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Foreword

When I was approached about writing the foreword for a comprehensive work about entrustable
professional activities (EPAs) and entrustment decision-making, I was both honored and excited
that such a resource would be available.

My introduction to the primary editor, Dr. Olle ten Cate, many years ago, did not come in the
usual way, such as through a colleague or at a professional meeting. Competency-based educa-
tion (CBE) ignited our ongoing collaboration and long-lasting friendship. I distinctly remember
discussing his seminal 2007 article introducing the concept of EPAs with several colleagues.* It was
during that conversation that I realized EPAs were the critical missing piece that would allow us to
envision the way forward in implementing CBE for all health professions.

Dr. ten Cate has assembled a group of international authors, who have been instrumental in
advancing the widespread adoption of EPAs, to tell this story. The book is a masterful work,
whereby authors invite readers into their ‘think tank, deepening our understanding of familiar
concepts, inviting us to connect ideas in new ways, and challenging us to imagine a future where
a key barometer of CBE quality is patient outcomes. Beginning with the abstract of Chapter 2,
I was hooked by the proposed alignment of the conceptual framework of canonical, contextual,
and personalized competence, with the ‘know, do, and be’ that embody the professional identity
formation of the physician.

While one of the great contributions of EPAs has been enabling more robust assessment of
trainees, the authors remind us that this is but one aspect of their broader impact of defining
a profession, and unifying the goals of education, training, and practice. The term ‘EPAs fit for
purpose, by profession and specialty, provides the perfect description of the unique characteristic
of EPAs to capture both the ‘whole’ of a profession through its key professional activities with a
concurrent focus on the competencies and milestones or ‘sum of its parts’ that bring it all to life.

I “felt’ the gravitas of making entrustment decisions when reading about trust and entrust-
ment. These complex concepts are delivered in ways that lead to a clear understanding of their

¢ ten Cate O, Scheele E. Competency-based postgraduate training: can we bridge the gap between theory and
clinical practice? Acad Med. 2007;82(6):542-547. DOL: https://doi.org/10.1097/ACM.0b013e31805559¢7
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foundational role across the education, training, and practice continuum. Attention is also given
to the pragmatic steps needed when introducing EPAs into diverse clinical learning environments,
such as incorporating workplace-based assessments, and maximizing the contributions of clinical
competency committees. Whether you are just beginning the journey toward incorporating EPAs
into your program or well on your way to achieving this goal, this resource will expand the depth
of your understanding and your ability to implement CBME in your learning environment.

Circling back to my 2007 epiphany, I initially spent time learning about EPAs and how they
might align with competencies and milestones to improve assessment. In 2011, I accepted a posi-
tion in our specialty that enabled me to work with pediatrics program directors and other leaders
to develop both core and subspecialty EPAs for our profession. If only I had the wealth of knowl-
edge in this book back then! I have had the good fortune to know and work with Dr. ten Cate and
many of the authors who contributed to this ‘must-read’ book. In the diffusion of innovation, they
are the early adopters, those who take on the burden of defining a way forward to reach the light
they see on the horizon. Thank you all for sharing your vision and the wisdom you have gathered
as you work to realize it.

Carol Carraccio, MD, MA
Former vice-president for competency-based medical education at the
American Board of Pediatrics



Preface

Entrustable professional activities (EPAs) and entrustment decision-making are concepts that have
found their way into the literature and practice of health professions education in the past decades.
Intimately linked to competency-based education, EPAs and entrustment decision-making are
being adopted, or explored and considered, in many schools and programs around the world. The
concepts continue to influence innovations in curricula and assessment in the workplace and will
likely continue to do so in the foreseeable future.

While definable in a few sentences, EPAs and entrustment decision-making have implica-
tions that are potentially more profound than they might seem at first sight. Their use can be
far-reaching, complex, and sometimes confusing. How EPAs are conceptualized, how they relate
to competencies and competency frameworks, what role they play in curriculum development
and assessment, and how clinical supervision of trainees should be modulated after decisions of
entrustment with clinical tasks, are not easily or similarly understood across different programs,
disciplines, professions, and settings. The rapidly growing literature, now reaching over 1,100 ref-
erences in PubMed, includes many proposed EPAs but also explanations, guidelines, and studies,
as well as conceptualizations and concerns about misinterpretations. As early as 2013, a colleague
educator sighed that ‘EPAs are now becoming a label de jour for almost everything, pointing at
their popularity but also at a lack of good understanding.

There has not been a standard comprehensive reference that provides an overview of the state
of the art around EPAs and entrustment decision-making that can serve to inform curriculum
developers and educators. Our hope with this book is to fill that gap.

To support educators in understanding and working with EPAs, there are many faculty devel-
opment workshops and initiatives offered at institutional and national levels. One international
initiative that began in 2018 is a multiday course, Ins and Outs of Entrustable Professional Activities,
now delivered online several times per year and with satellite courses in different languages. Many
of the contributors to the current volume have collaborated in this course as faculty members, and
all have actively contributed to the literature in this area of research and development.

The purpose of the book is to provide a comprehensive overview of relevant information
about EPAs and entrustment decision-making. It is meant to be a state-of-the-art reference work
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about conceptual and theoretical topics related to EPAs and entrustment decision-making, a field
that is very dynamic and includes ongoing as-yet-to-be-settled discourses. It is also meant to serve
as a practical handbook to assist educators and institutions in the development and implementa-
tion of curricula and assessment procedures built upon a foundation of EPAs. It offers a reference
for faculty development courses and is available via open access for any interested reader. How-
ever, it is not a prescriptive cookbook. Many recommendations are provided but adaptation to
local context and culture is key.

We are aware of the dynamic nature of health professions education. There is no doubt that the
decade ahead will present new innovations that will supersede some of the insights and guidelines
in this volume. That is a sign of a healthy, living domain of scholarship, continuously seeking to
improve its value. We hope the book will actually stimulate such development.

We are highly indebted to a large number of authors and reviewers (internal and external) for
their dedication and thoughtful contributions to this volume. Our process and design have made
it possible to present every chapter as a standalone, peer-reviewed, open publication, easily acces-
sible by a wide audience. However, this also makes it unavoidable to have some overlap among
chapters on similar topics, that, while aligned in their key messages, may be framed or described
using different wording. Writing this book has stimulated deep discussions among the author
teams within chapters and across chapters. In sharpening constructs and definitions, occasionally
new ideas have surfaced that will likely lead to additions to the literature in the near future. We
added a glossary of definitions that can be used as a starting point for development, implemen-
tation, and, sometimes, debate. At times, the writing process led to slightly varying definitions
and interpretations across chapters and author teams. This reflects the beauty of a domain that is
continuously in development and stimulates ongoing academic debate. It resembles the scholarly
atmosphere that can also be found among the International Competency-Based Health Profes-
sions Educators Collaborative (previously called ICBME), of which many authors are members.

EPAs represent first and foremost a foundation for achieving meaningful education in the
health professions that stimulates the development of professional skills, professional identity,
and professional responsibilities through supportive and tailored supervision. This supervision is
characterized by mutual trust, which we hope will become a guiding principle among the diversity
of trainees, teachers, and professionals, leading to safe and high-quality patient care.

Olle ten Cate

Vanessa C. Burch

H. Carrie Chen
Fremen Chihchen Chou
Marije P. Hennus
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Entrustable professional activities and entrustment
decision-making for competency-based education
in the health professions: an introduction

Olle ten Cate, Marije P. Hennus

Abstract

Since the turn of the millennium, competency-based education (CBE) has become a new
standard for training in the health professions in many countries. Early work to operation-
alize CBE has included development of detailed frameworks of competencies that every
physician should demonstrate. However, these models were criticized because they do not
directly translate to everyday activities of practice. For that reason, entrustable professional
activities (EPAs) were introduced in 2005. EPAs are units of professional practice that may
be entrusted to trainees once they show the competencies needed to execute them with-
out supervision. EPAs have become popular within competency-based programs in many
countries, with numerous examples not only in medicine but in all health professions,
including nursing, veterinary medicine, pharmacy, physical therapy, dentistry, and more.
This chapter provides an overview of key foundational concepts related to EPAs. Begin-
ning with a historical overview, the chapter provides a definition and rationale for EPAs.
While competencies are qualities of individuals, EPAs are units of work. The two can be
seen as dimensions of a matrix. Almost all activities in health care draw upon multiple,
integrated competencies (communication and collaboration skill, professional behavior,
content expertise, etc.). Next, entrustment decision-making as an approach to assessment
is explained, as well as the associated framework of levels of supervision, ranging from
‘allowed to observe’ to ‘ready to be a supervisor’ The chapter concludes with a summary of
important considerations for building an EPA program.
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Introduction

Entrustable professional activities (EPAs), a concept introduced in medical education in 2005,
has attracted much attention among educators in the health professions. Almost 20 years and
hundreds of publications later, EPAs have now been introduced in many health professional pro-
grams, in numerous countries, and across all continents. In this chapter we introduce and explain
the background, nature, and use of EPAs.

Competency-based education as the soil for EPAs: a brief historical overview

Competency-based education (CBE) is rooted in a movement that started outside the health pro-
fessions.” Benjamin Bloom, inspired by education scholars Tyler and Carroll, created the notion
of elaborate objectives for education,® and launched the notion of mastery learning’: the idea
that most learners are able to attain mastery, if given sufficient time, opportunities, and guid-
ance. Competency-based medical education was coined in 1978 but only became highly popular
decades later.’

The popularity of CBE in the health professions is unsurprising. Health care practice must be
restricted, by law, to professionals who meet high standards of competence. Meeting such stand-
ards requires intensive and long periods of study, and the public must be able to put their trust
in these professionals, as well as in the system that educates and assesses trainees and emerging
professionals who should meet these outcome standards.

Back in the 19th century, many Western countries began to regulate the medical profession
at the national level, assuming the duty to protect citizens against incompetent practitioners.'
This led to the first conceptions of competence, and the identification of its core components for
medical curricula. With the general emergence of educational objectives and the establishment
of postgraduate education in the second half of the 20th century, outcome-based education, later
also called CBE, then became an important guiding principle for medical educators.! This was
followed in recent decades by undergraduate medical education and other health professions and
disciplines, including nursing, veterinary medicine, pharmacy, physical therapy, and more.

Several countries have embraced CBE, using frameworks to describe the breadth of the pro-
fession in competency terms.’>* These frameworks (CanMEDS in Canada and the ACGME
competency model in the US) have been widely adopted in various countries around the world,
specifically in postgraduate medical training, which for decades was left largely unstructured. At
the same time, critical voices in the literature could be heard.”"*° The increasingly detailed com-
petencies that had emerged in subsequent editions of national frameworks were often felt to be
rather theoretical, too detailed, detached from practice, and difficult to translate into workable and
reliable assessment procedures. There was a need to translate competencies better into the practice
of everyday work in health care. The desire to bridge this gap between well-elaborated competency
frameworks and clinical practice in patient care led to the creation of EPAs.?

EPAs have changed the landscape of CBE in three ways: (a) to reconceptualize the goals for
training, shifting focus on competencies alone to include the tasks of health care as a focus, (b) to
operationalize the individualization and time variability of training, and (c) to focus assessment
on entrustment decisions for clinical tasks.

Entrustable professional activities defined, as goals of training

EPAs are the units of professional practice that constitute the tasks that clinicians (physicians,
nurses, and other health professionals) do in their daily patient care work and with which trainees
at some moment in their training trajectory must be entrusted.! These tasks can be small or big.
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An attending physician on a clinical ward may be tasked to evaluate a deteriorating patient and
take action to stabilize the patient’s condition. This could be a typical EPA for a senior trainee
in intensive care training. Similarly, a senior trainee in nursing may be asked to start providing
care for an elderly patient with a complex neurological disorder and significant comorbidity. A
veterinary trainee may be entrusted with suturing a dog’s superficial paw laceration if nothing
points toward complications. A physician assistant trainee may be asked to examine and evalu-
ate a patient with a known chronic condition, order diagnostic tests if needed, prepare follow-up
medication, and do work that only needs reviewing by a clinical staff member. These tasks can all
be EPAs. Once a trainee has demonstrated they possess the required competencies for an EPA,
they may be entrusted with it. A junior health profession trainee can start contributing to health
care with small but significant tasks that no longer require full checks.?! Typically, EPAs are profes-
sional activities that have a beginning and an end, are observable and measurable in their process
and outcome, and are only entrusted to trained and qualified personnel, after adequate assess-
ment. Entrustment decisions require a holistic judgment, which is more than a focus on specific
knowledge or skill.

How do EPAs relate to competencies?

The distinction between EPAs and competencies is not always perceived as clear.”> A way to think
of EPAs is as the task list on a clinical ward. Administrative assistants can allocate EPAs as clinical
duties to individual specialists in weekly schedules. Or EPAs could serve as duty requirements on
a personnel advertisement, or they could be the to-do list in an individual health professional’s
calendar or notebook; EPAs are specific things that must occur in a plannable period of time.
In contrast, competencies describe persons. Trainees who become competent professionals must
acquire competencies that include knowledge, skills, and attitudes. These abilities allow them to
perform EPAs. Professionals possess competencies but they can never ‘possess’ EPAs.

EPAs and competencies (or domains of competence) can be depicted as two perpendicular
dimensions in a matrix model (Table 1.1). In this figure, exemplary EPAs are mapped each to the
most critical domains in which the trainee should possess competence before entrustment.”® As is
clearly visible, EPAs require multiple competencies that must be applied in an integrative fashion.
Even a clear task such as ‘taking a patient’s history’ combines several domains of competence.
Professionalism and communication skills are definitely necessary but medical expertise is also
essential to perform a focused, efficient, and productive history.

Table 1.1: EPA and competencies as two dimensions.

Competency domains EPA 1 EPA 2 EPA 3 EPA 4 EPA 5 EPA 6
Medical expert XXX XXX XXX XXX X XX
Communicator XXX XXX XXX XX XXX XXX
Collaborator X XXX XXX XXX XXX X
Scholar X X XX XXX X X
Leader X X X XXX X XXX
Health advocate X X XX XXX XXX XXX
Professional XX X X X XXX XXX
Note: EPA 1: performing a venipuncture; EPA 2: performing an appendectomy; EPA 3: hand-over at
morning report after night shift; EPA 4: developing and implementation of a patient management plan;
EPA 5: chairing a multidisciplinary meeting; EPA 6: requesting an organ donation. Competencies in this
domain are (x) helpful, (xx) expected, or (xxx) indispensable.
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As EPAs are units of professional practice, they are not designed for training, but rather identified
and then elaborated for training purposes. To summarize: EPAs are not created for education, but
education is created for EPAs.

Entrustment decisions

The decision to transfer a responsibility to a trainee is called an entrustment decision. Such deci-
sions may be further characterized as ad hoc or summative. Ad hoc decisions happen every day in
the clinical teaching environment. A supervisor must estimate whether the skills of the trainee at
that moment match the complexity of the patient and the risks involved.?* A summative entrust-
ment decision has the nature of a formal qualification for the future responsibility of the trainee
from that moment on. In workplace curricula with EPAs, summative entrustment decisions con-
stitute the permission to carry out an EPA when there is sufficient grounding of trust among the
staff that the trainee can bear this responsibility.”® The trainee is evaluated on their ability, and
bestowed with the right and duty to be engaged in clinical service to patients.” While this right is
formally given at the end of training with a diploma, license, or certification, in EPA-based cur-
ricula it should be given for separate EPAs at various moments throughout the program, i.e., as
soon there is a justified, grounded trust that the trainee has met the objectives of the program for
that EPA. This way, EPA-based programs can be truly competency-based and not just time-based.
Figure 1.1 shows this graphically. Rules and regulations may restrict autonomy, even if the trainee
is competent, but there may be creative ways to reward trainees by minimizing supervision.

This figure, with time on the horizontal axis and proficiency on the vertical axis, includes a devel-
opmental framework of Dreyfus’s five stages, from novice to expert.” ‘Competent; placed in the
middle, can be regarded as the threshold for unsupervised professional practice. What the figure
shows is that a threshold bar of competence is being passed at different moments for different EPAs.

A justified entrustment decision can be made when the educational team has been convinced
that a trainee has met all conditions for summative entrustment, that is, readiness for more
autonomous performance in future similar cases. Here is where trust becomes important, because
no two patients and contexts are identical. To trust trainees with future health care tasks means
more than observing adequate knowledge and skills as examined in tests. A benchmark question
for an assessing supervisor might be: would you now trust your own family members with this
trainee?”® Sometimes, when formal assessments have been ‘ticked off; your gut might still tell you

= EPA 3 EPA 2
EPA 4
expert EPA 1
proficient
competent / : ~
e ,ﬁgf g EPAS Loss of trust
advanced V) &4 :
e I/ : ¢+ i]Justified entrustment decisions
novice 4 5 :
training deliberate professional practice

Figure 1.1: Development of clinical proficiency of one trainee for various EPAs.
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differently. Gut feelings and tacit impressions might arise that can be critical® and should some-
how be incorporated into summative entrustment decisions. Programmatic assessment,* elabo-
rated in other chapters, provides the possibility to do so. Judgments from multiple individuals and
various observations are combined to arrive at summative entrustment decisions, in which there
is space to include both quantified and more narrative information.

The ‘threshold’ means there can now be sufficient trust in a trainee to work without supervision,
but it does not equate to perfection. High levels of proficiency will require continued and deliber-
ate professional practice. If that does not occur, decay may lead to substandard practice (EPA 5
in the figure), to a level that requires supervision again, even if a justified summative entrustment
decision was made before.

What is needed for entrustment?

Ad hoc entrustment decisions are made for individual trainees by individual supervisors at individual
moments (‘Why don’t you go ahead alone with this patient? I'll be at the other ward; call me if you
need me, otherwise report to me an hour from now’). Even though they happen frequently, they are
determined by more factors than one would initially think, including factors that are not always con-
sciously weighed in the decision. Grouped into five, these factors include (a) the perceived trainee
features, (b) a supervisor’s propensity to delegate responsibility, (c) the complexity and risks of the
EPA, (d) the context, such as time of the day and the need for hands, and (e) the relationship of
the clinician with the trainee.*'~** While supervisor propensity, task complexity, context factors, and
relationship all affect ad hoc decisions, trainee factors are particularly relevant for workplace-based
assessment to support summative decisions of entrustment, which should be context- and rater-
independent. ten Cate and Chen summarize the literature and distinguish five features; together,
they call these the ingredients of A RICH’ entrustment decision, after their first letters (Table 1.2).

As summative entrustment decisions have a certifying nature, sometimes called a Statement of
Awarded Responsibility (STAR),” they should be valid and based on sufficiently grounded trust.”®
Grounded trust for a summative entrustment of an EPA must rely on sufficient occasions and
observations. A valid summative entrustment decision, with important consequences not just for
the trainee but also for patient safety, requires sufficient data from a variety of sources.” A program
of assessment, using multiple sources of information, including direct observations, longitudinal
monitoring, conversations with trainees, and product evaluations is needed. In addition, knowledge
and skills examinations may weigh in.*” Entrustment, as a focus of assessment, brings a different
dimension to workplace-based assessment, because entrustment decisions imply an acceptance of risk
for patients and, indirectly, for trainees.?>* Several chapters in this book (A4, D1, D2) will elaborate on
this phenomenon.

Levels of supervision
So far, we have discussed entrustment decisions related to dichotomous decisions: entrust or not
yet entrust, or provide supervision or not. However, it is very useful to translate entrustment deci-

sions to decreasing levels of supervision. Five main levels have been described (Table 1.3).

Table 1.2: Trainee features as ingredients for A RICH entrustment decision.

Agency Sufficiently self-confident, proactive toward work, team, safety, development
Reliability Being conscientious, predictable, accountable, responsible

Integrity Being truthful, benevolent, patient-centered

Capability EPA-specific knowledge and skill; experience; adaptive expertise

Humility Observing own limitations, willingness to ask help, receptive to feedback




An introduction 9

Table 1.3: A standard framework of levels of clinical supervision.

Supervision level Explanation
Observation only The trainee is allowed to be present and observe, not to enact an EPA
2 Direct supervision The trainee is allowed to execute the EPA with direct or proactive

supervision; a supervisor must be physically present

3 Indirect supervision The trainee is allowed to execute the EPA with a supervisor quickly
available if needed, signifying indirect, reactive supervision

4 Unsupervised practice  The trainee is allowed to work unsupervised; a supervisor may be reachable
in a phone call, but not quickly present

5 Supervising a junior The trainee may act as a supervisor for a junior trainee for this EPA

This standard framework has been recommended widely.?**” While the idea of using EPAs was
created for postgraduate training programs, undergraduate programs have also started applying
them. This has led to more detailed levels of supervision, within this framework, for undergradu-
ate medical education.”

In postgraduate medical education, there may be specialty specific supervision levels. A surgery
trainee will have much closer (level 2) supervision in the operating theater than an internal medi-
cine trainee in most of their daily practice. For an anesthesiology supervisor, the question ‘can I
leave the operating theater, and for how long?” is most critical.*’

Supervision levels are often used to create scales where a trainee is or should be in their develop-
ment; such scales are called entrustment-supervision (ES) scales.

ES scales, in their use for assessment, can be retrospective or prospective.”* When ES scales are
used to evaluate or assess a trainee, there are two types of questions that can be posed. The first
reflects the reporting of the amount of help or supervision a trainee required in a specific, observed
instance. An ES scale for such use is called ‘retrospective, that is, looking backward, where the
preceptor answers the question ‘how much help did the trainee need?” The second type of ques-
tion reflects the trainee’s future need for supervision, when considering entrustment. Prospective
scales, looking forward, are used to recommend a supervision level in the near future: ‘Based on
my observation, I recommend that this trainee, for this EPA, is ready for distant supervision’

Aligned with programmatic assessment, valid summative decisions about trainees must draw
from multiple data points, preferably collected in a trainee’s portfolio. Ad hoc decisions of entrust-
ment, subsequently evaluated with the trainee and leading to recommendations for future levels of
supervision, serve as input (Figure 1.2).

How EPAs serve individualized curricula

For an individual trainee, for instance in postgraduate medical training, the curriculum across
postgraduate years (PGY) 1 to 4, as far as EPAs are concerned, may look like the curriculum map
provided in Figure 1.3. Following principles of CBE,* trainees should become qualified when they
are ready, not just because of a fixed period of completed time. This implies that, arguably, not
every trainee progresses at the same speed as their peers.

A reasonable expectation is that most trainees meet the requirements for summative entrust-
ment decisions at the designated level for all core EPAs of their program before graduation. But
some trainees may meet them earlier, while others meet them later. Besides motivation and capac-
ity differences, family-building and research breaks may disrupt a preset schedule. Finally, not
all trainees who start have an equal background. For instance, outside North America, most
countries allow entry into postgraduate medical training after varying periods of supplemental
licensed clinical experience.
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Figure 1.2: The flow of workplace-based observation data to support summative entrustment.

Depending on the sequence of the curriculum (e.g., rotations), an initial agreement may be
negotiated to specify when which levels of supervision are expected, and, most importantly, when
‘level 4’ (ready for unsupervised practice) can be reached. Level 5 is aspirational and might apply
to a limited number of senior trainees (e.g., chief residents), and not for all EPAs. Next, monitor-
ing of the trainee will be important, as summative entrustment decisions, by a clinical competency
committee (the team responsible for these decisions), must be made judiciously and based on
sufficient and valid information. This can lead to deviations from the original scheme.

PGY 1 PGY 2
EPA a 1 2 2 2
EPADb 1 1 2 2
EPAc 2 2 3 4
EPAd 2 3 4 4

Figure 1.3: A trainee’s individualized workplace curriculum in postgraduate training.

Building a program with EPAs

The introduction of EPAs and entrustment decision-making in a program is a project in itself that
must be carefully planned. Several steps should be considered, even while it is good to remember
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that every profession, specialty, or country may have different constraints. These are some
suggested steps, briefly summarized.

1. Identify EPAs. This requires a dedicated expert team and a wider group of stakeholders
to arrive at consensus. The drafting of initial EPAs must be done carefully, and there are
several tools to evaluate their quality. A full elaboration can be found in Hennus et al.*

2. Create full EPA descriptions. A fully elaborated EPA consists of eight components (title,
specification & limitations, potential risks in case of failure, connection with a competency
framework, sources of information to ground summative entrustment decisions, reason-
able levels of supervision expected at stages of training, and optionally a period of expira-
tion if the EPA is never practiced). ten Cate and Taylor elaborate on this description.*

3. Create tailored opportunities for learning. The clinical workplace cannot be recreated for
learning, but trainees as well as supervisors should deliberately seek such opportunities as
they present themselves in the natural course of patient care.

4. Design a programmatic approach to assessment. This should enable valid summative
entrustment decisions and foster transparency. The infrastructure may differ for different
programs but should include a mechanism to consolidate observational data into infor-
mation that allows for advancement decisions and summative entrustment decisions.*

5. Support individual pathways with a portfolio model. Portfolios are increasingly consid-
ered necessary for workplace-based assessment and several commercial or home-grown
EPA-based electronic tools are available.*

6. Faculty development. It will be necessary to inform and train faculty at different levels,
such as frontline teachers, program directors, and members of clinical competency or
examination committees.

Concluding remarks

EPAs represent an important step forward in translating CBE into health professions education
practice. First introduced in 2005, EPAs have since become popular among programs of post-
graduate and undergraduate education in medicine and other health professions. Examples of
their use can also be found on the internet, including in video clips, courses, and other sources
of information. This chapter provides an introduction to help readers understand the purpose and
nature of EPAs and entrustment decision-making.
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CHAPTER 2

Entrustable professional activities, entrustment,
and the conceptualization of competence
in the health professions

Olle ten Cate, Marije P. Hennus, Natasha Khursigara-Slattery,
Maria José Lépez, Robert Sternszus

Abstract

The use of entrustable professional activities (EPAs) and entrustment decision-making in
health professional education was proposed to operationalize competency-based educa-
tion. To ground its use, a common conceptualization of ‘competence’ is needed. Based on
theoretical notions of epistemology (distinguishing propositional, procedural, and expe-
riential knowledge) and inspired by the theoretical insights of Vygotsky, Maslow, Billett,
and others, the authors elaborate a three-layered model that includes canonical compe-
tence (what every professional should have mastered, independent of context), contextual
competence (the ability to work in relevant contexts and apply canonical competence),
and personalized competence (the individual approach to high-level practice). The model
aligns well with curricula that stress knowing, doing, and being, combining competency-
based standards with professional identity formation.

EPAs and entrustment decision-making typically regard the contextual layer of com-
petence. This is because entrustment decisions, to support trainees in their progressive,
professional autonomy, happen in clinical contexts where canonical, context-independent
knowledge and skill are necessary but insufficient. Passing the threshold of entrustment
with clinical responsibilities draws on both canonical competence and the ability to work in
clinical contexts, responding to the needs of patients, of collaborators, and working within
the rules and habits of the local environment. Once a trainee is entrusted with clinical
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responsibilities, and feels confident about the first two layers of competence, personalized
competence can emerge more prominently, leading to integrated professional and personal
identity formation.

The three layers of competence together establish the conditions to think, act, and feel
like a health professional: the knowing, the acting, and the being.
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Introduction

Entrustable professional activities (EPAs) represent core components of a profession that their
members are privileged to perform, often exclusively. Although there is more to professional for-
mation than professional activities, EPAs are crucial in directing the education and assessment of
trainees to become professionals. Professionals must become competent to carry out these tasks
and this competence must largely be acquired during a period of education, professional train-
ing, and practice experience. Health professionals who have completed training must be declared
competent by their schools, by their programs, and in many countries by medical and specialty
boards, and thus deemed qualified to perform all of the EPAs of their profession in an unsuper-
vised manner. Because the practice of health care is restricted to trained, qualified professionals,
assessment of their readiness can be viewed as an entrustment decision. In other words, soci-
ety, represented by educational institutions and licensing bodies, decides that professionals who
have completed appropriate education are sufficiently competent to practice and can be entrusted
exclusively with the care of population health.

EPAs must thus be embedded within a conceptualization of medical® competence. To enable
schools, programs, and licensing bodies to create assessments that can attest to readiness to
practice—an entrustment decision—competence must be defined. This, however, is not easy. One
of the many attempts to define medical competence is ‘the habitual and judicious use of commu-
nication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily
practice for the benefit of the individual and community being served.* Although this is a well-
known and attractive, holistic definition, it does not provide practical anchors for assessment.
More detailed descriptions are found in competency frameworks,** which break down medical
competence into detailed competencies (such as the ‘ability to share health care goals and plans
with patients and their families’), categorized within larger competency domains (such as medical
expertise, communication, collaboration, professionalism).>*

These frameworks, however, have also been criticized because of their reductionist nature.”®
As such, competence has been defined either too broadly (not practical) or too narrowly and
in too much detail (and missing some of the essence); both directions have disadvantages. And,
yet, a deep understanding of what competence is appears essential in health professions educa-
tion, because, unlike many other educational institutions, where the retrospective achievement of
requirements is sufficient, the prospective permission to practice (in fact, entrustment) conferred
by educational institutions and certifying bodies cannot be validly determined without it.

This chapter aims to provide a theoretical foundation’® for the practical use of EPAs and entrust-
ment decision-making in health professions education that is rooted in a deep understanding of
medical competence.

A note on the epistemology of medical competence

Epistemology is the philosophy of knowledge, which studies its nature, origin, sources, justifica-
tions, and the sense of truth. In different domains, different epistemic frameworks are used. In
mathematics, logical deduction can yield truths that are undisputed. In social sciences, ‘truths’
are less obvious and often determined by convictions that are not always shared. In health care,
a domain somewhere in between, a body of knowledge exists that can be considered undisputed
(‘the organ between the esophagus and the duodenum is the stomach’) but other instances of
knowledge (‘patient X in room Y is very sick) may be debatable or influenced by a personal

¢ In this chapter, when we say ‘medical’ we expressly mean to include all professions in the healthcare
domain.
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frame of reference. Epistemology distinguishes propositional knowledge (knowing that) from
procedural knowledge (knowing how) and knowledge by acquaintance (knowing from personal
experience®). ‘“Truths’ can vary from totally undisputed, shared beliefs to probabilistic and highly
contextual propositions. In medicine, shared convictions based on published evidence grow into
‘truths, because these convictions justify the actions and decisions that ‘must’ be made (for ‘best’
treatment, for referral, for next investigations, etc.). They are based on research findings, usually
with confidence intervals to make them plausible rather than absolute.

When we say that trainees must acquire competence to be assessed for license, it is useful to
distinguish between propositional and procedural knowledge. Without procedural knowledge
(how to knowledge), propositional knowledge alone would not suffice for clinical practice. Know-
ing what to do may require propositional knowledge but also requires procedural knowledge
and often experiential knowledge (‘I know what to do because I have seen or done this before’).
More than with propositional knowledge, procedural knowledge is not absolute and is affected
by contextual, ethical, biographical, and sometimes even political considerations. What to do,
for instance, when a critically ill patient arrives for intensive care when all IC beds are filled with
critical Covid-19 patients? Knowing what to do belongs to the physician’s assumed knowledge
base but does not imply absolute truths, because contextual variations can make circumstances
unpredictable. Similarly, on a meta level, educators must know when to begin entrusting a trainee
with critical responsibilities, ‘knowing’ that the trainee will know what to do, depending on the
circumstances. Entrustment decisions involve trust, that is, an estimation of a trainee’s capacity to
adapt and manage unfamiliar situations.

Medical competence as a multilayered construct

The origin of competency-based medical education lies strongly in behaviorist thinking. In the
1950s and 1960s, the dominant movement toward behavioral objectives for education stemmed
from the reasoning that education must lead to measurable results of predefined objectives.'"
Bloom created a model of knowledge, skills, and attitudes that has influenced most of the educa-
tion in the world">'* and certainly health professions education. In addition, his mastery learning
concept? strongly influenced the idea that deliberate effort can bring all trainees to predefined
standards of competence, with sufficient motivation, time, and practice opportunities, as Eric-
sson and McGaghie and his colleagues have shown.'*'® However, if sufficient medical compe-
tence is regarded as a condition to entrust trainees and professionals with privileged health care
tasks, competence may be defined more broadly than skills that grow through deliberate practice.
Entrustment decisions are not easily made solely upon passing standardized tests. Observing
trainees in clinical workplaces reveals components of competence that would go unnoticed in
written examinations,' such as how a trainee connects with a patient and explores and interprets
their medical history, and for which expert judgment is needed.?® This more holistic approach to
workplace-based assessment of competence is relatively new.”! Indeed, the process of professional
identity formation, whereby trainees come to think, act, and feel like physicians* (or other health
professionals), is not easily captured in a competency framework.”

b Knowledge by acquaintance as one of the components of epistemology was defined by Bertrand Russell
as ‘knowledge of which we are directly aware, without the intermediary of any process of inference or any
knowledge of truths’ It is strictly not identical to experiential knowledge (which may include inferences)
but close enough to distinguish from propositional and procedural knowledge. In medical education,
experiential knowledge (even sometimes without full awareness) is a more commonly used construct
that we will use in this chapter. See Dings (2023) for a deeper discussion.*
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In 2024, ten Cate et al. proposed medical competence as a construct with three layers, each
with different implications for standards and assessment: a canonical layer, a contextual layer,
and a personalized layer.’ In the summary below we explain how EPAs and entrustment decision-
making are situated within the contextual layer of competence.

Canonical layer of competence. Medicine and other health professions cannot be practiced
without a thorough knowledge of at least anatomy, physiology, and pathology—that is, within the
current body of knowledge, undisputed and generalized across the contexts, cultures, and coun-
tries in which patient care is practiced. This is knowledge that can be acquired through reading,
listening, discussion, and other educational methods, and that can be tested with written or online
methods. This is largely propositional knowledge, but some procedural knowledge belongs to the
canon, such as the application of knowledge in clinical reasoning. Basic physical skills, including
the examination of patients, and even foundational principles of ethics and professional behavior
may be assumed to be canonical, that is, ‘what everyone of the profession should know or be able
to do, independent of the context. Standards of expected competence at this layer can be defined,
and the assessment can meet established criteria of psychometric quality to enable confidence
that candidates who pass indeed possess the required canonical competence. In other words, this
speaks to the ‘knows, ‘knows how; and ‘shows how’ levels of Miller’s pyramid.**

Contextual layer of competence. Possessing canonical competence is insufficient to practice
health care. While the classroom is not the only place to acquire canonical competence, the step
to the application of knowledge in practice has always been considered a significant and difficult
transition for medical students.” It requires a different way of thinking (problem- and action-
oriented, rather than systematic and reproductive) and because clinical contexts have unique and
thus different intricacies. It also requires adaptive competence,® further complicated by continu-
ous changes within the ecology of the clinical environment itself in response to outside pressures
or changed needs of health care.”” Working in clinical contexts thus requires a different type of
competence, including an ability to apply canonical competence in a variety of circumstances. This
important layer of competence is more difficult than canonical competence to capture through
standards and assessment processes. No one would entrust a graduate from a medical program,
solely based on passing all exams, if they have never attended to a patient. A phase of clinical expe-
rience is indispensable, and requires more experienced colleagues (attendings, consultants, super-
visors, and others) to confirm their readiness for unsupervised practice. Central in the assessment
of contextual competence is the notion of entrustment. If a credible group of health professionals,
familiar with the context, confirms that essential patient care activities can be entrusted to a trainee
to perform with minimal supervision, standards can be considered to have been met. This notion
requires quite a different approach to standard setting and assessment, as fair and valid decisions of
entrustment require grounding in data from observation. Yet entrustment implies acceptance
of risk, caused by a level of unpredictability of future situations. This in turn implies that absolute
standards of competence do not hold in this layer of competence. Standards must comply with
local rules, protocols, culture, and patient populations, and trainees must be evaluated with local
sources of information, including experts who form judgments.

Personalized layer of competence. Following Billett,”® we recognize that the competence of an
individual professional reflects not just the possession of canonical knowledge and skills and the
ability to practice health care according to standards but also includes style, insights, specific skills,
interests, habits, and convictions that make a professional unique. While standards of canoni-
cal and contextual competence must be met to permit unsupervised practice, professionals can
differ in their competence in a personal manner, above and beyond these standards. The con-
structivist view on education and development posits that humans actively construct new insights
on a foundation of existing knowledge. They have ontogenetically (i.e., through their histories)
shaped knowledge from learning and personal experiences, mediated by sensory, neural, and cog-
nitive systems, in interaction with a social environment.?® Vygotsky, the Russian developmental
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psychologist (1896-1934) who coined the term “zone of proximal development’ and contributed to
cultural-historical activity theory, also elaborated on the concept of perezhivanie, which explains
this idea of personal development well. Perezhivanie, in this context, can be best translated as the
subjectivity which makes individuals unique in their creative performance, being the resultant of
the combined cognitive and emotional experiences, built across one’s lifetime, integrated in the
long-term memory, and informing one’s frame of reference in viewing the world.»**

This sounds highly theoretical, but examples may help to understand it. It is essential that
clinicians communicate compassionately with patients. While there are ‘key features’ to compas-
sionate communication (i.e., listening, sitting, eye contact), the way in which clinicians interact with
patients will vary between individuals and is shaped by their personal voice, style, experience, and
identity. The ability of the physician to communicate their compassion effectively and authentically
will affect patient satisfaction, and in some cases the outcomes of care. Or a clinician with a sound
fund of knowledge may encounter adverse events in clinical practice,* leading to strong emotions
that shape their individual style and convictions in subsequent clinical judgment and practice. This is
why the perezhivanie of one person can never be fully understood by others, as Vygotsky contended
when studying artistic excellence.” The personalized layer of clinical competence adds a compo-
nent that can be conceived of as the art of clinical practice, by the personal touch of the individual
professional. It also brings us back to epistemology. The ‘epistemic framework’ of the individual is
a personal system of knowledge and thought, rarely made explicit. Barreiro and Castorina distin-
guish ‘excisional’ and ‘relational’ views of epistemic frameworks,*? and argue that the excisional view
(i.e., viewing individual knowledge as disconnected from the social environment) disregards the
strong social and development psychologists’ arguments (including from Vygotsky and Piaget) that
nature, society, and culture affect one’s epistemic framework in continuous interaction.

Setting standards for the assessment of the personalized layer of competence does not
make sense, because legitimate diversity and differences between individual professionals charac-
terizes this layer. However, the individual’s pursuit of expansion of this layer may be valued and
rewarded. This is, to some extent, captured in the Accreditation Council for Graduation Medical
Education’s competency domain of ‘Practice-Based Learning and Improvement, which has been
defined as ‘the ability to investigate and evaluate one’s care of patients, to appraise and assimilate
scientific evidence, and to continuously improve patient care based on constant self-evaluation and
life-long learning’® The effort may be valued but the desired result cannot be standardized.

