was hased on the Dutch Blueprint and published in 2002 (1]. The SCLO had, and still
has, two main regulatory purposes in Switzerland: first of all, it is an essential prere-
guisite for the accreditation of the curricula of the Swiss medical faculties by the Swiss
Agency of Accreditation and Quality [AAQ];* secandly, the SCLO defines the contents
of the Federal Licensing Examination (FLE] that takes place at the end of the training
curricula of the medical faculties of Switzerland [Ordinance on the Federal Examina-
tions for University Medical Professions].? It thus guarantees that the cantents of the
medical curricula in all medical faculties are aligned with the requirements stated in
the Federal Act on Medical Professions [MedBG).2 In 2004, it was decided to proceed
with a revision of the SCLO, which led to a second version, approved by the SMIFK/CIMS
in 2008 (2]. Given the rapid evolution of the practice of medicine and medical educa-
tion, the Commission decided to embark on a thorough, second reform of the SCLO,
which has led to the development of the present Profiles document.

In summary, the aim of Profiles is to outline what is expected of the holder of
a federal licence on the first day of his or her residency. Its main target au-
diences are the individuals in charge of the design and implementation of the

curriculum in each faculty, the teachers and those designing the FLE, as well as
the students themselves. This annex provides information on the conceptual
framewaork that was used to develop the Profiles document.

A new era for the practice of medicine and a challenge for medical faculties

Over the last decades, the sectors of health and medicine have changed dramatically
and will continue to do so. This evolution is on one hand linked to the transformation
of medical practice, and on the other hand to demographic changes that are occur-
ring in the population itself and within the medical profession. Both should influence
the way in which medical students and doctors must be trained [3-8). Indeed, phy-
sicians nowadays find themselves in an enviranment that is becoming increasingly
technical and which involves imaging technigues ar genetic and biological tests, which
are becaming more and more sophisticated and available even ta lay people. In high
income countries in particular, patients are increasingly literate in the area of health
(9], and this is radically transforming the nature of the patient-doctor relationship;
the concept of shared decision-making is a good example (10, 11]. Maoreover, many
cauntries increasingly emphasize the issue of professionalism, including issues such
as patient safety, adequate reactions to potential errors (12] and attention to cost-ef-
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fectiveness in prescribing tests, medication and treatment. In addition, the whole area
of e-health,” e.g. the use of information and communication technologies [ICTs] by
physicians (13], will impact the way in which they care for their patients, conduct re-
search, educate the health workfarce, track diseases and monitor public health initia-
tives; this will even be the case in low and middle income countries (14, 15]. Finally, the
era of hig data and the development of the “omics” will allow for the merging of many
medical and non-medical personal parameters. These will impact on both lifestyles
and treatments, since they will madify the way in which patients and doctors look at
their health and their diseases, leading to a mare “personalized” medicine [16]. It will
therefore be important to equip medical students with an excellent capacity to follow
the scientific literature and develop sound competences in the critical appraisal of
basic (and especially evidence-hased)] clinical research (17].

Besides the evaolution of medicine itself, demographic issues affect the delivery of
health care. As mentioned in a recent report by the federal government [18], Switzer-
land is faced with several challenges, such as the escalating cost of the health care
system and a severe shortage of doctors in some disciplines, including primary care.
Furthermare, there is an increasing incidence of chronic noncommunicable diseases
(NCBs] and multimorbidity due to an ageing population. These emerging tendencies
call for a high level of interprofessional collaboration and a capacity for doctors to in-
tegrate a great deal of bio-psychosacial information (19, 20]. Physicians need to learn
to wark in teams, and respect the roles of each member of any group of professianals
warking together in specific situations, be it in an operating theatre, an ambulance or
within a primary care setting [21-25]. Future doctors will need to reflect on and adapt
to new madels of care that allow for better integration of the many facets of a mul-
timaorbid patient, such as multi-professional consultations (24, 26-28]. All these im-
pressive transformations raise issues in the fields of ethics and medical humanities,
and have important implications for the role of professionalism and accountability
in the undergraduate and postgraduate training of doctors [(29-32]. The preceding
comments underline some of the challenges that medical faculties face with regard to
the medical education of future doctaors, and why it was felt necessary to significantly
madify the training objectives of medical students. In other waords, besides acquiring
knowledge of basic medical sciences and an excellent insight into discipline-related
pathologies as well as their diagnosis and treatment, medical students need to deve-
lop a high capacity for integration and adaptation. They should also be able to perceive
how saocietal changes influence the practice of medicine and how to adapt to these
changes (3, 5, 29]. Taking into account the vision of the Swiss Federal Council and the
Federal Office of Public Health (18], students will need to understand the importance
of integration and accountahility in their profession and should be able to address
issues such as the persistence of inequities in healthcare, new infectious diseases,
increasing environmental and behavioural risks and rapid demographic and epidemio-
logical transitions as a result of migration.

