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Purpose
Although shared decision making (SDM)
is considered the preferred approach in
medical decision making, it is currently
not routinely used in clinical practice. To
bridge the transfer gap between SDM
training and application, the authors
aimed to reach consensus on entrustable
professional activities (EPAs) for SDM
and associated behavioral indicators as
a framework to support self-directed
learning during postgraduate medical
education.
Method
Using existing literature on SDM
frameworks and competencies; input
from an interview study with 17

S

hared decision making (SDM) is the
current preferred approach to involve
patients in medical decision making
and is considered the pinnacle of good
patient care.1–6 In this interactive process,
clinicians and patients work together
to make deliberate decisions based on
the patient’s informed preferences and
clinical evidence.7
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Dutch experts in SDM, doctor–patient
communication, and medical education;
and a national SDM expert meeting as
a starting point, in 2017, the authors
conducted a modified online Delphi
study with a multidisciplinary Dutch
panel of 32 experts in SDM and medical
education.
Results
After 3 Delphi rounds, consensus was
reached on 4 EPAs—(1) the resident
discusses the desirability of SDM with
the patient, (2) the resident discusses
the options for management with the
patient, (3) the resident explores the
patient’s preferences and deliberations,
and (4) the resident takes a well-argued

Although the importance of SDM
is recognized by both clinicians and
patients,8,9 SDM is not routinely applied
in clinical practice.10,11 This performance
gap has resulted in more emphasis on
training in SDM worldwide12,13 and
including SDM in important medical
competency frameworks.14,15 The low
consistency in application of SDM in
routine clinical practice may reflect the
complexity of transfer between learning
and practicing SDM skills.12,13,16
We expect that supporting this transfer
will enhance sustainable implementation
of SDM in professional practice. This
transfer is assumed to be most effective
when complex skills are learned within the
authentic clinical environment, triggered
by powerful experiences and driven by
reflection on clinical performance.17–19
Although we expect that integrating SDM
in self-directed workplace learning will
be effective, the lack of consensus on the
needed competencies for SDM in clinical
practice may negatively affect desired
training outcomes.20,21
Postgraduate medical education
is believed to be the ideal learning

decision together with the patient.
Consensus was also reached on 18
associated behavioral indicators. Of the
32 experts, 30 (94%) agreed on this list
of SDM EPAs and behavioral indicators.
Conclusions
The authors succeeded in developing EPAs
and associated behavioral indicators for
SDM for postgraduate medical education
to improve the quality of SDM training and
the application of SDM in clinical practice.
These EPAs are characterized as process
EPAs for SDM in contrast with content
EPAs related to diverse medical complaints.
A next step is the implementation of the
SDM EPAs in existing competency-based
workplace curricula.

environment for self-directed workplace
learning of complex competencies.22
The transfer of complex competencies
to clinical practice is optimized in many
postgraduate medical training programs
by formulating entrustable professional
activities (EPAs).23–26 While competencies
are generic in nature—combining
attitude, knowledge, and behavior—
EPAs are formulated in the language
of the profession that translates these
competencies into clinical practice. EPAs
are used to support focused observation
and feedback and can therefore be used
to foster the integration of complex
SDM behavior into the learner’s
repertoire.18,19 The aim of this study was
to reach consensus on EPAs for SDM and
associated behavioral indicators that need
to be taught during postgraduate medical
education.
Method