A hierarchical model, but not fully sequential

The model, as depicted in Figure 2.1, is hierarchical in nature but not fully sequential. That is,
contextual competence requires a canonical foundation because, when the application in a context

preclinical clinical postgraduate post certification

cal competence contextual competence personalized competence

Figure 2.1: Visualization of the multilayered competence model across the continuum.
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occurs, there must be something present to apply. Similarly, a personal style of practice, developed
across a period of experience, requires a level of confidence that is often acquired in the first years
after formal training. These years are known to be very demanding, when junior attendings or
consultants are occupied by the desire and urge to meet all professional expectations and still
encounter new challenging situations* A more relaxed phase of ‘self-actualization’ or the fulfill-
ment of personal potential follows later, a state that, as proposed by Maslow, is reached after other
needs have been satisfied (physiological, safety, love and belonging, esteem, competence, and aes-
thetic needs).* This happens when one feels mastery of one’s domain of practice. An analogy with
jazz music can help. Before being sufficiently skilled to improvise on a melody, the musician must
first master the instrument, then know the basic melody at stake and understand its associated
chords and harmonies, and also acquaint themselves with fellow musicians and other compo-
nents of context. However, the hierarchical nature of the model is not meant to suggest that all
canonical competence must first be mastered before contextual competence is acquired, with per-
sonalized competence finally emerging only at the end. On the contrary, vertical integration in
medical curricula, which includes early acquaintance with clinical contexts while the teaching of
the canon of basic sciences remains ongoing, has shown benefits for cognition and motivation.*
Likewise, the seeds of personalized competence can be sowed early, when students explore and
discover personal strengths and interests that guide career choices and that may eventually merge
personal identity with professional identity.

The model thus addresses the tensions between the need for standardized assessment of compe-
tence to allow for access to the practice of health care, and the acknowledgment that processionals
are unique, and that diversity must not only be tolerated but genuinely valued and supported. It
provides a place for identity formation in competency-based education® and aligns with medical
curricula that stress the knowing, doing, and being of health professionals.*

Implications for EPAs and entrustment

Within this model, entrustment decision-making typically aligns with assessment of the contex-
tual layer of competence. Summative entrustment decisions, with critical impact for both patient
safety and trainee progress, typically focus on thresholds, such as readiness for unsupervised
practice (in postgraduate contexts) or for indirect supervision (undergraduate). While the stakes
in assessment of canonical competence typically regard trainee progress, in the assessment of con-
textual competence the protection of patients is also a critical component. ‘High-stakes decisions’
therefore have a wider connotation in contextual competence. They must include an estimation of
risks for patient safety, which is a prospective judgment.’”” Entrustment decisions must be based on
more than technical skills (including interpersonal techniques). ten Cate and Chen' have argued
that, besides capability (activity-specific knowledge, skill and experience, and adaptive expertise),
four general features are relevant: integrity (truthful, good intentions, patient-centered), reliability
(conscientious, predictable, accountable, responsible), humility (observing limits, willing to ask
help, receptive to feedback), and agency (self-confident, proactive toward work, team, safety, and
self-regulation). This array of features requires thoughtful consideration by observers, dialogues
with trainees, and negotiations within clinical educator teams to arrive at intersubjective judg-
ment and decisions. Here is where epistemology theory also becomes relevant. Epistemic humil-
ity refers to the limitations of knowledge, and acknowledges that decisions, such as in patient
care, can not always be justified as being completely right or wrong.*® Decisions of entrustment
regarding trainees similarly involve a leap of faith (small or big) that supervisors and teams need
to consider with some epistemic humility. Entrustment with patient care tasks requires a more
holistic picture than rating scales can offer. The binary entrustment decision (yes or no) is a holis-
tic decision that combines the evaluation of competence, the gauging of risks, and the granting of
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autonomy, and can only be made by examiners who know the trainee and who have the authority
for patient care in the context of interest. The information determining the decision thus com-
bines contextual features with trainee features. All features can weigh in but there is no formula to
predict the outcome of the decision.

While the training and assessment of competence at the canonical layer is basically not indi-
vidualized, the training and assessment of contextual competence is individualized. Competency-
based curricula for the acquisition of contextual competence require sufficient flexibility and
time-variability for all trainees to meet contextual standards, i.e., entrustment with all relevant
EPAs, regardless of the time needed (albeit within limits).*

Finally, how does personalized competence relate to entrustment decision-making? While we
have contended that decisions of readiness to practice require standards of canonical and con-
textual competence, not standards of personalized competence, there are two relationships with
personalized competence. The first relates to the assessor or supervisor. Their own art and style of
professional practice, fueled by their perezhivanie, includes not only the art of patient care but also
the observation and assessment of trainees, and includes convictions about assessing quality of
practice. Superb assessors, however, employ some epistemic humility in their judgment, by real-
izing their own limitations of knowing what is ‘best’ The second relates to the trainee. Allowing
the trainee to deviate within the margins of acceptable care, and assessing them with this view in
mind, can contribute to the trainee’s development of a personalized competence.

These three layers of competence together establish the conditions to think, act, and feel like a
health professional®: the knowing, the acting, and the being.*
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CHAPTER 3

Graded autonomy and grounded
self-determination in health professions education

H. Carrie Chen, Roberta I. Ladenheim, Daniel J. Schumacher,
Fremen Chihchen Chou, Olle ten Cate

Abstract

A key goal in health professions education is to support trainee development toward readi-
ness for unsupervised clinical practice. Curricula can use entrustable professional activi-
ties (EPAs) and entrustment decision-making to structure and optimize this development.
Trainees begin at the periphery of the health care community and gradually learn to think,
feel, and act as a professional as they increasingly engage with the work of the community,
step by step and EPA by EPA. Learning in the classroom and in the clinical workplace
should be approached as integrated rather than separate phases. Classroom learning aims
to prepare trainees for clinical practice, and learning through clinical practice can start
early, with full supervision that decreases over time. Clinical supervisors must balance
supervision for patient safety and trainee support with trainee autonomy and practice of
clinical responsibilities. Under- or over-supervision has negative implications not just for
patient safety but also for learning and development. Various theories and models sup-
port the importance of graded autonomy, including self-determination theory, cognitive
apprenticeship theory, and learning-oriented teaching. Curricula designed to support
graded autonomy need to adequately prepare trainees to contribute to the workplace via
classroom education and exposure to the workplace followed by clinical experiences that
allow for increasing trainee contributions to patient care. Entrustment is a forward-facing
decision. As trainees achieve levels of entrustment for patient care activities, this achieve-
ment is not just a completion of a learning stage but a start of the acquisition of more
responsibilities as health care team members.
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Introduction

The purpose of health professions education is to prepare future health care providers who can
respond to the health needs of society by providing safe, effective, quality care. Not only is this
social responsibility an expected outcome but it also requires embedding in the process of health
professional education. Learning to provide patient care and the development of competence
requires practice. However, this practice must occur within a training environment that also
meets the standards of safe, effective, high-quality patient care.

In all aspects of education, trainees develop over time. Rather than merely focusing on trainee
acquisition of knowledge and skills, health professions curricula can deliberately focus on the
development of trainees as emerging professionals and their preparation to bear increasing
clinical responsibilities.! Upon commencement of their health professions education, trainees
begin a journey of becoming (that is, thinking, acting, and feeling like) health professionals as
they are enculturated into the practice of health care.® This is particularly relevant for learn-
ing in the health care workplace environment, where learning happens through participation in
patient care.

Various developmental frameworks describe the progressive development of trainee compe-
tence. Dreyfus and Dreyfus describe a general model of skill acquisition with novices progressing
through five stages to achieve expert status.* In undergraduate medical education, RIME—an
acronym for ‘reporter—interpreter-manager—educator’ —provides a framework for the progres-
sive roles and activities of junior trainees in patient care.” Within both frameworks, trainees
engage in deliberate practice to develop and eventually achieve the necessary competence. In
health professions, trainees practice by participating and taking on ever greater responsibilities
in actual care of patients. This contribution to patient care by individuals who are still learn-
ing and working toward readiness for unsupervised practice inherently carries risks for patient
safety. However, trainees do not practice in the workplace on their own. They join a community
of practice within the workplace, whereupon they are given limited roles and responsibilities
that are commensurate with their level of development and supervised by members of the com-
munity who are granted supervisory responsibility. As trainees progress in gaining competence
and further identifying with the community of practice, they are gradually awarded additional
roles and responsibilities with increasing autonomy and decreasing supervision, moving from
the periphery to the center of a professional community of practice (Figure 3.1). This process is
not linear in nature; it can involve different developmental trajectories among different trainees
and for various tasks.

Balancing autonomy and supervision

Adequate supervision is the solution to ensuring optimal patient care while also needing to train
the next generation of clinicians.® The role of the clinical supervisor is, therefore, to make deci-
sions about which activities and responsibilities to entrust to a trainee and with what degree of
graded autonomy and supervision. Autonomy and supervision are not simply the opposite ends
of the same scale. Providing autonomy is allowing an individual to act of their own volition and
with their own behavioral choices. Thus, even a trainee who is being supervised can be allowed to
let their own clinical decisions and plans prevail. This happens within an institutional context in
which trainees are assigned tasks and where records exist to establish what activities each person
can do and with what level of supervision.

Graded autonomy is ideally negotiated over time between clinical supervisors and trainees, bal-
ancing trainee competence and readiness, trainee learning needs, workplace needs, and patient
safety. Trainees are encouraged to take responsibility for not just their own learning but for con-
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Gradually increasing legitimate participation in healthcare throughout training

Figures in blue shades = supervisors from
clinical community of practice

Figures in green shades = trainees entering
clinical community of practice

Shade of blue surrounding trainee =
direct or indirect supervision provided
by the supervisor

Spiral trajectory = nonlinear developmental
progression of trainees with increasing clinical
responsibility and decreasing supervision

Figure 3.1: Trainee development in a professional community of practice.

tributing to the work of caring for patients and ensuring safe, effective patient care. Even as train-
ees achieve licensure and regulatory permission for unsupervised practice, they will face a need
for continuing professional development as health care evolves. They must be able to recognize
the need for ongoing learning and when to seek outside expertise. The determination of how
much autonomy is granted and supervision is needed is ideally based on individual trainee’s readi-
ness and what the trainee is able to do with appropriate support. Providing an inappropriate level
of supervision has implications not only for patient care but also for learning. Underestimating
the level of a trainee’s readiness for additional responsibility threatens their sense of competence,
autonomy, and intrinsic motivation to learn. Overestimating a trainee’s level of readiness places
the trainee in situations where they feel they are not competent or do not have adequate supervi-
sion or support in place to act, resulting in suboptimal learning and patient care. Thus, matching
levels of supervision and autonomy with levels of competence is critical for patient safety and driv-
ing trainees’ desire to learn. Within competency-based education, entrustable professional activi-
ties (EPAs) seek to achieve this balance by linking entrustment decisions to a trainee’s readiness to
perform a given professional activity under a specified level of supervision.

In practice, decisions around autonomy and supervision are also influenced by factors beyond
trainee readiness. The characteristics and experience of the clinical supervisor, their relationship
with the trainee, the complexity or risk of the patient care activity, and the clinical and workplace
context all impact a clinical supervisor’s decision.” Furthermore, the desired levels of autonomy and
supervision for trainee development and safe patient care may not always fully align with local regu-
lations. Local rules and regulations often determine the limits of autonomy based on certifications
or fixed stages of training (student, intern, senior resident, etc.) and are not tailored to specific train-
ees or for specific activities. Many regulations often demand continued high levels of supervision
throughout training, limiting trainee autonomy even after trainees have demonstrated readiness for
more autonomy. In addition to the negative impacts on learning noted above, this can result in
trainees lacking responsibility experience and graduating less than ready for unsupervised practice.
Recent graduates must then practice unsupervised in systems that cannot always ensure appropriate
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levels of supervision, resulting in stress for the graduates and threats to patient safety. Therefore, the
sweet spot in health professions education should ensure adequate supervision for safe, effective
patient care and adequate autonomy for trainee development and eventual readiness for practice.

Theoretical support for graded autonomy

A variety of existing theoretical lenses support and provide context for understanding the
importance of graded autonomy over time. Three important lenses to address include self-
determination theory, situated learning theory, and the learning-oriented teaching model.?
Self-determination theory (SDT), created by Deci and Ryan, posits that an individual’s natural
propensity for learning is driven by simultaneously fulfilling three innate psychological needs:
sense of relatedness, sense of autonomy, and sense of competence.”'® Relatedness focuses on feel-
ing part of a community and of a profession. Thus, allowing trainees to meaningfully contribute
to patient care as a member of a health care team is important to their becoming a professional.
Lave and Wenger, using situated learning theory, advocate ‘legitimate peripheral participation,
where even the newest or most junior team members are given tasks and roles that are important
to the team rather than merely serving as observers (Figure 3.1)."" This fosters relatedness but also
gives trainees meaningful work to advance their development in a relevant manner, promoting
the second SDT psychological need to be satisfied, a sense of competence, defined as feeling that
one knows and is able to do something. While a sense of competence naturally arises from expe-
rience and the development of one’s abilities, it is important to note that even trainees early in
their development can feel a sense of competence when their work is aligned with their abilities
and when appropriate scaffolding is provided to push their continued development. In addition,
a sense of competence and self-efficacy is also derived from feedback, i.e., from an environment
that reinforces one’s competence.® An entrustment decision is a powerful implicit confirmation
of efficacy and competence. Finally, autonomy speaks to the importance of feeling that one is an
individual acting of one’s own volition. Autonomy, as it is defined within SDT, should not be con-
fused with performing in the absence of a team or supervision as trainees can be allowed to act of
their own volition and take responsibility for their clinical actions even while acting as a member
of a team or being supervised.'” Rather, it advocates for clinical supervisors allowing for trainees’
plans or ideas to prevail when accompanied by a clear, reasonable, and well-supported rationale.

Situated learning theory, developed in the 1980s to 1990s, contends that learning is constructed
from, and inextricably linked to, the environment, the situations, and culture surrounding an
individual.® Trainees, as apprentices to health care professionals, acquire necessary skills and
are socialized into a profession by participating in legitimate work activities and interacting with
members of the profession. Cognitive apprenticeships, a concept within situated learning theory,
structure apprenticeship experiences with a deliberate focus on learning the thought processes of
the profession from someone who is part of the culture and context of the profession. The train-
ing of health professions trainees in the clinical workplace typically aligns with this model as
trainees learn to think, act, and feel like health professionals. Here, trainees seek, and workplace
supervisors choose for them, experiences and tasks based on both workplace needs and the learn-
ing needs and readiness of the trainee. Supervisors developmentally sequence tasks and provide
coaching and guidance to support trainee contributions to the workplace and promote ongoing
development. This tailoring of workplace learning experiences and tasks has been identified as a
core principle in competency-based education.

In 2004, ten Cate et al. proposed a learning-oriented model of teaching with a focus on the
gradual transition from full guidance by the educational program (including teachers) to fully
internalized guidance by the trainee; a model rooted in situated learning theory. Here, learning is
defined at three levels: cognitive (the what of leaning), affective (the why of learning), and meta-
cognitive (the how of learning). The teacher’s role is to support learning at all three levels and
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provide constructive friction.'>' Constructive friction occurs when trainees are placed into their
zone of proximal development. The zone of proximal development is the space of development
where a trainee cannot yet perform on their own but can perform with adequate guidance and
assistance.”” Constructive friction is where trainees experience slight discomfort, provoking delib-
erate learning efforts that lead to optimal learning.’ Too little friction or too much support does
not lead to effort to learn and develop; too little support creates too much friction and can be
destructive when trainees experience learning and development challenges beyond their reach.

Entrustment as both a conclusion and a start

In conventional curricular philosophy, teachers set learning objectives for each course, clinical
rotation, or training phase. Trainees, guided by teachers and clinical supervisors, strive to meet
these objectives by completing assignments or tasks. Teachers and clinical supervisors, in turn,
assess how trainees demonstrate their knowledge and skills and whether these tasks have been
successfully completed. This focus in trainee assessment is exemplified by Miller’s pyramid, which
outlines the progression from knowledge acquisition to the application of that knowledge in prac-
tical scenarios. The preset learning objectives and assessment focused on a trainee’s demonstra-
tions of proficiency to date reflect a retrospective approach to both teaching and determination of
competence where competence is the conclusion.'®

The EPA framework introduces an alternate curricular and assessment model that is forward-
facing. In this model, the curriculum is designed with a focus on the future professional respon-
sibilities of trainees. Trainees are granted incremental autonomy, where they are increasingly
entrusted with patient care responsibilities as they move closer to becoming unsupervised health
professionals. Assessments are prospective and anchored upon entrustment decision-making.
Rather than determining the competence of trainees based on retrospective assessments of profi-
ciency demonstrated to date, assessors engage with trainees in a process of determining readiness
for the next phase of learning and patient care responsibility—competence as a start. Trainees
who are deemed ready are awarded increased responsibility and empowered to explore the next
stage of learning with graded autonomy. This awarding or entrustment of responsibility is based
on the estimation that the trainee can manage the associated risks with decreased supervision and
whether their supervisors can bear the risks associated with the trainees” decreased supervision.

Accustomed to old paradigms of assignment completion and retrospective assessments, train-
ees and supervisors may reflexively view the attainment of an entrustment level as the ‘end” or the
completion of an assignment. However, entrustment with the need for less supervision indicates a
move from the periphery to a more central position within the patient care community (Figure 3.1).
This represents the opening, rather than the closing, of a door. A higher level of responsibility with
more autonomy and less supervision for the same EPA corresponds to increasing levels of mastery.
Entrustment by a clinical supervisor is therefore an acknowledgment of readiness to assume more
patient care responsibility on their trajectory to becoming an unsupervised health professional.

Beyond supervisor and trainee—curriculum to support graded autonomy

Considerations of graded autonomy go beyond the discussion around individual supervisors and
trainees. It is also key to curricular designs that support trainees on their developmental journey
to becoming professionals—both preparing trainees for their graded responsibilities in patient
care and actually providing increased responsibilities once trainees demonstrate their readiness.
Health professions curricula do not always operationalize entrustment as a start of increased
contributions to care or award increased autonomy with the awarding of entrustment." This risks
the adoption of an EPA framework becoming more of an administrative burden than a true change
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in the paradigm of health professions education. Emphasizing achievement of entrustment levels
as a start of rather than end of learning can help focus institutional, curricular, teacher, and trainee
attention on the importance of advancing responsibilities along the continuum of learning.

There are three main types of educational activities that help prepare trainees and represent this
continuum of learning and increased responsibility: classroom education, clinical education with-
out contributions to patient care, and clinical education with contributions to patient care. Class-
room or non-workplace-based/nonclinical curricula prepare trainees with the core knowledge
and skills (or the canonical competence) required to participate in patient care activities.*® This
includes primarily foundational science and clinical knowledge, clinical reasoning skills, and pro-
fessionalism habits. Clinical education without contributions to patient care include two things:
(a) attention to communications and physical examination skills via role plays, peer practice, and
simulation and (b) a focus on building understanding of the clinical workplace, health system,
and the variety of professional roles and specialties. The latter is often accomplished by brief
observerships or clinical exposure placements in clinics and hospitals. Both classroom education
and clinical education without contributions to patient care should be designed to equip students
with the knowledge and skills and contextual awareness to enter the clinical workplace as par-
ticipants in patient care. Clinical education with contributions to health care is the final step, in
which trainees engage in longer clinical placements and are ideally embedded within a health care
team and given responsibilities for patient care. Here trainees practice applying their canonical
competence and develop contextual competence.? The clinical placements are designed such that,
as trainees develop and progress, they are provided with gradually increasing responsibilities, with
greater autonomy and contributions to patient care.

An ideal design for curricula supporting graded autonomy is that of the ‘vertically integrated’
or ‘Z-shaped’ curriculum. This is in contrast with the more traditional ‘H-shaped’ curriculum
(Figure 3.2). Vertical integration does not just mean early scheduling of clinical experiences.

Learning in the Learning
workplace for in the work-

contextual place for
competence contextual
compe-

tence

Class-
Classroom and
) ; room and
science teaching .
) science
for canonical .
teaching for
competence :
canonical
competence

Figure 3.2: Modernization of health professions education toward vertically integrated or
Z-shaped curricula with a focus on becoming a professional.
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Rather, it involves a deliberate focus on the development of the knowledge, skills, and attitudes
required for trainees to assume increasing clinical responsibilities.’ It addresses the needs of train-
ees as emerging health professionals with a growing capability, responsibility, and right to care for
patients.>® This “Z-shaped’ design aligns with the multilayer model of canonical and contextual
competence described above and with the application of entrustment principles.?

Conclusion

Health professions education aims to support trainee development toward readiness for unsuper-
vised clinical practice within a professional community of practice. Ideally, an integrated curriculum
would prepare trainees early for clinical practice and support that practice with supervision that
decreases over time. Clinical supervision should balance supervision for patient safety and trainee
learning with increasing clinical responsibilities and contributions to the clinical workplace. This
graded increase of autonomy, responsibility, and identification with a profession is not simply an
educational method or a different approach to clinical teaching. It is a philosophical frameshift that is
supported by various education theories and models, and central to the mission of health professions
training. EPAs and entrustment decision-making align with this philosophy and offer a framework
that can structure and optimize the development of trainees, by explicitly advancing trainee auton-
omy, patient care responsibilities, and identification with and entry into the professional community.

Figure justification

Figure 3.2 was adapted with permission from Wijnen-Meijer M, ten Cate OTh]J, Rademakers
JIDJM, Van der Schaaf MF, Borleffs JCC. The influence of vertical integration in medical school
on the transition to postgraduate training. Med Teach. 2009;31:11:e528-e532.
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Theoretical foundations of trust and entrustment
in health professions education
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Abstract

The purpose of this chapter is to conceptualize trust within the context of entrustment in
clinical education—to clarify what its purpose is, what its components are, how decisions
about it are made, and what other forms of trust it relates to. In a general context, trust is a
ubiquitous and intuitive construct that emerges within relationships, enabling individu-
als to cooperate and collaborate to perform tasks that they might not otherwise be able to
perform alone. The trust specific to entrustment emerges from the interdependent goals
of patient care and trainee learning, creating reciprocity between supervisor and trainee.
Starting from a definition of trust in which risk assessment is central, proposed by Mayer
et al. in 1995, additional details are added to conceptualize entrustment’s unique form
of trust. Considerations include contrasting the trustworthiness of clinical trainees with
that of general trustworthiness, and consolidating the factors that influence entrustment
decision-making. The connections between entrustment and other forms of trust within
the patient-supervisor-trainee triad are also considered: trainee trust in their supervi-
sors, and patient trust in trainees—including entrustment’s role in ensuring patients’ pre-
sumptive trust in trainees is justified. A unified model of entrustment is presented that
incorporates these dimensions of trust and their theoretical conceptualizations.
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The purpose of trust within the concept of entrustment

Trust is intuitive—everyone knows what trust is—yet a unifying definition of trust evades descrip-
tion. Definitions of trust' appear to take various forms dependent on context and application. As
such, considering trust’s purpose is a prerequisite to conceptualizing it in the context of entrustment.®

Broadly considered, trust emerges in response to needs for social cooperation in specific set-
tings and relationships. Trust emerges in relationships of all kinds—from a child dependent on
their caregiver, to coworkers bound toward a common goal, or even to strangers walking and
driving past each other at a stoplight. Trust is not uniquely human; it appears to emerge in animal
relationships and societies as well, and perhaps between all sentient® beings that are interdepend-
ent, or at least expect something of one another. Trust appears to enable individuals to cooperate
or collaborate to achieve more complex goals than they may be able to reach on their own.>* It also
appears to reduce the complexity individuals face when operating within a complex environment,
and to contend with the myriad of outcomes that they cannot directly control.* Trust, whether
instinctual or learned, appears to be a foundational part of development that allows an individual
to function within relationships, social groups, and larger systems.’ In the clinical learning envi-
ronment, trust is necessary for patients, supervisors, and trainees to navigate the sometimes con-
tradictory goals of delivering safe and consistent patient care versus educating trainees who arrive
with a wide range of experience.®

The purpose of trust in clinical learning is to support safe and standards-based patient care in
conjunction with trainee learning. A supervisor’s entrustment of a trainee with a task is a multi-
faceted decision that enables them to delegate a specific level of responsibility for patient care to
the trainee. The entrustment concept operationalizes this trust to deliver a framework applicable
to both formative and summative assessment. Lower-stakes entrustment includes supervisors’
so-called ad hoc entrustment decisions—day-to-day decisions about how much supervision to
provide trainees in actual practice scenarios. Summative entrustment captures higher-stakes deci-
sions training programs make about trainees’ readiness for advancement in clinical responsibility.
Indeed, trust and entrustment have recently become a major component of the discourse in health
professions education and assessment.® While entrustment decisions vary in scale and scope, they
share a common requirement: for assessments based on supervisor trust to be valid, there must be
transparency around how trust is defined and how trainee trustworthiness is determined.

Trust and risk

Differences in definitions of trust include whether trustworthiness is distinct from trust, what
trustworthiness is, and whether trust implies reciprocity.” Despite these differences, most defini-
tions of trust appear to involve the assumption of risk or vulnerability by the trustor to be sub-
ject to or dependent upon future action of the trustee. Consistent with this common thread, the
entrustment literature (and other literature on trust in clinical settings) appears to most frequently
cite the definition of Mayer et al.: ‘willingness of a party to be vulnerable to the actions of another
based on the expectation that the other will perform a particular action important to the trustor,
irrespective of the ability to monitor or control that other party;’ or, in short, ‘willingness to be
vulnerable to another party who cannot be monitored or controlled.®

* Validity frameworks also advocate for articulating the purpose, intended interpretations, and conse-
quences of an assessment as a prerequisite to its design®®*—including one operationalizing trust as a form
of assessment (i.e. entrustment).

b Sentient, since they must be able to make a decision (or not) to trust. Note that the decision need not be
conscious.
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If entrustment derives from the trust a supervisor has in a trainee to perform a clinical task for
a patient, then the vulnerability or risk that the supervisor assumes depends inversely upon the
trainee’s ability to perform the task well. Yet trust cannot be about risk and vulnerability only.
After all, placing a bet also entails determining and assuming risk—but betting on someone is not
the same as trusting them.© For a supervisor’s assumed risk to amount to trust, it must also
include specific beliefs about the trainee’s trustworthiness, and occur in the setting of a trusting
relationship with the trainee.

Trustworthiness

Specific requirements for a trustee’s trustworthiness distinguish trust from merely being an exer-
cise in risk management. A trustor must not only assess the risk posed by delegating a task to a
trustee but also be motivated to accept that risk based on belief in the trustee’s trustworthiness to
perform that task. Per Mayer et al. the characteristics of trustworthiness fall into three factors:
ability, benevolence, and integrity."® A trustee’s ability and integrity may also be assessed by a bettor,
investor,® or actuary, but benevolence is a characteristic that appears to set trust apart from these
other forms of risk management. Belief in the benevolence of a trustee means that the trustor
believes the trustee will approach a task with their best intentions—in the case of entrustment,
this is the shared (and primary) goal of patient care, and the secondary goal of learning
and self-improvement.

When considering the trustworthiness of trainees in the clinical learning environment, addi-
tional features beyond Mayer’s three factors must be considered. ten Cate and Chen developed
a framework specific to trainee trustworthiness by examining how supervisors evaluate trainee
characteristics to make entrustment decisions. Synthesizing findings from empirical studies,
they described five themes: agency, reliability, integrity, capability, and humility—called the A
RICH model (Table 4.1).° Considering how Mayer’s general trustworthiness overlaps with A
RICH, ability and integrity tie directly to capability and integrity. Benevolence, on the other hand,
manifests in multiple A RICH themes—in reliability, ‘conscientious behavior driven by a sense
of accountability and responsibility’ to patients; in integrity, ‘decisions ... motivated by concern
for and made in the best interest of patients’; and, in humility, ‘receptivity to insights of patients
and co-workers’

Despite their overlap, a defining feature that distinguishes trainee trustworthiness from general
trustworthiness is the key role that trainee humility plays in entrustment. In entrustment, the
supervisor has the option to intervene in the performance of the clinical task (see Figure 4.4 and
the final discussion below), which is not generally the case with all forms of trust. This places a
degree of responsibility on the trainee to seek help when necessary, based on understanding their
own limitations. A trainee’s humility reflects both their willingness and effectiveness to utilize
their supervisor’s support in a way that balances patient safety with their own growth, reflecting
an (implicit or explicit) agreement inherent to clinical entrustment. Indeed, empirical studies by

¢ While risk and vulnerability may be necessary for trust, they are not sufficient. Trust cannot be solely
about vulnerability and risk, even if related to the accomplishment of tasks that are critically important
to the trustor. For example, an investor may assume risk by acquiring equity in an entity which they do
not trust, with the hope of nevertheless achieving a positive return. In this scenario, the investor may
fulfill Mayer’s definition of trust by becoming vulnerable to another party to ‘perform a particular action
important to the trustor; yet the investor has made a bet, rather than putting trust in the entity. Similarly,
in the context of clinical training, betting on someone would not be the same as trusting them.

While financial/investment advisers and portfolio managers may have the fiduciary responsibility’ to act
in the best interest of their clients, the same cannot be said of investors in general. For instance, when
investors participate in ‘short selling, they are betting on the failure of a company’s stock.

a
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Table 4.1: Dimensions of trainee trustworthiness: the A RICH model.’
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Schumacher et al. and others have demonstrated trainee humility to be a foundational feature of
clinical entrustment.'®"

Trusting relationships

In the context of entrustment, a trusting relationship and mutual trust arise from the paired
goals of patient care and learning—which are important not only to the trustor (supervisor)
but also to the trustee (trainee). The optimal level of trust balances risks to patient care (which
might drive more supervision) and opportunities for trainee growth (which might impel less
supervision). Even if learning were not included, the shared goal of patient care would be suf-
ficient to necessitate reciprocity: the trainee also assumes risk when being entrusted—risk that
they will receive the appropriate amount of support from the supervisor to perform the task,
and that the supervisor will provide supervision appropriate for their experience and ability. As
such, the trainee must also trust their supervisor, and thus reciprocity appears to derive from
the interdependence of supervisor and trainee for patient care and learning.'>" Indeed, several
empirical studies support this finding, suggesting that trusting relationships are also a key fea-
ture of supervisor-trainee trust.'*'> Within the context of clinical entrustment, it appears that
the formation of a trusting relationship reflects the reciprocity inherent in depending on each
other to achieve these common goals.

Entrustment decision-making

In addition to the trainee’s trustworthiness and the relationship between supervisor and trainee,
additional factors that contribute to entrustment decisions include a supervisor’s propensity
to trust, the context of entrustment, and characteristics of the task under consideration.'s*
The supervisor’s propensity to trust relates to their personal risk tolerance and individual
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Figure 4.1: Adapted from the expanded Holzhausen model of trust.'

estimation of risk. This tolerance may be shaped by emotion* and by the supervisor’s subjec-
tive assessment of the overall situation shaped by their personal experiences and emotions, or
perezhivanie* (also see Chapter 2). The relationship between supervisor and trainee may fur-
ther modulate this tolerance, via shared risk and responsibility toward achieving common goals.
The relationship factor also depends on longitudinality®® and the accumulation of shared experi-
ences.” Indeed, cumulative interactions can move entrustment decisions toward grounded trust
(based on accumulated evidence of trustworthiness) as compared to initial (swift) trust (based on
initial impressions or scant data), or presumptive trust (based on credentials alone).

Contextual and task factors modulate risk via considerations external to the supervisor and
trainee, such as the logistical availability of support, patient load/census, and the complexity and/or
acuity of the patient’s presentation. Even so, these external factors are shaped by subjective experi-
ences of them. For example, perceptions of complexity may differ between an experienced super-
visor and a novice trainee.” As such, all factors may interact toward determining entrustment.
Adapting Mayer et al’s model of trust to entrustment, and combining this model with insights
from Hauer et al."” and Cianciolo et al.,> Holzhausen et al. and Conroy et al. described how these
factors are interrelated and can lead to a positive feedback cycle of trust development between
supervisor and trainee (Figure 4.1).'*” Ultimately, entrustment need not only be a decision that
occurs in the mind of a supervisor but can also be considered a negotiation between a supervisor
and trainee, and their environment.

Trust and entrustment decisions by supervisors inherently include personal perceptions
and thus a subjective component. While subjectivity cannot be avoided in expert judgment and
decision-making, a distinction can be made between legitimate subjectivity and unwanted bias.?®
Prejudice and irrelevant influences should be avoided through awareness training and shared
decision-making for both high and low-stakes entrustment (see Chapters 17 and 21).*

Beyond supervision—a triad of trust in the clinical learning environment

Entrustment does not occur in a vacuum but rather within a web of interrelated relationships,
motivations, and vulnerabilities in the clinical learning environment. While entrustment within
the supervisor-trainee dyad represents only a small piece of this puzzle (i.e., a supervisor’s trust in
a trainee), it is related to, and is dependent on, other manifestations of trust as well.
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Including the patient in the supervisor-trainee dyad creates a triadic relationship held together
by distinct forms of trust needed to facilitate patient care and trainee learning. Patients need to be
able to trust those upon whom they are dependent, which includes trainees, to be able to provide
the care they need in a safe, effective, caring, and honest manner.**** Trainees need to be able to
trust their supervisors (and overall training program) to provide the support they need when
caring for patients safely.**~* Finally, reflecting entrustment, supervisors need to be able to trust
trainees to perform clinical tasks without supervision when appropriate, and to inform the super-
visor when they need assistance."

Figure 4.2 shows the interdependent triad of trainee, patient, and supervisor trust. The wide-
ness of the arrows represents the strength of trust, which can vary in six directions. Occasionally
patients may have more trust in the trainee than in their supervisor, but it could be the other way
around. Likewise, a trainee might trust their supervisor more, or less, to support them if needed
and to provide psychological safety.** A supervisor might know and trust a patient to be willing
to work with a trainee or not, and, finally, the supervisor might trust a particular trainee more, or
less, with this patient and this activity. All dynamics together affect the supervisor’s ad hoc deci-
sion to entrust the trainee with the activity.

Two components of this triadic relationship closely related to entrustment include trainee trust
in supervisors and patient trust in trainees—explored further below. Other aspects of the triad
are also considered in Table 4.2. The triadic relationship itself lies within a broader landscape of
interprofessional and institutional trust.”-*
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Trainee trust in their supervisor

While decisions to assign clinical responsibility may fall on a supervisor, the trainee’s trust in their
supervisor may affect their motivation to fully engage in those responsibilities, and their abil-
ity to learn from them. Trainees need to be able to trust that their supervisor will support them
to care for patients safely, and to evaluate their deficiencies in a manner that leads to learning
rather than rejection or rebuke.****! While trainees’ acknowledgment of their own limitations
is a key component of their trustworthiness,'® this candidness must be met with the expectation
that supervisors will respond positively to trainees’ display of vulnerability. This is not the case
by default, as trainees may struggle with the tension between a desire to perform well but also to
receive feedback on their true level of ability.*? Trust between trainees and supervisors, along with
a shared understanding of the purpose of assessment, may help to alleviate this tension. Indeed,
trainee trust in their supervisor, and their belief in the supervisor’s benevolence—a ubiquitous
factor in trustworthiness—supports their acceptance of feedback.**-*¢ Such a reciprocal relation-
ship has been described by Telio et al. as an ‘educational alliance’ akin to the ‘therapeutic alliance’
supporting openness between patients and providers.”

With respect to entrustment, trainees must also trust their supervisors to make appropriate
entrustment decisions that enable them to both learn and take care of patients. Empiric studies
suggest that trainees who perceived their supervisors’ trust to be appropriately matched to their
self-perceived trustworthiness experienced subjectively better learning and engagement with
patients and medical teams.*® When trainees believed they were trusted less than they deserved,
they often felt detached from their patients, less motivated to learn, and micromanaged.'> At the
other extreme, Klasen et al. have recently explored the concept of allowing trainees to fail. While
trainees could view these scenarios as representing a lack of support, they also perceived them to
be potentially valuable learning opportunities, colored by their perception of their supervisor’s
intentions—intentions that may be shaped by the trainee’s trust in their supervisor.”

Patient trust in trainees as care providers

While supervisors can make decisions to trust trainees (or not) based on grounded trust (i.e.,
well-documented past performances and interactions), patients are not privy to the same
information® or choice. Since patients cannot directly oversee trainee providers, training insti-
tutions have the obligation to ensure that patients’ presumptive, and indeed obligatory, trust
in trainees is justified. Despite this obligation to patients, program directors occasionally decide
to graduate trainees who they would not necessarily trust with their own family members.*
In informal polls across various audiences at workshops and conferences in 2022 and 2023,
ten Cate asked the question: ‘Have you ever personally signed off for completion of a program
or rotation, while not fully confident that the trainee had met critical objectives?” Many of the
329 respondents said they remembered such cases (Figure 4.3). The entrustment concept is
intended to address this issue by providing transparency in trainee trust—in ‘educating trainees
to be worthy’ of their patients’ trust.

Patient trust in providers has been a well-studied area in the literature, with multiple instru-
ments designed to measure this construct. In these studies, patient trust in providers is most
often interpreted as the patient’s perception of their provider’s trustworthiness. Mayer et al’s
model has been used in this context as well, as many models include the three factors of ability,
benevolence, and integrity in some form.!" For example, Greene et al. describe dimensions of

¢ Also, trainees do not have online reviews that licensed professionals usually may have (and whether such
reviews are reliable is also a matter of contention).



44  Entrustable professional activities and entrustment decision-making in health professions education

%
70

60

50

40

30

20

0 L

never once a few times regularly frequently

Figure 4.3: Percentage of clinical educators answering the question: ‘Have you ever personally
signed oft for completion of a program or rotation, while not fully confident that the trainee had
met critical objectives?” (N=329, across 10 occasions).

competence, caring, and communication.”® Despite the qualitative distinctness of these factors,
quantitative studies indicate patient trust is a unidimensional construct, suggesting inextricable
overlap between these factors.?**

The subset of literature on patient trust in providers who are specifically trainees appears to
be less well developed. Bonds et al. explored factors associated with trust in resident physi-
cians in a primary care setting, finding that patients’ trust in trainees was also strongly depend-
ent on the patients’ trust in the hospital system with which the trainees were affiliated.*® The
role of institutional trust was also seen in a study of trainees’ reflections on their interactions
with patients, which also hinted at reciprocal trust between patient and trainee that facilitated
patients’ willingness to be vulnerable.’! Tiyyagura et al. explored how ongoing parental concerns
over trainee inexperience may limit supervisors’ intentions to allow trainees to perform proce-
dures in the pediatric emergency department, despite reassurances about adequate procedural
supervision.” El-Haddad et al. have explored the approach of involving patients in entrustment
decision-making and considering patient expectations of trainees in the performance of patient
care tasks.*"*

A unified model of entrustment

We conclude by presenting a unified model of entrustment that summarizes the key features
of our discussion in this chapter (Figure 4.4). Trust is defined by Mayer et al. as the acceptance of
risk within a relationship,' which when applied to entrustment refers to a supervisor’s trust in a
trainee. The dual goals’ of patient care and learning create reciprocity in the trust between super-
visor and trainee. Not only does a supervisor assess the trustworthiness of the trainee (by assessing
the trainee’s agency, reliability, integrity, capacity, and humility)® but also the trainee accepts (or
rejects) the trust that they receive from their supervisor (by assessing their supervisor’s credibil-
ity, ability to provide support, and benevolence).”***** This initial step represents an ‘intention to
entrust,”'® which is determined in relation to the perceived risk and benefit to stakeholders in the
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triadic relationship between patient, supervisor, and trainee. These risks and benefits themselves
are influenced by context and task, related to the availability of resources and complexity of the
patient presentation.”