Responding to the above-mentioned trends: new educational approaches to
prepare doctors for their future career

As it is difficult to predict how doctors will work in ten or twenty years’ time, faculties of
medicine around the world are faced with two important questions, i.e. what changes
are needed in undergraduate medical education, and how faculties should ensure the

PROFILES / Annex



cantinuing expertise of physicians 20 to 30 years into practice (3, 5, 33-35]. A major
evolution in medical education has been the concept of outcome-based education,
built on the idea that teaching formats should be aligned with learning outcomes (36-
40]. In a similar way, a core aspect of the training curriculum of doctors is the acqui-
sition by students of competencies (6], defined as “an observable ability of a health
professianal, integrating multiple compaonents such as knowledge, skills, values, and
attitudes” (4, 5, 41-44). More recently, it has been argued that acquisition of single
competences does not necessarily guarantee that young doctors entering residency
will adequately perform professional tasks, which usually call for an integration of se-
veral competences. This concern has led to the creation of a new cancept, namely that
of Entrustable Professional Activities EPA [45-50].

An EPA can be defined as a “unit of professional practice or task that an individual
can be trusted to perform unsupervised in a given health care context, once sufficient
ability has been demaonstrated” (50-53]. Ideally, an EPA is executable independently
within a time frame, observable and measurable in process and outcome, and suitable
for entrustment decisions, provided that a given individual is really able to perform
the task or the professional activity in a partially or totally autonomous way (51, 54].
It is clear that this “entrustabhility” is acquired progressively and that the instructor
has to assess the trainee’s performance over time hefore he can be convinced that
the student or resident is totally entrustable. Indeed, ten Cate suggests five levels of
supervision, from one (no permission to act] to five [permission to provide training to
juniars] (54). It is obvious that, as EPAs represent tasks, they cannot encompass all
the facets of medical activities, such as professionalism, ethics or life-long learning.

As an example, a generic EPA states that the learner (@ medical student] is ahle to “ob-
tain a complete and accurate history in an organized fashion, taking into account the
patient’s expectation, complaints and situation”. This requires a series of skills which
should be integrated in performing this task, such as good communication skills, a
capacity to adapt to the mental health status and cognitive skills of the patient, as
well as a clear appraisal of what the symptoms and complaints suggest in terms of the
most impartant questions to ask.

The concept of EPAs was first introduced at the level of postgraduate training, e.g. in-
serting a catheter, perfarming an appendectomy, a delivery or a hip replacement, with
a gradual increase in complexity as residents become more and more experienced; it
is currently used in many disciplines and countries (55]. Recently, it was suggested
that the EPA framewaork should also be applied to undergraduate training (50, 53], with
the objective of providing an integrative step-hy-step vision of the practice of medi-
cine, a vision that involves several disciplines, which is increasingly common in cases
such as systemic diseases or cancer, or among older people wha suffer fram multiple
diseases. Students could thus be invited to register their progress in a portfolio, which
could be used later at the postgraduate level (54, 56].
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In summary, the introduction of EPAs in the Profiles document potentially intro-
duces a paradigm shiftin modifying the behaviour of both students and mentors:
“entrustahility” must be assessed longitudinally, the evaluation being based on a
repeated set of observations registered over time by the mentor(s] and by other
members of the team in real patient situations. It implies the active participation
of the learner, who must develop his sense of responsibility, his competences and
an awareness of his limitations, e.g. under which circumstances he can perfarm

a task without jeopardizing the health of the patient, or when he needs to ask for
supervision or advice. Trust is linked with the autonomy of the student and his
ability to evaluate his capacity to deal with any situation and his ability to grasp
the responsibilities of a physician in various situations.

One could say that in stressing the importance of trust, EPAs focus less on what
has been acquired in the past by the learner than an what he will be able to do in
the future as a responsible, autonomous professional.

Clearly, although the Federal Licensing Examination will address the student’s exper-
tise in specific clinical situations through OSCEs, it will not allow for a true assessment
of autonomy and entrustability, this being the task of the faculties at the master level,
during clinical clerkships and bedside teaching and monitoring. Some Swiss faculties,
like some faculties in other parts of the world, have already fareseen the use of a port-
folio that will allow students to manitor their progress in the acquisition of skills and
EPAs aver time [57].