Context
We aimed to develop EPAs for SDM that
can be used in all medical specialties.
In the Netherlands, medical specialty
departments coordinate the curricula of
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Dutch postgraduate medical education,
based on national requirements set by the
Royal Dutch Medical Association. The
duration of the training programs varies
between 2 and 7 years, depending on
the specialty, and the programs balance
workplace-based training and formal
education. Since 2015, postgraduate
medical specialty training programs in
the Netherlands have been required to
train residents according to the CanMEDS
competency framework. For most
medical specialties, these competencies
are translated into specific EPAs used to
determine the development of the resident
and the level of supervision needed.24,27
In some postgraduate curricula, SDM is
mentioned as an important theme or as
one of the communication competencies
although the specific tasks and behaviors
that are needed in clinical practice are not
spelled out.
Design
We conducted a modified online Delphi
study among Dutch experts between
April and August 2017 to reach consensus
on SDM EPAs and underlying behavioral
indicators for postgraduate medical
education. The Delphi technique is
a widely used consensus method for
medical education research.28–31 This
technique uses multiple iterations of
questionnaires or “rounds” to reach
agreement on a specific topic; for each
successive round, the researcher feeds
back the results of the previous round.
At least 2 successive rounds must be
carried out to reach consensus.32–34
We developed the list of EPAs and
behavioral indicators used in the first
Delphi round by using existing literature
and an interview study. First, A.B.
reviewed key publications describing
SDM frameworks, competencies, and
behaviors,13,21,35–37 complemented by the
snowball method and relevant citations
from the Web of Science. Second, we
conducted an interview study (which
will be reported elsewhere) with
Dutch experts in SDM, doctor–patient
communication, and medical education.
A.B. conducted 17 semistructured faceto-face interviews. All interviews were
audiotaped, transcribed, and thematically
analyzed during an iterative process of
data collection and analysis. Combining
the findings of the literature review and
interviews, we then formulated the EPAs
and behavioral indicators according to
ten Cate’s guidelines.24 We discussed
this list with our national advisory
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board, consisting of SDM experts, and
edited this list until our research team,
representing a variety of backgrounds
(medical doctors, researchers in SDM,
and educationalists), reached consensus
regarding the content and formatting of
our questionnaire.
Participants
We compiled a list of potential expert
panel members using purposive
sampling,38 based on expertise and
special interest in SDM, doctor–patient
communication, and medical education.
Because family medicine vocational
training has a long tradition of including
training in medical communication,
experts working in this field were
preferred. The full list included (1)
clinicians active in routine patient care;
(2) patient representatives with a special
interest in SDM; (3) trainers, coordinators,
and educational developers in medical
communication, SDM, or evidence-based
medicine (EBM); and (4) researchers
in SDM, medical communication, and/
or patient participation. We invited 57
potential expert panel members via
an email with information about the
purpose of the study, procedure, and time
investment. We then invited those who
agreed to participate to the first Delphi
round after obtaining informed consent
(Ethical Review Board of The Netherlands
Association for Medical Education,
file number 894). During the study, all
expert panel members who finished a
previous round were invited to participate
in the next Delphi round. A research
assistant pseudonymized all survey data
before analysis to maintain the experts’
anonymity.
Data collection
We performed a 3-round modified
online Delphi study using the web-based
service tool Qualtrics (Qualtrics, Provo,
Utah). Figure 1 summarizes the focus
of each round and their outcomes. The
first, second, and third Delphi rounds
lasted 2, 3, and 6 weeks, respectively
(Round 1, April 19 to May 2; Round 2,
May 29 to June 19; Round 3, July 13 to
August 25). After piloting the first-round
questionnaire with 7 experts who did not
participate in the study, we modified the
text and layout of the questionnaire.
We aimed to achieve consensus on EPAs
that residents are able to carry out after
completing their postgraduate education.

We presented these 2 statements for each
EPA and behavioral indicator: “I do like
to include this EPA/behavioral indicator
in the educational curriculum” and “this
EPA/behavioral indicator is applicable in
clinical practice.” Experts were asked to
rate the EPAs and behavioral indicators
on a 7-point Likert scale (1 = strongly
disagree to 7 = strongly agree). In the first
exploratory round, respondents rated a list
of EPAs and behavioral indicators on these
2 statements. In each round, we provided
open text boxes for comments and feedback
(e.g., clarification of scores and suggestions
for textual changes and additional EPAs
and behavioral indicators). We assessed
the demographic characteristics of the
participants during the first round.
We started the second round by
providing an overview of the absolute
personal scores and mean group scores
resulting from the first round, for each
questionnaire item, and a new version
of the questionnaire, reflecting revisions
we had made to the EPAs and behavioral
indicators after our analysis of the first
round. Again, we asked experts to rate
each EPA and behavioral indicator on
the 2 statements used in the first round.
In this round, we aimed (1) to reach
consensus on which EPAs and behavioral
indicators needed to be included in a
near-final list and (2) to revise again
those EPAs and behavioral indicators for
which there was still not consensus.
The third round had 2 parts. First, we
presented the behavioral indicators
on which our experts had not reached
consensus in the second round and which
we had reformulated after the analysis of
the second round. We asked the experts
to rerate the reformulated behavioral
indicators, informing them that the new
versions would be added to the final list
of EPAs and behavioral indicators if they
reached consensus during this round.
Second, we presented a list of EPAs and
behavioral indicators on which they had
reached consensus in the second round.
We asked the experts this question: “Do
you agree with this near-final list of
SDM EPAs and behavioral indicators
for postgraduate medical education?”
Response options were “yes” and “no.”
Data analyses
We analyzed the quantitative components
of the questionnaires using descriptive
statistics in SPSS 24 for Windows (IBM
Corp., Armonk, New York). Since there
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Figure 1 Overview of questionnaire content and outcomes, by Delphi round, for a study of entrustable professional activities and their associated
behavioral indicators for shared decision making for postgraduate medical education, 2017. Abbreviations: EPA, entrustable professional activity;
SDM, shared decision making.
a
“I do like to include this EPA/behavioral indicator in the educational curriculum” and “this EPA/behavioral indicator is applicable in clinical practice.”