The ‘intention to entrust’ is followed by a ‘decision to entrust,” which manifests as the entrust-
ment-supervision level.** This decision is carried to patient care tasks as ‘enacted entrustment,”’
where it modulates the amount of support the supervisor provides and the degree of autonomy
the trainee experiences. The ability of the supervisor to intervene with task completion and to
decide when to support the trainee is a characteristic that distinguishes entrustment from gener-
alized trust (the latter in which a trustor is willing ‘to be vulnerable to another party who cannot
be monitored or controlled’®). When supervisors interpose a gap between their level of support
and the trainees’ prior experiences (or expectations) of autonomy, trainees may experience growth
as they push themselves toward practice in this so-called zone of proximal development**** The
outcome of ‘enacted entrustment’ feeds back on the triadic relationship (affecting each member as
shown), while also influencing future entrustment decisions.

It is hoped that this formulation of entrustment and the discussions in this chapter provide
clarity on the unique perceptions, circumstances, and forms of trust upon which entrustment
depends—while suggesting a research agenda to further elucidate entrustment’s many facets.! By
exploring these dependencies, entrustment can be considered not only as supervisor trust in a
trainee but also as a complex social interaction set in the context of a reciprocal relationship—
a patient-centered triad.

References

1. Mayer RC, Davis JH, Schoorman FD. An integrative model of organizational trust. Acad of
Manage R. 1995;20(3):709. DOL: https://doi.org/10.2307/258792

2. Cianciolo AT, Kegg JA. Behavioral specification of the entrustment process. ] Grad Med Educ.
2013;5(1):10-12. DOL: https://doi.org/10.4300/jgme-d-12-00158.1

3. Cianciolo AT, Evans KM, DeCostanza AH, Pierce LG. Trust in distributed operations. In: Trust
in Military Teams. CRC Press; 2011:89-106. DOLI: https://doi.org/10.1201/9781315549637-6

4. Luhmann N. Trust and Power. Wiley; 1979.

5. Munley PH. Erik Erikson’s theory of psychosocial development and vocational behavior.
J Couns Psychol. 1975;22(4):314-319. DOL https://doi.org/10.1037/h0076749

6. Damodaran A, Shulruf B. Trust in healthcare professions’ education: an interdisciplinary
research agenda. In: Mayer RC, Mayer BM, eds. A Research Agenda for Trust. Edward Elgar
Publishing; 2024:185-197.

7. Castelfranchi C, Falcone R. Trust Theory: A Socio-Cognitive and Computational Model. Wiley;
2010.

8. Mayer RC, Mayer BM, eds. A Research Agenda for Trust. Edward Elgar Publishing; 2024.

9. ten Cate O, Chen HC. The ingredients of a rich entrustment decision. Med Teach.
2020;42(12):1413-1420. DOL: https://doi.org/10.1080/0142159X.2020.1817348

10. Schumacher DJ, Michelson C, Winn AS, Turner DA, Elshoff E, Kinnear B. Making prospec-
tive entrustment decisions: knowing limits, seeking help and defaulting. Med Educ. Published
online 2022. DOL: https://doi.org/10.1111/medu.14797

11. Pingree EW, Huth K, Harper BD, et al. Encouraging entrustment: a qualitative study of resi-
dent behaviors that promote entrustment. Acad Med. 2020;95(11):1718-1725. DOI: https://
doi.org/10.1097/ACM.0000000000003487

f The bulk of empiric support for entrustment decision-making centers on trainee and task characteristics.
As such, additional studies on other aspects of this model (including supervisor, relationship, context,
and factors affecting trainee trust in supervisor) would be most welcome.


https://doi.org/10.2307/258792
https://doi.org/10.4300/jgme-d-12-00158.1
https://doi.org/10.1201/9781315549637-6
https://doi.org/10.1037/h0076749
https://doi.org/10.1080/0142159X.2020.1817348
https://doi.org/10.1111/medu.14797
https://doi.org/10.1097/ACM.0000000000003487
https://doi.org/10.1097/ACM.0000000000003487

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Theoretical foundations of trust and entrustment in health professions education 47

Sebok-Syer SS, Chahine S, Watling CJ, Goldszmidt M, Cristancho S, Lingard L. Considering
the interdependence of clinical performance: implications for assessment and entrustment.
Med Educ. Published online 2018. DOI: https://doi.org/10.1111/medu.13588

Sebok-Syer SS, Shaw JM, Asghar F Panza M, Syer MD, Lingard L. A scoping review of
approaches for measuring ‘interdependent’ collaborative performances. Med Educ. Published
online 2021. DOI: https://doi.org/10.1111/medu.14531

Bonnie LHA, Visser MRM, Kramer AWM, van Dijk N. Insight in the development of the
mutual trust relationship between trainers and trainees in a workplace-based postgraduate
medical training programme: a focus group study among trainers and trainees of the Dutch
general practice training programme. BMJ Open. 2020;10(4):e036593. DOI: https://doi.org
/10.1136/bmjopen-2019-036593

Gin BC, Tsoi S, Sheu L, Hauer KE. How supervisor trust affects early residents’” learning and
patient care: a qualitative study. Perspect Med Educ. 2021;10(6):327-333. DOI: https://doi.org
/10.1007/540037-021-00674-9

Holzhausen Y, Maaz A, Cianciolo AT, ten Cate O, Peters H. Applying occupational and organi-
zational psychology theory to entrustment decision-making about trainees in health care: a
conceptual model. Perspect Med Educ.2017;6(2):119-126. DOI: https://doi.org/10.1007/s40037
-017-0336-2

Hauer KE, ten Cate O, Boscardin C, Irby DM, Iobst W, O’Sullivan PS. Understanding trust
as an essential element of trainee supervision and learning in the workplace. Advances in Health
Sciences Education. 2013;19(3):435-456. DOI: https://doi.org/10.1007/s10459-013-9474-4
Dijksterhuis MGK, Voorhuis M, Teunissen PW, et al. Assessment of competence and progres-
sive independence in postgraduate clinical training. Med Educ. 2009;43(12):1156-1165. DOL:
https://doi.org/10.1111/j.1365-2923.2009.03509.x

Kennedy TJT, Regehr G, Baker GR, Lingard L. Point-of-care assessment of medical trainee
competence for independent clinical work. Acad Med. 2008;83(Supplement):S89-592. DOL:
https://doi.org/10.1097/ACM.0b013e318183c8b7

Sterkenburg A, Barach P, Kalkman C, Gielen M, ten Cate O. When do supervising physicians
decide to entrust residents with unsupervised tasks? Acad Med. 2010;85:1408-1417. DOL:
https://doi.org/10.1097/ACM.0b013e3181eab0ec

Gomez-Garibello C, Young M. Emotions and assessment: considerations for rater-based judge-
ments of entrustment. Med Educ. 2018;52(3):254-262. DOI: https://doi.org/10.1111/medu
13476

ten Cate O, Khursigara-Slattery N, Cruess RL, Hamstra SJ, Steinert Y, Sternszus R. Medical
competence as a multilayered construct. Med Educ. 2023;(June):1-12. DOI: https://doi.org
/10.1111/medu.15162

Hirsh DA, Holmboe ES, ten Cate O. Time to trust: longitudinal integrated clerkships and
entrustable professional activities. Acad Med. Published online 2014. DOI: https://doi.org
/10.1097/ACM.0000000000000111

Caro Monroig AM, Chen HC, Carraccio C, Richards BE ten Cate O, Balmer DE Medical
students’ perspectives on entrustment decision making in an entrustable professional activ-
ity assessment framework: a secondary data analysis. Acad Med. 2021;96(8):1175-1181. DOL:
https://doi.org/10.1097/ACM.0000000000003858

ten Cate O, Hart D, Ankel F, et al. Entrustment decision making in clinical training. Acad Med.
2016;91(2):191-198. DOIL: https://doi.org/10.1097/ACM.0000000000001044

Marty A, Frick S, Bruderer Enzler H, Zundel S. An analysis of core EPAs reveals a gap between
curricular expectations and medical school graduates’ self-perceived level of competence.
BMC Med Educ. 2021;21(1):105. DOI: https://doi.org/10.1186/s12909-021-02534-w

Conroy M, McCallister ], Gustin J. Entrustment decision making in the intensive care unit:
it's about more than the learner. ATS Sch. Published online 2023:1-18. DOI: https://doi.org
/10.34197/ats-scholar.2023-00600c


https://doi.org/10.1111/medu.13588
https://doi.org/10.1111/medu.14531
https://doi.org/10.1136/bmjopen-2019-036593
https://doi.org/10.1136/bmjopen-2019-036593
https://doi.org/10.1007/S40037-021-00674-9
https://doi.org/10.1007/S40037-021-00674-9
https://doi.org/10.1007/s40037-017-0336-2
https://doi.org/10.1007/s40037-017-0336-2
https://doi.org/10.1007/s10459-013-9474-4
https://doi.org/10.1111/j.1365-2923.2009.03509.x
https://doi.org/10.1097/ACM.0b013e318183c8b7
https://doi.org/10.1097/ACM.0b013e3181eab0ec
https://doi.org/10.1111/medu.13476
https://doi.org/10.1111/medu.13476
https://doi.org/10.1111/medu.15162
https://doi.org/10.1111/medu.15162
https://doi.org/10.1097/ACM.0000000000000111
https://doi.org/10.1097/ACM.0000000000000111
https://doi.org/10.1097/ACM.0000000000003858
https://doi.org/10.1097/ACM.0000000000001044
https://doi.org/10.1186/s12909-021-02534-w
https://doi.org/10.34197/ats-scholar.2023-0060oc
https://doi.org/10.34197/ats-scholar.2023-0060oc

48 Entrustable professional activities and entrustment decision-making in health professions education

28. Kleijer EFW, Schuurmans MJ, ten Cate O, Pool IA. Preceptors’ considerations when entrusting
professional activities to postgraduate nursing students: a qualitative study. Nurse Educ Today.
Published online 2023. DOI: https://doi.org/10.1016/j.nedt.2023.105799

29. ten Cate O, Regehr G. The power of subjectivity in the assessment of medical trainees. Acad
Med. Published online 2019. DOI: https://doi.org/10.1097/ACM.0000000000002495

30. Greene J, Ramos C. A mixed methods examination of health care provider behaviors that build
patients’ trust. Patient Educ Couns. 2021;104(5):1222-1228. DOI: https://doi.org/10.1016/j.pec
.2020.09.003

31. El-Haddad C, Hegazi I, Hu W. A patient expectations questionnaire for determining criteria for
entrustment decisions. Med Teach. 2021;43(9):1031-1038. DOI: https://doi.org/10.1080/01421
59X.2021.1907324

32. El-Haddad C, Damodaran A, McNeil HP, Hu W. A patient-centered approach to develop-
ing entrustable professional activities. Acad Med. 2017;92(6):800-808. DOI: https://doi.org
/10.1097/ACM.0000000000001616

33. Castanelli D], Weller JM, Molloy E, Bearman M. How trainees come to trust supervisors in
workplace-based assessment: a grounded theory study. Acad Med. 2022;97(5):704-710. DOI:
https://doi.org/10.1097/ACM.0000000000004501

34. Castanelli DJ, Weller JM, Molloy E, Bearman M. Trust, power and learning in workplace-
based assessment: the trainee perspective. Med Educ. 2021;(August):1-12. DOI https://doi.org
/10.1111/medu.14631

35. Klasen JM, Teunissen PW, Driessen E, Lingard LA. Trainees’ perceptions of being allowed to
fail in clinical training: A sense-making model. Med Educ. 2023;57(5):430-439. DOI: https://
doi.org/10.1111/medu.14966

36. McClintock AH, Fainstad T, Blau K, Jauregui J. Psychological safety in medical education: A
scoping review and synthesis of the literature. Med Teach. Published online 2023. DOI: https://
doi.org/10.1080/0142159X.2023.2216863

37. Muller-Juge V, Cullati S, Blondon KS, et al. Interprofessional collaboration between residents
and nurses in general internal medicine: A qualitative study on behaviours enhancing team-
work quality. PLoS One. 2014;9(4):1-8. DOL: https://doi.org/10.1371/journal.pone.0096160

38. ThannhauserJ, Russell-Mayhew S, Scott C. Measures of interprofessional education and collabo-
ration. ] Interprof Care. 2010;24(4):336-349. DOI: https://doi.org/10.3109/13561820903442903

39. Hall MA, Dugan E, Zheng B, Mishra AK. Trust in physicians and medical institutions: what
is it, can it be measured, and does it matter? Milbank Quarterly. 2001;79(4):613-639. DOIL:
https://doi.org/10.1111/1468-0009.00223

40. Bonds DE, Foley KL, Dugan E, Hall MA, Extrom P. An exploration of patients’ trust in physi-
cians in training. J Health Care Poor Underserved. 2004;15(2):294-306. DOI: https://doi.org
/10.1353/hpu.2004.0018

41. Molloy E, Bearman M. Embracing the tension between vulnerability and credibility: ‘intellec-
tual candour’ in health professions education. Med Educ. 2019;53(1):32-41. DOI: https://doi.org
/10.1111/medu.13649

42. Brand PLP, Jaarsma ADC, van der Vleuten CPM. Driving lesson or driving test? a metaphor
to help faculty separate feedback from assessment. Perspect Med Educ. 2021;10(1):50-56. DOIL:
https://doi.org/10.1007/s40037-020-00617-w

43. Eva KW, Armson H, Holmboe E, et al. Factors influencing responsiveness to feedback: on
the interplay between fear, confidence, and reasoning processes. Advances in Health Sciences
Education. 2012;17(1):15-26. DOI: https://doi.org/10.1007/s10459-011-9290-7

44.van de Ridder JMM, Berk FCJ, Stokking KM, ten Cate OTJ. Feedback providers’ cred-
ibility impacts students” satisfaction with feedback and delayed performance. Med Teach.
2015;37(8):767-774. DOL: https://doi.org/10.3109/0142159X.2014.970617


https://doi.org/10.1016/j.nedt.2023.105799
https://doi.org/10.1097/ACM.0000000000002495
https://doi.org/10.1016/j.pec.2020.09.003
https://doi.org/10.1016/j.pec.2020.09.003
https://doi.org/10.1080/0142159X.2021.1907324
https://doi.org/10.1080/0142159X.2021.1907324
https://doi.org/10.1097/ACM.0000000000001616
https://doi.org/10.1097/ACM.0000000000001616
https://doi.org/10.1097/ACM.0000000000004501
https://doi.org/10.1111/medu.14631
https://doi.org/10.1111/medu.14631
https://doi.org/10.1111/medu.14966
https://doi.org/10.1111/medu.14966
https://doi.org/10.1080/0142159X.2023.2216863
https://doi.org/10.1080/0142159X.2023.2216863
https://doi.org/10.1371/journal.pone.0096160
https://doi.org/10.3109/13561820903442903
https://doi.org/10.1111/1468-0009.00223
https://doi.org/10.1353/hpu.2004.0018
https://doi.org/10.1353/hpu.2004.0018
https://doi.org/10.1111/medu.13649
https://doi.org/10.1111/medu.13649
https://doi.org/10.1007/s40037-020-00617-w
https://doi.org/10.1007/s10459-011-9290-7
https://doi.org/10.3109/0142159X.2014.970617

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

Theoretical foundations of trust and entrustment in health professions education 49

van de Ridder JMM, Peters CMM, Stokking KM, de RuJA, ten Cate OTJ. Framing of feedback
impacts student’s satisfaction, self-efficacy and performance. Advances in Health Sciences Edu-
cation. 2015;20(3):803-816. DOI: https://doi.org/10.1007/s10459-014-9567-8

Cordovani L, Tran C, Wong A, Jack SM, Monteiro S. Undergraduate learners’ receptiveness
to feedback in medical schools: a scoping review. Med Sci Educ. 2023;33(5):1253-1269. DOL:
https://doi.org/10.1007/s40670-023-01858-0

Telio S, Ajjawi R, Regehr G. The ‘educational alliance’ as a framework for reconceptualizing
feedback in medical education. Acad Med. 2015;90(5):609-614. DOI: https://doi.org/10.1097
/ACM.0000000000000560

Karp NC, Hauer KE, Sheu L. Trusted to learn: a qualitative study of clerkship students’ per-
spectives on trust in the clinical learning environment. ] Gen Intern Med. 2019;34(5):662-668.
DOIL: https://doi.org/10.1007/s11606-019-04883-1

Jonker G, Ochtman A, Marty AP, Kalkman CJ, ten Cate O, Hoff RG. Would you trust your
loved ones to this trainee? Certification decisions in postgraduate anaesthesia training. Br |
Anaesth. Published online 2020. DOI: https://doi.org/10.1016/j.bja.2020.07.009

Hall MA, Zheng B, Dugan E, et al. Measuring patients” trust in their primary care providers.
Medical Care Research and Review. 2002;59(3):293-318. DOI: https://doi.org/10.1177/1077558
702059003004

Shaughnessy AF, Vicini, S] A, Zgurzynski M, O’Reilly-Jacob M, Duggan AP. Indicators of the
dimensions of trust (and mistrust) in early primary care practice: a qualitative study. BMC
Primary Care. 2023;24(1):150. DOI: https://doi.org/10.1186/s12875-023-02098-2

Tiyyagura G, Balmer D, Chaudoin L, et al. The greater good: how supervising physicians make
entrustment decisions in the pediatric emergency department. Acad Pediatr. 2014;14(6):
597-602. DOI: https://doi.org/10.1016/j.acap.2014.06.001

Eijkelboom MCL, De Kleijn RAM, Van diemen WJM, Maljaars CDN, Van Der Schaaf MF,
Frenkel J. Patients as feedback providers: exploring medical students’ credibility judgments.
Perspect Med Educ. 2023;12(1):129-140. DOI: https://doi.org/10.5334/pme.842

ten Cate O, Schwartz A, Chen HC. Assessing trainees and making entrustment decisions:
on the nature and use of entrustment-supervision scales. Acad Med. Published online 2020:
1662-1669. DOL: https://doi.org/10.1097/ACM.0000000000003427

Gingerich A, Daniels V, Farrell L, Olsen SR, Kennedy T, Hatala R. Beyond hands-on and
hands-oft: supervisory approaches and entrustment on the inpatient ward. Med Educ.
2018;52(10):1028-1040. DOI: https://doi.org/10.1111/medu.13621

Sheu L, Kogan JR, Hauer KE. How supervisor experience influences trust, supervision, and
trainee learning: a qualitative study. Acad Med. 2017;92(9):1320-1327. DOI: https://doi.org
/10.1097/ACM.0000000000001560

Hatala R, Ginsburg S, Gauthier S, Melvin L, Taylor D, Gingerich A. Supervising the senior
medical resident: entrusting the role, supporting the tasks. Med Educ. 2022;56(12):1194-1202.
DOI: https://doi.org/10.1111/medu.14883

Duijn CCMA, Welink LS, Mandoki M, ten Cate OTJ, Kremer WDJ, Bok HGJ. Am I ready for
it? Students’ perceptions of meaningful feedback on entrustable professional activities. Per-
spect Med Educ. 2017;6(4):256-264. DOI: https://doi.org/10.1007/s40037-017-0361-1

Taylor LA, Nong P, Platt J. Fifty years of trust research in health care: a synthetic review. Mil-
bank Quarterly. 2023;101(1):126-178. DOI: https://doi.org/10.1111/1468-0009.12598
Pokhilenko I, van Esch TEM, Brabers AEM, de Jong JD. Relationship between trust and
patient involvement in medical decision-making: a cross-sectional study. PLoS One. 2021;16
(8 August). DOI: https://doi.org/10.1371/journal.pone.0256698

Grob R, Darien G, Meyers D. Why physicians should trust in patients. JAMA. Published online
2019. DOT: https://doi.org/10.1001/jama.2019.1500


https://doi.org/10.1007/s10459-014-9567-8
https://doi.org/10.1007/s40670-023-01858-0
https://doi.org/10.1097/ACM.0000000000000560
https://doi.org/10.1097/ACM.0000000000000560
https://doi.org/10.1007/s11606-019-04883-1
https://doi.org/10.1016/j.bja.2020.07.009
https://doi.org/10.1177/1077558702059003004
https://doi.org/10.1177/1077558702059003004
https://doi.org/10.1186/s12875-023-02098-2
https://doi.org/10.1016/j.acap.2014.06.001
https://doi.org/10.5334/pme.842
https://doi.org/10.1097/ACM.0000000000003427
https://doi.org/10.1111/medu.13621
https://doi.org/10.1097/ACM.0000000000001560
https://doi.org/10.1097/ACM.0000000000001560
https://doi.org/10.1111/medu.14883
https://doi.org/10.1007/s40037-017-0361-1
https://doi.org/10.1111/1468-0009.12598
https://doi.org/10.1371/journal.pone.0256698
https://doi.org/10.1001/jama.2019.1500

50 Entrustable professional activities and entrustment decision-making in health professions education

62. Crossley J, Eiser C, Davies HA. Children and their parents assessing the doctor-patient inter-
action: a rating system for doctors’ communication skills. Med Educ. 2005;39(8):820-828.
DOTI: https://doi.org/10.1111/j.1365-2929.2005.02230.x

63. Sagasser MH, Kramer AWM, Fluit CRMG, van Weel C, van der Vleuten CPM. Self-
entrustment: how trainees’ self-regulated learning supports participation in the workplace.
Advances in Health Sciences Education. 2017;22(4):931-949. DOI: https://doi.org/10.1007
/s10459-016-9723-4

64. Sturman N, Parker M, Jorm C. Clinical supervision in general practice training: the interweav-
ing of supervisor, trainee and patient entrustment with clinical oversight, patient safety and
trainee learning. Advances in Health Sciences Education. 2021;26(1):297-311. DOI: https://doi
.org/10.1007/s10459-020-09986-7

65. Padilla EP, Stahl CC, Jung SA, et al. Gender differences in entrustable professional activity
evaluations of general surgery residents. Ann Surg. 2022;275(2):222-229. DOI: https://doi.org
/10.1097/SLA.0000000000004905

66. Marty AP, Schmelzer S, Thomasin RA, et al. Agreement between trainees and supervi-
sors on first-year entrustable professional activities for anaesthesia training. Br | Anaesth.
2020;125(1):98-103. DO https://doi.org/10.1016/j.bja.2020.04.009

67. Klassen RM, Klassen JRL. Self-efficacy beliefs of medical students: a critical review. Perspect
Med Educ. 2018;7(2):76-82. DOL: https://doi.org/10.1007/s40037-018-0411-3

68. Yaneva V, von Davier M. Advancing Natural Language Processing in Educational Assessment.
Routledge; 2023. DOI: https://doi.org/10.4324/9781003278658


https://doi.org/10.1111/j.1365-2929.2005.02230.x
https://doi.org/10.1007/s10459-016-9723-4
https://doi.org/10.1007/s10459-016-9723-4
https://doi.org/10.1007/s10459-020-09986-7
https://doi.org/10.1007/s10459-020-09986-7
https://doi.org/10.1097/SLA.0000000000004905
https://doi.org/10.1097/SLA.0000000000004905
https://doi.org/10.1016/j.bja.2020.04.009
https://doi.org/10.1007/s40037-018-0411-3
https://doi.org/10.4324/9781003278658

CHAPTER 5

Validity theory applied to entrustment
as an approach to assessment

Claire Touchie, Olle ten Cate, Yoon Soo Park,
Benjamin Kinnear, David R. Taylor

Abstract

In adopting entrustment-based assessments, the construct has shifted from assessing
learners’ capability to provide competent care to their readiness for the responsibility for
the welfare of patients and permission to perform clinical care with appropriate auton-
omy. Competence committees charged with making entrustment-based decisions must
make decisions that are valid, fit for purpose, and interpreted appropriately. However,
entrustment as a construct is complex and warrants a discussion regarding its relation
to validity.

While many different validity questions may be asked in the context of entrustable pro-
fessional activities (EPAs), this chapter focuses on what we believe is the most salient and
novel feature of EPA-based programs, which is the introduction of entrustment decision-
making as an approach to assessment of health professionals in training. Validity theory,
with reference to the models of Messick and Kane, is discussed in the context of entrust-
ment. This leads to reflections on how some assumptions regarding validity may need to be
reconceptualized, how sources of evidence and validity arguments can support defensible
decisions, and how threats to validity must be considered and minimized.
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Introduction

The emergence of EPAs and entrustment-based decisions in the context of competency-based
education has led to questions of validity."* Many schools and programs have legitimate questions:
Is the effort to change a program or improve assessment of trainees worth the investment? Will
the change lead to better programs, better doctors, or safer patient care? As with other major shifts
in educational approaches (e.g., problem-based learning), it is imperative that we provide validity
evidence that these new approaches are fit for purpose. By this we mean the extent to which an
educational and/or assessment approach fulfills its purpose or its function.?

Box 5.1 addresses some ‘fit for purpose’ validity questions relevant to EPAs. This chapter
will focus on what we believe is the most salient and novel feature of EPA-based programs: the
introduction of entrustment decision-making as an approach to assessment of health professionals
in training. We will address how we think validity theory can be applied to this approach.*

Entrustment

Entrustment in health professions education involves confiding to a trainee the care of an individual
or the execution of a task. Entrustment happens when trainees are asked to look after a patient or
perform tasks without direct supervision. Entrustment decisions can be made in the moment, when

and entrustment.

Box 5.1: Examples of ‘fit for purpose’ validity questions around EPAs

Examples of ‘it for

profession? Is the framework
workable in practice? Do these EPAs
meet the expectations of employers
or follow training?

purpose’ validity Possible translations to
questions operational questions Examples of studies
How valid is this EPA? Does this particular EPA reflect a Undergraduate medical education
relevant task? Can trainee readiness  (UME) core EPA 5°
be measured?
How valid is this EPA Does the framework of EPAs cover ~ EPAs in general surgery in the US,°
framework? the breadth of activities in this pharmacy,” family medicine,®

medical radiation technologists’

How valid is the entrust-
ment-based discussion
(EBD)?

Does the EBD increase a
supervisor’s insight into the
readiness of the trainee for increased
risks, compared to an alternative
workplace-based assessment?

The procedure has been argued'
but the validity question not
investigated

How valid is the imple-
mentation of entrustment
decision-making?

Do trainees qualified to be ready for
distant supervision for an EPA actually
receive the ensuing responsibility?

A survey-based study in
dermatology addressed this'!

How valid are entrust-
ment-supervision (ES)
scales to measure growth?

Do trainees with more experience
require less supervision (or score
better) on entrustment/supervision
scales?

ES scales in anesthesia,'>"
surgery,'" pediatrics,'*'”'® nursing,"
internal medicine,***' emergency
medicine,”” and UME? programs

How valid are ES scales
compared to other
measures?

Do scores on different scales to
measure growth correlate with other
scales?

ES scales in UME compared***
ES scales versus milestone scales?

How do valid entrustment
decisions come about?

Which trainee attributes account for
the validity of entrustment decisions?

Supervisors™™ or program
directors™ opinions®
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a trainee is asked to take over the care for a patient (which is ad hoc entrustment). The implicit
assessment (i.e., observation + judgment + feedback) of a trainee’s readiness at the point of care
(POC) is intended to direct learning and progression and to provide feedback to enhance growth as
an emerging professional. These POC assessments are meant to be low in stakes, to be formative in
purpose, and, on their own, not to be used to make promotion or credentialling decisions. However,
such frontline assessments can be documented and integrated with other data points from differ-
ent approaches to make a holistic, higher-stakes, summative decision about a trainee’s capacity and
permission to engage in patient care under less supervision. These summative entrustment decisions
bring inherent consequences for both trainees and patients. Ensuring the validity of these entrust-
ment decisions is a key step in incorporating them into an assessment strategy.”

Validity and entrustment

Validity in education refers to ‘the degree to which evidence and theory support the interpre-
tations and uses of scores of an assessment or test*' The proposed interpretation of an assess-
ment includes specifying the construct that is intended to be measured. In adopting entrustment,
the construct has shifted from assessing trainees’ capability to provide competent care to their
readiness to be entrusted with the responsibility for the welfare of patients when performing an
EPA with less or no supervision. Entrustment is a much more complex construct than capability;
it requires additional consideration of other trainee qualities (e.g., conscientiousness, integrity,
humility) as well as trainee-independent factors (e.g., patient acuity and complexity, and supervi-
sor propensity to trust trainees); see also Chapter 4.?**> While entrustment is more meaningful
for the purpose of making decisions to award clinical responsibility and autonomy, its complexity
poses challenges from a construct validity perspective.

In addition, in gathering validity evidence, there is often reference to the objectivity of assessments.
The search for objectivity (or measurement precision) in workplace-based assessment (WBA) has
been pervasive; the lack of objectivity has often been framed as a lack of validity evidence for the use
of competency-based frameworks in assessment, including that of EPAs.>**** However, the perceived
necessity of objectivity in WBA has been challenged.”***” ten Cate and Regehr propose the concept
of ‘shared subjectivity, where there is convergence of socially constructed perspectives rather than a
focus on objectivity.*® Constructing assessment approaches in health care often relies on consensus
in the choice of test items, in standard setting, in the use of assessment tools, and similarly in judg-
ments about trainee proficiency. Acknowledging that (a) expert judgment is indispensable and (b)
experts differ in their unique and subjective judgments, subjectivity and its contribution to the vari-
ability of measurement should not be qualified as unwanted error.

On the contrary, using various perspectives to arrive at a coherent ‘rich picture’ through consen-
sus rather than assuming a ‘single truth’ implies accepting, or even embracing, subjectivity or what
could be called ‘relevant variance’*****! Nonetheless, in order to support the purpose of assessment,
validity evidence must be gathered to support or refute the interpretation of whether an educator
considers a trainee trustworthy for a clinical task and caring for patients. Readiness of trainees for
unsupervised practice after training is a concern voiced in the literature and the importance of the
validity of decisions to grant permission to act without supervision cannot be stressed enough.*>*

Understanding validity in the context of entrustment decision-making:
MessicK’s and Kane’s frameworks

Two dominant validity frameworks have been applied in health professions education®**: MessicK’s
sources of validity evidence and Kane’s argument-based approach.*>* In Messick’s approach, multiple
sources of evidence are gathered to support the interpretations and uses of assessment data. These
include evidence based on (a) test content (what construct is being assessed?); (b) response processes
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(how do assessors or respondents operationalize the assessment?); (c) internal structure (are the tools
or items together coherently measuring the intended construct?); (d) relations to other variables
(does any other triangulating information support [or not] the interpretation?); and (e) consequences
of testing (is there evidence that the intended and unintended impacts of assessment decisions are

acceptable?). Table 5.1 translates MessicK’s sources of validity evidence when using EPAs as WBAs.

Table 5.1: Questions to guide the acquisition of Messick’s five sources of validity evidence.

Sources Questions to ask
Individual raters Competency committees

Content Was the right activity observed or discussed and ~ Were all aspects of the EPA
assessed? Was it a sound representation of the sufficiently represented in the various
intended EPA? observations and discussions?

Response Did the assessor understand what to observe Have all committee members been

process and how to complete the rating tool? What was ~ trained to use the data? Did they
taken into account when making the entrustment review and understand the available
decision? information about the trainee? Has

the assessor thought about the
perspective they bring while
assessing the trainee?

Internal Is the entrustment decision supported by the Were multiple different observers

structure information provided on the rating tool? Does the  involved in assessing the trainee?
rating tool provide sufficient information to provide How did the judgments converge?
meaningful feedback on readiness for entrustment?

Relations Are there sources of evidence that support (or How do the outcomes of EPA

to other contradict) the available information? entrustment decisions compare

variables to other assessments the trainee

completed?

Consequences Did the observer follow up after their Does the committee keep track of
recommendation? Are there unintended decisions and trainee action to justify
consequences of the decision? What is the impact  their decisions? Were the decisions
of trainees identified as entrustable versus trainees  fair? Is there evidence of bias or
that still need additional training and remediation? equity concerns (e.g., gender, race)?

Kane uses an argument-based approach to validation whereby evidence is prioritized and used
to support or refute a chain of inferences connecting the moment of assessment to the resulting
decision or use from the assessment or, in this case, an entrustment decision. Evidence is col-
lected to support multiple different types of inferences: scoring, generalization, extrapolation, and
implication (Figure 5.1).

Inferences in validity arguments are claims drawn from available information.*” The information is
there to support the entrustment decisions. In Kane’s model, each sequential inference requires addi-
tional information in support of those claims, thus making the argument in support of the decision.

Both validity frameworks can support each other with the information gathered through
MessicK’s sources of evidence supporting Kane’s inferences, as depicted in Table 5.2.

Most traditional assessments in education use supporting evidence for scoring and generaliza-
tion inferences, leading to judgments about knowledge and skill, and to decisions about student
progress, often as passing or failing tests and receiving grades. Summative entrustment decisions
bring deliberate operational decisions that affect patient care, and are thus related to consequences
in Messick’s model and Kane’s implication inference. In the latter model, extrapolation to deter-
mine the readiness for entrustment and autonomy is the step made in many programs using EPAs:
a decision that reflects trust in the trainee, or an ‘entrustment determination’ However, that is
not the ultimate step. The proof of the pudding is the actual summative entrustment, reflecting
the willingness to schedule a trainee for lesser supervision or unsupervised clinical service. This
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Figure 5.1: Entrustment decisions using Kane’s validity argument.

step has implications for the trainee in the philosophy of EPA-based education, emphasizing
assessment directing progressive autonomy and entrustment decisions. It also has implications
for the patient, because of the direct relationship to patient care responsibilities. In reality, at least
to date, rules and regulations often restrict true entrustment, which may explain why implication
inferences and consequences evidence are not yet commonly reported.'t#54>0

Table 5.2: Blending Messick’s and Kane’s validity models.

Kane’s validity inferences
Scoring Generalization Extrapolation Implication
Messick’s Content ° ° )
sources of
validity Response process °

evidence Internal structure ° °

Relation to other variables ° °

Consequences °

Defensible summative entrustment decisions

Optimizing entrustment decisions relies on sampling and gathering the right information. This
may sound simple but it is not. Entrustment-based WBAs occur in authentic clinical environments.
The clinical workplace is a complex, adaptive environment with many variables that cannot be con-
trolled or standardized for the purpose of trainee assessment. Assessments thus vary across multiple
facets—the time when administered, the patient or case of interest, the assessor in charge, and more.
At the very least, it is much less prescribed and controlled than either written or simulated assess-
ments. Thus the validity of entrustment within the context of WBAs warrants further exploration.

Sampling

With most assessments using written or simulated settings, trainees are assessed on a standardized
set of items or scenarios representing a sampling of the universe of possible items. This sample



Validity theory applied to entrustment as an approach to assessment 57

is representative, one of convenience, and similar for a group of individuals being assessed in
standardized conditions. Items are scored in a prescribed fashion and the data are analyzed and
scrutinized for reliability using tried and true approaches. Quantitative methods are available to
describe the level of validity evidence at every step of either or both of the Messick and Kane
approaches.

In general, EPA-based data collection has been accepted to be a convenience sample of trainee
performance. EPA assessments are initiated opportunistically within the daily clinical workflow.
We assume the convenience sample is representative of the trainee’s larger body of work. Recent
research is calling this into question.>*>* First, the sampling approach used can appear to be pur-
posive rather than for convenience, generating assessment data that intentionally select certain
observations and are, therefore, not producing a representative dataset. Second, the purposes for
initiating the assessment of a particular encounter are highly variable depending on the motivation
of the person making the initiation decision, potentially leading to bias or underrepresentation.

To avoid bias and underrepresentation in sampling, it is important for programs to have a clear
blueprint for the sampling expected. It may be helpful to also gather information on context such
as the complexity of the patient or case to better understand the sample upon which an entrust-
ment decision is being made. Finally, bringing different assessments together (e.g., EPA observa-
tions, case-based discussions, multisource feedback, product evaluation) in a trainee portfolio can
then be used for summative entrustment decisions.

Mitigating threats to validity

Threats to validity occur when the assessment measures something other than what is intended.
Two different categories that threaten validity are (a) construct underrepresentation and (b) con-
struct-irrelevant variance. Construct underrepresentation (CU) occurs when the assessment does
not fully represent the construct intended. For example, if the construct is the care of an adult
population and the trainee has only been assessed with male patients, then there is the underrep-
resentation (or, in this case, no representation) of female patients. Construct-irrelevant variance
(CIV) is a systematic error whereby the assessment scores are affected by variables that are extra-
neous to the assessment’s intended purpose.’** CU and CIV can affect the validity argument put
forth for decision-making. If significant enough, these can negatively impact decisions and refute
the argument. Not attending to these can impact patient and trainee safety. Table 5.3 provides
examples of threats to validity and measures to mitigate them.

Reconceptualizing reliability

Bringing together the different assessments from a trainee’s portfolio is necessary to make holistic
decisions. Based on this data, competence committees (CCs) consider whether the trainee is ready
to act with less supervision. In order for decisions to be robust and reproducible, clear specifica-
tions about which assessments will be included and how the data will be interpreted and used
should be clearly defined.**¢

Establishing reliability for trainee assessments requires demonstrating the reproducibility of
ratings across multiple assessment occasions.” The greater the extent to which assessment rat-
ings are dependent on factors external to the trainee, the more challenging it is to establish this
reproducibility. Entrustment intentionally incorporates factors outside of the control of trainees,
such as an authentic clinical setting and varying patient acuity/complexity, into the rating con-
struct itself. In addition, the concept of reproducibility is problematic as individual observations
are usually followed by feedback to improve performance next time, changing the conditions
for reproduction. Thus, when looking at entrustment of a trainee for an EPA over time, we are
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Table 5.3: Threats to validity and examples, related to Messick’s sources of validity evidence.