Process: a new document to define the objectives, structure and content of the
medical curriculum in Switzerland

The SMIFK/CIMS mandated a work group (WG] of experts, listed at the end of this an-
nex, to develop the new document. The WG included younger and older spokespersons
from each faculty and from the main medical disciplines, as well as representatives of
the Federal Office of Public Health, the Swiss Medical Students' Association [SWIM-
SA] and the Swiss Association of Residents and Chief Residents [VSAD/ASMAC]. The
WG has warked on defining the needs of future doctors, what is expected from them
and accordingly what should be expected from the document, reflecting, as others
have done before (35, 58, 59), on how the visian, the structure and the cantent of the
new document could meet the challenges that the medical profession will face in the
future. The group has regularly reviewed and monitored the progress of the Prafiles
document. The reflections of the WG have been enriched by several other procedures.
Over the years 2013-2015, the President of the WG has met on two occasions with re-
presentatives of the five Swiss faculties involved in medical education to discuss their
expectations. Moreaver, on five occasions, the vice deans of the medical faculties have
met the President of the WG for in-depth exchanges about the structure, content and
progress of the document. The cantent of Profiles is also influenced by several formal
and informal exchanges with colleagues and experts from faculties within and outside
Switzerland.

Mareover, the format and content of Profiles is inspired by a review of recent publica-
tions tackling the area of medical education, in particular documents such as the UK's
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“Tomorrow’s doctors” document (35), the E.U. Tuning Project (60] and the new Dutch
framework [61]. The Royal College of Physicians and Surgeons of Canada agreed that
the description of the main roles of physicians, the well-known CanMEDS document
(62] could be used as a basis far drafting the first chapter of Profiles. The Assaciation
of American Medical Caolleges also agreed that their document “Core Entrustahble Pro-
fessional Activities for Entering Residencys be used to develop the content of Chapter
2 (EPAs].

Profiles aims to reflect these numerous exchanges and to address the changes that
the medical field and professions face now and in the future. Notably, the Profiles WG
has been requested by the Federal Office of Public Health to implement new items as
mentioned by the Federal Act on Medical Professions or identified as crucial issues
for the future in the “Health 2020" document (18], such as complementary medicine,
nosocomial infections, palliative care, shared decision-making, patient safety, equity
in medicine and e-health, to name but a few.

The broad goal of this final version of Profiles is to outline what is expected of the
holder of a federal license on the first day of his residency. Its main target audiences
are the individuals responsible for the design and implementation of the curriculum
in each faculty, the teaching faculties as well as the federal board of examiners [“Pri-
fungskammission” / PK] in charge of designing the structure and content of the Fe-
deral Licensing Examination. In addition, Profiles should assist students in preparing
themselves for their career and integrating their future roles as doctors. The docu-
ment is concise and much shorter than the preceding ones, and written with a friendly,
integrative and prioritizing approach. Prafiles stresses issues such as evidence-based
clinical reasoning, communication skills, an interdisciplinary approach to solving me-
dical symptoms and situations, together with professionalism and accountability. It
leaves the faculties free to choose how they wish to cover the fields of medicine and
health.

The Profiles acronym that has been adopted by the group of experts to deno-
minate the new document summarizes these intentions: Principal Relevant Ob-
jectives and Framework for Integrative Learning and Education in Switzerland.
In other words, this new version is no longer just a "catalogue" but rather a set
of Principal Relevant Objectives for the training of medical students; it provides
a conceptual Framework with clinical, public health and ethical situations that

bridge disciplines, and includes a series of Integrated competences and skills in
the form of Entrustable Professional Activities, which foster new Learning me-
thods and, more globally, a higher level of medical Education. This does not mean
that basic sciences and specific discipline-related objectives will not be taught
any more, but rather that they should be learned by the student in the context of
an integrated approach that corresponds to the reality of medical practice.
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As illustrated by the graphic below, all the ohbjectives and situations apply to any age
group, to any set of circumstances (e.g. acute care / chronic care] and to any type
of setting. Also, the general ohjectives of Chapter 1, the entrustable professional ac-
tivities (EPAs]) described in Chapter 2 and the situations listed in Chapter 3 as start-
ing paints are closely interconnected. To achieve the expected level of expertise, the
student must master the corresponding discipline-related knowledge and skills, and
must also adopt the attitude appropriate to the circumstances.

Profiles displays three interdependent chapters of equal importance:

A first chapter listing a series of learning objectives related to the different
roles of doctors, inspired by the CanMEDs Roles used worldwide

A second chapter presenting a set of entrustable professional activities (EPAs)
reflecting the main medical tasks that a physician must be able to perform
autonomously on the first day of his residency

A third chapter listing around 265 commoan clinical situations that a doctar is
expected to deal with after passing the Swiss Federal Licensing Examination
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