are no standard definitions for consensus
in a Delphi study,2 the research team
agreed to define consensus on individual
EPAs and behavioral indicators in the
first 2 rounds as a median score of ≥ 6
and ≥ 75% of the expert panel assigning
a score of ≥ 6 to the statement, “I do
like to include this EPA/behavioral
indicator in the educational curriculum.”
We focused on this statement since we
aimed to develop a complete overview
of SDM EPAs and behavioral indicators
that need to be included in the education
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curriculum. We defined consensus on
the near-final list of EPAs and behavioral
indicators as ≥ 80% agreement of the
expert panel in Round 3.28
A.B. grouped all the qualitative feedback
provided in the open text boxes to identify
recurring themes, which the research
team used after each round in discussing
whether the EPAs and behavioral
indicators should be reformulated and
if so, how. A professional translator
translated the final EPAs and behavioral

indicators into English, and then a native
Dutch speaker proficient in English
and terms specific to SDM and medical
education translated them back into
Dutch to verify the accuracy of the
translations. The research team approved
the final English translation.
Results

Delphi procedure
Of the 57 invited potential expert panel
members, 35 consented to participate
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(a response rate of 61%). The first
round was completed by 32 expert
panel members (a response rate of
91%). Two experts did not complete
the questionnaire due to a lack of time,
and 1 expert decided not to participate
due to a lack of knowledge of medical
education. All 32 experts who completed
the first round also completed the second
and third rounds. The experts’ ages
ranged from 31 to 61 years (a mean of
47 years), and 21 were women (66%).
All professional backgrounds that we
considered relevant were represented
in our expert panel (see Table 1 for
participant characteristics).
Delphi results
Round 1. In the first round, we presented
6 EPAs and 26 behavioral indicators to
the expert panel (for a summary of the
rounds, see Figure 1 and Supplemental
Digital Appendix 1 at http://links.lww.
com/ACADMED/A997). We revised 5
EPAs using the experts’ feedback. Due to
overlap between 2 EPAs (“The resident

Table 1
Demographics of Participants (N = 32)
on an Expert Panel for a National
Delphi Study to Identify Entrustable
Professional Activities and Associated
Behavioral Indicators for Shared
Decision Making in Postgraduate
Medical Education, 2017a
Characteristic
Age in years, mean (SD)
Gender: Female

No. (%)b
47 (9.7)
21 (66)

Expertise in SDMc
 Lecturerd

24 (75)

 Researcher

14 (44)

 Clinical specialty

11 (34)

  Family physician

5 (16)

  Orthopedic surgeon

2 (6)

  Pediatrician

1 (3)

  Medical oncologist

1 (3)

  Radiation oncologist

1 (3)

  Physiotherapist

1 (3)

 Behavioral scientist

8 (25)

 Policy officer

5 (16)

 Patient representative

3 (9)

  Abbreviation: SDM, shared decision making.
a
All participants were Dutch who were chosen for
their expertise and special interest in SDM, doctor–
patient communication, and medical education.
b
Data are no. (%) unless otherwise indicated.
c
More than one area of expertise is possible.
d
Clinician–teacher, teacher, trainer in SDM,
educational developer, educationalist, educational
coordinator.
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tailors the communication to the patient’s
personal context” and “the resident
informs the patient about the desirability
of shared decision making”) and their
associated behavioral indicators, we
combined those 2 EPAs into “the resident
discusses the desirability of shared
decision making with the patient” and
rearranged their associated behavioral
indicators under this new EPA. Experts
also mentioned overlap between 2 other
EPAs: “The resident explores the patient’s
preferences” and “the resident assists the
patient in deliberating the options” and
their associated behavioral indicators.
Therefore, we rearranged all behavioral
indicators under this newly formulated
EPA: “The resident explores the patient’s
preferences and deliberations.” Because
the experts evaluated the EPA “the
resident informs the patient about the
options for management” as too directive,
we reformulated this EPA as “the resident
discusses the options for management
with the patient.” We did not change the
EPA “the resident takes a well-argued
decision together with the patient”
because the experts evaluated it positively
and made no suggestions for revision.