Sources of validity
evidence Threats to validity Measures to consider
Sampling/content  « Observed cases have been relatively o Include ‘case complexity’ scores in
simple observation ratings
« Too many favorable observation « Include unannounced observations
moments chosen by trainees
« Trainees lack critical experiences in « Including logs of patient encounters
patient care in portfolio to evaluate experience
o Carefully designing schedules and
rotational experiences
« Including entrustment-based
discussions (with what-if probes)
Response process  « Benefit-of-the-doubt ratings given « Faculty development and
frame-of-reference training
« Forcing raters to think prospectively
(will you trust your next patient with
this trainee?)
« Trainee adjusts behavior, aware of  Weighing longitudinal (MSF)
observer present information more heavily
« CC members have not absorbed « Require preparation for CC meetings
relevant trainee data « Present aggregated trainee data in
highly digestible (visual) way
Internal structure  « Contradictory data at the CC table « Discuss trainee only when sufficient
« Insufficient variety of data available data available
« Explore sources of contradictions
Relationship with ~ « Variable personal experiences of CC  « Evaluate trainee data against general
other variables members with individual trainees framework (e.g., A RICH)
o Circumstantial information reflecting ¢ Analyze and understand external
presumptive trust diverges from source of data
observational data
Consequences « Incidents reported about the trainee o Evaluate trainees after summative
after the summative entrustment decisions
decision o Analyze incidents to disentangle com-
petence from unusual case complexity

looking for growth or improvement, not consistency of performance. So, for a trainee performing
an individual EPA over time, using growth rate reliability and growth curve reliability might be
more appropriate. Park et al. used these types of reliability calculations to estimate longitudinal
consistency in milestone ratings.”® This provided reliable longitudinal data to track individual pro-
gress in a manner that would likely be appropriate for EPAs as well.

When evaluating the reliability of a portfolio for summative decisions such as transitions to
practice, other forms of reliability calculations can be considered. To improve the reliability of the
decisions based on multiple assessments, composite reliability of multiple data sources or assess-
ment systems can be considered.” A qualitative approach can also be used. Trustworthiness of the
data and triangulation with corroboration of data across assessments can be used when viewing
the entire body of data for a trainee.® In addition, the reliability of CC decisions could be explored
through decision consistency and investigating the extent to which different CCs would make
similar decisions using the same trainee data. Studies such as this have yet to be done. Regardless
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of the approach used, the collective judgment made by experts in a CC with multiple data points
should lead to decisions that are valid.5"*

Constructing an argument for defensible decisions

Variability of cases, contexts, and raters is inherent to WBAs. Sampling can be purposive but is
always limited and assessments require a shared subjectivity or argued ‘intersubjective judgment,
rather than proof of absolute objectivity. Decisions must be made with inherently incomplete
data, and a prediction that this trainee will absolutely not make mistakes after summative entrust-
ment is impossible. In a critical review, Kinnear et al. suggest that argumentation theory can help
frame validity arguments over whether one chooses Messick’s framework, Kane’s, or both.”” Those
building the arguments and intended audiences need to develop a shared understanding of the
validity argumentation process and its standards. Arguments should be tailored to the needs of,
and clearly understood by, the audiences, be they trainees, teachers, programs, or credentialling
agencies. Strength and cogency of argumentation should determine interpretations and inferences
to arrive at best possible decisions.

Various examples are offered in the literature on how to construct a validity argument for deci-
sion-making. Touchie et al. discuss validity in the setting of summative decision-making using
both Messick’s and Kane’s approaches.*® Rotthoff et al. posit that assessments are not necessarily
analytic or holistic but rather may be on a continuum.® Kinnear et al., in two different studies,
offer a validity map also using both Messick and Kane to support decision-making in residency
training and use theory to support time-variable training and decisions about readiness for prac-
tice.®*% Consistent across these examples is the reliance on established experts to review diverse
sources of data, draw conclusions, and make summative decisions. Reliability evidence in this
context argues that a separate set of experts would likely come to similar judgments on the ade-
quacy of the data and decisions made.

Conclusions

Entrustment decision-making has implications for trainees and for patient care. Entrustment
as a construct is complex and poses challenges when gathering validity evidence. It has validity
implications that differ from other assessment formats. Using the validity frameworks of Messick
and Kane, we can apply theory to gather the evidence necessary for the defensibility of decision-
making. These provide a platform to reconceptualize assumptions underlying sampling, reliability,
and decision-making and to understand how to mitigate threats to validity.
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Integrating key concepts in workplace-based
assessment: entrustable professional activities,
programmatic assessment, and milestones
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Abstract

Despite their independent origins, entrustable professional activities, Milestones, and pro-
grammatic assessment are interconnected concepts within the domain of competency-
based education. While some organizations prioritize the use of entrustable professional
activities, others prefer using Milestones. Simultaneously, competency-based education
in health professions has embraced programmatic assessment as a core concept. A ques-
tion raised regularly is how the three relate and whether they can be used in combination
when designing an assessment system. This chapter aims to offer definitions of the three
concepts and explore their mutual reinforcement, benefiting the quality of health profes-
sions education and, ultimately, patient care. To facilitate health professions trainees’ pro-
gression along their educational path and enhance their autonomy through entrustment
with specific clinical tasks, every curriculum needs a program of assessment. This chapter
illustrates the alignment of the three concepts and provides practical examples on how they
come together in a program of assessment. In summary, the seemingly distinct concepts
share more common ground than previously acknowledged. By integrating the concepts,
growth in context-dependent performance from novice to expert levels can be fostered, all
while promoting learning in conjunction with high-stakes entrustment decision-making.

How to cite this book chapter:

Bok HGJ, Jonker G, Hamstra SJ, Boscardin CK, ten Cate O, Hennus MP. Integrating key concepts in work-
place-based assessment: entrustable professional activities, programmatic assessment, and milestones.
In: ten Cate O, Burch VC, Chen HC, Chou FC, Hennus MP. (Eds). Entrustable Professional Activities
and Entrustment Decision-Making in Health Professions Education, Chapter 6, pp. 65-73. [2024] London:
Ubiquity Press. DOLI: https://doi.org/10.5334/bdc.f

This chapter uses cross-references to other chapters of the same book. For those who read this chapter as a
standalone publication: all cross-references can be found at: https://doi.org/10.5334/bdc


https://doi.org/10.5334/bdc.f
https://doi.org/10.5334/bdc

66 Entrustable professional activities and entrustment decision-making in health professions education

Authors

« Harold G.J. Bok, DVM, PhD. Faculty of Veterinary Medicine, Utrecht University, the Neth-
erlands. Correspondence: g.j.bok@uu.nl

o Gersten Jonker, MD, PhD. University Medical Center Utrecht, the Netherlands.

o Stanley J. Hamstra, PhD. University of Toronto, and Sunnybrook Research Institute,
Toronto, Canada.

o Christy K. Boscardin, PhD. University of California San Francisco, San Francisco, USA.

o Olle ten Cate, PhD. University Medical Center Utrecht, Utrecht, the Netherlands and Uni-
versity of California, San Francisco, USA.

» Marije P. Hennus, MD, PhD, MSc Clin Ed. University Medical Center Utrecht, Utrecht,
the Netherlands.


mailto:g.j.bok@uu.nl

entrustable professional activities, programmatic assessment, and milestones 67

Introduction

Entrustable professional activities (EPAs),' Milestones,* and programmatic assessment (PA)>’
were introduced during a period in which competency frameworks*® and workplace-based
assessment (WBA)”® were gaining much attention. All three concepts are related to competency-
based education (CBE) but have originated independently, and in different jurisdictions. The key
concept behind CBE is to ensure that trainees achieve competencies essential to providing high-
quality patient care. EPAs, Milestones, and PA, with their emphasis on developmental trajectories
and continuous feedback, are critical to operationalizing CBE. These three interconnected con-
cepts contribute to ensuring comprehensive and continuous evaluation of a trainee’s development
toward meeting required competencies. A program of assessment (PofA) is integral to CBE as it
provides a framework for health professions trainees to successfully progress through their edu-
cational trajectory and acquire increasing autonomy through entrustment with concrete units of
clinical work. As a foundation for the PofA, some organizations mandate the use of Milestones,
others the use of EPAs to inform trainees’ developmental trajectories. CBE in the health profes-
sions has embraced PA as a core component.® Accreditation bodies generally endorse all three
concepts but there is a lack of clear guidelines on how to integrate them cohesively and collabo-
ratively. Considering that WBAs form the cornerstone of PA in health professions education and
serve as the practical embodiment of its core concepts, our discussion will be specifically framed
within the context of WBA. General principles of WBA include:

1. contextual relevance: assessment needs to be integrated into the actual performance and
work of the health professions;

2. developmentally focused and continuous feedback: informative, frequent, continual, and
longitudinal feedback are critical aspects of WBA; and

3. reflecting professional standards: aligned with competencies of the profession.’

This chapter sets out to provide clear definitions of EPA, Milestones, and PA and explore where
the three augment each other for the benefit of the quality of clinical education and, eventually,
of patient care. We will show how the concepts align and provide some practical examples in the
context of WBA in health professions education.

Entrustable professional activities and entrustment

EPAs are the units of professional practice that constitute what clinicians do as daily work. They
can be conceived of responsibilities or tasks that must be done in patient care, i.e., the work
that trainees must be prepared to assume when they commence with unsupervised patient care
practice. Trainees must gain experience and must grow into a professional role in the workplace
phase of health professions training. Entrustment decisions about professional tasks have always
been part of clinical training. What the concept of EPAs adds is a structure to build a curricu-
lum and operationalize a PofA that allows a gradual and safe increase in responsibilities. EPAS’
focus on the progression toward autonomy and unsupervised care provides a way to conceptual-
ize developmental trajectory within health professions education. This requires assessments with
an eye on both proficiency and risk. Assessment as entrustment does not primarily regard deci-

¢ In this chapter we use Milestones (with a capital M) as defined for US postgraduate medical programs.
The US Accreditation Council for Graduate Medical Education (ACGME) requires programs to report
every six months on the progress of all residents on predefined Milestones for all competencies.
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sions of progression but refers to decisions about quality and safety of care and, indirectly, about
trainee progression.

The process of mastering EPAs may be regarded as ‘milestones’ toward full professional respon-
sibility. While those ‘milestones’ are not the same Milestones in the specific sense of an accrediting
body such as ACGME, the purpose of EPAs and Milestones aligns. Similarly, the literature on PA
may not elaborate on EPAs but the two concepts also align well in their purpose to visualize and
support trainee development and progression.

Programmatic assessment principles

PA in health professions education, after its inception in 2005,> has been elaborated in various sets
of principles.'®" As we interpret these principles, three core elements stand out:

1. Assessment of clinical competence in the workplace based on any single moment (one
‘data point’) is unreliable. In PA, a single assessment data point however should yield
meaningful feedback to promote a dialogue or learning conversation with the learner
(i.e., informative and low-stakes).

2. Multiple assessment data points from multiple occasions, raters, and methods, based on
the educational justification for using that method and each with their own weight, are
documented and aggregated to inform high-stakes decision-making. By shifting the focus
to multiple assessments, a PofA based on the principles of PA can increase authenticity
and construct validity without compromising reliability.

3. Equitable and credible high-stakes decisions on trainee progress or permission to prac-
tice are made by a team or committee, based on sufficient data, in a process of justifiable
expert consensus.'>"?

In PA, the traditional distinction between formative and summative assessment is replaced by
a continuum of stakes. A single data point in WBA is usually a low-stakes assessment that does
not result in a pass/fail decision, which separates data collection from decision-making. Deci-
sions based on assessment and the number of data points required should be proportional to the
stakes involved; the higher the stakes, the more data points are required. The trainee typically
collects data points in an electronic portfolio that includes an outcome framework, usually with
competencies or EPAs or both, to enable high-stakes decision-making. Since the portfolio contains
both quantitative and qualitative data, decisions cannot be based on just numbers; holistic deci-
sions must be made by a team of experts, such as a competency committee or entrustment commit-
tee. Workplace information sources to be aggregated to support high-stakes decision-making are
summarized below. The committee oversees the aggregated data, assesses sufficiency of informa-
tion, weighs data, and makes a decision about summative entrustment and trainee progress. EPAs
and Milestones provide a way to conceptualize and operationalize the necessary components for
making holistic decisions around advancement and entrustment.

Milestones

Milestones are concrete behavioral descriptions following the five developmental stages pro-
posed by Dreyfus and Dreyfus (i.e., novice, advanced beginner, competent, proficient, expert)
and adopted by health professions education scholars to conceptualize developmental trajectories
toward meeting competencies."*"* Linking progression to the attainment of specific Milestones
and the entrustment of EPAs ensures that learners advance based on their demonstrated compe-
tence rather than time spent in training. Central to Milestones is the concept of developmental
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Figure 6.1: EPAs and Milestones combined.

trajectories and the focus on multiple assessment data that align with the key principles of PA.
Reporting the Milestones for each competency for all residents every half year has been mandated
in the US by the ACGME.'® Milestones have subsequently been adopted for Canadian residencies"”
and in a number of other countries that aim to meet North American standards for postgraduate
medical training. Milestones map the developmental path a trainee takes toward achieving the
competence needed for unsupervised practice following graduation. With an increasing number
of US residency specialties exploring the use of EPAs, several educators have posed the question of
how to reconcile the two approaches and how to avoid overdocumentation.

Inspired by Warm’s semi-annual ACGME reports using the five-point entrustment-supervi-
sion (ES) scale for the internal medicine residency at the University of Cincinnati, normalized to
the nine-point Next Accreditation System (NAS) Milestone rating form,'® Figure 6.1 was created,
adapted from earlier publications.”

Figure 6.1 shows how for each EPA various competencies within the ACGME competency
domains can be evaluated using the Dreyfus developmental stages, supported by behavioral
descriptions for these stages. These descriptions for each Milestone are available for all ACGME
competencies in all US residency programs. In Figure 6.1, competencies and subcompetencies
are depicted as horizontal dotted lines; the black arrow represents a section of the full description
of an EPA: the mapping of competencies to this EPA.?° These developmental Milestones align
reasonably well with the five generic ES levels used in entrustment decision-making. Mink et
al. recently confirmed such a correlation in a study among over 2,000 fellows in pediatrics.?' For
a high-stakes entrustment decision for an EPA, all relevant competencies should be evaluated.
Only when all available observational data meet the previously defined standards (i.e., the set of
Milestones within a given level) can a conclusion be drawn about a justified level of supervision.®

® One detail is somewhat inconsistent. As elaborated in Chapter 1, ‘competent’ was suggested to qualify a
trainee for unsupervised practice. In Figure 6.1 this aligns with indirect supervision. We prefer to use ‘com-
petent’ for having passed the threshold to allow for unsupervised practice.
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Figure 6.2: Simple dashboard visualization for a single trainee, including multiple individual data
points on an ES scale, across a year.

Sources of information for workplace-based assessment

A PofA requires a definition of the data points that are included. A reasonable summary of cur-
rent WBA approaches is the categorization of sources of information to ground major decisions
about trainee progress and about high-stakes entrustment decisions with tasks in patient care.
These sources can arguably be summarized in the following four categories: (a) direct observation,
(b) conversation, (c) longitudinal observation, and (d) product evaluation (see Chapter 17 for a
more extensive discussion).”? Drawing from these four sources, a PofA can be designed to inform
on competency development (i.e., through Milestones evaluations) and entrustment decisions.
To that end, data from these sources are aggregated in a concise and informative format to sup-
port clinical competency committees to make decisions. These four WBA information sources are
often not the only information available. Written tests and skills tests may be required for trainees
during their training. While we do not consider these workplace-based information sources, they
can contribute as a meaningful information source.

Examples of program of assessment visualizations

Figure 6.2, a simple dashboard visualization, was adapted from a portfolio system for veterinary
practitioners.© It is a visualization of the monitoring and self-monitoring of a recently graduated
veterinarian who started as a postgraduate trainee in an emergency clinic for companion animals.
The yellow marks in this example of an individual’s record over a year are individual, low-stakes,
WBA data points pertaining to one EPA illustrating at what level of entrustment-supervision the
person has been rated at ad hoc moments for that EPA; the black marks are self-assessments of
the same ES level and the green star represents a high-stakes entrustment decision. This decision
is made by a committee based on aggregate information derived from the low-stakes data points

¢ Courtesy of Dr. Robert Favier and Theo van den Herik, Evidensia, the Netherlands.
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Figure 6.3: Example of aggregated cohort data of residents across two training years.

(i.e., yellow and black marks). Figure 6.2 is similar to the illustration that emphasizes the assess-
ment for learning function of high-stakes decision-making committees in PA." By tailoring the
educational process to individual learning priorities and visualizing meaningful performance-
relevant information collected through WBA, PA fosters ownership and accountability. When
trainees fall short of expected outcomes, predefined thresholds and historical data guide the
identification of targeted support strategies. These interventions can be effectively coordinated
through the competency committee responsible for high-stakes entrustment decision-making.

Figure 6.3 shows aggregated data of the development of a cohort of medical residents across
24 months, regarding four EPAs. It is just one example of how visualization can aid a compe-
tency committee in the deliberations about a program and about an individual trainee. It provides
information of how an individual’s performance projects against the cohort. The example is
adapted from Schumacher et al. (2020).”

Conclusion

In summary, EPAs, Milestones, and PA appear to be complementary and to have more in common
than initially conceived. The three concepts pertain to the same principles of increasing respon-
sibility, continuous feedback, using an outcomes framework as a foundation for the curriculum,
and allowing high-stakes decision-making for certifying purposes. In this chapter we have argued
that educational programs do not have to choose between these concepts but can instead ‘have the
best of three worlds. By applying the foundational principles as a starting point, PA provides an
operational framework for a CBE using both EPAs and Milestones. EPAs and Milestones are foun-
dational to operationalizing and conceptualizing the evaluation of trainees’ development toward
entrustment and competence. Both EPAs and Milestones operationalize the principles of PA by
ensuring that assessments are frequent, varied, and integrated over time to provide a comprehen-
sive picture of a trainee’s competence. PA ensures decision-making based on cumulative evidence
rather than isolated assessments, emphasizing the development of competence through contin-
uous learning and improvement, which are central to CBE. By integrating the three concepts,
growth in context-dependent performance from novice to expert levels is fostered, and aimed at
promoting learning in conjunction with high-stakes entrustment decision-making.
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CHAPTER 7

Entrustable professional activities: addressing
confusions and controversies

Daniel J. Schumacher, Benjamin Kinnear,
Natasha Khursigara-Slattery, Jennie B. Jarrett, Olle ten Cate

Abstract

In this chapter, we address common confusions and controversies with entrustable pro-
fessional activities (EPAs). With an eye toward practicality, we seek to offer resolutions
or advice for these controversies where possible. We detail the differences between
competencies and EPAs and discuss how they are complimentary approaches to health
professions education that employ different lenses (individuals for competencies, and
activities for EPAs). We next detail how EPAs should not be treated as an ‘assessment tool’
but rather as an approach to education that facilitates a stepwise decrease in supervision
within the philosophy of competency-based education. Many terms related to EPAs and
entrustment are conflated or poorly understood. This chapter disentangles many of these
terms, including entrustment, supervision, trustworthiness, competence, supervision,
autonomy, and independent practice. With precise definitions for these terms, it becomes
clear how entrustment decisions are a forward-looking decision for the future rather than
a report of past performance or supervision provided. Finally, we explore how EPAs and
entrustment can support time variability and also how approaches to entrustment vary
between contexts and cultures.
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Contrasting EPAs and competencies

The prevailing approaches to competency-based education are grounded in defining competen-
cies, entrustable professional activities (EPAs), or both. While some may think competencies and
EPAs are similar or alternatives to choose from, this is not the case. Competencies define the abili-
ties of people. A competency integrates knowledge, skills, and attitudes and is specific, durable,
focused on performance, and learnable."” EPAs, however, are activities in a workplace. If a com-
petency is ‘the ability to do something successfully’ (an Oxford Dictionary definition), then the
activity is that ‘something’ Execution of an activity requires specific competencies but that activity
in and of itself is not a competency.

EPAs are sometimes depicted as large domains of competence, which in turn are composed of
select competencies from those domains, in turn composed of milestone stages of development
for each of those competencies (Figure 7.1, left). However, the relationship between EPAs and
competencies depicted this way can lead to confusions, as EPAs thus seem to represent (large)
competencies. EPAs are just the work-units trainees must be prepared to take on. The dimen-
sion of health care requirements and the dimension of competencies that professionals bring with
them may be better viewed as perpendicular. In addition, EPAs do not need to be large. The con-
tributions of a junior medical student to patient care can be relevant but small, and will, at later
stages, be nested with the much broader EPAs of senior students and residents. Thus, EPAs related
to competencies can better be visualized two axes or dimensions—one focused on features of indi-
viduals and the other focused on features of work, i.e., the activities that those individuals could
do (Figure 7.1, right). EPAs are context-specific by definition. The reason that ‘interprofessional
collaboration, as an example, can be a desired competency or skill but not an EPA is that it is not
a concrete activity with a beginning and end that can be assigned at a specific time to a health
professional or trainee.* However, it is a required skill for most EPAs. However, if a contextual
specification (e.g., chairing an interprofessional session or committee) can be provided, it might
be an activity that meets EPA criteria.* Finally, Figure 7.1 (right) also shows that the requirements
to allow a trainee to be entrusted with the responsibility for an EPA can be specified to include not
only specific competencies but also other skills, attitudes, and experiences.

EPAS e o | | for P ennment |EPA1 EPAZ EPAG EPAS
¢ | |Competency A X X
Competency B X
Competency C X X X
Skill A X
Skill B
Skill C
Attitude A X X X X
Attitude B
\ Experience A X
\. \‘ Experience B X X

Figure 7.1: Not recommended (left) and recommended (right) representations of competencies,
skill, and abilities versus EPAs.
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The term ‘EPA

As units of professional practice, EPAs were introduced to facilitate a stepwise decrease in super-
vision for trainees executing activities that are germane to their profession. Because entrustment
with these activities requires assessment of trainees, EPAs are often presented as an assessment
method or framework. However, they are not an approach to assessment but rather a philosophi-
cal approach to health professions education, encompassing curriculum and assessment. Viewing
EPAs simply as an approach to assessment fails to recognize their importance in defining the work
of a profession and thus the requisite curriculum to be able to prepare individuals to execute the
EPAs as well as develop their professional identity over time. When trainees are asked to secure
supervisor observations of the performance on an EPA, they may say things like: ‘if we don't
have enough EPAs, were going to fail”®> When they say this, trainees may actually be referring
to observations rather than EPAs, expressing sentiments that reflect the experience of seeking a
quantity of assessments rather than feelings about the EPAs themselves.

What is ‘competent’?

The word ‘competent’ is often interpreted in multiple ways. For some, the word defines a com-
fortably acceptable level for physicians who no longer require supervision. However, for others,
‘competent’ is considered a level barely meeting standards (‘all our graduates should be excellent,
not competent’). Still others would regard a medical student as ‘competent’ in an area for their
stage of training, while a resident with identical skills would be deemed not competent. The Drey-
fus developmental model (novice-advanced beginner-competent—proficient-expert),® exten-
sively applied in health professions training, places ‘competent’ in the middle of the trajectory.
To escape such confusions, most of the EPA literature defines ‘competent’ as the threshold level
in the development of a trainee when they are entrusted to act unsupervised.” That is not a mov-
ing target but rather fixed and defined for EPAs. It includes the primary meaning of competent,
that is, ‘[p]ossessing the requisite qualifications for, or to [something]; properly qualified’ (Oxford
Dictionary), thus being entitled to act. This also implies that an individual cannot be competent in
general but only in relation to particular EPAs.

Entrustable, trustworthiness, and trust

Scholars and educators have spoken of trainees being ‘entrustable’ and even ‘pre-entrustable®
However, entrustable was never intended to refer to individuals but rather to activities. Thus, an
activity is entrustable when it can be entrusted to someone.

Rather than ‘entrustable; individuals should be described in terms of their trustworthiness.
Trustworthiness itself is a complex construct that has been explored in medical education. ten Cate
and Chen have summarized varying components of trainee trustworthiness with regard to entrust-
ment decision-making: agency (proactive toward work, team, safety, personal development),
reliability (conscientious, predictable, accountable, responsible), integrity (truthful, benevolent,
patient-centered), capability (specific knowledge, skills, experience, situational awareness), and
humility (recognizes limits, asks for help, receptive to feedback).” Although entrustment decisions
are context-dependent (dependent on the assessor, context, task, etc.), trainee trustworthiness is a
central component of all entrustment decisions.'®!

In common parlance, trustworthiness is spoken of as a moral character trait (‘we can always
rely on that person’s word’). However, in connection with EPAs, it should be applied to specific
entrustment decisions. To draw a parallel: a parent may deem their 15-year-old daughter more
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trustworthy than their 19-year-old son, yet would allow him but not her to drive their car because
he has a driver’s license and she does not.

Trustworthiness is different from trust. Trust has been defined in medical education as ‘the
willingness of a party to be vulnerable to the actions of another party on the basis of the expecta-
tion that the other will perform a particular action, irrespective of the trustor’s ability to monitor
or control that other party’'? Trust is the expected response from a person when they determine
another individual to be trustworthy. However, trustors vary in their baseline propensity to trust."
Thus, trust is situationally determined based on: (a) the trainee’s trustworthiness, (b) the trustor’s
trust propensity, and (c) the context and risk for the task at hand.™

Because entrustment does not follow solely from the trustworthiness of an individual, we
believe it is best to avoid using potentially harmful phrasing such as ‘not trusting’ trainees. Rather,
we suggest using language such as ‘not yet ready’ to practice a task at a given level of supervision
in a particular context. This phrasing not only avoids language that could be harmful but also
anchors conversations with trainees in the task at hand. A trustworthy trainee may simply not be
ready for a particular task. The use of the word ‘yet’ also implies that they can be determined ready
in the future.

Entrustment decisions versus entrustment determinations

Trust is future-facing. One individual can only entrust another with tasks that will occur in
the (uncertain) future (e.g., whichever patient comes through the door next). Past experiences
with the trainee matter, as predictions for what will happen in the future are often based on past
events.”” Trust, however, focuses on what might happen next. Entrustment is, therefore, a prospec-
tive decision about a future task.

In practice, entrustment in health professions education programs is often framed only as a score
on a retrospective-oriented scale. That score is informed by a completed activity performance and
assigning an entrustment-supervision level score reflecting what the supervisor in fact chose to
allow at that time. This summary of past performance can be called an entrustment determination's
but should not be confused with an entrustment decision.'” In the context of entrustment, deci-
sions are determinations that have real-world consequences in terms of advancement or granting
of more responsibilities for trainees. Entrustment decisions operationalize the stepwise, graduated
autonomy and responsibility to move trainees from legitimate peripheral participation'® in patient
care toward the center of the professional team. Failure to decrease supervision when warranted
deprives trainees of the opportunity to execute work with full responsibility, including the psycho-
logical weight of being the individual ultimately responsible, during training. This blunts trainee
growth and development and may risk patient safety once a trainee graduates."”

Disentangling supervision, autonomy, and independent practice

The decision to entrust another individual with unsupervised practice requires further consid-
eration as it pertains to what being unsupervised means in terms of autonomy. Supervision and
autonomy are often presented as opposite ends of the same spectrum with an inverse relation-
ship—an individual can either have full autonomy or require full supervision. However, we prefer
the definition of autonomy that Ryan and Deci present in self-determination theory: the ability
to ‘self-regulate one’s experiences and actions’? Framed this way, autonomy is more than just
unfettered agency. Even an individual requiring full supervision can be allowed to self-regulate.
For example, a medical student on the first day of a new clinical rotation can be allowed to choose
which patients to care for or which clinic to attend.
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‘Unsupervised’ and ‘independent’ practice are also often conflated. True independent practice
is exceedingly rare in modern health care, and ‘unsupervised” practice should therefore be the
preferred term. Independent practice connotes that an individual works without any support from
others. This is simply not consistent with the realities of working in nearly all health systems,
where individual health professionals are a part of a team and where help is always available in
person, over the phone, or over email.

How an EPA-based model aligns with flexibility and time variability in training

A basic tenet of competency-based education is the idea of time variability,* that is, moving from
a fixed training time with variable trainee outcomes to fixed outcomes (i.e., minimum competence
standards) and variable training time.””** Yet time-variable training has proven challenging to
implement. Many health profession educators acknowledge that some trainees complete training
while not meeting all critical objectives; however, the provision of more time, or conversely gradu-
ating others earlier, frequently leads to practical problems. One cause of the concern is a fixed
transition point in the year. The annual North American selection or match procedure (resulting
in a start date of July 1 for all residents) differs significantly from other countries, where gradu-
ation from medical school and entry into residency programs is more flexible in terms of tim-
ing.” Importantly, time variability should not lead to unexpected surprises at the end of training.
Extensions and reductions in training time should be foreseen by programs, and communicated
to trainees, months or semesters ahead.

In theory, EPAs could facilitate more granular time variability, as the EPAs for which one is not
ready to practice should be definable at any point of time in training. Owing to logistical or other
challenges, if time variability is not a potential option, entrustment decisions run a substantial risk
of remaining a theoretical construct, relying on the presumption that a PGY-4 (postgraduate year
four) can be entrusted with an activity just because they are a PGY-4.

International and cultural differences in entrustment

How trainees and educators think and behave with respect to particular tasks and environments is
socially, culturally, and historically contingent.* Controversy and confusion can arise during inter-
national discussions about entrustment and consequent responsibilities for trainees in health care.
Differences in entrustment practices are affected by the nature of the educational continuum (for
an overview, see Chapter 16), by regulatory and legislative differences, by differences in resources
for health care and training in countries in the Global North and Global South, and by historically
rooted differences in culture and hierarchy. We could not locate useful references, even though we
felt these differences exist. In preparation for this chapter, a subset of authors convened a discussion
group of medical educators with backgrounds in India, the Philippines, Taiwan, China, Malaysia,
Ireland, the Netherlands, and Canada to obtain an impression of differences. In some countries
(e.g., India, Malaysia), interns are entrusted with a wide range of responsibilities (e.g., lumbar punc-
ture, chest tube insertion, pericardiocentesis, uncomplicated deliveries) in public medical colleges
that predominantly supply graduates for rural areas. In this scenario, supervision is formalized as
countersigning histories and procedures done by trainees in task-oriented logbooks. In contrast, in
private medical colleges, where high numbers of supervisory teaching faculty are employed, trainee
responsibilities are much more restricted and supervised. Paradoxically, although graduates from
private medical colleges receive more teaching, they may be far less prepared for practical patient
care responsibilities than graduates from government-sponsored public academic hospitals that
frequently rely on interns to meet the health care needs of large rural populations.
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Timelines for licensure can also differ vastly. For example, the Philippines allows some unsu-
pervised practice prior to licensure, while China delays that fully until after licensure. Politico-
historical developments within a country can also affect hierarchical permissions of autonomy.
Until 1945, during the period of Japanese rule, a strong Prussian-styled hierarchy (originally
derived from German medical education culture) determined the roles of professors, attend-
ings, and trainees in Taiwan. Physicians had significant autonomy to perform procedures owing
to an elevated societal respect for the profession. The SARS epidemic in 2003 became a turning
point, with an emphasis on patient safety outweighing the cultural respect for physicians. As a
result, direct supervision increased and North American influence became more dominant in
medical education.

Conclusion

In this chapter, we have attempted to resolve confusion and debate around EPAs and entrustment
decision-making, addressing both conceptual and practical issues. Undoubtedly, such debates
will continue; however, this book may serve as a supportive resource to provide reference for the
implementation of educational innovations. Educational improvement is a continuous endeavor,
with the path to inventive and productive progress often charged/infused with dialogue, debate,
clarification, and argumentation aiming for a shared mental model and common terminology.
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Abstract

Entrustable professional activities (EPAs) serve important purposes in health profes-
sions education. These purposes include supporting curriculum development and
delivery and guiding trainee assessment, as well as grounding high-stakes decisions to
allow trainees to practice in unsupervised settings. These purposes require more than a
succinct and recognizable title of an EPA. For their full potential, descriptions of EPAs
must be fully elaborated with the detailed information required to deliver on each of
these purposes. Elaborating EPAs also requires a clear understanding of the relation-
ships between other educational and professional constructs such as knowledge and
competencies. This chapter discusses the distinction and relationship between knowl-
edge, skills, and attitudes (KSAs), competencies, and EPAs, discusses the components of
a fully elaborated EPA and why these components are important to implementing EPAs
in educational programs, and examines how EPAs are assembled into frameworks of
EPAs to serve a profession or discipline. The chapter concludes with a brief discussion
of transdisciplinary EPAs.
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Introduction

Many schools, programs, professional bodies, and curriculum committees in the health profes-
sions are currently involved in the implementation of entrustable professional activity (EPA)-
based education,'™* but not all conceptualizations are equally helpful.® A risk of new educational
curricular concepts and frameworks, such as an EPA model, is the ease with which the focus
of educational leaders shifts from why is this framework important? to how do I adopt this new
framework? Developing EPAs and building EPA-based curricula requires that curricular lead-
ers have an in-depth understanding of the rationale for the curricular change. This requires a
rich understanding of EPA construction and its application within competency-based training,
as well as limitations and opportunities of EPAs in areas of curriculum, assessment, and the local
professional workplace. This chapter begins with a description of the essential characteristics of
EPAs, followed by a discussion of three related but distinct constructs used in competency-based
education (CBE)—EPAs; knowledge, skills, and attitudes (KSAs); and competencies. Building on
these concepts, the chapter then focuses on designing a coherent framework of EPAs as part of
a competency-based curriculum that is suitable for assessment decisions that capture grounded
trust in trainees’ readiness for unsupervised professional practice.

Essential characteristics of EPAs

As described in earlier chapters, an EPA is a unit of work in professional practice—it could be a
bundle of tasks, it could be big or small, it could be an early activity, later nested within a broader
EPA, but in all cases it should be an observable, standalone activity. If speaking a second language
were the skill a person possessed, acting as a translator would be an example of an entrusted activ-
ity.® Therefore, EPAs are not ‘possessed’ by a trainee (like knowledge or skills), but rather ‘owned’
by the profession and may be ‘delegated’ or ‘giver’ to a practitioner, or one in training, to execute,
which makes the activity ‘entrustable’

This draws on employment literature, which generally defines scopes of practice and role
responsibilities using the activities of professional practice.”® In health care, EPAs are the work
done in caring for patients. They constitute the task list for which KSAs and competencies
are needed.

Understanding EPAs as units of work is an important starting point. Those embarking on devel-
oping EPAs must go beyond this, building a rich understanding of the purposes of developing and
implementing EPAs.” How one approaches elaborating descriptions of work naturally depends
on the intended purpose(s) of developing the description.” For CBE, identifying and elaborating
EPAs supports decision-making related to education progression and professional certification,
and supports curriculum planning within programs. More specifically, EPAs:

« operationalize competencies into observable units of work;

« support determinations of readiness for trainees to enter unsupervised practice, i.e., to
allow for entrustment decisions and subsequent transfer of responsibility;

« guide the organization of learning and assessment within an education program;

« reflect what professionals do in practice.

Building on these core purposes of EPAs, the health professions literature has established eight
defining characteristics of EPAs—characteristics considered essential to these purposes.’!
(Table 1).
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Table 8.1: Entrustable professional activity characteristics.

Defining characteristics of an EPA

« Is essential professional work in a given context

« Leads to a recognized output of professional labor

« Requires adequate knowledge, skill, and attitudes that are generally acquired through training to
perform successfully

« Is confined to qualified personnel

« Is executable independent of other EPAs

« Is executable within a defined time frame

o Is observable and measurable in process and outcome (well done or not well done)

« Requires integration of multiple competencies

It follows that EPAs developed for health professions education need to align with these charac-
teristics in order to achieve their purposes. This sounds straightforward, but several EPA initiatives
have produced EPAs that failed to achieve this alignment.'*** These problematic outcomes may
stem from a variety of mistakes during development including confusion in distinguishing between
learning objectives, KSAs, competencies, and EPAs, or failing to develop a robust shared mental
model among project team members.”* To help EPA development teams evaluate EPA quality and
ensure this important alignment, Taylor et al. generated the EQual Rubric tool to evaluate EPA
quality (see Chapter 11 for details).' Organizing these defining characteristics into three, practical
categories, the rubric structures the evaluation of EPAs as: (1) discrete units of work; (2) entrust-
able and essential to the profession; (3) described in a way that aligns with educational principles.
Additionally, a faculty development video associated with the rubric can be used for educational
purposes in addition to preparing people to use the rubric.!” Readers should also be aware of sev-
eral articles useful in helping build a rich understanding of EPAs and their application in CBE.>'**?

KSAs, competencies, and entrustable professional activities

To understand the defining characteristics of EPAs, it is also important to understand the dis-
tinctions and relationships between KSAs, competencies, and EPAs. Although the lines between
these often seem to blur,** 2 the underlying principles used to distinguish them are crucial. Hasty
attempts to adopt CBE without the development of the prerequisite understanding of these related
but distinct concepts have frequently undermined the goals and benefits of pursuing competency-
based curricular design.*'>*! Figure 8.1, adapted from the Royal Australian College of Physicians and
the World Health Organization, demonstrates the relationship between KSAs, competencies, and
EPAs using the ‘knowing, being, doing’ curricular model. Arrows show the dependencies between
these domains,?* highlighting the ultimate goal of caring for patients through clinical work.

KSAs represent the foundational building blocks in curricula acquired in preparation for pro-
fessional practice. Although sometimes broad, they are often more granular abilities—ones that
generalize across contexts and settings. Examples of KSAs include: the ability to examine an ECG
and identify rate, rhythm, axis, and intervals; non-verbal communication skills; and knowing the
complications of compartment syndrome. Importantly, KSAs are abilities possessed by a trainee—
something they either have or do not have when entering a clinical situation.

Like KSAs, competencies are also possessed by a trainee, but competencies represent higher-
order abilities that integrate multiple KSAs. Building on the above examples, competencies might
include: interpretation of ECGs for clinical decision-making; communication in emotionally
charged situations; and examining limbs for neurovascular compromise. In contrast to singular
KSAs, competencies require integration of multiple foundational KSAs to produce a clinically
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Figure 8.1: Relationships between KSAs, competencies, identity, and EPAs in the know-do-be
curricular model.

usable ability that is recognizable within a profession or discipline. One cannot see the competen-
cies trainees possess simply by looking at them. Instead, you can observe the application of com-
petencies when trainees use them to perform the tasks of patient care as required for the context.

As described earlier, EPAs are the activities done in caring for patients. Performing an EPA
requires trainees to draw from the KSAs and competencies that they bring with them to the clini-
cal encounter—selecting those they recognize as necessary to deliver the care required for that
patient. Performing an EPA is therefore specific to the clinical context and not something that
is possessed by a trainee. Returning to our examples used for KSAs and competencies above,
an example of an EPA would be ‘Managing trauma care; comprising numerous competencies
(including the example competencies identified above), and foundational KSAs.

EPA 1 EPA 2 EPA 3 EPA 4
Competency A + + +
Competency B + +
Competency C +

Figure 8.2: Relationship of EPAs and competencies as two dimensions of a grid.

This ‘knowing, being, doing’ model shows how KSAs, competencies, and a professional identity
are prerequisites for practice, and EPAs representing that practice. The relationship between com-
petencies and EPAs becomes clear when examining the construction of a framework of EPAs as
two dimensions of a grid. Figure 8.2 shows how the competencies required for a profession relate
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to the EPAs performed in providing health care. A matrix such as the one in Figure 8.2 can provide
a start to a useful blueprint for curricula and guide the organization of learning content.

Not all important curricular components should fit the EPA construct

The definition of an EPA presented here can raise concerns around important areas in health pro-
fessions education that do not fit the EPA construct. Lifelong learning, collaboration, and cultural
safety are all essential competencies in health professions education but are in themselves not units
of work that can be simply entrusted. With an emerging construct such as EPAs, there is often
pressure to make everything fit the novel construct. By exclusively emphasizing EPAs, education
programs can paradoxically diminish the value of these competencies by attempting to make them
into EPAs. ‘Interprofessional collaboration, for example, is sometimes proposed as one EPA within
an EPA framework; this disregards the need for interprofessional skills as a prerequisite for almost
all entrustable activities in health care.” Curricula, programs, credentialling bodies, and others must
ensure that such domains are taught and assessed as competencies—in addition, of course, to ensur-
ing trainees synthesize these competencies into their clinical work, i.e., in EPAs, when appropriate.

Fully elaborated description of entrustable professional activities

An EPA is more than a succinct label of a clinical activity. A fully elaborated EPA should include
the eight recommended components (Table 8.2) in order to provide transparency, robustness,
validity, and applicability." Each of these components provides information important to key
stakeholders in health professions education. For curricular leaders it clarifies what students

Table 8.2: Components of a fully elaborated EPA, their purpose, and relevant stakeholders.

assess progress and support
summative entrustment

important to making summative
entrustment decisions for the EPA

Component Purpose Most relevant persons
1. Title Succinctly and clearly identifies the task ~ Trainees, clinical supervisors
2. Specification and Describes the task in detail to make clear Trainees, clinical supervisors
limitations what the qualification for this EPA includes
3. Potential risks in case of Identifies possible adverse outcomes from  Trainees, supervisors,
failure inadequate performance of the EPA academic advisers/coaches
4. Most relevant competency  Identifies the key competency domains ~ Curriculum developers
domains required to perform the EPA
5. Required KSAs and Maps the activity to relevant Curriculum developers
experiences competencies and/or KSAs and identifies
relevant learning experiences
6. Information sources to Identifies sources of assessment data Curriculum developers,

competence committees

. Entrustment/supervision

level expected at which
stage of training

Provides a map of expected trainee
progression toward readiness for
unsupervised practice

Trainees, academic advisers/
coaches

. Time period to expiration

if not practiced

Sets a timeline for which the skills
needed to perform the task safely are
likely to extinguish if not practiced

Regulators, practitioners
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must learn (domains of competence and KSAs); for medical regulators it defines what exactly
the clinician is certified to do without supervision and for what period of time (specifications,
limitations, and time to expiration if not practiced). Each component serves a specific pur-
pose in operationalizing EPA-based education in today’s highly regulated health care and other
professional fields. It is also important to recognize that not all components are relevant to
all people. Table 8.2 highlights key stakeholders to whom components are most relevant. The
appendix at the end of the chapter provides tips for elaborating EPAs in the eight-component
format, with examples.

When developing EPAs, it is important to recognize that development teams do not need to
(and in fact should not) define all components of an EPA from the outset. EPA title, specifications
and limitations, and most relevant competency domains should be the first priority. These three
components establish the shared mental model for performing the EPA in practice. If consensus
is achieved on these components, elaborating the other components will be much easier and more
meaningful. If there is not consensus on these priority components, it will be very difficult, if not
impossible, to build consensus on the rest.

Beyond its application within professional training programs, this recommended approach to
describing EPAs opens the possibility of microcredentialling for new or specialized clinical activi-
ties. Bedside ultrasound is a task that is increasingly becoming standard of care in many medical
specialties. Yet many practicing physicians were trained prior to its widespread availability. Devel-
oping a fully elaborated EPA for such an activity provides opportunities for physicians to learn
new skills and establish certification for their use.

EPA frameworks

Beyond elaboration of individual EPAs, it is important to consider how a discipline, profession,
service area, or specialty is represented by a set (or framework) of EPAs. A framework of EPAs is
a coherent and reasonably comprehensive set of EPAs that define the core activities of a discipline,
generally arrived at through consensus methods.”* If a single EPA describes a single unit of work,
then a framework of EPAs should capture all of the essential, entrustable work performed for the
goals and scope of the profession or discipline. The framework (or core set) of EPAs allows for
a certification, diploma, even a title (job title or professional title), and/or license. In essence, it
constitutes the activities that would be listed in the job description of a profession—the activities
entrusted and regulated in that profession. But a framework of EPAs for a specific profession is
more than simply an aggregate of EPAs. The term ‘framework’ reflects the need for adaptability
to the heterogeneity of practice that may be seen across a professional jurisdiction. Consider how
a framework of EPAs for family medicine might include the same defined outcomes. In practice,
the application of ‘Managing chronic disease, referring for specialized care, managing urgent pres-
entations” will look very different in a local urban setting than in a national context that includes
rural and remote regions. It is the context that changes, not the EPA.*

It is also important to recognize that there is not a single approach to developing a framework of
EPAs. Frameworks can be composed of small activities with many identified, or broad and few.”
Each of these approaches offers advantages and trade-ofts (discussed in Chapter 9). In consider-
ing the use of EPAs within education programs and for professional certification, highly granular
EPA frameworks often become unwieldy, and risk venturing into sets of skills rather than activi-
ties or tasks. For programs leading to professional certification, experience suggests a total of no
more than 20 is ideal =" Professions with a narrow scope of practice may have fewer; those with
a broad scope of practice, such as family medicine, may require more. Regardless, operational
feasibility is a critical consideration in planning.
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Table 8.3: Features of an EPA framework to guide EPA development.

Features of a cohesive EPA framework

« It identifies the groups of tasks that graduates will be certified to perform®*

« It demonstrates congruent logic(s) across the EPAs”

o It clearly distinguishes each EPA from the others'>'®

« It supports structural entrustment decisions for EPAs (i.e., STARs*)°

o It describes EPAs broadly with limited numbers*

« It requires contextualization in how activities are realized in different clinical contexts—case to case
and setting to setting®*

o It shows alignment between EPAs in the framework and the competencies expected in practice®'***

Ensuring an EPA framework is cohesive is another important consideration. Seven described
features of EPA frameworks can be helpful to consider when envisioning or preparing to develop
EPAs (Table 8.3).

*STAR or statement of awarded responsibility, is a certificate awarded to a trainee granting them
permission to perform an EPA at a specified level of supervision (see Chapter 10).

One quality that warrants further explanation is the use of logics in developing EPAs.” While
more extensively elaborated in Chapter 9, EPAs can be organized as procedures (‘Colonoscopy’),
as functions (‘Consulting on inpatients’), or in relation to diseases (‘Managing patients with acute
kidney injury’). It is easy to see each of these EPAs as a discrete, observable, and entrustable activ-
ity for that discipline. Although procedural EPAs combine well in frameworks with either of the
other logics, blending function- and disease-oriented EPAs within a framework can be problem-
atic. Considering the examples ‘Consulting on inpatients’ and ‘Managing patients with acute kid-
ney injury, these EPAs create areas of overlap that introduce confusion. It is difficult to see how
a trainee could be awarded the former EPA and not the latter. Attention to logics employed is
important for developing a coherent framework.

Completeness of a framework

A final consideration with frameworks of EPAs surrounds professional certification decisions
linked to licensing. As has been previously highlighted, summative entrustment decisions for
EPAs are intended to enable authorization to perform those EPAs in unsupervised practice. How-
ever, certification for unsupervised practice is a regulatory decision generally made comprehen-
sively for the full scope of practice in a given discipline. In most jurisdictions, it is impractical to
routinely customize professional practice licenses from one individual to the next. The implica-
tion is that, if EPAs are adopted in a discipline and intended to inform high-stakes certification
decisions, it is important that there is a complete framework of EPAs that represent the full scope
of practice in that discipline. Microcredentialling, as described above, could in future be linked
to certifications and permissions for individual EPAs, which could in turn enable a responsive
workforce—as evidenced during the COVID-19 pandemic response. However, current practices
are associated with whole qualifications linked to licensing. For that purpose, and for the EPA
framework to provide the bridge between education, practice, and regulation, there must be a core
set of EPAs providing a reasonably comprehensive description of professional practice.

Similar EPAs across different disciplines

There is increasing interest in examining aspects of overlap in clinical practice between disci-
plines and professions. In some cases, multiple disciplines may perform the same task, in the same
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context, for the same purpose. For example, both gastroenterologists and general surgeons may
perform a colonoscopy to identify the source of gastrointestinal bleeding in a patient with iron-
deficient anemia. It seems reasonable that an EPA awarded in one discipline could be carried over
to practice in the other discipline. More commonly, different disciplines or professions perform
similar tasks, but for distinguishably different purposes and in different contexts. Patient handover
is a common activity in most (if not all) health professions, but it is often performed differently in
different contexts and for different purposes. Most would argue the handover EPA is not simply
interchangeable across professions.

Increasingly, health professionals are being asked to work beyond their scope of practice or
even provide aspects of care that are typically provided by another different health profession.
This was perhaps most evident at the height of the COVID pandemic. Constructing the certi-
fication for health professions and design of health care systems with adaptability to shift work
across disciplines in times of crisis is now understood to be of important value. Transdisciplinary
EPAs, those EPAs that apply to multiple disciplines or specialties, provide an attractive approach
to delivering on this need.* But it should be noted that there remains significant debate around
how this would and could be implemented, because the context in which an EPA is performed is
crucial to its portability. Research into understanding how a transdisciplinary EPA awarded in
one discipline can be safely transported by a specialist into a new context or discipline will be
important in advancing this promising concept. Additional discussion of transdisciplinary EPAs
can be found in Chapter 10.

Conclusion

EPAs and frameworks of EPAs constitute an attractive approach to clarify the core of health
disciplines and their activities. Defining and identifying EPAs to be truly useful for the purpose
of the training for these health professions requires thoughtful deliberation, consensus among
educators, and careful planning.
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CHAPTER 9

Approaches to identifying and elaborating
entrustable professional activities

Marije P. Hennus, Ylva Holzhausen, Roberta I. Ladenheim,
Daniel Nel, Severin Pinilla

Abstract

In the evolving landscape of health care education, entrustable professional activities
(EPAs), as units of professional practice, provide educators with an authentic means of
connecting curricular design with professional practice. This chapter provides health pro-
fessions educators with a comprehensive and practical guide to EPA development. Navi-
gating the complexities of EPA development demands a nuanced understanding of the
underlying constructs. This chapter sequentially tackles fundamental challenges: where to
start, identifying key activities, shaping them into EPAs, building consensus on the frame-
work, and piloting. By offering actionable insights, it empowers readers to navigate this
challenging process effectively. Whether you are at the outset of a new EPA initiative or
seeking refinement of previously developed EPAs, this chapter provides a practical road-
map for establishing purposeful EPAs that contribute to robust and relevant curricula.
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Introduction

When identifying and defining entrustable professional activities (EPAs), it is essential to remain
focused on their intended purpose—describing the core work performed in the practice of that
profession. Numerous publications have elaborated on the definition of EPAs and highlighted
distinctions between EPAs and competencies, which are abilities acquired by learners through
training.’”* In addition to being an philosophical approach to health professions education, EPAs
operationally describe a profession.* While EPAs have mainly found use in developing curricula
and establishing workplace assessment procedures for specialized training, the work of identify-
ing, elaborating, and building consensus for EPAs focuses on the profession itself. Developing
EPAs demands a significant investment of time and resources. Therefore, prioritizing the develop-
ment of specialty-specific or national EPAs is preferable over local initiatives. This not only empha-
sizes the need for a robust formulation of units of professional practice that can be recognized,
entrusted, and certified as a credential but also nurtures a unified vision within a specialty or
profession. Individual programs working on EPA development locally can still find value in their
frameworks but run the risk of missing out on broader collaborative opportunities and may face
potential redundancy or contradiction with national or specialty-wide endeavors in the future.

Effective implementation of EPAs in health professions curricula requires that EPA develop-
ment adheres to various quality standards, consensus norms, and validity criteria (see Chapters
5 and 11); the goal is to ensure alignment between EPA construction and intended purpose in
education. These include considerations of content validity, stakeholder endorsement, EPA qual-
ity, feedback from sounding boards within a professional society, and inclusion in continuing
education programs.* In essence, the greater the attention given to these details, the greater the
likelihood that the EPAs will ‘work’ as intended. This chapter aims to provide a practical and
comprehensive overview of various approaches to identifying and elaborating EPAs that are fit
for purpose. It sequentially tackles the following fundamental questions: where to start, how to
identify key activities and shape them into EPAs, how to build consensus on the framework, and
finally why and how the drafted EPAs should be piloted (Figure 9.1).

1. Where to start?

1a. Assemble a
core EPA team 1b. Build up

expertise

5. Why and how to

pilot preliminary 1c. Establish a shared
EPAs? understanding on the
purpose of EPAs

2a. Explore
EPA existing EPAs

development

road ma .
i 2b. List key activities of 2. Identify key
profession activities
4. How to reach

consensus on an 56U
2 c. Use consensus
EPA framework? methods to generate

key activities

3c. Quality check of

3C. ( 3a. Determine
initial draft (EQual 3b. Consider logic of EPAs
Rubric) number and g
breadth

3. Shape EPAs into
activities

Figure 9.1: Road map to identifying and elaborating EPAs.
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Where to start?

Embarking on the process of developing EPAs may initially seem overwhelming but it does not
need to be. The following steps (1a through 5c; see Figure 9.1) will help establish a solid founda-
tion for this journey.

Assemble a core team (1a)

Identifying and elaborating EPA descriptions is a team effort and often based on an official man-
date, e.g., from a specialist society, government, or institutional leadership. One of the first tasks is
to put together a core working group to perform this task. It is recommended that the members of
the EPA core team are diverse in many ways: e.g., different (clinical) experience and hierarchical
levels (e.g., from trainees to supervisors to heads of departments), varying educational expertise,
and from different training centers and practice settings, as relevant.” The number of core team
members depends on several factors, such as whether the EPAs are being developed for a single
institution or a (national) specialty group; as a general rule, core teams typically include five to
six members.® It is important to note that this core EPA team will play a central role throughout
the process from development of EPAs to their implementation, necessitating broad stakeholder
support for the group.

Build up expertise (1b)

Once the core team is established, identifying helpful resources to build and expand their exper-
tise on EPAs is crucial. The existing literature offers a strong theoretical foundation."”* and pro-
vides guidelines on EPA development in general.>**® EPAs have now been adopted in various
professions and disciplines, providing a wealth of profession- and specialty-specific examples'®-*?
and an excellent starting point. Additionally, seeking guidance from educational experts or col-
leagues with experience in EPA development can offer the team valuable insights. Lastly, online
resources, as well as national and international workshops and courses, provide not only a theo-
retical background but also hands-on experience and tools for conducting workshops and courses
focused on EPAs at one’s institution.

Establish a shared understanding on the purpose of EPAs (1c)

Beyond building individual expertise, establishing a common vision and fostering a shared under-
standing of EPAs within the core team are crucial, as they significantly enhance team perfor-
mance." It is essential to clarify, at an early stage, the purpose and planned implementation of the
EPAs in the curriculum. Important questions to address include whether EPAs will be designed
for a local, regional, or national training program,; the level of training expected from participants
(with experienced learners typically undertaking more challenging and broader tasks); how EPAs
will be used by regulators and certifying bodies; and how EPAs will be implemented within the
curriculum (e.g., whether they are to be integrated longitudinally throughout the curriculum or
defined for a specific training period). The responses to these inquiries will shape the number and
breadth of EPAs to be developed.

Furthermore, addressing potential causes for confusion regarding EPAs is pivotal when con-
structing this shared mental model. Key points to consider in this regard include:

« Distinguishing competencies as abilities possessed by learners (e.g., ‘conducting clini-
cal interviews with a patient-centered approach’) from EPAs, which represent units of
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professional work (e.g., ‘assessing and treating a patient with chronic medical disease’—see
Chapter 8).

 Recognizing that not all competencies and objectives should or can be operationalized
as EPAs. For example, essential competencies like ‘lifelong learning’ and ‘interprofes-
sional collaboration’ are integral but do not involve discrete tasks to be mastered and
performed.'

o Understanding that EPAs are tasks entrusted by society to professionals in a given field,
requiring them to perform these tasks safely and at an accepted professional standard.
Entrustment goes beyond clinical abilities, necessitating professionals to possess features
described by the ‘A RICH” mnemonic, namely: Agency, Reliability, Integrity, Capability,
and Humility."

Building this shared understanding among the EPA development team will strengthen and clarify
the purpose of EPA development work being undertaken.

Identify key essential activities of a profession

A range of methods can be used, often in combination, to clearly articulate the daily activities
integral to a profession, ultimately shaping an EPA framework.

Explore existing EPAs (2a)

Getting an overview of the existing EPA landscape in the field of interest can be helpful as it is
certainly easier to shape the wheel than to reinvent it. However, caution is advised when adopting
established EPAs. EPAs previously published may not consistently adhere to current quality stand-
ards. Furthermore, they were developed for a specific educational and clinical context that may
differ in significant ways. Consequently, it is essential to adapt these EPAs to ensure their validity
and feasibility within one’s own context, ensuring they accurately reflect the activities undertaken
by professionals in that setting. Making them fit for purpose is imperative.

List key activities of daily practice (2b)

Another approach involves retrospective reflection by a representative group within the profession,
where they describe their work. Importantly, the representativeness and competence of these health
professionals, particularly when aiming for broad-scale implementation, are pivotal factors influenc-
ing both the process and outcomes. In addition to focusing on activities in practice, listing key activi-
ties of trainees, according to training phase (i.e., nested EPAs), may also provide valuable insights.
However, it is essential to view this process through the lens of defining end-of-training EPAs. Both
approaches can be augmented with additional data from logbooks, workplace observations, or pub-
lished literature, including cognitive task analysis studies. Finally, seeking expert advice from col-
leagues in different disciplines or countries where EPAs have already been implemented may prove
highly beneficial. For instance, it can help in avoiding pitfalls, identifying areas of disagreement, and
pinpointing problems that arose during implementation due to EPA construction.

Use of consensus methods to generate key activities (2c)

Using established consensus methods, such as the nominal group technique (NGT) or Delphi
method, may also aid the identification and prioritization of key tasks for one’s profession. The
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NGT, a structured face-to-face interaction, is a particularly useful brainstorming and consensus
method for this purpose.' It provides significant benefits by fostering equal participation among
team members and mitigating power differentials among participants. NGT is very useful when
groups are first identifying and prioritizing EPAs for consideration. For those less familiar with
NGT, literature on its use in health professions, including curriculum development, provides an
excellent introduction®. The Delphi method is an iterative, survey-based, decision-making pro-
cess that involves a panel of experts providing anonymous feedback on a series of questions or
statements. Facilitated by a moderator, participants revise the statements or responses to ques-
tions based on group feedback in successive survey rounds. This iterative process continues until
consensus is reached (generally three rounds). The Delphi method is well-suited for revising pre-
liminary EPAs into a more refined and broadly accepted framework of EPAs.

The selection and use of different consensus methods will depend on a variety of factors, such as
differences in power and experience among participants, the scope of the project, and the breadth
of professional practice. Typically, formal consensus methodologies like the Delphi method are
used for multi-institution projects, where they have the additional advantage of achieving buy-in
from multiple stakeholders. However, such processes are more complex to set up and are time-
consuming. Regardless of the chosen identification methods, careful selection of data sources and
experts in the developmental process is crucial to ensure that the collected key activities represent
the work of that profession and will inform the development of valid EPAs that are fit for purpose.

Shape key activities into EPAs

Navigating the process of identifying and describing the key activities of a clinical specialty to
build a framework of well-constructed EPAs can be challenging. The following steps offer guid-
ance in accomplishing this:

Determine the logic of EPAs (3a)

Three primary logics, the perspectives used by developers in medical education to break down
the practice of their profession into units of professional work, are commonly employed in EPA
frameworks.’ These are: ‘service provision, ‘procedures, and ‘disease or patient categories, with
many programs adopting a combination of at least two of these logics. Each logic (or approach)
comes with its own set of advantages and limitations. The ‘service provision’ logic defines EPAs as
broadly described tasks, for example ‘assessing and treating acute patients’ While this approach
results in a smaller number of EPAs, it lacks case-specificity when applied to patient encounters.
In contrast, the ‘disease and patient categories’ logic involves crafting EPA descriptions that cap-
ture the specifics of patient encounters within a specialty, such as ‘assessing and treating canine
weight loss! However, this logic may lead to an excessive number of EPAs, especially in broad-
based professions and specialties with diverse patient presentations. Consequently, when selecting
the logic(s) to be used in drafting EPAs, it is crucial to consider the profession’s scope of practice.
Profession-specific challenges related to feasibility and case-specificity help identify the logic(s)
that best align with the actual work being done. Nevertheless, it is important to remain flexible
and open to revisiting this decision when progressing in the EPA development process.

Consider the number and breadth of EPAs (3b)

The granularity of the EPAs is also an important point of discussion, as the breadth or scope of
EPAs is directly linked to their total number. Opting for a few large or many small EPAs comes
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with both advantages and disadvantages. For instance, if only a handful of EPAs covers an entire
specialty, they inherently become broad. This risks having EPAs that are only partially observable,
draw on long lists of competencies, and are only generally recognizable in everyday clinical prac-
tice or less functional in early training stage. In such cases, breaking down these larger EPAs into
subordinate EPAs, known as ‘nested EPAs, can be beneficial. Nested EPAs allow for more focused
assessment of a particular application in an earlier training stage or for specific contexts (clinical/
educational) of the broader parent EPA. On the other hand, defining many smaller EPAs brings
specificity and observability and facilitates rich feedback discussions. However, concerns arise
regarding the potential atomization of EPAs and the logistical and administrative burden associ-
ated with managing a large number of them. High assessment quotas may threaten the feasibility
and sustainability of EPA implementation, leading to a tick-box mentality that lacks formative
value and creates low-quality data of little use in making high-stakes decisions. Consequently,
a guideline value of a maximum 10 EPAs per year of continuing education or approximately 30
for a whole education program is recommended.?! Increasingly, programs are using 10 or fewer
EPAs for an entire program, which allows for greater feasibility and inclusivity of diverse (clinical)
situations and contexts. During the process of identifying and selecting preliminary EPAs, careful
consideration should be given to the possibility of combining or splitting certain EPAs with this
general number in mind. Subsequently, the establishment of core EPAs that all graduates must
master, along with optional or ‘elective’ EPAs available for those who have the capacity to tackle
more, may enhance the flexibility and effectiveness of the educational framework.

Discuss the pros and cons of logics, numbers, and breadth of EPAs with panel members
at the outset, before employing the NGT. This will help shape a shared mental model for the target
product to be developed. Such deliberations significantly contribute to refining EPA development
strategies and can prevent problems that are difficult to address later in the process.

Quality-check initial draft of EPAs (3c)

Ensuring high-quality construction of the initial EPAs early in the process is crucial to avoid
unnecessary use of resources and the need to correct problems later. To support the development
of EPAs, there is a quality benchmark—the EQual Rubric tool—that should be applied right from
the start to check whether a proposal for an EPA is really an EPA (see the section on the EQual
Rubric tool in Chapter B11).? Every correction of a poor-quality EPA in a later phase of the
development process involves additional effort.

How to reach consensus on an EPA framework?

Once a preliminary set of EPAs is established and refined and has passed quality assurance, the
next crucial step is to build broad consensus on that set.”? At this stage, the focus shifts toward
engaging the ultimate end users of the EPAs. Feedback from end users that is gathered during the
consensus process allows for refinement of the elaborated components of the EPAs to better align
EPA descriptions with their use in curriculum, assessment, and entrustment decisions. Addition-
ally, consensus facilitates collaboration and buy-in from educators, supervisors, trainees, and
accrediting bodies, promoting a unified approach to EPAs.

Use a consensus method to establish an EPA framework (4a)

Consensus may be achieved by simple methods like expert meetings, with the involvement of
discipline-specific leadership committees, or by more formal consensus methods such as the
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Delphi technique."! A common modification of the Delphi approach in EPA development provides
respondents with a set of partially elaborated EPAs from the outset.?* EPA descriptions provided,
at a minimum, include the EPA title, specifications and limitations, and domains of competence.’
These core components establish the groundwork for understanding how to execute the EPA
effectively in real-world scenarios. Once consensus is reached on these essential components, it
becomes simpler and more impactful to expand and elaborate upon the other aspects of the EPA.
Finally, it is important to allow respondents the opportunity to provide commentary on the entire,
preliminary set of EPAs and be given the opportunity to suggest potential additional EPAs.

Participant selection for consensus methods (4b)

As respondents play a pivotal role in the Delphi process, it is essential to establish criteria for the
expertise required and determine the desired number of respondents thoughtfully. A range of
10 to 50 respondents is considered adequate.”® They should possess knowledge not only about
the EPA concept but also about the specific (health) profession content. It is important to note
that Delphi respondents may be aware that they will be working with the resulting EPAs. This
can enhance their interest in participating but may also introduce bias as responses will not only
reflect content expertise but also consider feasibility, implementation, and political acceptability.
By contrast, involving Delphi respondents with limited understanding of EPAs or only a modest
level of interest may lead to high consensus scores for EPAs with questionable validity. This can
create the illusion of a high-quality product, which in turn influences the adoption and implemen-
tation of potentially problematic EPAs. EPA developers should be cautious about this potential
trap when selecting Delphi respondents.'

Why and how should a preliminary EPA framework be piloted?

Once the quality of the preliminary EPAs is ensured (see Chapter 11) and broad consensus is
obtained, the next step involves testing their suitability and feasibility for use in programs.
Pilot-testing offers a low-risk, high-return opportunity and can be viewed as the final rehearsal
for drafted EPAs.

Identify sites for piloting (5a)

Pilot-testing is typically conducted with a small sample of intended users in real-world condi-
tions to assess the feasibility of implementing a new initiative and gauge its potential benefits on a
larger scale. If a set of national EPAs has been developed, consider piloting at two to four institu-
tions, ones that would be anticipated to have distinct implementation challenges. For local EPAs,
pilot-testing with five to 10 local users (supervisors and trainees) will likely suffice.

Collect feedback from end users (5b)

Pilot-testing should also begin with a selected subset of the EPAs that can guide decisions on
the feasibility of rolling out the full list of EPAs, ensuring that manageable assessment quotas are
implemented.” During pilot-testing, it is crucial to go beyond simply deploying EPA-based assess-
ment tools and reviewing assessment data collected. It is essential to conduct interviews with
learners and supervisors to gather feedback on the EPAs themselves, the assessment tools used,
the impact on workflow, and any barriers identified.
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Scale up piloting (5¢)

Scaling up the piloting of EPAs, if needed, from one to more sites and more EPAs iteratively allows
for the evaluation and refinement in diverse clinical settings, ensuring they are adaptable and
effective across different contexts. This approach facilitates the collection of broad feedback on
practical implementation issues and the integration into various workflows, crucial for identifying
and resolving barriers early.

Conclusion

Successfully navigating the development of EPAs hinges on a clear understanding of their
purpose. This chapter offers a practical and thorough guide to identifying and elaborating EPAs.
Key considerations include assembling a diverse core team, building expertise through litera-
ture and expert guidance, and fostering a shared understanding of EPA purpose. Methods for
identifying key activities range from exploring existing EPAs to reflecting on daily practice and
employing consensus-building techniques. Shaping these activities into EPAs necessitates select-
ing a (combination of) logic(s) and striking a balance in EPA granularity and total number of
EPAs. The attainment of consensus, which may be facilitated by methods like Delphi, is para-
mount, while pilot-testing ensures feasibility. This comprehensive overview is designed to equip
(future) developers with the tools needed to create effective and purposeful EPAs within their
professional contexts.
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CHAPTER 10

Clarifying terminologies related to entrustable
professional activities and entrustment
decision-making
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Abstract

Entrustable professional activities (EPAs) and entrustment decision-making have become
common language in competency-based education in the health professions. Since its
introduction, several other related concepts have been introduced, which has made it more
complex to get an overview of the domain. This chapter sets out to discuss OPAs (observ-
able practice activities), EPA specifications, nested EPAs, core EPAs versus elective EPAs,
transdisciplinary EPAs, Practice Activities as used by the WHO, retrospective versus pro-
spective entrustment-supervision scales, STARs (statements of awarded responsibility),
microcredentials, and hospital privileging. The concepts are defined and elaborated with
examples.
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Introduction

Despite the wide uptake of the concept of entrustable professional activities (EPAs) in many health
professions education programs, and the seemingly simple and intuitive nature of the concept (an
activity one would trust a trainee or professional to do), translating it into practice has been less
straightforward and has led to questions about what an EPA is and how one can use it. In addition,
the language around EPAs has expanded with the addition of new, related concepts. This chapter
aims to help the reader see the forest for the trees’ by explaining several of these related con-
cepts and providing guidance on how to use them in health professions education. We distinguish
between concepts directly related to EPAs and those related to entrustment decision-making. This
chapter is not exhaustive and every chapter in this book uses and explains language for a good
understanding of its content. The terminologies here stand out, as publications in the literature
using these do not always provide clear explanations.

Terminology related to entrustable professional activities

EPAs are units of clinical practice that, as a whole, can be entrusted to a professional, or someone
in training for that profession."” Not all daily activities of a clinician are suitable for professional
entrustment (e.g., ‘Creating a personal development plan’), if they are not contributions to patient
care. EPAs are ‘entrustable; i.e., a decision of entrustment can be made to transfer the responsibil-
ity for the activity,’ either ad hoc or more permanently after a summative entrustment decision.
EPAs can be rather broad responsibilities, such as ‘Serving on an outpatient diabetes clinic’ for a
resident in internal medicine or ‘Perioperative care for the critically ill surgery patient’ for one in
surgery. Clearly, such broad EPAs can be described in more detail, and can include smaller activi-
ties (e.g., ‘Obtaining informed consent’). Here is where alternative terms for units of practice arise.

OPAs, or observable practice activities

Warm and colleagues introduced the idea of multiple small and specific observable practice activi-
ties (OPAs), to be measured over time, leading to entrustment decisions mapped to Milestones
(which, with a capital M, are significant points in the development of competencies, required
in the USA to be reported semi-annually to the Accreditation Committee for Graduate Medical
Education, ACGME) and to EPAs, showing developmental progression.* OPAs and EPAs differ in
two distinct ways: in their granularity (OPAs are usually small and many) and in their suitability
for a summative entrustment decision. In addition, Warm proposes distinguishing ‘process OPAS’
(example: ‘Minimize unnecessary care including tests’) from ‘content OPAs” (example: ‘Manage
ventilator changes in the ICU’).* Both examples would be less suitable for an EPA. The first can-
not easily be envisioned as a unit of practice that can be entrusted (with direct, indirect, or no
supervision). The second example would only qualify as an EPA that an ICU doctor would be
hired for or scheduled to do if it were combined with other OPAs. While OPAs are not applied
in many programs, the literature describes some other rationales for OPAs, such as the wish to
specify established EPAs in more detail, and the wish to link observable activities to Milestones,”
the required reporting format of the ACGME in the US.%”

The emphasis in assessment of OPAs is on observation. Their purpose is twofold. The first is to
assess learners’ competence regarding activities that require ‘discrete collections of knowledge,
skills, and attitudes that can be observed and entrusted,® rather than to grant an actual qualifica-
tion, with a summative entrustment decision. The other purpose is to collect information that can
be mapped over time to inform larger assessment collection efforts for progress or entrustment
decisions (such as Milestones or EPAs).
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Major decisions about granting entrustment with units of professional practice (STARs - see
below) would be unwieldy if these would regard hundreds of small OPAs®, and would lose the sense
of holistic decisions. EPAs serve to provide steps toward increasingly autonomous practice in patient
care, through grounded, summative entrustment decisions, shared by the educational team or com-
petency committee of a program for each EPA. However, bundles of OPAs together can establish an
EPA.° Here is where OPAs show overlap with the ‘specification’ section of an EPA description.'

EPA specification items as bundled small EPAs

EPA sets are frequently published and utilized in consensus processes solely based on their titles. Yet
these titles rarely provide a comprehensive understanding of the qualifications and responsibilities
granted to a trainee following a summative entrustment decision. It is essential for the trainee, clini-
cal staff, interprofessional team, and others to understand well which responsibilities are included
in an EPA qualification and which are not. Providing specifications and delineating limitations is a
crucial aspect of defining an EPA.! The specification includes smaller components of this respon-
sibility and can be listed in different ways. They could be the chronological steps of the EPA or the
combined sub-activities that the EPA qualification encompasses. The specification describes the
activity in necessary detail. It frequently happens that, when a new framework of EPAs is created—
for instance with a nominal group technique—a long series of small activities is generated and sub-
sequently reorganized into broader EPAs, each with component sub-activities, so items listed in the
specification can often be regarded as small EPAs. Box 10.1 shows a very elaborate EPA—derived
from an article under submission'—that was created after two nominal group procedures with
experts. In many cases, specifications can be briefer: enough to inform relevant stakeholders, but
not more. Our recommendation would be that developers who consider using OPAs to be small
units of practice within an EPA think of writing these out as specifications of the EPAs.

In the full description of an EPA, not only is a specification included but also competency
domains, knowledge, skills, attitudes (KSAs), and experiences, which are sometimes regarded

Box 10.1: EPA example.

Title Providing care to non-hospitalized adult patients with a known common chronic
condition

Specification 'This EPA implies qualification for:

« History taking and physical examination

« Establishing and prioritizing differential diagnoses

o Requesting and interpreting common diagnostic and screening tests

« Providing treatment as appropriate, including writing prescription orders, for
conditions at least including hypertension, diabetes, dyslipidemia, COPD, heart failure,
asthma, anxiety, depression, hypothyroidism, GI disorders, osteoarthritis, and chronic
skin, infectious (HIV), and renal and neurological diseases

« Counseling patients (and families) about condition and treatment, especially around
medication use

« Evidence-based screening, considering age and risk factors

o Educating patients regarding risk factor modification and preventive care

» Documenting medical notes, referral letters, and clinical evolution

« Conducting home or remote monitoring regarding chronic health problems or disabilities

o Referring patients to other health care practitioners and specialists as appropriate

This EPA includes a qualification to attend to patients unsupervised in the following settings:

« Outpatient setting; patient-home setting; urban setting; rural setting
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as a specification. This conceptualization is not correct, as competencies and KSAs are required
features of the trainee before an entrustment decision can be made to allow them to practice the
activity, and ‘specification’ is merely the activity explained, as a list of its components.

Nested EPAs

A concept in the EPA language, somewhat related to OPAs and specifications but still distinct, is
the nesting of smaller EPAs within broader EPAs."" As trainees progress through the educational
continuum, their responsibilities grow over time and EPAs become broader. Nested EPAs are a
developmental concept. When a student is trusted with examining a patient for a specific rea-
son (e.g., to measure blood pressure) and their report is no longer checked or questioned but
accepted and incorporated in a medical record, then an entrustment decision has been made for
a small EPA. However, further in training, that small EPA is no longer a useful entity because it
becomes too small and should be incorporated (nested) within a full physical examination. Sub-
sequently, measuring blood pressure becomes part of a full consultation, then full management of
a patient and finally a whole clinic (Figure 10.1)."" Nested EPAs can thus be defined as true EPAs
(stand-alone contributions to patient care), to be entrusted often up to the level of indirect super-
vision, and to become part of a broader EPA at a later stage of training.

This way, the number of EPAs at a particular stage of training can be limited to the relevant
activities for that stage. At the end of postgraduate and fellowship training it is no longer useful to
talk about nesting, as the EPAs will reflect actual units of professional practice.

Nested EPAs have not been used frequently, but the Utrecht undergraduate medical program
employs them. Five broad EPAs are defined for the final year, which includes an advanced 12-week
clerkship, akin to a subinternship. “The clinical consult’ is one of the broad EPAs that includes a
full history and physical examination. In prior years, specialty-specific basic history and physical
examination EPAs have been defined for internal medicine, surgery, neurology, pediatrics, obstet-
rics/gynecology, and psychiatry, as these are not identical. Students are first trained and qualified

EPA for a junior medical student:
Measuring & reporting blood pressure

EPA for a senior medical student:
Complete physical & history and report

EPA for a junior resident:
Management of uncomplicated patient

EPA for a senior resident:
Serving on a regular outpatient clinic

Figure 10.1: Examples of nested EPAs.
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for specialty-specific clinical-consult EPAs, which are subsequently all considered to be nested in
the overarching final-year EPA “The Clinical Consult'* Nested EPAs may also serve in postgradu-
ate programs, such as when complex surgeries are broken down into components that can be
entrusted to junior surgical residents. A nested surgical EPA (e.g., ‘Open entry into the abdomen’)
can occur in multiple different types of surgical procedures.

Core EPAs and elective EPAs

Many programs have defined core EPAs."*!* Few, however, have defined elective EPAs. Core EPAs
can be defined as EPAs that every graduate should be prepared to do. Training and summative
entrustment for elective EPAs can be offered to trainees who develop faster than predicted and
have the space and capacity to master additional, noncore EPAs. Offering elective EPAs is one way
to respond to wishes of time-variability. Elective EPAs can, for example, be rare procedures, only
trained and executed in specialized centers, offered to residents with a special interest.

If a curriculum focuses on the target of having trainees be ready for all core EPAs a half year
before the end of training, then there is space for those who need more time, and training and
qualification in elective EPAs can be offered to those who do not need more time. This requires
flexibility'>'¢ that not all jurisdictions can easily offer. Alternatively, elective EPAs are being used
in Dutch postgraduate nursing training when a hospital offers training for employment in specific
and restricted areas of care, without requiring full training in that specialty.'”'®

Transdisciplinary and transprofessional EPAs

EPAs are generally designed for a program. That can be a general program, such as for under-
graduate medical education,” for specific programs such as a pediatric ICU fellowship,' or even
personalized, such as for physician assistant training.” However, EPAs do not need to apply to
only one program or discipline, or even one health profession. Advanced trauma life support, for
instance, can be regarded as an EPA for which several health care workers may be qualified, either
as a core EPA in their program or as an elective EPA to be added.

Transdisciplinary EPAs (sometimes called ‘common EPASs’) apply to multiple disciplines, and
transprofessional EPAs to multiple professions. The terminology originated during the compre-
hensive reorganization of postgraduate nursing education in the Netherlands in 2019-2022. This
transition shifted from isolated educational programs to training focused on EPAs as founda-
tional components (Figure 10.2). This shift aimed to create a more tailored career trajectory and
to enhance responsiveness of the workforce to health care needs.”” An example from this work is
‘Providing care for adult patients with imminent risk for cardiac arrest’ in the domain of emergency
nursing. The national project offers a library of EPAs from which registered nurses can choose to
advance their skills and meet their needs, all with appropriate restrictions and regulations.'®

Figure 10.2 shows the example of the restructured Dutch postgraduate nursing programs, from
fully parallel, siloed programs to a highly flexible model with hexagonal icons representing EPAs,
which includes core EPAs and elective EPAs (darker and lighter hexagons, respectively), some
of which are transdisciplinary (two-colored hexagons).