we included the unchanged EPAs in the
near-final list. Consensus was reached
on 17 behavioral indicators. Because
the experts did not provide any relevant
suggestions for change, we included these
indicators unchanged in the near-final list.
Of the 8 behavioral indicators on which no
consensus was reached, we reformulated
2 using the experts’ qualitative feedback.
The behavioral indicator “the resident
introduces own preferences into the
deliberation in a neutral manner” was
reformulated as “the resident introduces
own preferences where indicated.” The
behavioral indicator “the resident involves
information from other concerned health
care professionals, relatives, and friends
about the (preferences of the) patient
in the deliberations, if contributing
to the decision-making process” was
reformulated as “the resident includes the
information provided by involved third
parties (including health care professionals,
relatives, and friends) if this is relevant
for the deliberation of preferences.” We
removed the remaining 6 behavioral
indicators because the experts did not
reach consensus and did not provide any
relevant suggestions for revision.

Of the 26 behavioral indicators presented,
we revised 15 before Round 2, using
the experts’ qualitative feedback (see
Supplemental Digital Appendix 1 at
http://links.lww.com/ACADMED/
A997). We combined the 2 behavioral
indicators “the resident clarifies how
the patient’s preferences relate to their
perspective and personal goals and
values” and “the resident counsels the
patient in deliberating the options, taking
perspectives and personal goals and values
into account” into a new behavioral
indicator: “The resident discusses whether
the patient’s preferences fit in sufficiently
with their perspective and personal goals
and values.” Furthermore, we made
minor textual changes to 13 of the 15
revised behavioral indicators. We left
the remaining 11 behavioral indicators
unchanged because they were evaluated
positively and/or the experts offered no
suggestions for revision.

Round 3. In the third round, we
presented the 2 behavioral indicators we
had reformulated as a result of Round
2 and the near-final list of 4 EPAs and
17 behavioral indicators on which the
experts had reached consensus in Round
2. See Figure 1 and Supplemental Digital
Appendix 1 at http://links.lww.com/
ACADMED/A997).

Round 2. We presented the 4 EPAs and
25 behavioral indicators resulting from
Round 1 in the second round (see Figure 1
and Supplemental Digital Appendix 1 at
http://links.lww.com/ACADMED/A997).
Because consensus was reached and the
experts provided no relevant qualitative
feedback on the 4 EPAs during Round 2,

The experts rated the 2 reformulated
behavioral indicators. No consensus was
reached on the behavioral indicator “the
resident introduces own preferences
where indicated” because only 56% of
the experts scored ≥ 6 on the statement
“I do like to include this behavioral
indicator in the educational curriculum.”
The main argument given was that the
resident’s preference might influence
the patient too much in the decisionmaking process since it is hard to state a
preference in a neutral manner. We added
the behavioral indicator “the resident
includes the information provided by
involved third parties (including health
care professionals, relatives, and friends)
if this is relevant for the deliberation
of preferences” to the final list since
consensus was reached with a median
score of 6, and 81% of the experts had a
score ≥ 6 (see Table 2).
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Table 2
Final List of Entrustable Professional Activities (EPAs) and Associated Behavioral
Indicators for Shared Decision Making in Postgraduate Medical Education on Which
an Expert Panel Reached Consensus for a National Delphi Study, With Scores, 2017a
I do like to include this
EPA/behavioral indicator
in the educational
curriculum.b
EPAs and associated behavioral indicators

This EPA/behavioral
indicator is applicable
in clinical practice.b

Median (IQR)

Score ≥ 6

Median (IQR)

7 (1)

91%

6 (1)

88%

6 (2)

75%

6 (2)

72%

 Explains the objective of shared decision making and the way to
approach this process

6 (1)

81%

6 (1)

59%

 Clarifies the patient’s perspective (ideas, concerns, and expectations) and
personal goals and values

7 (1)

91%

6 (0)

84%

 Coaches the patient during the decision-making process in expressing
personal considerations, always taking the patient’s intellectual level and
health literacy into consideration

6 (1)

84%

6 (1)

63%

The resident discusses the options for management with the
patient.