The WHO’s practice activities

In 2022, the World Health Organization (WHO) launched a competency framework for non-med-
ical-health professionals worldwide as a component of its universal health coverage aim*, with a



16 Entrustable professional activities and entrustment decision-making in health professions education

Before 2023 Since 2023

i

Non EPA-based post- EPA-based postgraduate
graduate nursing training nursing training

Hatched EPAs are transdisciplinary

Figure 10.2: Transdisciplinary EPAs (graphics from the Dutch national CZO-Flex Level project).

competency model that has subsequently been adopted across the organization. The framework
extensively elaborates on three key elements: KSAs, competencies, and the practice activities for
which these are required. In principle, practice activities mirror and draw their inspiration from
EPAs. However, to align with the language used by the International Labour Organization, a distinct
terminology was adopted that reserves ‘professional’ for a narrower category of workers than the
broad scope that the WHO’s competency framework targets. Further, the framework offers a menu
of different practice activities for the health and care team as a whole; they require specification to
the occupational scope of practice, level of supervision (equivalent to the EPA scale), and context
such as tools, specific health services, teams or language to be used for a specific curriculum.

Terminologies related to entrustment decision-making

EPAs derive their value from entrustment decision-making, i.e., the gradual transfer of respon-
sibility to trainees for units of practice, either in the moment (‘ad hoc’) or summatively. Ad hoc
decisions hold for the moment during daily practice in a teaching hospital. Summative decisions
are more permanent; they require a serious evaluation of the trainee by an educational team or
clinical competency committee, they must be grounded in sufficient observations, and they must
follow the principles of programmatic assessment.”? Summative entrustment decisions are not just
decisions of trainee progress but deliberate decisions to entrust trainees with responsibilities they
did not have before.

Retrospective versus prospective views on entrustment as assessment

In traditional approaches to assessment in education, what the student or trainee has done deter-
mines their score, be it in an examination or assignment or as observed performance, which
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implies a retrospective evaluation. Entrustment decision-making evolves around estimation of
readiness for future practice with less supervision, which is a prospective endeavor. Entrustment-
supervision (ES) scales” focus on an estimated or recommended level of supervision for this
trainee and this EPA. A retrospective ES scale reports how much help or supervision a trainee
needed when observed; a prospective ES scale goes a step further and includes a recommended
level of supervision for future cases.

Statement of awarded responsibility

A less frequently used but not unimportant concept is Statements of Awarded Responsibility
(STARs).** A STAR is a formal acknowledgment that a trainee is ready and allowed to execute an
EPA, basically autonomously but with distant supervision if still formally in training.* A STAR
can be seen as a microcredential for an EPA after a summative entrustment decision; it has been
suggested that they can be translated to digital badges.”® STARs can populate a trainee’s personal
portfolio to reflect what they are qualified to do at any moment during training, and during prac-
tice after training.”*

EPAs versus hospital privileges and microcredentials

EPAs for which trainees are qualified resemble the units of practice for which hospitals ‘privilege’
physicians, nurses, midwives, and other health professions. Privileges are the permissions granted
to enter premises and provide clinical care in a hospital. Privileges can be determined by state laws
or hospital accrediting bodies. They include admission and discharge of patients under a physi-
cian’s name and allow physicians to perform specific procedures like surgery. Privileges must be
awarded by the hospital where a health professional wants to practice. Privileging also regulates
supervision of some health professions by others, as well as the supervision of trainees, often
specified in levels of direct and indirect supervision, and the parallel with supervision levels for
EPAs (or OPAs) is striking. See examples of 51 lists for various disciplines and professions at the
University of California San Francisco Health System (https://medicalaffairs.ucsf.edu/privileges).

Microcredentials, embraced by the European Council to enhance flexible, life-long learning
pathways,” are records of small-volume learning outcomes, assessed against transparent, well-
defined criteria, to be offered in addition to diplomas. Norcini envisions microcredentials to
be useful for the future of medical education® for specific areas of practice (also referred to as
microcertifications or badges) and provides the example of a US university offering 215 micro-
credentials in licensure-related areas such as accounting, education, engineering, health care,
and veterinary sciences, and references the American Board of Internal Medicine Foundation’s
Institute for Clinical Evaluation, which offers credentials in areas like electrocardiogram reading
skills.* Microcredentialing aligns well with the concept of EPAs and may operationalize the per-
mission to practice in new areas, after completion of postgraduate training.***

Summary

Table 10.1 summarizes the EPA-related concepts as discussed in this chapter.

Figure justifications

Figure 10.1 was adapted from ten Cate et al. 2015."! Figure 10.2 was derived from Dutch national
CZO-Flex Level project (https://www.czoflexlevel.nl).
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CHAPTER |1

Monitoring and evaluating EPAs
and EPA frameworks

David R. Taylor, Alan Schwartz, Abigail T. Elmes-Patel,
Adrian P. Marty, Marije P. Hennus

Abstract

Evaluation is essential throughout the development of entrustable professional activities
(EPAs) to ensure that the resource-intensive work required in EPA development leads to
a set (or framework) of EPAs that are fit for their intended purpose. This chapter draws
on program evaluation literature to show how EPA core team leaders can conceptualize
evaluation as part of the EPA development process. It then covers key evaluation strategies
relevant to different stages in EPA development, piloting, and implementation. In addi-
tion, an in-depth discussion of the purpose and use of the EQual rubric for evaluating
individual EPA quality is provided.
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Introduction

This chapter describes evaluation methods that can be used during entrustable professional activ-
ity (EPA) development initiatives to improve the quality and construction of the EPAs produced.
(This is separate from evaluation of learners performing EPAs, which is covered in Chapters 17 to
20.) The ultimate goal in EPA development is to produce EPAs that (a) are a clear and representa-
tive description of the work of the profession or discipline, (b) are constructed in a way that facili-
tates teaching and assessment of learners, and (c) can be used in making decisions on readiness
for unsupervised practice.! Achieving these aims requires an iterative approach to EPA develop-
ment that adapts to information and opinions collected throughout the process. If follows that
an effective evaluation plan for EPA development should go beyond simple adjudication of the
quality of proposed EPAs but must also inform the process through which the EPAs are derived,
consider the implications (or consequences) of adopting the collective set (or framework) of EPAs,
and address ongoing needs for monitoring and revision after implementation.! Evaluation in this
context therefore includes both formative evaluation approaches (evaluation intended to direct
improvements) and summative evaluation approaches (evaluation intended to provide quality
assurance for the end product).

The term EPA framework is frequently referenced during this chapter and warrants defining
from the outset. As described in Chapter 8, a framework of EPAs is a coherent and reasonably
comprehensive set of EPAs that define the core activities of a profession or discipline."* It should
capture all of the essential, entrustable work within the profession’s scope of practice. The specific
use of the term framework reflects that the collective set of EPAs will be applied differently across
different contexts but for a shared purpose and outcome. Consideration of EPA frameworks is
important from an evaluation perspective as the cohesiveness and completeness of the collective
set of EPAs is an important goal in development.

Conceptualizing evaluation for EPA development

Preparing an effective evaluation plan begins with answering three key questions®: (a) What is the
purpose of the evaluation plan? (b) Who is the audience for the evaluation results? (c) What are
the questions the evaluation aims to answer? These broad questions have specific considerations
when applied to evaluation in EPA development (Table 11.1). It follows from these considera-
tions that the emphasis and purpose of evaluation activities will evolve over the process. Early

Table 11.1: Considerations when creating an evaluation plan for EPAs.

Evaluation questions ~ Considerations in EPA development

What is the purpose of e« Direct improvements during development (formative evaluation)
the evaluation plan? « Judge the quality of the product in development and the final end product
(formative and summative evaluation)
« Support policy decision-making (summative evaluation)

Who is the audience for ~ « EPA core development team

the evaluation results? « End users (learners, clinical teachers and educators)
« Regulators and accreditors
« Public

What are the questions o Are the EPAs representative of the core work practiced in the profession?
the evaluation aimsto Does the construction of the EPAs meet quality standards?
answer? o Are the EPAs suitable for adoption across programs?

o Are the EPAs acceptable from a policy standpoint?
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PURPOSE Are the EPAs representative Does EPA construction
of the core work of the meet quality
profession? standards?
Core development Core team, end-users,
AUDIENCE P .
team and public
Directing improvements Judging quality, directing
QUESTIONS iterative improvements
| MORE FORMATIVE MORE SUMMATIVE-
EXPERT IDENTIFYING REVISING AND EXTERNAL FINAL REVISIONS
RECRUITMENT PRELIMINARY EPAs BUILDING REVIEW AND ADOPTION
(e.g., nominal group CONSENSUS (e.g., reactor panel)
technique) (e.g., delphi)

Figure 11.1: Mapping evaluation plan onto EPA development plan.

evaluation activities will be predominantly formative in nature—they aim to improve the process
and support product evolution and improvement. As one nears the end of EPA development, the
emphasis shifts to quality control of the end product and its suitability for use in high-stakes deci-
sions by regulatory and certifying bodies.

Planning for evaluation starts with mapping the key considerations highlighted in Table 11.1
onto the planned EPA development methods (see Figure 11.1). At first glance, this can make
evaluation appear overly complicated and intimidating. But, by taking a step back, it can be appre-
ciated how this mapping exercise clarifies the goals of the work at each phase of the project and
provides assurance of readiness for the next phase. For each phase of the project, it lays out:

» What information needs to be gathered?
o Who needs this information?
» How will they use it?

The scope of the evaluation plan should be proportional to the scope of the EPA initiative and
aligned to available resources. Smaller local initiatives may choose to focus primarily on evaluat-
ing the quality of EPA construction. Initiatives at a national level with implications for licensing
decisions will likely require a more comprehensive plan, potentially including an external evalua-
tor. Each section of this chapter describes evaluation approaches useful to EPA development; it is
up to project leaders to select and prioritize the most relevant to their initiative.

Evaluation strategies early in development

As the EPA development process begins, the focus of evaluation is formative. The two primary
interests are ensuring the clinical content areas covered by the EPAs are representative of the pro-
fession and that EPA construction aligns with quality standards for EPAs.

Ensuring the clinical content areas of the EPAs are representative is an evaluation judgment
made without prespecified metrics or tools. It aims to ensure that the final collective set (or frame-
work) of EPAs is a cohesive and complete description of the core work done in the profession.
At the early stages of EPA development, the focus is simply on establishing that the development
team membership is representative of the profession or discipline for which the EPAs are being
developed. There is never a perfect composition for any EPA development team, but a diversity of
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experts that in broad strokes represents the diversity of practice is important. This is a key check-
point prior to starting the actual EPA development work. As the development process proceeds
and candidate EPAs are proposed and revised, the evaluation questions related to content will
become more specific—are there core tasks in the profession (i.e., EPAs) that have been missed?
Does the collective set of EPAs over- or underrepresent certain aspects of practice? These questions
are often answered through open discussion within the core development team, although they can
also be worked into consensus methods such as the Delphi technique. It is important to note that
content evaluation is easily overlooked at early stages of EPA development; explicitly including
this in the evaluation workplan is important. Content problems in the EPA framework that are
only discovered at the end of the project can be difficult to correct.

The other main evaluation interest early in development is the quality of construction for EPAs.
Developing EPAs is resource-intensive, so it is important to address quality problems early in the
process (see Chapter 9). If EPAs with construction problems move into and through consensus
methods, the construction issues can negatively impact consensus ratings, leading to rejection of
proposed EPAs that, in fact, cover important and entrustable aspects of professional practice. The
consensus framework of EPAs that emerges from the process may lose the critical alignment with
professional practice that is targeted.

Evaluating EPA construction requires clearly defined quality metrics for EPAs as well as a means
of measuring them. Various publications have laid out the quality standards and common pitfalls
in EPA construction that should anchor this work.>** One approach is designating two to three
core team members with EPA expertise as responsible for evaluating the quality of drafted EPAs
and making revisions to improve their formulation. A more rigorous approach involves apply-
ing a rubric designed to measure EPA quality standards, such as the EQual rubric tool and the
QUEPA instrument.> It is important to note that these rubrics were not created to rubber-stamp
high-quality EPAs; instead, they provide focused feedback on the attributes of each EPA to the
development team identifying areas for improvement in problematically constructed EPAs. Addi-
tionally, using a rubric may identify more systematic problems in a project. If data collected from
evaluating the EPAs shows pervasive quality problems across multiple EPAs, this may be flagging
faculty development needs around EPA definitions and construction.

A deeper dive into the EQual rubric

As the EPAs are the final product and purpose of the project, it is hard to overemphasize the
importance of attending to the quality of each EPA being produced in any EPA development
project. Assessing individual EPA quality requires a clear understanding of their purpose in the
curriculum, and the quality standards for EPAs that support this purpose.>* At a foundational
level, the purpose of EPAs is ‘operationalizing competencies to facilitate reliable assessment, which
predicts future performance at a defined professional standard, and the construction of EPAs
must support this."®

In constructing the EQual rubric, Taylor et al. identified the defining features and important
misconceptions of EPAs that have been published in the peer-reviewed literature.>* Each feature
and misconception was then reviewed to ensure its relevance to the above-described purpose of
EPAs. All eight defining features clearly supported one or more elements of this purpose, and the
six identified misconceptions represented potential quality threats. This provided the 14 quality
standards that would be used in constructing the EQual rubric (see Table 11.2).° These stand-
ards are naturally organized into three domains: items describing EPAs as discrete units of work
(items 1-6); items related to entrustment and professional standards (items 7-10); and items that
enhance application in curriculum (items 11-14). Criterion-referenced, five-point numeric rating
scales were then developed for all 14 items to enable scoring.
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Table 11.2: Explanation of items in the EQual rubric.

and avoids adjectives
(or adverbs) that refer to
proficiency

Domain EQual rubric item Explanation
1. This EPA has a clearly The EPA is a discrete task that has a clear
defined beginning and end  beginning and end, and is completed within a
discrete period of time
2. This EPA is independently ~ The activity does require performance of other
executable to achieve a related tasks to produce its clinical outcome
defined clinical outcome
3. This EPA is specific and The task is clearly recognizable to those in the
focused profession with the steps required to perform
Units of broadly agreed upon
work 4. This EPA is observable in The process to performing the EPA can be observed
process (or directly interrogated) by a clinical supervisor
5. This EPA is measurable in Completion of the EPA by a learner produces an
outcome outcome that can be assessed (e.g., completion of a
consultation allows for a judgment of ‘well done’ or
‘not well done’)
6. This EPA is clearly distin- The EPA does not describe clinical work that is also
guished from other EPAs in  captured in other proposed EPAs
the framework
7. This EPA describes work EPAs should identify the core work that all
that is essential and individuals in the profession should be certified to
important to the profession perform at the end of training
8. Performing this EPA leads  Performing the EPA should lead to a tangible
to recognized output or product that advances clinical care (e.g., a patient
En(tlrustment outcome of labour treatment plan produced after a medical consultation)
an
professional 9. The performance of this The EPA bglongs w‘ithin the scope of practice qf
T EPA in clinical practice the profession and is not performed by unqualified
is restricted to qualified individuals without appropriate supervision
personnel
10. This EPA addresses These are tasks that require specific expertise to
professional work that is perform safely and competently that society has
suitable for entrustment entrusted to the profession
11. This EPA requires the appli- To perform the EPA, learners must acquire
cation of knowledge, skills, knowledge, skills, and/or attitudes that inform the
and/or attitudes (KSAs) competencies required of the task
acquired through training
12. This EPA involves applica-  The EPA does not reflect abilities from a single
tion and integration domain of competence (e.g., communication),
of multiple domains of but is a task that requires integration of multiple
Curriculum competence competencies to perform (e.g., history and physical
application examination)
13. The EPA title describes a The EPA should be work done in caring for a patient
task, not qualities or (e.g., taking a history), not an ability possessed by a
competencies of a learner learner (e.g., patient-centred communication skills)
14. This EPA describes a task Adjectives may be included in EPAs (e.g., *...common

medical presentations’) but should not reference
effectiveness of the learner’s performance (e.g., ..
obtaining an appropriate history and physical exan)
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More than offering a single, summative score, grouping the 14 items into the three domains
allows for more nuanced and formative evaluation of EPAs. Ratings within domains provide
important information about areas for revision and improvement. Well-constructed EPAs may
have items with lower scores that are offset by items with higher scores. When lower ratings occur,
it is up to users to determine their significance—does a low score identify a need for revision, or
does it represent acceptable variation in scoring within an otherwise acceptably scored domain?
Application of EQual was not intended to provide definitive, summative judgment on EPAs;
instead, it was meant to direct revisions and improvements to EPAs in an evidence-based manner.
The overall cutscore for the rubric (an average item rating of 4.07, which was determined using
a modified Angoff approach) is used primarily as a screening test to effectively distinguish EPAs
that need major revisions from those that may need only minor revision or no revisions at all.>”

This leads to the question of when to use EQual in EPA development. Although there is some
value in using it at or near the end of EPA development (in advance of formally adopting a frame-
work of EPAs), its formative value advocates for employing it early in the development process. In
addition, training project team members to use the EQual rubric helps build a shared understand-
ing around the standards for EPAs, something that is important to establish early. Ideally, EQual
should be used early enough in the process that it can impact the quality of material prior to enter-
ing consensus methods such as Delphi. This needs to be balanced against the time required for its
use; if there are more than 30 or 40 preliminary EPAs under consideration at this stage, the time
required to apply the rubric may become prohibitive. In many cases, it may be beneficial for pro-
ject leaders to revise preliminary EPAs down to a reasonable number prior to deploying EQual.

There are several principles to using EQual that are important to ensure you get the most out of
it. A minimum of four EPA experts should rate the EPAs with the rubric. Studies in both under-
graduate and postgraduate medical education suggest that having four expert raters provides
excellent reliability.” That being said, involving five or six experts will increase the number of
perspectives and enrich the feedback being collected on the EPAs. Keep in mind, applying EQual
is more about collecting high-quality feedback to direct revisions than it is about getting a reliable
quantitative judgment on EPA quality.

Defining what constitutes expertise for those recruited for the EQual exercise is also impor-
tant. These individuals should have a background in CBME with expertise in EPAs. Evidence of
expertise might come from attendance at courses and workshops, or scholarly publications in the
field. Even with established experts, it is important to provide training on using the EQual rubric
to ensure a shared mental model for the task. The EQual training video was designed for this pur-
pose and is readily available on YouTube.® See Chapter 25 for an EQual Rubric tool.

Finally, it is important to have EPAs developed to a point that they are suitable for evaluation
by the rubric. It is not expected that EPAs will be fully elaborated prior to using EQual; however,
having only a title is inadequate. At a minimum, EPAs descriptions must include the title and
the specifications and limitations that clearly describe the steps to performing the EPA. These
descriptions should be provided to those evaluating the EPAs using EQual.

Results from using EQual (both comments and quantitative evaluation) should be reviewed by
the development team. These can then direct revisions to EPAs. Teams may also consider elimi-
nating EPAs that are fundamentally flawed and not amenable to revision to an acceptable EPA.

Evaluation strategies for EPA revision and refinement

Once an initial set of EPAs has been proposed and the construction of the EPAs evaluated
and deemed appropriate, consensus methods are then typically used to direct further revision
and determine suitability for inclusion in the final EPA framework. Delphi techniques are com-
monly used survey methods for this purpose. As described in Chapter 9, Delphi iteratively builds
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consensus for proposed EPAs by surveying participants through multiple rounds, revising and
refining the EPA descriptions based on feedback collected after each round. Survey rounds repeat
until a designated measure of agreement is achieved for the EPAs (or no further progress toward
consensus is reasonably expected with additional rounds). In Delphi, the development method
and the evaluation method are integrated.

Delphi can be used early in the process in a more formative manner to direct EPA development
and revision.” The method can also be used later in a more summative manner to solicit broad,
frontline clinician feedback on a proposed framework of EPAs and to identify gaps (in this context
it is often referred to as a reactor panel).'” Whenever Delphi is used, it is important to monitor for
known problems that can emerge with it. There are several publications that outline approaches to
monitoring for problems in use of Delphi for this context."'"'?

It can be appreciated that this phase of the project requires a transition in evaluation focus. Early
on, the focus is formative. However, by the end of this phase it becomes more summative, with
the aim of having a defensible framework of EPAs ready for field testing. This requires a shift in
evaluation from focusing on quality standards directing revisions at the beginning to considering
acceptability to end users and regulatory bodies by the end. Delphi methods can often provide
answers to both of these questions, depending on those engaged as participants in the Delphi.

Evaluating your end product

Can these newly developed or revised EPAs achieve the assessment and quality assurance sought
by regulators? Can they support the curricular purposes required by programs and accreditors?
The answers to these questions are hypothetical until real-world experience is gained. Dur-
ing piloting, gather information from key groups including programs, frontline clinicians, and
learners, to explore authentic experiences of end users. In doing so, take the time to investigate
challenges experienced and how they relate to (a) implementation, (b) the EPA descriptions, and
(c) curriculum. Because these areas are not independent but highly interdependent, challenges
experienced during the pilot will likely relate to two or three of these areas. This exploration can
provide crucial information for final adaptations and to establish feasibility for meeting the needs
of accreditors and regulators.

In doing this work, it is crucial to try to discriminate between challenges associated with intro-
ducing change and challenges stemming from the quality of the EPA framework, a task that can be
difficult to near impossible. Unfortunately, leaders introducing EPAs have at times been dismiss-
ive of concerns raised during implementation, often labeling concerns as operational problems
and not issues with the EPAs or curricular design."® As projects proceed through pilot testing,
evaluation should err on the side of acknowledging and responding to concerns raised about the
EPAs, even when concerns might otherwise be classified as implementation problems. Chapter 22
discusses change management strategies when implementing EPAs.

Monitoring after implementation

Evaluation does not end with adoption and implementation. As implementation of EPAs proceeds
to scale, unexpected challenges and new learnings inevitably emerge. Stakeholders can report
on the impact of the implementation—are learners better trained? Are patients better served?
Have there been other unexpected consequences to the new framework? Some of these evaluation
questions may take years to answer. Prepare for this with a coordinated plan to collect and review
feedback at regular intervals, allowing time (e.g., five years) to monitor implementation prior to
considering major revisions. There is no one prescription for this. Instead, leaders should leverage
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established program evaluation infrastructure that already exists at various program sites and
coordinate regular reviews of progress and challenges. For larger projects, such as with national-
level curricular change, connecting different program sites to develop a network for systematically
collecting data is important and can identify system-wide problems early. An iterative and delib-
erative approach to monitoring after evaluation, tailored to the scope and nature of the project, is
fundamental to long-term success.

Conclusion

Ensuring high-quality EPAs is essential to success when introducing an EPA-based curriculum.
The evaluation strategies discussed in this chapter can help teams tasked with developing EPAs to
achieve this goal. There is no one-size-fits-all strategy to evaluation, and leaders must prioritize
evaluation methods most relevant to their projects and in consideration of resource constraints.
Thoughtful evaluation planning will not only improve the quality of the EPAs and frameworks
produced but can also save time and resources.
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CHAPTER 12

Considerations in building a curriculum using
entrustable professional activities

Robert Englander, Jonathan M. Amiel, Jennie B. Jarrett,
H. Carrie Chen

Abstract

Competency-based education of health professionals has been gaining momentum across
the globe for the past two decades. The central tenet is to start with the outcomes that are
required of a trainee to meet the health care needs of the public. These outcomes lead to
the elaboration of requisite competencies, which in turn drive the curriculum and assess-
ment programs. Educators have encountered many challenges in the development and
implementation of curricula and assessment systems that effectively teach and measure
performance of the requisite competencies. Entrustable professional activities (EPAs) offer
an excellent framework for addressing many of those challenges.

In this chapter, we offer the unique potential of an EPA framework in promoting a
competency-based curriculum. We review some of the curricular structural implications
of using EPAs, including the role of sequencing of EPAs in the curriculum, describe how
an EPA-based curriculum adds agency to the trainee’s journey, and explore the notion
of time-variability in competency-based education and training based on success stories
using an EPA framework. We conclude that a well-designed curriculum and assessment
system using EPAs provides an excellent foundation for ensuring health professionals’
readiness to provide safe and effective care within the scope of their discipline and at the
appropriate level of supervision.
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Introduction

Understanding how a curriculum can be built using entrustable professional activities (EPAs)
requires a general understanding of how competency-based curricula are derived and how they
differ in significant ways from the traditional structure, content, and process model of medical
education prevalent across the globe throughout the past century or more. The central tenet of a
competency-based system of education is to start with the needs of the public served by the train-
ees. The defined public needs then drive the delineation of competencies required of practitioners
in the field. Those competencies in turn drive the curriculum and assessment required to ensure
graduates of the education or training program are prepared for their respective transitions.'”
Thus, all aspects of curriculum and assessment can be directly linked to one or more of the reg-
uisite competencies. This is in direct contrast to the traditional model of health professions edu-
cation, in which the central driver is the curriculum. In this traditional model, assessments are
derived from the curriculum and the trainee outcomes are determined by time-based exposure
to the curriculum. Curriculum is defined in this chapter as the totality of the trainee’s experiences
within the training program.*

Features of a competency-based system also include de-emphasizing the hierarchical teacher—
trainee structure and focusing on a teacher-trainee collaboration, empowering the trainee to
determine where time is best spent to work on development of competence; and moving from cal-
endar-based lesson plans where ‘one-size-fits-all’ to variable-time progression based on the develop-
ment and demonstration of competence.! Assessment also differs in a competency-based system and
is covered elsewhere in this book, in particular Chapters 17 and 18. Any curriculum that incorporates
an EPA framework will need to adhere to these tenets of competency-based education. In a seminal
article, Van Melle and colleagues lay out the five core components of a competency-based medi-
cal education program: defining the outcome competencies, which are then sequenced progressively
through tailored learning experiences using competency-focused instruction. Programmatic assess-
ment of the trainee then supports and documents the developmental acquisition of competence.®

In this chapter, we consider the unique potential of an EPA framework in promoting a compe-
tency-based curriculum. We review some of the structural implications of using EPAs, including
the role of sequencing of EPAs in the curriculum, describe how an EPA-based curriculum adds
agency to the trainee’s journey, and explore the notion of time-variability in competency-based
education and training based on success stories using an EPA framework.

EPAs offer a unique curricular framework

EPAs offer a unique framework for operationalizing competency-based education in the health
professions by placing competencies in the context of practice in the clinical workplace.® EPAs are
descriptions of patient care activities that a competent person may be entrusted to perform. In
contrast, competencies are descriptions of the characteristics of a person who would be compe-
tent to perform patient care activities.” Competencies support the ability of a person to perform
EPAs and can be mapped to EPAs. That is, each EPA requires a subset of the overall competencies
required of the educational or training program to perform the EPA safely and effectively (see
Chapter 7 for additional details regarding the differences between competencies and EPAs). As an
example, an EPA for a pediatrician might be to ‘care for a well newborn. This is clearly an essential
task of a pediatrician that can be observed and entrusted to a competent practitioner to perform
at the unsupervised level. Performing the EPA, though, requires the integration of several com-
petencies, such as: the ability to communicate with families, the knowledge of requisite newborn
screening and nutritional recommendations, the ability to perform a newborn physical exam,
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and the ability to take a maternal history to understand potential risks to the newborn. EPAs thus
provide a meaningful, highly practical, and feasible core for the teaching and assessment of most
of the requisite competencies of a health professional trainee. This is not to say that EPAs represent
the totality of a curriculum, as EPAs may not fully capture the entirety of the desired competen-
cies. Some requisite competencies may not fall within the framework of the EPAs. For example,
a training program that includes a research component would have graduate competencies in
research skills that would not be covered by EPAs focused on patient care activities.

Where EPAs may not best or solely be used to teach and assess all the competencies, mitigation
strategies have been suggested and employed. For example, owing to its emphasis on professional
activities or tasks, some educators have voiced concerns that teachers and trainees may lose sight
of the specific competencies underlying individual EPAs when teaching or assessing the EPAs.® For
instance, important competencies related to professionalism behaviors or habits while mapped to
individual EPAs may not be explicit and can be at risk of being overlooked in both the curriculum
and trainee assessment. In addition, relying on observations of EPAs to assess knowledge outcomes
may result in undersampling of content and inadequate evidence of knowledge.

One strategy for addressing this concern is a model adopted by the Royal Australasia College
of Physicians and the Irish Internship Curriculum, which combines the use of EPAs and compe-
tencies by conceptualizing competency outcomes into three categories: Do, Know, and Be.” EPAs
articulate the Do competencies—units of essential professional activities graduates are expected
to be able to perform at the completion of a training program. The Know category represents the
knowledge graduates must have to safely carry out the EPAs. The Be category describes the behav-
iors, values, and habits expected in health professionals. In this model, the Know and Be com-
petencies support the Do competencies by enabling trainees to perform the EPAs. All three sets
of competencies—Do, Know, and Be—drive the curriculum and the assessment program using
different assessment tools to measure competence in each of the three categories.

An emerging conception of competence considers different types of competence in three lay-
ers: canonical, contextual, and personalized competence.'” Canonical competence is the core
knowledge and skills needed for a health professional. Contextual competence is the applica-
tion of the core knowledge and skills in a variety of workplace- and patient-specific contexts.
Personalized competence is the practitioner’s personal style of practice, which becomes increas-
ingly relevant for senior trainees and practitioners. Though not synonymous, there is overlap
with the Do, Know, Be model. Canonical competence can be seen as falling primarily under
the Know category and contextual competence as falling primarily under the Do category. Dif-
ferent aspects of the Be category could be captured in canonical, contextual, and personalized
competence. Over time and with evolution in practice, the Be category becomes increasingly
aligned with personalized competence. In this conception of competence, EPAs provide a focus
on the contextual level of competence which can be augmented by attention to the canonical
and personalized layers.

It is worth noting that the implementation of an EPA framework may be subject to national or
local considerations or both, such as what EPAs might be required at the local or national level
and when, in the curriculum, they can be entrusted to trainees to perform under which levels
of supervision. In several countries, national bodies have defined core EPAs for an entire pro-
fession or discipline. Institutions or programs may or may not be able to adapt or add to these
core EPAs based on local priorities and regulations. In such cases, in addition to the implemen-
tation of core EPAs, programs might opt to include selective or elective EPAs to signal unique
program offerings or strengths. Different jurisdictions, national or local, may also have differ-
ing accreditation and patient safety regulations that impact a trainee’s role in patient care and
what professional activities trainees may be entrusted with and at what levels of supervision.
Chapter 14 provides further exploration of the implications of nationally versus locally defined
EPA-based curricula.
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Longitudinal and developmental curricula may
optimize use of the EPA framework

The central goal of an EPA-based curriculum is to have trainees achieve a predetermined level of
entrustment for each EPA as a prerequisite for transition to less supervised practice. That level
of entrustment is most commonly indirect supervision for trainees moving from pre-licensure or
undergraduate professional education to post-licensure or postgraduate education and unsuper-
vised practice for trainees moving from either pre- or post-licensure education directly into prac-
tice. The ideal curriculum, then, would build the required knowledge and skills (the ‘Know’ and
‘Do) in a developmental and longitudinal way. From a pedagogical standpoint, this developmen-
tal progression often starts with classroom education through case-based learning and then moves
into clinical education without contributions to patient care, such as simulation with standardized
patients, followed by clinical education with contributions to patient care utilizing learning expe-
riences in the authentic clinical learning environment.

Health professions education typically follows this type of curricular path, with early classroom
education followed by clinical education and increasing contributions to patient care in authentic
clinical environments. The ‘basic science’ or predominantly classroom phase of health professions
education offers opportunities to introduce the EPAs and build the foundational knowledge and
skills in a longitudinal fashion (see Chapter 13 for how foundational knowledge and skills can
be mapped to EPAs). Clinical skills courses that are built longitudinally to parallel the basic sci-
ence courses can be ideal for an EPA curriculum. An example from medical education might be
the undergraduate EPA ‘perform a physical examination’ This EPA exists in some form in almost
all UME iterations of EPAs to date (e.g., the core EPAs for pharmacy graduates or the core EPAs
for entering residency in the US).!>*2 Take as an example the physical exam of the heart and lungs.
The curriculum can provide experiences to engage trainees in courses involving knowledge and
case-based learning around the heart and lungs while simultaneously teaching and assessing the
heart and lung exam in a clinical skills course, using standardized patients or simulation. This
would prepare trainees well for the actual performance of the physical exam in the clinical learn-
ing environment, where they would be expected to reach the level of indirect supervision before
advancement to residency, or to unsupervised physical examinations in localities where medical
students graduate into practice.

The traditional model of clinical education can pose some challenges to an EPA-based cur-
riculum. First, because EPAs are rooted in the concepts of trust and entrustment, longitudinal
supervisor—trainee relationships over time are a critical component to assessment at large, and
specifically for the development of trust that informs assessment and feedback on EPAs" (see
Chapters 4 and 18 for an in-depth exploration of the concepts of trust and entrustment). Gener-
ally, the use of multiple assessors and multiple observations can provide aggregate reliable and
valid data to inform entrustment decisions.’ At the same time, the trust built longitudinally
between a supervisor or supervisors and trainees makes for more meaningful feedback and
entrustment decisions.” Thus, an ideal curriculum will balance the need for multiple assess-
ments and assessors with the provision of longitudinal relationships that allow for the develop-
ment of deep trust over time.

A second challenge to an EPA-based curriculum in traditional clinical training is the tension
between the fractured nature of ‘rotation-based’ training, and the developmental, longitudinal
approach to competence development. The fragmentation of the clinical curriculum and its incon-
sistency with the tenets of competency-based education in general has been the subject of concern
for a while.’*"” This challenge is further underscored when employing an EPA-based curricu-
lum that is founded on longitudinal development of competence and trust between supervisors
and trainees. While the fragmented rotational approach is challenging, we recognize that many
curricula will continue to employ this structure. Understanding this reality, Chapters 13 and 14
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discuss mapping of EPAs to a rotational curricular structure to promote development. One poten-
tial curricular change to address the fragmentation and underscore the developmental approach
to an EPA-based curriculum is increasing the longitudinality and the integration of curricula. This
strategy has several benefits: (a) it enhances the opportunities for supervisor-trainee relationship
development over time; (b) it allows multiple observations of the EPA over time, increasing the
potential richness of feedback; and (¢) it is consistent with learning theory, such as interleaving
(the mixing of multiple subjects simultaneously during a defined study period)."

One specific tactic related to improving longitudinality of the curriculum that has been employed
in UME is the longitudinal integrated clerkship (LIC). This tactic has been used predominantly in
Australia, Canada, South Africa, and the United States. The basic concept is that trainees in their
core clerkship curriculum are assigned to a primary care clinic, which they attend several times
a week, and then spend half-days throughout the better part of a year with the preceptors in the
core specialties represented by the clerkships (such as surgery, psychiatry, pediatrics, emergency
medicine, and obstetrics and gynecology). The trainees thus have the opportunity to develop year-
long relationships with patients, peers, and preceptors. For a definitive reference on LICs, the
reader is referred to Longitudinal Integrated Clerkships: Principles, Outcomes, Practical Tools and
Future Directions."”

LICs create the ideal learning pathway for an EPA-based curriculum by both nurturing the
trust between supervisors and trainees and allowing the development of competence, leading to
entrustment over time. In fact, LICs and EPAs have been called a ‘perfect match’? Similar curricular
tactics to address the need to increase longitudinality and employ an EPA-based curriculum in the
residency space have been published, but generally on an individual program-by-program basis.?"*

EPAs can provide the scaffolding for a sequenced
progression through a curriculum

Curriculum designers developing an EPA framework sequence the curriculum by considering
how trainees develop task-specific expertise requiring decreasing supervision over time.

Sequencing from simple to more complex tasks

One such sequence might go from simpler tasks to more complex tasks that include those simpler
tasks. In some of these instances, the simpler EPAs have been referred to as ‘nested’ within the
more complex EPAs.” An example of such a sequence might be being taught and assessed in inter-
viewing and examining patients, followed by engaging in the provision of care as part of a team
(e.g., reporting and interpreting tests), followed by having primary responsibility for elements of
a patient’s care (such as entering orders and writing prescriptions), and, eventually, to practicing
independently and supervising others. Nested EPAs are further defined in Chapter 10 and are
explored in the context of curriculum implementation in Chapters 13 and 14.

Thinking about this sequenced progression as the primary goal of the curriculum helps designers
specify teaching and learning opportunities that provide for the development and demonstration
of relevant skills and assessments that can yield helpful formative feedback and inform progres-
sion decisions.?* Such sequencing might also better enable a program to recognize a trainee who
is struggling and provide support and remediation earlier. In the few extreme circumstances
in which a trainee is unable to achieve entrustment, earlier detection through proper sequenc-
ing may also provide a more ethical basis for offering a compassionate opportunity to leave the
training program before the trainee has invested substantial time and money.®
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Sequencing across the education-training-practice continuum

Another option for sequencing is across the education-training—practice continuum. EPAs can
be useful at any part of professional training. In their applications in medical school training, for
example, EPAs have been used to help trainees progress to caring for the general medical patient
without direct supervision.'**® EPAs for postgraduate medical education (PGME) can support
progression to independent practice by field of specialty and then subspecialty.”* The literature
is replete with examples of EPAs developed for the transition from the preclerkship to the clerk-
ship phase of medical school, piloted as a framework for the transition from medical school to
residency, and integrated into the design of a comprehensive medical school curriculum.?*%
Within specialty training in medicine, EPAs have been developed as frameworks for training in
many fields including internal medicine, family medicine, anesthesia, pediatrics, general surgery,
and surgical subspecialties. Many of the UME EPAs can be seen as nested in the broader EPAs
of those specialties. Figure 12.1 uses medical education and training to depict the way learning
experiences in each phase of education can sequence EPAs to substantiate assessment and entrust-
ment, leading progressively to more advanced EPAs requiring less and less supervision as a trainee
advances from undergraduate medical education to postgraduate medical education and then to
unsupervised practice.

In each phase of education and training (undergraduate, postgraduate, and unsupervised prac-
tice), EPAs can be used to guide teaching, learning, and assessment toward entrustment and
associated advancement in supervisory levels. EPAs from one phase can be nested into more
advanced EPAs in subsequent phases and, eventually, inform a specific scope of professional prac-
tice (Figure 12.1).

Considerations for sequencing across the education-training—practice continuum also have
implications for continuing professional development and the maintenance (or expiry) of com-
petence. As health professions using EPAs as the framework for curriculum and assessment con-
tinue to implement their programs, they have encountered several EPAs for which trainees at
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Figure 12.1: EPAs as a scaffold for sequenced progression.
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the transition to practice are not uniformly gaining entrustment at the time of that transition. To
overcome this challenge, two potential solutions can be considered: (a) curricula during training
can adapt to ensure that trainees have the requisite learning and assessment opportunities before
graduation to reach entrustment at the unsupervised level, or (b) health professions will need
to provide continuing learning and assessment opportunities (continuing professional develop-
ment) in practice to allow the practicing physician to be entrusted and maintain entrustment at
the unsupervised level.

Trainee agency in an EPA-based curriculum

Another potential benefit to an EPA-based curriculum is the agency it affords trainees in indi-
vidualizing their training experience to meet personal learning needs. The foundation of an EPA-
based curriculum is direct observation of a trainee performing the EPA. Trainees have access to
their EPA assessment data and thus the best knowledge of their strengths and opportunities for
improvement. Further, they can actively engage the supervisor in addressing gaps by requesting
the EPA to be observed during any specific clinical supervision experience. In this way the EPA-
based curriculum provides boundaries for a trainee to be intentional in the selection of their
learning opportunities and lean into asking for and managing feedback to build confidence in
their work® (further discussion of the individualized learning plan opportunities afforded by
an EPA-based curriculum are discussed in Chapter 14). The trainee’s demonstration of agency
through proactively seeking feedback builds trust with the supervisor around the trainee’s self-
reflection and knowledge of their limitations, while also affording the supervisor the opportunity
to observe the trainee’s growth."

In addition to having agency around the EPAs chosen for assessment, trainee agency can take
other forms in an EPA-based curriculum. For example, trainee agency can include being forth-
coming with direct verbal and written communication, being engaged in their own development
with curiosity and passion, and even anticipating problems and taking ownership of a patient’s
care.” An EPA-based curriculum provides a workplace-based, activities-focused mechanism for
building these proactive behaviors of trainee agency, connecting the autonomous work to mean-
ingful growth and learning.

Agency is developed over time through an iterative process where the growth of trust between
the supervisor and trainee allows for increasing confidence of the trainee in their capacity to
perform the EPAs, while simultaneously increasing awareness of their limitations and increasing
ability to navigate discussion with supervisors about their performance.

The trainee’s agency growth in an EPA- and practice-based curriculum supports a shift from
identity primarily as a trainee to identity as a professional (professional identity formation). In the
early stages of professional identity formation, the trainee is self-centered and externally defined,
concerned with their knowledge and skills, as with an early trainee, where high-level perfor-
mance on a test is the focus. However, through focusing on essential tasks of the professional in
an EPA-based curriculum, trainees are able to develop their own professional identity by complet-
ing the work, where their understanding goes beyond themselves to recognize their role in the
health care team (see also Chapter 13).%! Core elements of an EPA-based curriculum that support
professional identity formation include: developing confidence in practice, managing feedback on
their work, dealing with supervision in the context of practice, and creating learning opportuni-
ties.*® Trainee agency and professional identity formation produce a positive feedback loop, in
which trainee agency increases as they begin to better understand the work via the EPA cur-
riculum, and, as their agency develops and increases engagement in the work, trainees can better
understand their professional role within the team.
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An EPA-based curriculum as an ideal structure for time-variable advancement

An EPA-based curriculum also affords attention to one of the central tenets of competency-based
education—the outcomes or competencies are fixed, while the time to achieve competence is vari-
able. The notion of time-variability in health professions education and training has been chal-
lenged by traditional time-based models across most of the Western world. The call to move to
time-variable education and training in the health professions has been gaining traction in the
last decade.’**® Despite these calls, significant challenges remain, including: (a) calendar-based
academic programs with fixed-time phases, courses, clerkships, and rotations; (b) health profes-
sion schools” accreditation requirements that mandate a minimum time in training; (c) individual
practitioner certification bodies that mirror the program requirements for time in training; (d)
yearly single opportunities to transition from one phase of education and training to another
(such as from medical school to residency in the USA and Canada); (e) logistical challenges from
off-cycle onboarding and graduations; (f) lack of clear criteria for advancement; and (g) lack of
an adequate curriculum and assessment system to teach and assess the competencies in a man-
ner that allows all stakeholders to have confidence in variable-time advancement decisions. An
EPA-based curriculum offers the potential to address clear criteria and establish a curriculum
and assessment system that yields defensible advancement decisions. Two programs have been
published in the literature that have successfully implemented competency-based, time-variable
advancement. The programs are highlighted in Boxes 12.1 and 12.2, respectively.

The difficulty of facing all the challenges to time-variable advancement was underscored in a recent
publication that sought to engage any of 46 residency programs in one US health system in a com-
petency-based, time-variable pilot.** Only 10 of the 46 programs originally expressed interest in the
pilot, and of those only one was able to actually implement this time-variable model in their residency
program. The success of the Toronto Orthopedics Program and of the Education in Pediatrics Across
the Continuum (EPAC) described in Boxes 12.1 and 12.2 suggests that using EPAs as the foundation
for the curriculum and assessment system offers perhaps the best hope to date for the realization of a
true competency-based, time-variable system of education and training. However, it is worth noting
that, even in a fixed-time program, there can be opportunities for individual trainees to advance and

Box 12.1: The Toronto Orthopedic Residency Program.*

One program that successfully navigated the paradigm shift to competency-based, time-
variable education using an EPA framework is the University of Toronto Orthopedics
Program in Toronto, Canada. In 2009, the program moved to a competency-based for-
mat that allowed the potential for time-variable advancement through the demonstra-
tion of competence within modules. Each module had a set of (a minimum of two)
associated EPAs specific to the context and module. Trainees had to demonstrate compe-
tence in those EPAs to move to the subsequent module. The program leaders published
the results of their first eight years of experience.” During that time, they went from just
a proportion of residents piloting this curriculum to full-scale implementation across all
residents due to its success. More than half of their residents graduated after four years,
compared to the required five years in the traditional program. As of the publication, no
resident had taken longer than five years to demonstrate competence. Finally, all resident
graduates of the program passed their certification examination on the first attempt and
had successful fellowships in orthopedic subspecialties independent of time to gradua-
tion from residency.
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Box 12.2: The Education in Pediatrics Across the Continuum Pilot.>*

A second program demonstrating successful competency-based, time-variable advance-
ment using an EPA curriculum is a program in pediatrics in the USA that spans UME
through GME. The program is called ‘Education in Pediatrics Across the Continuum’
(EPAC) and was specifically designed to test the feasibility of competency-based,
time-variable advancement from UME to GME and GME to practice or fellowship.**
It engaged up to four students per year at each of four medical schools from across the
USA. The pilot followed four cohorts from entry in the preclerkship curriculum of the
medical school through completion of pediatric residency. Upon entry into the program,
students agreed to stay for residency at the program of origin in pediatrics. Advancement
from UME to GME, in addition to the medical schools’ graduation requirements, was
determined by the student’s demonstration of competence at the indirect supervision
level for all the 13 core EPAs for entering residency.” Similarly, advancement from res-
idency to fellowship or practice was dependent on the demonstration of competence at
the unsupervised level for the 17 core EPAs for general pediatrics.’® While all programs
were able to provide the scaffolding for time-variable, competency-based advancement,
only three of the four were able to advance students in a time-variable fashion. The
fourth program was able to document readiness for advancement but unable to advance
students owing to state education board considerations.

achieve entrustment at variable rates for different EPAs. Also, trainees advancing at a faster pace can
pursue additional elective EPAs to maximize their learning within the fixed-time program. Ideas for
trainee-centered variability within time-fixed programs are further explored in Chapter 14.

Conclusion

The paradigm shift to competency-based education is occurring across multiple continents and
across health professions.’~* Competencies designed to meet the needs of the public have been
delineated in many health professions, often at a national level by level of education or training
(such as pre-licensure/undergraduate or post-licensure/postgraduate education), within a spe-
cialty (such as obstetrics and gynecology or pediatrics), or for an entire profession (such as physi-
cal therapy or pharmacy). Educators have encountered many challenges in the development and
implementation of curricula and assessment systems to teach and measure performance of the
requisite competencies. EPAs offer an excellent framework for addressing many of those chal-
lenges. A well-designed curriculum and assessment system using EPAs provides an excellent
foundation for ensuring health professionals readiness to provide safe and effective care within
the scope of their discipline and at the appropriate level of supervision.
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CHAPTER I3

Use of entrustable professional activities
in pre-licensure health professions education

Eric G. Meyer, Machelle Linsenmeyer, Ylva Holzhausen, Mabel Yap,
Michael S. Ryan, H. Carrie Chen

Abstract

This chapter introduces how entrustable professional activities (EPAs) can be implemented
in the pre-licensure stage of education (e.g., undergraduate health professions education),
with a focus on how trainees can contribute to patient care in a legitimate participatory
role prior to licensure. The relative freedom of trainees from workplace-based productiv-
ity provides pre-licensure training with a great deal of flexibility. Such flexibility allows
creativity and different approaches to laying the canonical foundation for specific EPAs,
preparing trainees for clinical training based on EPAs and entrustment, and establishing an
appreciation for how entrustment represents an assurance of readiness for safe patient care
rather than a grade. Educators can leverage the required knowledge, skills, and attitudes
detailed in EPA descriptions to ensure that foundational science courses are preparing
trainees for clinical care. The transition from canonical knowledge to more EPA-focused
activities is ideally via a “Z-shaped’ curriculum. Factors of a trainee’s trustworthiness,
which underlie entrustment in later clinical stages of training, can be explicitly introduced,
explored, and strengthened in pre-workplace-based settings. Lastly, the chapter delineates
how early pre-licensure workplace-based learning founded on EPAs provides opportunities
to introduce contextual competencies, while advanced workplace-based education further
refines practice with limited supervision, preparing trainees for the transition to additional
post-licensure training or licensed practice.
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Introduction

The entrustable professional activities (EPAs) framework has emerged as a powerful framework
for implementing competency-based education.! EPAs define the activities that are critical to a
profession, shifting the focus from characteristics of trainees to the activities trainees are required
to perform upon gaining licensure (e.g., graduation, entering practice), and employing entrust-
ment of trainees to complete the activities with increasing autonomy as a natural means of pro-
gression. EPAs as outcome expectations have been implemented across many health professions
including medicine, nursing, pharmacy, psychology, veterinary medicine, allied health therapy,®
and more.? EPAs were initially developed and have been primarily implemented in workplace set-
tings with trainees who are both capable of and permitted to participate in health care delivery.
This capability and permission are often recognized through licensure. In this chapter, we focus
on the pre-licensure phase of education. Pre-licensure refers to the phase of training in which a
health professions trainee is enrolled in their formal degree-granting education programs (e.g.,
medical, nursing, allied health school). The term pre-licensure is often used synonymously with
undergraduate, particularly in the medical field—we use the term pre-licensure to offer a more
inclusive frame of reference for professions that do not typically include a post-licensure or post-
graduate phase. While EPAs have been predominantly described in later stages of training, this
does not mean that EPAs do not also have a role in pre-licensure health professions education.’
In fact, linking pre-licensure education to the EPAs expected of trainees in unsupervised clinical
practice is critical and this linkage should be made explicit to both trainees and supervisors, to
prepare trainees for professional work in clinical settings.

Notably, laws, regulations, and accepted practices vary across different regions and professions.
This is true not only of supervision during training (e.g., medical trainees in Brazil are permitted
to perform EPAs as part of community service without supervision)* but also of expectations
upon completion of training. EPAs must therefore be tailored to relevant professions in their
local contexts. In many regions, nurses and allied health professionals (therapists, radiographers,
dietitians, etc.) transition directly from pre-licensure education into practice. Medical trainees in
certain jurisdictions (e.g., South America, the Middle East) are authorized for unsupervised prac-
tice upon completing pre-licensure medical education, while those in other regions (e.g., Europe,
North America, Taiwan, Singapore) must complete additional post-licensure medical education
before transitioning to unsupervised practice.”” While these variations necessitate customized
approaches to EPA development and implementation, pre-licensure education also represents an
opportunity to develop interprofessional EPAs in addition to profession-specific EPAs.®

This chapter delves into the implementation of EPAs in pre-licensure health professions educa-
tion. Despite variations in the outcome expectations at the end of pre-licensure education, there
are common principles that can be applied across professions and jurisdictions. By thoughtfully
integrating EPAs into the curriculum and, as permitted, allowing pre-licensure learners to mean-
ingfully engage in clinical workplace activities, EPAs provide a means to nurture a generation of
graduates who can be entrusted to safely contribute to patient care in their transition to either
further training or unsupervised practice. Moreover, because trainees in pre-licensure phases of
training are not required to meet productivity targets, the pre-licensure period offers more flex-
ibility to use creative approaches not limited by clinical workplace structures to lay the foundation
for later entrustment.

* Refers to, for example, physiotherapy, occupational therapy, radiography, podiatry, dietetics, and speech
therapy.
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Considerations in an EPA-based pre-licensure health
professions education program

The commencement of a pre-licensure health professions education program represents a major
step in a trainee’s journey to becoming a health professional. A key function of pre-licensure educa-
tion is helping trainees broaden their attention from their own needs as a student to including the
needs of their teammates and patients. Trainees need to shift their priorities from demonstrating
their knowledge and skills acquisition for grades and passing courses each semester to master-
ing knowledge and skills in service of the patient care activities that they will perform as a health
professional. The EPA framework supports this identity shift by emphasizing the patient care
activities and the trust being placed on trainees to contribute to or perform those activities safely
as they complete their training.’ Trainees entering a pre-licensure education program, especially
in the early preworkplace phase, may not intuit how the curriculum’s content is preparing them to
become a health professional. Articulating this professional identity formation as one explicit goal
of an EPA-based curriculum and demonstrating how the curriculum supports trainees in achiev-
ing that goal may help trainees engage in the learner-driven elements of the programs. It also can
be helpful to explicitly show trainees from the outset, and as they progress through the curricu-
lum, the EPAs they will be expected to perform at a certain level of supervision upon graduation,
henceforth referred to as core EPAs.

Additionally, mapping of the learning objectives of a curriculum to its core EPAs can help
trainees understand the relationship between learning in the classroom and the activities
required for clinical practice. For example, it may be helpful for trainees to realize how the
theoretical content they learn in anatomy and physiology, pathophysiology and pharmacology
can be applied in the management of childbirth. This represents a mindset shift from ‘just in
case learning’ to ‘just in time learning’ To further support the trainee experience of becoming a
professional, smaller EPAs appropriate for practice by early trainees in different settings (simu-
lation, workplace) may be used at different points of the curriculum. They also can be mapped
to or nested within the larger core EPAs.!* These smaller, nested EPAs allow increasing partici-
pation and contribution to patient care and ultimately prepare the trainees for the practice of
the larger core EPAs. Admittedly, linking curricular components to EPAs is not easy. It often
requires collaboration between clinicians and those who teach the foundational sciences. It
can also painfully highlight historically prized curricular areas as potentially less relevant than
previously perceived.

To actively engage with and optimize learning from an EPA-based curriculum, trainees should
understand how it differs from a traditional or typical preprofessional curriculum and why these
elements are beneficial to their learning. This includes the different approach to assessment
(namely the use of entrustment and supervision levels versus proficiency scales), the concept of
entrustment, and how trainee behaviors influence entrustment/supervision decisions. A number
of trainee qualities (agency, reliability, integrity, capability, and humility), captured in the A RICH
framework, have been identified as important for enabling entrustment.!! Trainees need to be
educated explicitly about these elements of ‘trustworthiness’ and associated behaviors and pro-
vided with opportunities to practice and receive feedback and coaching.

The implementation of EPAs in a pre-licensure health professions education program involves
significant changes to traditional curriculum paradigms and requires both change management
and a faculty development process (see Chapters 22 and 23)."? Ideally, the EPA-based curricu-
lum is an integrated, longitudinal curriculum in which the curricular content is structured with
iterative and spiral opportunities for learning, application, and practice.”® The next sections will
explore in more detail how EPAs can be integrated in two distinct phases of pre-licensure educa-
tion: preworkplace and workplace-based education.



Use of entrustable professional activities in pre-licensure health professions education 149

Preworkplace education—education without contributions to patient care
Classroom-based learning

During pre-licensure education, a significant part of the education occurs in the classroom where
foundational science content is addressed. This begs the question of how EPAs, which were devel-
oped for workplace-based training, may apply. The performance of each EPA or patient care
activity requires a specific set of relevant knowledge, skills, attitudes, and experiences that are
delineated in the elaborated descriptions of each EPA. This level of competence has been described
as canonical competence—the standard foundational knowledge and skills, independent of con-
text, expected of all trainees in the profession. Classroom-based learning thus provides the core
knowledge and skills (canonical competence) trainees need to perform the EPAs.>' In fact, the
elaborated EPA descriptions should inform the selection of content and instructional methods for
the classroom curriculum. As noted above, this classroom learning may be mapped to core EPAs
to highlight—for both classroom educators and trainees—how foundational science knowledge
and skills will support trainee ability to eventually achieve entrustment for their core EPAs and
perform the work of the profession. It ensures that classroom instruction is EPA-centered, reflect-
ing Merrill’s principle of task-/problem-centered learning.'* Of note, some important knowledge
or attitude objectives (e.g., ethics, professionalism) may not map specifically to individual EPAs.
Rather, they may support the trainee ‘trustworthiness’ qualities or professional values underly-
ing all EPAs. The mapping of the classroom curriculum is also a good opportunity to introduce
trainees to the concept of longitudinal and cumulative learning. Trainees, who may have been
sensitized to the idea of passing ‘individual courses, can start to track their longitudinal progress
in mastering and integrating increasingly complicated material as an indicator for being ‘ready’ to
progress to future stages of training and participation in patient care activities.

More importantly, the trainee factors that enable entrustment for all EPAs (agency, reliabil-
ity, integrity, capability, and humility) should be emphasized throughout pre-licensure educa-
tion, including in the classroom. For instance, in team-based learning activities, trainees may
be asked to demonstrate and be held accountable for agency in preparing for the sessions, reli-
ability in the information they share based on research using valid resources, truthfulness in their
interactions with peers, and willingness to ask for help and receive feedback. Role play exercises
with peer-teaching activities may help make personally relevant the concept of entrustment and
trustworthiness. Another often-overlooked opportunity for programs to reinforce these expec-
tations as part of the culture is in program-supported extracurricular activities. Programs can
highlight trainee capability in a leadership position, reliability in supporting a research pro-
ject, or humility in a volunteer organization as authentic examples of trainee trustworthiness
behaviors. Many pre-licensure programs already have expectations, hold their trainees account-
able, and provide feedback and coaching for a subset of these trustworthiness qualities framed
under the concept of professionalism. Making clear to trainees at the outset of pre-licensure
education the expectations around agency, reliability, integrity, capability, and humility can help
trainees develop these habits during classroom learning and prepare them for future entrustment
with patient care activities in the workplace curriculum.

Simulated or controlled workplace-based experiences

Many pre-licensure programs offer early introductions to workplace-based experiences that are
interspersed or integrated with classroom-based learning where the primary goal is exposure
rather than participation in or contribution to the patient care work of the workplace. This can
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be considered clinical education without contribution to patient care and includes ‘observer-
ships’ and practice with simulation. Here trainees begin to attend to the context in which their
canonical competence will be applied and EPAs offer a helpful guide in ensuring the task-/prob-
lem-centered development of these experiences. They can help educators choose experiences
and focus learner attention on learning points during observerships such as understanding
the clinical workplace, health system, and various professional roles and specialties. Simula-
tion activities with standardized patients, manikins, and simulated electronic health records
enable early practice of communication, physical exam, and documentation skills with feed-
back within a safe environment without direct consequences for patient care. These experiences
allow activation of canonical knowledge from the classroom, demonstration of skills in context,
and application of knowledge and skills. Some programs may require that learners meet a cer-
tain level of entrustment in simulation before being allowed to progress to the workplace, where
they will engage in authentic clinical activities.

Workplace-based education—education with contributions to patient care

Ideally, pre-licensure trainees enter the workplace adequately prepared by the preworkplace cur-
riculum to join the professional community of practice and begin contributing to the patient
care work of the workplace. The workplace provides a rich context in which tasks necessary for
professional practice can be further demonstrated, experienced, and acquired in context. A work-
place curriculum can be defined as an organized set of experiences in a real-world setting that
fosters the acquisition of contextual competence tied to work that are necessary for unsupervised
practice.'®' Here trainees practice further application of their canonical competence but also inte-
gration of their knowledge and skills for deeper problem-solving and increasingly complex tasks
in the workplace to develop contextual competence.

Unique to pre-licensure trainees is the initial entry into the workplace and limitations to their
readiness to engage. Their initial participation is typically heavily supervised and involves rela-
tively low-risk peripheral yet authentic professional tasks. Programs may choose to add limita-
tions to their EPA specifications to match the developmental expectations of an early trainee.
An example would be an EPA specification that limits trainees to taking a history of a stable
cognitively intact and cooperative adult patient with no emotional or physical distress with a com-
mon chief complaint.'” As trainees progress, the limitations in the EPA specifications could be
pulled back to include new developmental expectations such as taking the history of emotion-
ally distressed patients, pediatric or geriatric patients, patients with uncommon chief complaints,
patients with severe or acute illness, etc. Broadening the expectations using this spiral approach
will, over time, allow trainees to be entrusted with the full specifications required at graduation.
This nesting of EPAs helps support the entry of pre-licensure trainees into the real-world work-
place setting and gradually prepares them for entrustment with the increased responsibility and
breadth of the core EPAs.

In addition to the use of nested EPAs, the curriculum can be built using different ancillary
frameworks for the developmental progression of trainees. EPAs are synthetic and holistic in their
framing of competencies and early trainees may benefit from a breaking down of those compe-
tencies into more analytic or developmental steps. For instance, the RIME (reporter—interpreter—
manager—educator) model often used in undergraduate medical education can allow educators
and trainees to account for current ability and focus on the next level of development.'s Regardless
of the frameworks used, the curriculum must be designed to encourage developmental progres-
sion and allow the practice (with available support) of core EPAs in the final stages of training such
that trainees graduate ready to practice the core EPAs with distant or no supervision.

Therefore, an EPA-based workplace curriculum should map out a route for individual train-
ees with summative entrustment decisions at significant moments in their training that lead to
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permission to engage in patient care activities with increasing responsibility and decreasing degrees
of supervision. The units of professional practice that the smaller nested EPAs represent should be
large enough to allow entrustment for practice under varying levels of supervision and not lose their
specificity. The curriculum should account for the level of training at which trainees are expected to
be able to perform nested EPAs and core EPAs with either distant supervision or unsupervised. In
some training situations, achievement of a set of core EPAs may be sufficient. In others, trainees may
be expected to achieve additional selective or elective EPAs that can help position them for additional
post-licensure training or prepare them for transition to practice in specific workplace contexts."”

A challenge to workplace-based curricula in pre-licensure education is the varying rules and
regulations developed around patient safety or liability concerns. Jurisdictions may limit trainee
participation and/or require all patients be seen by a licensed professional. In this case, a program
may not be able to build a curriculum where trainees can be entrusted with unsupervised practice
for an EPA despite being ready. These requirements will be different across contexts, programs,
and professions. The job of the curriculum then becomes the creation of an environment in which
supervision is close enough to be safe and meet regulatory requirements, while feeling distant
enough to fuel the growth in responsibility that motivates learning. Trainees demonstrating readi-
ness for more responsibility should be allowed greater responsibility; true entrustment decisions
should permit trainees to become genuine team members with legitimate roles and contributions
to patient care under distant or no supervision. Education and engagement of key stakehold-
ers, including those representing the clinical workplace and regulatory bodies, in designing the
workplace-based curriculum may help the clinical setting and regulatory bodies accept and adjust
expectations around trainee roles and contributions to patient care.

Entrustment decisions in pre-licensure education

Though this chapter is focused on curriculum, it is important to note considerations around
assessment and entrustment decision-making in pre-licensure education. The ultimate aim of any
EPA-based education program is to be able to confirm and ensure the readiness of trainees to
perform the core EPAs upon graduation via summative entrustment decisions on trainees. These
entrustment decisions must be valid (e.g., defensible, justifiable, and reproducible) and several
principles apply to entrustment decision-making that is generalizable to all educational contexts
(see Chapters 18-21). In pre-licensure education, questions about entrustment decisions arise,
including: when are decisions applicable, when or how they can be used for assessment, and what
is their ultimate purpose? Is the purpose of entrustment decision-making purely for learning or is
there an advancement implication (i.e., assessment of learning with explicit linkage to progression,
and/or remediation)?'®* Modern programmatic assessment approaches endorse the value of mul-
tiple low-stakes assessments while learning to promote the maximum growth of the trainee prior
to a high-stakes decision."” In an EPA program, such an approach may be particularly beneficial to
offer feedback throughout a trainee’s growth and development.

For classroom-based education, many of the assessments, whether low- or high-stakes, will
focus on the assessment of foundational knowledge, which is typically best done using traditional
methods. However, as noted above, the concept of entrustment as assessment can be introduced
in the context of teamwork in the classroom and entrustment of classmates for their contributions
to team learning while considering agency, reliability, integrity, capability, and humility.

In workplace-based education, entrustment decisions for specific EPAs can be used to facilitate
learning and trainee growth and/or to determine trainee readiness for advancement. Entrustment
decisions used exclusively to facilitate learning should be driven by trainee needs. Consider the
value for trainees and how the decision will inform their learning goals.

An assessment tension that is potentially unique to pre-licensure education in some health pro-
fessions is the need to differentiate among trainees for the purposes of selection into post-licensure
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education. Epstein describes this as one of the main goals of assessment along with the other two
goals of protecting public safety by ensuring trainee competence and promoting learning and
optimization of trainee capabilities.”® However, EPA-based curricula are competency-based and
emphasize the latter two goals. EPA-based assessments focus on levels of supervision and readiness
for unsupervised practice and do not rank trainees on levels of proficiency. Graduates are certified
as having achieved readiness to perform core EPAs but are not ‘graded’ in relation to each other. In
systems where stakeholders such as post-licensure programs and graduates seeking post-licensure
training advocate strongly for grading or ranking of graduates, it can be difficult to reconcile a cur-
riculum that uses EPA outcomes and entrustment decisions for assessment with one that grades
or ranks trainees. This has led some programs to use EPAs as curricular outcomes to structure the
curriculum and only operationalize entrustment for assessment in various degrees, such as for
formative assessment only with a separate assessment system for grading and ranking.

Curricular design and planning

Pre-licensure education with an EPA-based curriculum faces unique design challenges, in par-
ticularly in the need to provide both pre-workplace-based and workplace-based education and
transition the trainee from student to professional. An ideal curricular design is one that iteratively
builds upon itself in a spiral fashion' and vertically integrates preworkplace-based and workplace-
based education. The latter vertical integration creates what has been called a “Z-shaped’ curricu-
lum (Figure 13.1).2' It introduces opportunities for early application and integration of knowledge
and skills to begin to build contextual competence even as initial education is primarily focused
on building canonical competence. Experience with early trainees in student-run clinics show
that, when given the opportunity and adequate support, they are able to apply and improve their
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Figure 13.1: Modernization of health professions education toward vertically integrated or
Z-shaped curricula with a focus on becoming a professional.
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knowledge and skills in the workplace and contribute to patient care.”>* As trainees progress, the
curriculum increases emphasis on the development of contextual competence in the workplace
and supports their increasing capability and responsibility for patient care. At the same time, space
is reserved to allow a return to the classroom even at advanced clinical stages to reinforce and
reintegrate important foundational knowledge and skills.

Box 13.1: Curricular planning case study 1: adopting EPAs
for pre-licensure trainees.

Overview

A pre-licensure education program would like to utilize EPAs to guide its curriculum
and assessment efforts. The curriculum is divided into two stages: one that occurs pri-
marily in the classroom using lectures and one that involves hands-on learning in the
workplace. A committee is formed of education specialists and experts from the field
who are recipients of the program’s graduates. The committee reviews the program’s
goals and objectives along with typical job requirements from the field to determine
what EPAs define the profession. As part of the EPA definitions, the committee includes
a set of smaller EPAs that can be nested into the more complex core EPAs. They also
determine for each EPA, where the skills and knowledge required to complete the EPA
should be taught and which levels of entrustment are required to advance to the work-
place stage of training and to graduate.

When the curriculum committee shares their proposed curricular plan, the faculty react
with two very different responses. The faculty from the classroom stage note that they
have been ‘left out’ Several ask if their courses will be removed as they do not ‘define the
profession. Some point out that they cannot use entrustment as an assessment tool if
there are no opportunities to entrust. The faculty from the workplace stage are outraged
that students will be expected to have supervision levels below required regulations.
They cite safety concerns and legal ramifications.

Analysis

This case highlights problems that often occur when faculty from within different stages
of training are not included in the EPA-based curriculum planning process. Key oppor-
tunities for faculty engagement have been missed and it will be much harder to gain buy-
in. It is important to explain how the foundational science curriculum might map to core
EPAs or more immediately to nested EPAs—and that the use of traditional assessment
tools for knowledge and skills can and should still be utilized. Reviewing trainee qualities
and behaviors that are important for entrustment and that can be assessed outside the
workplace (e.g., agency, reliability, integrity, capability, and humility)* is another way to
help classroom-based faculty connect to the overall educational mission. It is also criti-
cal to ensure that those who understand legal and program limitations related to trainee
supervision are involved and help account for these limitations in the curriculum.?

This case also shows several best practices such as including stakeholders, who are ‘recip-
ients” of the program graduates, to ensure the EPAs are relevant to the profession. Work-
ing backward through stages of training to determine required levels of entrustment
helps to ensure attention to developmental progression through the curriculum and to
define advancement decisions. Additionally, nesting smaller EPAs into more complex
core EPAs and mapping knowledge and skills to EPAs promote a cohesive curriculum.
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Whether a program can create a “Z-shaped’ curriculum, there are key principles that are impor-
tant to highlight when designing the curriculum. One is creating integrated content to support the
application of knowledge to the care of patients. This can include the integration of different foun-
dational sciences (e.g., anatomy, histology) into organs-based and problem-based curricula as well
as the integration of foundational science learning and its application in the clinical context. The
latter can be achieved by juxtaposing classroom, simulation, and workplace-based experiences. A
second important principle is that of ‘longitudinality’ Longitudinal supervisor—trainee relationships
and experiences are important to support learning and enable valid entrustment decision. Some pre-
licensure medical education programs have combined these two principles to create longitudinal
integrated clerkships where trainees work in various specialty units throughout the year, learning,
for instance, pediatrics at the same time as surgery with an assigned longitudinal supervisor in each
specialty. A final principle is the engagement of all stakeholders including educators involved in the
classroom-based curriculum, those representing recipients of the program graduates, and the train-
ees. See the case studies in Boxes 13.1 and 13.2 for examples of how these and other considerations
discussed in this chapter can present challenges and potential solutions during curricular planning.

Box 13.2: Curricular planning case study 2: establishing programmatic
assessment of EPAs for pre-licensure trainees.

Overview

A pre-licensure educational program implemented EPAs a few years ago. The program
decided to use repeated low-stakes assessments of each EPA from a variety of faculty
as the best approach for providing feedback to trainees and making advancement deci-
sions during the workplace stage of training. The faculty approach the entrustment-
supervision scale as a proficiency scale and are loath to ‘rate’ trainees at the lower end of
the entrustment-supervision scale, and they continue to assess trainees only at the end
of each rotation. Trainees complain about the paucity of assessments and feedback and
are also surprised when, upon being reviewed for advancement decisions, they are told
that they are ‘not yet ready to move to the next stage’ despite their ‘passing’ ratings.

Analysis

This situation highlights challenges in implementing an entrustment system in a
pre-licensure program. Faculty and trainees may have difficulty transitioning from a pro-
ficiency rating and ‘grades’ mindset to that of entrustment-supervision. Faculty may rate
trainees as being ready for more autonomy based on a history of using a higher part of a
rating scale. Trainees in turn may interpret that as a ‘passing’ or high rating/grade and not
a reflection of how much supervision they may still actually need to complete certain tasks.

This case demonstrates the importance of training both faculty and trainees on how
entrustment-supervision scales function. Without a clear understanding of entrust-
ment, supervision, and the goals of workplace-based assessments, faculty will have a dif-
ficult time pivoting from end-of-rotation evaluations to frequent low-stakes assessments
and the interaction could become a checklist versus a process for entrustment. Similarly,
trainees may remain focused merely on passing or receiving high ratings for clinical
placements/rotations without understanding what is needed to achieve entrustment for
an EPA or what it means to be ready to perform an EPA with distant or no supervision.
This case also reinforces the importance of helping trainees seek feedback and build
upon that feedback as part of their journey toward greater autonomy.
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Conclusion

EPAs can be implemented in the pre-licensure stage of education, allowing trainees to contrib-
ute to patient care in a legitimate participatory role. Pre-licensure training lays a foundation of
canonical competence, prepares trainees for entrustment, and reorients the trainee from student
to emerging professional. The required knowledge, skills, and attitudes from EPA descriptions can
help inform preworkplace-based curricula. Entrustment to perform specific EPAs informs the
workplace-based curricula. The use of entrustment provides a means to explore and strengthen
trainee qualities important for ongoing entrustment in later clinical stages of training and prac-
tice. Finally, an important step in building an EPA-based curriculum is the engagement of all
stakeholders (e.g., classroom faculty, clinical administrators, trainees) and ensuring stakeholder
understanding of the key principles and differences in an EPA-based curriculum.
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CHAPTER 14

Curriculum development for postgraduate training
with entrustable professional activities

Marije P. Hennus, J. Damon Dagnone, Roberta I. Ladenheim,
Daniel J. Schumacher, Mabel Yap, Olle ten Cate, H. Carrie Chen

Abstract

Entrustable professional activities (EPAs) are frequently implemented in training after
licensing, in the postgraduate specialist stage of training. In this phase, trainees and super-
visors must navigate the unique challenge of balancing patient care (service) and ongoing
training (education). Opportunistic learning amid patient care represents a significant part
of this stage of training. In this context, EPAs can play a pivotal role in scaffolding the ser-
vice—education relationship and help anchor how best to operationalize workplace-based
assessment. Specialty training can be highly variable across clinical settings and has many
unpredictable elements. That may complicate training but it has also the benefit of building
contextual agility and contextual competence.

This chapter aims to support readers and educators who are interested in building an
EPA-based specialty training program. It highlights the key issues to be considered includ-
ing (a) EPAs as organizational units for curriculum design, (b) things to think about in the
creation of workplace curricula, (c) assessment considerations in an EPA-based postgradu-
ate training program, (d) trainee experiences in postgraduate EPA-based curricula, (e) the
role of interprofessional team members and patients in a postgraduate training program,
and (f) challenges of EPA-based curricula in specialist training.
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Introduction

Entrustable professional activities (EPAs) are defined as units of professional practice that can
be fully entrusted to a trainee as soon as they have demonstrated the necessary competence to
execute an activity unsupervised. Initially conceived for postgraduate training, EPAs ground com-
petency-based education (CBE), an outcomes-based approach to the design, implementation, and
evaluation of education programs, in the essential activities required in clinical practice and define
the transition from supervised to unsupervised practice."? Postgraduate training is also referred
to as residency or fellowship training (medicine, dentistry, pharmacy, physical therapy, veterinary
medicine) and often occurs post-licensure. In most health professions, licensure, or registration
after completion of a degree-granting program, enables unsupervised practice without additional
postgraduate training.

However, in medicine, many countries, especially in the Global North,* restrict practice for
graduates with just a medical degree and require additional advanced training for general licen-
sure and certification in a medical specialty for unsupervised work. Consequently, medical train-
ees entering postgraduate training have a license to practice, yet limited space to provide care
to patients. They possess the core knowledge, skills, and attitudes (canonical competence), and
have had some experience applying it in the clinical workplace (contextual competence), but they
require direct or indirect supervision in performing health care tasks.> While expanding both
canonical (that is, context-independent knowledge and skills) and contextual competence (that
is, the ability to work in relevant contexts), postgraduate training provides a rich environment for
the increasing development of personal practice approaches or styles (personalized competence).’
Postgraduate training represents a phase in health professions education where trainees function
as professionals with a license to practice, and thus with the right and duty to act, while also being
expected to further build their competence.

Acknowledging these dual and sometimes competing roles of trainees in postgraduate training,
as learners and service providers, is crucial. It necessitates a significant level of commitment and
collaboration among stakeholders, including institutions, training programs, clinical supervisors,
and trainees, and among patients willing to accept a trainee as their care provider. Programs and
institutions need to be careful not to let service needs alone drive the curriculum of trainees (e.g.,
clinical duties, rotation schedules).* Clinical supervisors should recognize and seize opportunistic
teaching moments during the busyness of daily professional duties. A supervisor in postgraduate
training is often primarily a specialist practitioner who may not necessarily identify themselves as
a teacher, lack defined roles in the training program, and lack training in how to supervise or teach
trainees in the workplace.® Furthermore, they generally do not receive remuneration or time for
teaching, which is expected to be squeezed into their busy clinical practice. Often their primary
reason to work at teaching institutions is to perform high-level specialty practice or research, and
the added expectations for supervising and teaching trainees may be experienced as a necessary
burden. Recruitment of specialists is often based on service or research needs rather than teaching
needs. This can affect the engagement and quality of teaching. While faculty development for cli-
nician teachers in postgraduate education is strongly recommended, trainee agency is also impor-
tant. Trainees need to actively seek out learning opportunities, request feedback, and shape the
teaching encounters as necessary to meet their learning needs. Thus development in postgraduate
learning settings is a dual enterprise.

In times of service stress and increased workplace needs or even during routine times, trainees’
dual roles and the often-perceived tension between education and service may create a polar-
izing ‘either/or’ dynamic. This can pervade postgraduate training, both during combined teach-

* The nations of the world which are characterized by a high level of economic and industrial development
and are typically located to the north of less industrialized nations: Oxford Dictionary.
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ing and patient care moments and in the development of the curriculum. By defining essential
tasks that align with both learning and clinical responsibilities, EPAs can to some extent alleviate
this potential conflict of differing or competing priorities, by creating a ‘both/and” phenomenon.
EPAs help to frame trainee progression with increasing ability, responsibility, and autonomy in
patient care with increasing contributions to clinical service, aligning the language of education
with that of the workplace. Trainees, clinical supervisors, and educational leaders can use EPAs
to define and sequence the required training experiences, thereby operationalizing desired edu-
cational outcomes with safe stepwise increases in service contributions. In essence, EPAs facilitate
the ‘marriage’ of these seemingly opposing priorities, ensuring that trainees build contextual com-
petence (upon expanding canonical competence) and start to develop personalized competence
while delivering safe and high-quality patient care.

This chapter draws from established guidelines,® existing literature, and expert opinion to
outline key challenges and considerations for curriculum planners in postgraduate training. It
covers the use of EPAs as organizational units for curriculum design, including considerations
for creating workplace curricula and assessments in postgraduate training. It discusses trainee
experiences, the involvement of interprofessional team members and patients, and challenges of
EPA-based specialist training programs.

EPAs as organizational units for curriculum design

Curricula for postgraduate training can be envisioned at three levels, the macro, meso and micro
levels.” The highest, macro level, is a national curriculum. The meso level is the implementation
of the national curriculum by institutions and programs, and the micro level is the curriculum
established at the level of the trainee.

The macro curriculum at a national level

For many health professions, national specialty boards or accrediting bodies have prescribed
expected graduation competencies, program duration, basic program structure (e.g., number
of rotations, balance of inpatient/outpatient experiences), and general conditions for teaching,
learning, and assessment. This may include expectations around roles of individual supervisors
and assessors and procedures for advancement such as the use of competency committees (see
Chapter 20 for more information). Boxes 14.1 to 14.5 provide examples of national EPA imple-
mentation projects in different countries with different strategies and at various stages (roughly
early, mid-stage, and advanced) at the macro level in postgraduate training programs.