7 (0)

100%

6 (1)

97%

 Discusses the relevant options for management (including the wait-andsee option), based on up-to-date knowledge about these options and
available evidence-based guidelines and recommendations

7 (1)

100%

6 (1)

81%

 Tailors the minimally required information about the options to the
patient’s need for information, the patient’s perspective and personal
goals and values

6 (1)

78%

6 (1)

72%

The resident discusses the desirability of shared decision
making with the patient.
 Explains that shared decision making is desirable, as a choice needs to
be made

Score ≥ 6

 Provides clear, objective, and structured information about the options

7 (1)

97%

6 (1)

88%

 Discusses the potential burden of treatment and the chances of
favorable or unfavorable outcomes for each option

6 (1)

94%

6 (1)

75%

 Uses or refers to available evidence-based patient education and advisory
materials (e.g., websites like the Dutch thuisarts.nl, or decision aids) to
support the decision-making process

6 (1)

84%

6 (2)

75%

 Checks how the information about the options is understood and interpreted,
and if necessary provides sufficient time to consider the information

7 (1)

97%

6 (1)

91%

The resident explores the patient’s preferences and
deliberations.

7 (1)

97%

6 (1)

91%

 Clarifies the perceptions and preferences regarding the options

7 (1)

88%

6 (1)

72%

 Clarifies the motivation, practicability, and feasibility of the options,
taking the patient’s personal context into consideration

6 (1)

78%

6 (1)

66%

 Includes the information provided by involved third parties (including
health care professionals, relatives, and friends) if this is relevant for the
deliberation of preferences

6 (0)

81%

6 (1)

69%

 Summarizes the main deliberations on the different options and checks
whether this is correct for the patient

7 (1)

88%

6 (2)

75%

The resident takes a well-argued decision together with the
patient.

7 (1)

94%

6 (1)

84%

6.5 (1)

88%

6 (1)

84%

7 (1)

91%

6 (1)

88%

 Checks whether the patient agrees with the decision and discusses the
practical consequences and the further implementation of the decision

6.5 (1)

91%

6 (1)

81%

 Records the decision and the underlying motivation for the decision in
the patient’s medical file

7 (1)

81%

6 (1)

78%

 Adjusts the timing of the decision making to the patient’s pace, while
taking the potential medical urgency into consideration
 Comes to a decision together with the patient, based on the most
important deliberations

Abbreviation: IQR, interquartile range.
 ll participants on the panel were Dutch who were chosen for their expertise and special interest in SDM,
A
doctor–patient communication, and medical education. Consensus on individual EPAs and behavioral indicators in
all 3 rounds was defined as a median score of ≥ 6 and ≥ 75% of the expert panel assigning a score of ≥ 6 to the
first statement.
b
The expert panel indicated their agreement with the 2 statements for each EPA and associated indicators on a
7-point Likert scale: 1 = strongly disagree, 2 = disagree, 3 = more or less disagree, 4 = undecided, 5 = more or less
agree, 6 = agree, 7 = strongly agree.
a
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After 3 Delphi rounds, consensus
was reached on 4 SDM EPAs and 18
behavioral indicators for postgraduate
medical education (see Table 2). Of the
32 experts, 30 (94%) agreed on this list
of SDM EPAs and behavioral indicators.
The 2 experts who did not agree with this
list did not give any qualitative feedback.
All 4 EPAs on which consensus was
reached also received high ratings on the
statement “this EPA/behavioral indicator
is applicable in clinical practice”;
however, this statement was scored ≥ 6
by ≥ 75% of the expert panel on only 11
of the 18 behavioral indicators on which
consensus was reached (see Table 2).
Discussion

Summary of main findings
In this Delphi study, a multidisciplinary
Dutch panel of 32 experts reached
consensus on 4 EPAs and 18 associated
behavioral indicators for SDM that
residents should be trained in during
postgraduate medical education to
increase the routine application of SDM.
The 94% (n = 30) agreement on the
near-final list indicates a high degree of
consensus.
Reflection on main findings
The developed EPAs, which are in line
with well-known SDM models,35,36
describe SDM behaviors formulated
for the end-stage proficiency level of
postgraduate medical training, and
aim to deliver clinicians that are able to
routinely apply adequate SDM.23 The
underlying behavioral indicators support
tailored learning processes by providing
room to address the building blocks
of the EPAs, depending on individual
learning needs during workplace
learning. The intention of the developed
EPAs is to align theory and practice
and bridge competencies by describing
units of professional practice.24 In the
2015 CanMEDS physician competency
framework, the operationalization of SDM
is generic and described in 3 enabling
competencies. These focus on adapting
SDM to the unique needs and preferences
of each patient and to his or her clinical
condition and circumstances; facilitation
of discussions with patients and their
families in a respectful, nonjudgmental,
and culturally safe manner; and use of
communication skills and strategies
to support informed patient decisions
regarding their health.14 Our SDM EPAs
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are intended to describe the underlying
process of decision making, which may
take place over several clinical encounters.
They integrate competency domains, such
as medical knowledge, communication,
collaboration, and EBM. In proceeding
in this manner, we intended to develop
EPAs that Warm et al categorized in
their 2014 study on the mapping of
observable practice activities for residents
as process oriented. These EPAs must
be distinguished from content-oriented
EPAs, which are specific for the medical
discipline (e.g., evaluating urinary
incontinence in the medical discipline of
urology).39 In a 2019 scoping review of
EPAs, Shorey and colleagues looked at 12
studies that all focused on the development
of these specialty-specific EPAs, mostly
for medical graduate education.26 The
SDM EPAs developed in this study may
support their implementation, as SDM
requires a context-specific application
of competencies mapped to concrete
clinical tasks of the medical discipline,
taking the medical needs and the values
and preferences of the patient into
consideration.40
Implications
A next step is the implementation of the
SDM EPAs in existing competency-based
workplace curricula. A review of the
literature on the effects of training SDM
showed that most interventions with
health professionals consisted of single
training sessions and that sustainable
application of SDM in clinical encounters
diminished over time.12,41–43 Longitudinal
workplace training is necessary to bridge
the transfer gap between learning and
sustainable application in clinical practice
and to support integration of the SDM
EPAs into the professional repertoire of
future clinicians.22 The identified EPAs
can be used as a tool for observing the
SDM process in clinical encounters and
for providing meaningful feedback based
on these observations. For the SDM EPAs
to support the development of expertise,
individual learning processes should be a
starting point to prevent using the EPAs
as a box-checking exercise. In line with
how EPAs are currently used in medical
specialty training, the identified EPAs may
also guide the assessment of the resident’s
level of competence. Additionally, the
EPAs can be incorporated into the
continuous professional education of
clinical supervisors to enhance their SDM
competence since adequate role modeling
is essential in workplace-based learning.

Because SDM is a key component of
EBM and literature shows that residents
learn complex skills such as patientcentered communication optimally when
these skills are integrated with medical
expertise,18,19 we suggest integrating
SDM EPAs into the postgraduate
EBM curricula.17,19 Further research
needs to address potential barriers to
and facilitators for learning SDM and
to provide learners with examples of
concrete language to practice SDM during
their clinical encounters.
Strengths and limitations
To our knowledge, this is the first study
on EPAs and behavioral indicators for
SDM. We believe the Delphi technique
is a suitable approach to gain consensus
on EPAs and behavioral indicators; we
limited direct influence of other panel
members and weighted individual
opinions equally by having the experts
fill in questionnaires anonymously and
individually.29–31 By feeding back the
results of the previous round to the next,
we intended to promote reconsideration
of initial opinions in relation to other
experts’ ratings.
We believe the quality of the developed
EPAs was improved by the differences
in the participants’ backgrounds and
by the presence of all backgrounds
we considered relevant. The quality
of these EPAs may make it easier to
implement them in postgraduate
medical education. All 32 expert panel
members who completed the first round
completed the entire Delphi process,
which reflects experts’ interest in the
theme, the importance of the study, and
the quick succession of the rounds. For
the first Delphi round, we used EPAs
and behavioral indicators that we had
developed based on our comprehensive
preliminary work. Although in a
traditional Delphi study, experts could
have generated EPAs and behavioral
indicators themselves, we believe that
this approach would have been too time
consuming for the experts. Our choice
may have influenced the composition of
the list of EPAs and behavioral indicators
although we intended to minimize such
influence by encouraging the experts
to give qualitative feedback. Based on
our analysis of the experts’ input, we
determined no substantial changes to
the content of the EPAs and behavioral
indicators were needed; this result seems
to confirm the appropriateness of the
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EPAs and behavioral indicators that we
developed for the study.
We limited our implementation of
this Delphi study to the national level,
in the Netherlands, because SDM is
very sensitive to language and culture.
Nonetheless, the EPAs include generic
elements that other countries can adapt
to their national needs. We decided
not to invite residents to participate in
this Delphi study despite the intended
implementation in postgraduate
medical training because we believe
that the concepts of EPAs and SDM are
too complex for residents. However,
including residents might have given us
more insight into the transfer gap they
face when being trained in SDM.
Conclusions
We succeeded in developing EPAs and
associated behavioral indicators for SDM
for postgraduate medical education to
improve the quality of SDM training and
the application of SDM in clinical practice.
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