The meso-curriculum at a regional or institutional level

In most countries, accrediting bodies require institutions with significant numbers of residents
(university medical centers or large nonuniversity teaching hospitals) to develop alocal or regional
curriculum, within the national core (macro) curriculum. This meso-level program should
comply with local regulations and constraints, clinical structures, and available opportunities for
rotations. Often pre-EPA curricula are or were defined by list of clinical experiences or rotations
and goals/objectives, possibly within a competency framework.® Some national curricula now
include a prominent role for EPAs, to link the competency expectations to activities in practice."?
For those that do not, universities and programs can choose to interpret national curriculum
guidelines into an EPA-based framework with locally defined EPAs and a locally developed
EPA-based curriculum (see Chapter 9).
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Box 14.1: Introducing EPAs in postgraduate education in Argentina (early).

In Argentina, EPAs were first integrated in undergraduate medical education, starting
in 2017 at the Instituto Universitario Hospital Italiano de Buenos Aires. Subsequently,
other universities adopted EPAs. The acceptance of EPAs within the academic com-
munity grew further over time, evidenced by increased participation in workshops and
conferences, and thus with an emphasis on faculty development. This led to research
projects with EPAs, along with the development of local guidelines. Next, an emerging
faculty network across all of Latin America arose. By 2023, recognizing the effectiveness
of EPAs for CBE, the National Ministry of Health began advocating for their incorpora-
tion into residency programs. This endorsement significantly accelerated the spread of
the concept and heightened the interest among health care training stakeholders. Vari-
ous stakeholders, including universities, health care institutions, and scientific societies,
collaborated to establish consensus on the EPAs within different specialties in Argentina.
The implementation of EPA concepts in postgraduate education, particularly in compe-
tence assessment, is still in an early stage. Achieving the implementation of EPA-based
specialty training will require sustained efforts of faculty development, workplace-based
assessment, the documentation of practice and learning experiences, conceptualizations
of supervision and entrustment, and the establishment of clinical competency commit-
tees within training institutions. Argentina’s experience underscores the usefulness of
networking but also the need for sustained efforts to fully integrate EPA principles into
health care education curricula.

Box 14.2: Introducing EPAs in postgraduate medical education
in Singapore (mid-stage).

In Singapore, the introduction of EPAs into the postgraduate year 1 (PGY1) training
curriculum in 2014 was a significant milestone. Successful pilots in selected health care
professions from 2019 to 2020 paved the way for a nationwide initiative to integrate EPAs
within all 50 postgraduate medical residency programs. This initiative, set to unfold over
four academic years starting from July 2023, aims to achieve several goals: better defin-
ing postgraduate medical residency outcomes, enhancing existing curricula to meet
training objectives, and tailoring assessments that are valid, reliable, and fit for purpose.

The integration of EPAs into the curriculum has led to the definition of key milestones
within the training duration, outlining residents’ expected levels of entrustment at spe-
cific time points. This clear definition of learning outcomes and trajectory encourages
programs to intentionally structure rotations, case exposure, and didactic sessions to
support residents in reaching these milestones. Residents progressing at different paces,
whether faster or slower, now have opportunities for individualized learning experi-
ences. This could include greater opportunities to perform meaningful tasks with more
distant supervision or receive targeted remediation for specific competencies within the
EPAs that require improvement. Assessment content areas, defined in exam blueprints,
are also themed by EPAs, ensuring consistency between the learning and assessment
processes. Additionally, workplace-based assessments are stipulated as sources of infor-
mation within the EPA template. This prompts programs to design on-the-job experi-
ences that facilitate the collection of these sources of information.??




62 Entrustable professional activities and entrustment decision-making in health professions education

Box 14.3: Introducing EPAs in postgraduate nursing education
in the Netherlands (mid-stage).

In 2018, the Netherlands launched the CZO Flex Level project, named after the accred-
iting institution CZO, to reorganize postgraduate nursing training. In a nationally coor-
dinated effort, all relevant training hospitals and education institutions in the country
collaborated to redesign the postgraduate nursing education landscape, using EPAs to
focus on more efficient training time, to enhance transfer across nursing specialties and
to contribute to a better tuned continuum of initial education, postgraduate education,
and continuing professional development. The preparatory project, involving 200 EPAs
for 21 education programs, with input from large groups of health professionals, precep-
tors, educators, professional bodies, and trainees, was completed in 2022 and the new
structure is being implemented from 2023. While data about the effect of the new struc-
ture on nursing competence, satisfaction, and career development are to be collected
in the coming years, it has become clear that the project has generated enthusiasm and
a strong wish to have health professions education contribute to solving major societal
challenges in health care.

Box 14.4: Introducing EPAs in postgraduate medical education
in the Netherlands (advanced).

After experiences in some specialties, EPAs were nationally implemented for all of
PGME in 2017-19.%' The impetus for this process was a government plan to shorten the
duration of all the postgraduate medical programs, in an attempt to reduce the national
health budget, which includes residents’ salaries. The medical community was resistant
but offered to explore the possibility of flexibility (i.e., time-variability) in duration. While
for some residents a cut in length might work, for others this would be irresponsible, and
for still a few others there may be a justified need for increased length. To operational-
ize this flexibility the community turned to EPAs, and, with government support and
financing, all specialty curricula were rewritten at national and regional levels. Absolute
rules of fixed program lengths were replaced by recommended lengths and flexibility.
Residents are entitled to part-time training (80% or 90% of a full-time schedule) in the
event of family building, research pursuits or other reasons. In pediatrics, anesthesia,
and ophthalmology, the majority of residents work part-time, with consequent length-
ening of total duration.”® Monitoring of resident development was based upon work-
place-based observation and entrustment decisions, which eventually determine their
readiness for unsupervised practice. The changes were threefold: (a) from closed to open
curricula with core EPAs and space for electives, (b) individualization and personaliza-
tion, and (c) a shift in focus from accountability to trust.*

The micro-curriculum at the individual level

CBE emphasizes mastering specific skills and knowledge rather than focusing solely on training
duration, and promises increased flexibility and trainee-centeredness.™* A critical component of
CBE is therefore the tailoring of learning experiences to the individual,” ideally allowing indi-
vidualized and time-variable progression and training completion.'®'” This is an individualized
curriculum at the micro level. EPA-based curricula are particularly well positioned to allow
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Box 14.5: Introducing EPAs in postgraduate medical education
in Canada (advanced).

The Royal College of Physicians and Surgeons of Canada (RCPSC) launched the Compe-
tence by Design (CBD) model beginning in 2017 for all specialty and subspecialty training
programs in an effort to transform Canadian postgraduate medical training to a compe-
tency-based framework.*> EPAs for each specialty were derived from facilitated specialty
committee national workshops (in-person and virtual) across all 68 disciplines, whereby
leaders across Canada were brought together to shape the future standards of their disci-
pline on a national level. Within this new CBD model, EPAs for each specialty were cre-
ated to be foundational building blocks across four discrete stages of postgraduate training:
transition to discipline, foundations of discipline, core of discipline, and transition to prac-
tice. In so doing, resident advancement between these stages of training required successful
completion of each sequential stage-specific set of EPAs within the current stage to be
promoted to the next stage of training. Over the last seven years, nearly all 68 specialty
disciplines have transitioned to the CBD model in Canada through a cohort-based multi-
year implementation plan. All 68 have different EPAs to match their stage-specific needs
within their disciplines and evolution of the national CBD model is under way. Program
evaluation efforts and national forums are driving significant quality improvement pro-
cesses at the national and institutional levels.* In particular, a national summit process out-
lines the needed action plan for the second iteration of the CBD framework.* Key issues
for improvement across the 17 institutions in Canada include decreasing the significant
assessment burden that occurred with initial CBD implementation, increased separation
of assessment from in-the-moment feedback and coaching moments with frontline fac-
ulty, improvements in RCPSC communications and program evaluation of the project, and
enhanced support for optimization of electronic platforms available across the country.

individualized, time-variable progression based on personal patterns and rates of achievement
of entrustment for the program EPAs.® Typically, in postgraduate training programs, graduation
expectations are set at the level of readiness for unsupervised practice.’® A trainee may achieve a
level of early entrustment for some EPAs and late entrustment for others. See Figure 14.1.

A sample curricular plan with anticipated progression for an average trainee can be shared
with trainees at the start. Adaptations may then incorporate prior clinical experiences of the
trainee. The individualized version of the blueprint can help set expectations and serve as a learn-
ing and development contract. As individual trainees progress, there may again be deviations
from the anticipated schedule, based on individual strengths or challenges, clinical experiences
encountered, and other external factors. Periodic review of trainee progression should allow for
adjustments to the curricular plan—ideally increasing or decreasing specific clinical experiences
in rotations as needed to create trainee-specific micro-level curricula enabling achievement of
entrustment for each EPA.

Individualizing a trainee’s curriculum can start even before the postgraduate training pro-
gram commences. In many countries, the transition to advanced medical training does not occur
immediately after completion of the medical degree program but after one or more years of gen-
eral clinical experience.” Trainees may arrive with very different clinical strengths depending
on their postdegree clinical practice. Programs can use an orientation phase to map out the new
trainee’s experience related to the program’s EPAs and create a curricular plan individualized to
that trainee.

Ideally, individualized curricula arise from a collaborative effort with trainees. The success of
individualized pathways depends not only on program’s opportunities but also on the trainee’s
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Graded supervision allows for
1 Observing the activity
2 Acting with direct, pro-active supervision present in the room
3 Acting with (re-active) supervision available within minutes
4 Acting unsupervised, i.e., under clinical oversight

Portfolio of: PGY1 PGY2 PGY3 PGY4
trainee Jones

EPA a 1 2

EPADb 1 1

EPAc 2 2

EPAd 2 3

Figure 14.1: A simplified sample individualized EPA-based curriculum for a postgraduate trainee
across postgraduate years (PGYs) 1 through 4.

engagement. Trainees must be active agents in identifying their own learning needs, seeking
out learning experiences to advance their development, and requesting adjustments to their
training path to maximize their learning. This is not a natural role that trainees assume, after
a history of compliance with all undergraduate education rules and regulations. It is therefore
important to offer an orientation of trainees to their role for setting their own expectations,
showing agency and active engagement in reviewing and planning their individual micro-level
curricula (see also Chapter 12). In postgraduate nursing training and in physician-assistant
training in the Netherlands, variability in sets of EPAs, tailored to individual needs, is becoming
common practice.?

Issues to consider in the creation of workplace curricula

The following subsections address common questions that emerge when building an EPA-based
curriculum, assuming EPAs have already been defined for the relevant postgraduate training
program (henceforth referred to as program EPAs).

Structuring and sequencing learning experiences

EPAs can help structure curricula and tailor clinical learning experiences. The first step is to iden-
tify the EPA framework. Is there a national framework that can be adopted? If not, an EPA frame-
work should be created locally. Guidelines for this step can be found in Chapters 8, 9, and 11. EPA
descriptions should not only include a specification of the EPA (what privileges will a qualification
for this EPA in include?) but also the required knowledge, skills, attitudes, and experiences for
entrustment with the EPA.
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Next, the EPA framework must be mapped to existing clinical rotations, or optional rotations
for elective program EPAs. For each rotation, an analysis should be made of the activities that
actually happen in this context, of experiences necessary for trainees before entrustment can
be considered, how specific knowledge and skills can be learned and practiced, and the level of
the trainee upon entry to the rotation. Clinical experiences related to the EPA should preferably
occur across a variety of settings. Entrustment with an EPA carries an expectation that the trainee
has developed the agility to perform the EPA in multiple contexts. If needed, additional practice
opportunities and opportunities across contexts may be sought. Simulation should be considered
for rare but important clinical conditions or when clinical practice with real patients may not be
possible (e.g., urgent life-threatening situations; complex procedures with high inherent patient
risks). Simulated environments offer a controlled setting for safe skill acquisition and assessment
of competence that complements the workplace curriculum (see also Chapter 15).

Sequencing clinical experiences in rotations can be guided by the aim to increase responsibili-
ties thoughtfully. When are trainees first given opportunities to practice? Are they able to begin
practice in simulated or highly supervised and scaffolded environments? Use of early small EPAs
that nest under later and larger graduation EPAs may help with sequencing.® These smaller, nested
EPAs can represent subcomponents of a later, larger EPA. For example, ‘obtaining informed con-
sent’ and ‘initiating a procedure’ can be seen as subcomponents of the larger, end-of-program
EPA ‘Dialysis access’ They are smaller in scope or complexity (e.g., first only in stable patients)
or limited to a specific context or patient population (e.g., first only in adult patients). As trainees
progress, are they deliberately allowed to practice in contexts with less supervision and assume
greater responsibility? Are opportunities offered to practice with minimal supervision prior to
graduation and transitioning to unsupervised practice?

In the Canadian ‘Competence By Design’ (CBD) model, EPAs are defined for each of four
phases of postgraduate medical training: transition to discipline, foundations of discipline, core
of discipline, and transition to practice (Box 14.5). Still, rotations must be identified to determine
where the necessary clinical experiences occur. For example, an end-of-program EPA ‘Manage-
ment of pain outside the operating room’ for anesthesiologists can be separated into ‘Management
of pain for an emergency department patient’ on the emergency department rotation and ‘Man-
agement of pain for an intensive care patient’ on an inpatient consult service rotation. Readiness to
handle pain in both contexts is needed to allow for summative entrustment decision with the full
EPA. Another approach to sequencing is to take case-complexity into account. To remain with the
anesthesiology example, patients’ preoperative condition and anesthesia risk can be categorized in
American Society of Anesthesiology (ASA) I, II, III, and IV levels of increasing complexity, and
junior residents can be more readily given greater autonomy to manage an ASA I patient in the
operating room than an ASA III patient.

Sequencing decisions should be based on individual program needs and the structure of the
progran’s rotations and curricular phases. A blueprint should preferably include expected levels
of entrustment for each program EPA as trainees progress through the training program. For
instance, expected levels of entrustment can be noted before graduation, before the end of each
training phase, and before the end of each rotation, resulting in a two-dimensional map with
EPAs, rotations, and expected levels of autonomy (similar to Figure 14.1 but representing pro-
gram expectations rather than an individual trainee’s progression). While the program blueprint
expresses expectations, in practice individual trainees differ and deviations from the blueprint will
always occur.

Curricular objectives that do not directly translate to EPAs

Training in the clinical setting naturally emphasizes clinical activities or EPAs as the description
of those tasks and all expected competencies could be mapped to EPAs. However, one must
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acknowledge that a comprehensive curriculum includes more than training for clinical skills.
The assertion that, if an objective is not reflected in a specific EPA, it is not important is not
correct. Objectives such as attending to health inequities, considering climate change effects on
patients, and interprofessional collaboration do not easily translate to EPAs.?* The Royal Aus-
tralasian College of Physicians and the Irish EPA-based Internship Curriculum provide a useful
three-pillar framework, Do, Know, and Be, to structure postgraduate training (see also Chapters
2 and 8).*** This emerged from the understanding that EPAs and entrustment, while focusing on
performance of clinical tasks (Do), also require guidance on the essential underpinning knowl-
edge (Know) and professional behaviors, values, and identity (Be) to ensure readiness of trainees
for increased autonomy. In addition to detailing what graduates should be able to Do (EPAs) by
the end of their training, this model also specifies what graduates should Know (including the abil-
ity to integrate knowledge into practice and commit to lifelong learning of evolving knowledge)
to support the safe performance of EPAs. It also emphasizes how graduates should Be in develop-
ing their professional identity and professional behaviors (i.e., collaborator, role model, patient
safety promoter), values (i.e., compassion, integrity, responsibility, etc.), and habits (i.e., reflection,
lifelong learning).

Knowledge, skills, and professionalism are important conditions for entrustment. While Know
and Be features can be attended to in EPA instructions and assessment, they often require their
own, separate approaches, including lectures, online modules, regular progress testing (Know) or
360-degree feedback, learner reflections, and portfolios (Be). Four of the five trainee trustworthi-
ness factors that enable supervisors to trust a trainee with critical health care activities (agency,
reliability, integrity, and humility)® represent Be attributes and are weighed in entrustment deci-
sions for EPAs. Calling out the Be expectations separately from the EPAs can help ensure the
inclusion of curricula explicitly designed to support trainee development in these areas as well as
assessments particularly suited to capturing these behaviors and habits.

Some components of knowledge and professional identity formation may not clearly link
to EPAs. For example, knowledge of health care politics or advocacy for a healthier society can be
EPA-independent and still represent important training objectives. Regardless of approach, the
overall curriculum should explicitly develop and assess all competencies important to postgradu-
ate practice, including those that cannot be easily captured in an EPA framework.

Postgraduate programs in small centers

Small postgraduate training programs based at single clinical institutions (e.g., hospital, clinic,
medical center), may need to contend with limitations in service provision that can lead to inter-
institutional training variation for the same specialty. For instance, a pediatric pharmacy program
at a tertiary care hospital with transplant patients offers very different clinical experiences than
one based at a rural community hospital with no transplant patients but other broad experiences.
These limitations can conflict with the national macro-level curriculum and introduce undesir-
able variation in graduate outcomes at the institutional meso level. In cases of large variation
in service provision, programs should consider interinstitutional partnerships to access essential
experiences not available at the home training site(s) to improve standardization of training out-
comes and ensure alignment with national curricular expectations.”

Dealing with the limitations of time-variability

Challenges arise when CBE principles, particularly those around time-variable progression or
graduation of trainees, conflict with rules and regulations. While examples exist of time-variable
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options,” many programs cannot adapt training duration for individual trainees.” These programs,
however, may create opportunities to qualify trainees who are ready early for more autonomy and
only distant supervision, sometimes called ‘sheltered independence’ within the program.” This
sustains trainee growth and ability to practice greater autonomy while still scaffolded by the train-
ing program. Some institutions have piloted the idea of promotion in place—where post-licensure
trainees remain in the training program but are given greater autonomy and responsibilities com-
parable with those of a faculty member, and are allowed to function as a faculty member within
the institution.*® Another approach is to incorporate more elective time into the curriculum and
offer additional selective or elective EPAs to allow exploration of specialized areas of interest.
The framework of EPAs for a specialty may even include elective EPAs for trainees who advance
quickly. This approach enriches the learning experience and allows trainees to develop customized
portfolios of supplementary EPAs showcasing their unique fit for specific employment opportu-
nities. For others, the elective space can be used to add individualized clinical experiences for
targeted trainee-centered remediation to address specific areas for improvement for those pro-
gressing more slowly. This is implemented in pediatric specialty training at University Medical
Center Utrecht, the Netherlands. Customization strategies create flexibility in less flexible systems,
allowing continued trainee growth while also protecting against the graduation of trainees who
may not yet be ready for unsupervised practice.

Assessment considerations in an EPA-based postgraduate training program

While this chapter is focused on curricula, some attention to assessment is warranted. We high-
light two key considerations important for curricular design. For a more detailed discussion of
assessment in EPA-based curricula, see Chapters 17-21.

The tension between frequent observations by different supervisors and the creation
of a coherent longitudinal picture of the trainee

Creating a program of assessment that does not depend on a single examiner is central to modern
workplace-based assessment, with or without EPAs. This is beneficial for increasing reliability
and decreasing bias. In large programs, however, this programmatic assessment runs the risk of
fragmentation if every observer is a new supervisor and there is no communication with others
about the trainee of interest. As the purpose of assessment is not just of learning but also for learn-
ing,” the provision of frequent feedback and, ideally, longitudinal ongoing support for trainee
development across their various clinical experiences requires adequate monitoring across time.
While individual observation episodes may include feedback and learning conversations between
trainees and individual supervisors, this feedback and learning is often limited to the observed
episode and less likely to address longitudinal developmental patterns or needs. Here is where
the educational team, often called a clinical competency committee (CCC), plays an important
role. In several jurisdictions, CCCs are required bodies comprising at least three and often more
members of the active teaching faculty. The CCC reviews the progress of all residents or fellows
in the program and advises the program director in making official progression decisions or sum-
mative entrustment decisions.” Some CCCs meet monthly; others meet with a lower frequency.
Adequate competency committees have the data to monitor development of all trainees in the
program and their portfolio systems allow trainees to self-monitor progress, view aggregated feed-
back, and recognize their own performance patterns.’

Another approach to providing coherence is through coaching. Some programs are able to
incorporate a coaching program into the structure of the curriculum that can help overcome the
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limitation of committees that cannot meet frequently.’” Coaches can provide more frequent com-
prehensive feedback (i.e., based on all workplace-based and other assessment data received to that
point) and guidance across clinical experiences in rotations to support longitudinal trainee devel-
opment. While coaches can concentrate on specific skill development and performance improve-
ment using EPAs as anchoring points, they can also encourage and track development in the
Know and Be program expectations. Coaches can hold trainees accountable to the expectations
around agency and engagement in their own learning plan; they can encourage trainees to seek
out feedback and learning opportunities and foster trainee autonomy and accountability beyond
workplace-based assessments.*®** They can also help trainees engage in deliberate practice’ with
setting learning targets, help interpret feedback to plan purposeful practice, and find rehearsal
opportunities to improve performance. To realize their full potential, coaches should not be
viewed by trainees as assessors but primarily as allies, facilitators of growth, and guides for creat-
ing their personal micro-level curricula. The Canadian CBD programs all employ coaches for the
ongoing support and development of trainees.*!

Data needed for summative entrustment decisions

A primary data source is the experiences with the performance of EPAs, reported after ad hoc
entrustment decisions. However, the program of assessment should also collect data beyond EPA
performance. Multisource (360-degree) feedback from peers, supervisors, interprofessional team-
mates, and potentially patients usually extends performance specific EPA assessments and is par-
ticularly useful to capture consistent professionalism behaviors and habits*>*¢ (see Chapter 17 for
more details). The combined results of these various assessments, including multisource feedback
and knowledge tests, provide additional information on the Know and Be expectations not fully
captured by the EPAs.

Valid summative entrustment decisions require sufficient sampling across a variety of con-
texts and among supervisors,”” incorporation of both direct and indirect observation of clinical
activities, and the use of both quantitative and qualitative data. These can be supplemented by
artifacts from workplace activities (e.g., written notes and summaries, orthopedic cast), simu-
lation activities and supplemented by data from the assessment in the Know and Be domains.
Finally, trainee self-assessment of readiness for unsupervised practice for EPAs can provide addi-
tional insight. Portfolios and electronic dashboards*** allow visualization and integration into a
comprehensive picture of trainee progress; facilitate the tracking and sense-making of the mul-
tiple datapoints; support feedback, coaching, and summative decision-making; and enable the
formulation of personalized learning plans and remediation strategies.”’

Programs with a limited pool of supervisors submitting ad hoc entrustment decisions may have
more difficulty achieving adequate sampling among supervisors and filling balanced competency
committees. Care should be taken to maintain transparent procedures for arriving at decisions, to
avoid the perception of unfairness, bias, and conflicts of interest.

Trainee experiences in postgraduate EPA-based curricula

Trainees are the center point of CBE, but few data exist regarding postgraduate trainees’ perspectives
on EPAs. A recent Canadian study revealed polarized views: some saw EPAs as valuable for pro-
fessional growth, while others found them burdensome and disruptive to learning.”® These per-
ceptions were influenced by program administration, faculty assessors’ engagement, and trainee
behavior. The findings suggest that the trainee experience is influenced by the context and specif-
ics for how EPA curricula are implemented. For the EPA system to function effectively, there must
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be a dynamic, interdependent relationship among all three CBE stakeholders (program adminis-
tration, assessors and learners), with the system’s value being only as strong as its weakest link.*

The role of interprofessional team members and patients
in a postgraduate training program

In addition to the clinical teachers and supervisors, interprofessional team members and patients
play critical roles in a postgraduate training program.

Interprofessional team members, as part of the clinical community of practice, collaborate with
trainees to provide patient care. However, their relationships can sometimes be challenging. Team
members’ trust in the trainee can serve as an additional layer of gatekeeping for patient safety
and access to learning opportunities. Depending on the trainee’s role within the team, they might
supervise an interprofessional team member (e.g., a resident supervising a physician assistant)
while simultaneously learning from this—often more experienced—team member. Similarly, not
only do interprofessional team members serve as colleagues but they can also be valuable assessors
of the trainees.” Ideally these interprofessional team members feel part of the training program
and these nuanced relationships with their shifting dynamics of supervision and learning need to
be taken into consideration as part of the learning and assessment process.

Patients play a role in the educational process, being part of the patient-trainee—supervisor triad.
Their trust in the trainee, in their supervisor, and in the training program can affect trainee access
to learning opportunities. For instance, clinical supervisors may defer to patients’ preferences and
limit trainee performance of a procedure despite initial intention to entrust the trainee with the
procedure.’! Patients’ involvement in the learning process can also offer unique perspectives on
trainee competency and bedside manner, contributing valuable datapoints to a holistic assessment
of trainee abilities.”>* Incorporating patient feedback into the EPA portfolio or in a multisource
feedback procedure can be very valuable. While patient feedback contributes to practice-based
learning, it requires careful navigation of conflicting roles and power dynamics in the treatment
relationship.* Both patients and health care professionals need to embrace vulnerability and may
require facilitation and guidance to use patient feedback effectively. Addressing power dynamics,
and possibly shifting toward more collaborative relationships, is crucial for engaging patients in
feedback conversations and leveraging their valuable perspectives.

Challenges of EPA-based curricula in specialist training

The wide introduction of EPAs in postgraduate education, with most reports highlighting their
advantages,”*® does not mean that implementation has not faced challenges. First, Moore et al.
recently reported how EPA frameworks are too often proposed with just EPA titles, with an inher-
entlack of clarity and risk of implementation problems.”” Conversely, excessive detail and too much
prescriptive granularity of activities can threaten the usefulness of EPAs.*® New programs starting
with long lists of newly defined EPAs often discover they need to lump them into broader units of
practice to create a feasible program. The 45 rigorously defined Dutch anesthesiology EPAs'! were
reduced, in the first year of implementation, to 28 (larger) EPAs. That number appeared more
feasible for serious entrustment decisions and a program of assessment. A balanced approach
is needed to ensure that EPAs are specific enough to provide clear guidance for teaching and
assessment but broad enough to be practical and flexible in real-world clinical settings. Hence, it
is recommended that a complete set of EPAs for a training program should range from 20 to 30
EPAs, with no more than 10 per program year.*® Next, time-variability, an inherent feature of CBE
(with or without EPAs), brings significant practical hurdles,* as has been discussed above, while
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promising examples of time-variable postgraduate programs are emerging.”** Finally, frequent
observation and reports, features of programmatic assessment and applicable in EPA-based cur-
ricula, are often reported to be an unwelcome burden for clinical faculty as well as for trainees.
The adoption of the Canadian CBD model unexpectedly increased trainee anxiety and their sense
of assessment burden.®! If EPAs become mere checkboxes that learners feel they must complete to
‘pass, EPAs can lose their original significance as units of practice for which one becomes quali-
fied. Even if the administrative burden of workplace-based assessment for clinicians is actually
less than they may perceive,*? conditions must be created in which feedback, observation, and
assessment minimally disrupt the clinical workflow; thoughtful implementation of automation
with mobile devices may help.

Conclusion

Postgraduate training environments have specific challenges, primarily reflected in the need for
trainees to care for patients while at the same time learning and working toward developing the
competencies associated with unsupervised specialty practice. This process demands careful plan-
ning by education leaders, particularly given the complexity and opportunistic nature of the work-
place learning environment. Using EPAs as a curricular framework, education leaders can begin
to address tensions between education and service, implement CBE principles, and structure clin-
ical learning experiences to support developmental progression of trainees toward unsupervised
specialty practice.

Figure justification

Figure 14.1 was adapted from: ten Cate O. What entrustable professional activities add to a com-
petency-based curriculum. Acad Med. 2014;89(4):691.
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CHAPTER I5

The role of simulation in EPA-based curricula

Timo de Raad, Fremen Chihchen Chou,
Adrian P. Marty, Ryan Brydges

Abstract

Entrustable professional activities (EPAs) form the cornerstone of competency-based
health professions education, focusing on the critical tasks trainees must master for their
future unsupervised clinical practice. Recognizing the challenges in assessing EPAs, espe-
cially those caused by the rarity of some clinical events and the dynamic nature of health
care settings, there is an increasing interest in utilizing simulation as a complementary
approach. Using simulation modalities, educators can design controlled and relevant set-
tings for learning and assessment, allowing students to apply theoretical knowledge, prac-
tical skills, and professional attitudes in a risk-free environment. This chapter delves into
whether and how simulation can be integrated into EPA-based curricula to enhance train-
ing and preparation for performing EPAs, as well as to provide a controlled setting for
assessing trainees’ entrustment levels.

We explore the theoretical underpinnings for applying simulation in an EPA-based
curriculum, highlighting its potential dual roles in bridging educational experiences with
assessment activities, and relating both to real-world clinical practice. While we propose
a model for the promising integration of simulation into EPA-based curriculum, we also
note that the evidence supporting its efficacy remains preliminary. Further research must
substantiate the role and value of simulation in an EPA-based training and assessment
modality. Our model describes the possible application of EPAs that progresses from an
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individuals basic skill acquisition to their becoming capable of acting in complex, broader
team-based clinical challenges. Incorporating simulation meaningfully into EPA-based
curricula represents a transformative approach in preparing health care professionals for

the challenges of clinical practice.
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Introduction

Entrustable professional activities (EPAs) undergird many models of competency-based health
professions education.! EPAs are the tasks trainees must learn to perform effectively in all facets
of their professional practice.? Most commonly, EPAs are assessed in the actual clinical workplace.
However, multiple pressures, such as the low frequency of many EPA-indicated clinical events,
have prompted scholars to seek ways to increase the opportunities to conduct EPA-related learn-
ing and assessments, including using simulation modalities.*”

Simulation is a technique that creates a situation or environment to allow persons to experi-
ence a representation of a real [health care] event for practice, learning, evaluation, testing, or to
gain understanding of systems or human actions.® Diverse uses, purposes, and technologies have
led health care educators and leaders to use various simulation modalities (ranging from, e.g.,
manikins to simulated patients) for training, assessment, and quality improvement.” Simulation
provides a controlled yet realistic environment where trainees construct understanding by apply-
ing the knowledge, skills, and attitudes essential for professional activities.

AsEPA-based curriculabecome a foundational option across health care training programs and
organizations, scholars have started investigating how and why simulation can function effectively
insuch curricula. Researchersin the EPA and simulation communities have, often separately (they
tend to be different scholars), claimed that simulation can fulfill two purposes: functioning as
(a) a preparatory setting for teaching EPA skills longitudinally throughout trainees” clinical
training years®® and (b) a technique for conducting assessments that inform high-stakes deci-
sions on trainees’ clinical competence.>* In this chapter, we review the theoretical rationale and
emerging evidence for the claims that simulation techniques can be effectively integrated into
EPA-based curricula to provide: (a) tailored learning experiences for developing competencies
that underpin EPAs, and (b) assessment data for making high-stakes decisions about trainees’
performance outcomes.

EPA-based curricula may include an array of simulation learning settings, ranging from
classroom-like activities in simulation centers to dynamic in situ scenarios in actual clini-
cal contexts. We must consider the implications of using simulation across these diverse
environments, including how and why this educational modality can effectively bridge the gap
between educational experiences and real-world practices. We note that the theoretical ration-
ale for linking EPAs and simulation currently outweighs the available evidence to evaluate the
value of simulation’s role in EPA-based curricula.!® Thus, we aim to explore whether and how
integrating EPAs and simulation-based training can enhance the quality and efficacy of health
professions education.

Role of simulation in EPA-based curricula

We propose a central tenet that simulation should not be confined solely to the assessment of EPA
performances; it may be equally or more potent as a learning modality. When designed well, simu-
lation scenarios engage trainees, hone their skills, enhance their clinical reasoning, and build their
confidence. In this way, simulation modalities become a key tool in educators’ toolboxes as they
design, implement, and evaluate EPA-based curricula. For example, in workplace settings, trans-
lational simulation (i.e., simulation scenarios that occur in the actual clinical setting) has become
a refined use of simulation for evaluating whether individuals, teams, and the systems they work
within require an educational intervention.” Likewise, in undergraduate and postgraduate set-
tings, simulation has shown great potential as a modality for refining clinical competencies and
preparing health care professionals for their future clinical practice.
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The core components framework of competency-based medical education represents a potential
blueprint for designing EPA-based curricula in health professions education."" Educators would
begin by defining EPAs and then designing instructional activities and curricular sequences that
support the required competencies for each EPA."! While classroom-based and workplace-based
learning can fulfill many of the requirements of such a curriculum, simulation-based training can
fill key gaps, enhancing the EPA-based curriculum with structured, comprehensive design and
tailored learning experiences.

EPAs can be closely linked to simulation training activities: educators could use each EPA
description written using the eight-item framework'? as a ‘mini curriculum’ to inform their design
of simulation scenarios. In particular, the frameworK’s second item, ‘specification and limitation,
and the fourth item, ‘required knowledge, skills, attitudes and experiences’ (KSAEs), both provide
a foundational blueprint for designing simulation scenarios for EPA-based curricula. Specifica-
tion, for instance, involves elaborating the EPA with chronological, bulleted subset tasks that could
guide the designed components for the simulation scenarios. At the same time, KSAEs delineate
the criteria for educators to cover during the debriefing, which typically follows simulation sce-
narios. In sum, we suggest that using EPAs to guide simulation design allows for tailored training
programs aligned directly to identified needs in the curriculum blueprint. Involving experienced
simulation educators would ensure that the complexity of scenarios is appropriately titrated to the
perceived competence levels of trainees.

Role of simulation in assessing entrustment

Educators in health professions education set entrustment levels to determine when and how a
trainee can be entrusted to subsequently perform clinical responsibilities unsupervised.’ Simula-
tion scenarios can conceivably be designed to align with each entrustment level, allowing edu-
cators to observe and assess trainees’ performance in a controlled environment. Some authors
suggest that if strong links between simulation-based and workplace-based assessments can be
established, trainees’ performance in EPA-related scenarios could complement or even replace
high-stakes real-world assessments.>"?

To successfully assess entrustment levels on par with real-world practice, simulation-based
assessment scenarios would have to be meticulously designed to have many features.'>' First,
the designers would need to be clear about how the construct of interest (e.g., the competen-
cies underlying a specific EPA) will be activated through the use of a simulation scenario (e.g.,
a manikin with actors role-playing colleagues). Second, the broad range of trainees (i.e., with
different prior knowledge and varying levels of self-efficacy) must all be consistently stimulated
to perform the EPA as expected. Third, those responsible for assessing the performance of the
EPA must be trained to engage in a systematic and standardized observation of each trainee’s per-
formance. Fourth, the assessors must also be trained to translate their observations into a ‘level
of supervision’ and, more importantly, to provide meaningful feedback according to previously
established criteria. The extent to which simulation center staff and their clinical partners have the
foundational skills and training to enact these features likely varies considerably across different
health professions and health care organizations. Ultimately, significant and rigorous validation
studies' would be needed to determine whether simulation could fulfill the role of complement-
ing or even replacing real-world assessments. Many training programs are drawn to simulation
for its potential to ease the assessment burden of EPAs in the workplace.>**%? If the assessment of
EPAs conducted in the simulation setting correlates highly with the assessment in the workplace,
as with procedural/psychomotor skills,"” then the many positive features of simulation—safe for
patients, psychologically safe for trainees, effective for a range of clinical skills, highly controllable,
highly flexible, and so on—become ever enticing.
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Evaluating evidence: simulation’s impact on EPA-based training and assessment

We reemphasize that conceptual papers severely outnumber empirical papers on integrating sim-
ulation into EPA-based curricula and assessments. That said, trends are emerging in how different
medical education research teams have been reporting on using simulation modalities for EPA-
based training and assessment.

Several groups have been using simulation-based activities as a ‘capstone’ method for training
and for assessing entrustment readiness as learners (mostly medical students) approach the end
of their training. For example, teams have investigated the use of simulation for assessing multiple
EPA outcomes in medical students transitioning to residency.’>!* Two other groups have extended
this idea into a multiday formative and summative capstone course in medicine'” and in phar-
macy.'® Hence, these researchers have identified simulation as a type of ‘assurance, checking to see
that trainees have been adequately prepared for significant career transitions.

Researchers have also used simulation as a testbed for generating validity evidence for EPA-based
assessments. Several studies have investigated whether simulation-based and workplace-based
EPA assessments correlate quantitatively,**** with the evidence showing moderate to no correla-
tion for observable skills, like resuscitation. One explanation for these mixed findings may be
found in an interview study, in which the same physician raters provided EPA ratings of polypec-
tomy skills for the same trainees in the simulation-based vs. real-world endoscopy suite; notably,
the raters reported defining and judging entrustment quite differently across the two settings.?
Others have constrained assessment only to the simulation-based setting to understand how best
to implement entrustment-supervision scales into existing processes like the Objective Structured
Clinical Examination® or to examine the correlation between ‘levels of supervision’ and other rel-
evant competency-based outcomes.?” In all these studies, simulation appears to be viewed as most
useful when researchers have identified EPAs that relate to directly observable skills, especially
procedural skills and communication competencies.

The state of the evidence prompts us to advocate for a targeted research agenda that aims to
establish the dual role of simulation in both EPA-based curricula and assessing EPAs. With these
clear purposes as the foundation, researchers can build upon each other’s work by conducting
well-defined studies that contribute meaningfully to our collective knowledge advancement
rather than conducting disparate studies that do not add to our foundational understanding. By
examining the experiences and outcomes of institutions that have embraced simulation, research-
ers can provide educators with insights into the potential benefits and challenges of implementing
simulation in their EPA-based curricula.”

Integrative model of simulation in EPA-based curricula

Based on the available literature, we have identified two major trends. First, reviews indicate that
up to three times more studies focus on creating EPAs than on implementing EPA-based cur-
ricula.? Hence, our proposal that simulation can be used to implement EPA-based training and
assessment has yet to be fully and systematically explored beyond theoretical proposals. Second,
where empirical studies have been conducted on implementation, researchers tend to focus on
the use of simulation for the assessment of EPAs rather than its use as a preparatory component
to train for EPAs. Here, we challenge the simulation and EPA research communities to consider a
provocative recommendation: that all trainees be required to experience every EPA and its related
competencies, where those can be effectively delivered by educators using simulation, in a simula-
tion-based setting before they are entrusted to perform the EPA on a patient.

Simulation-based education, as a modality for training and assessment, can involve scenarios
that evolve from targeted, analytical tasks to holistic, real-world clinical scenarios, mirroring the
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Figure 15.1: The role of simulation in an EPA-based curriculum.

progression of health care training from early learning to advanced practice.* In writing this
chapter, we developed a preliminary model for educators to consider the pivotal role that simula-
tion could play in developing trainees’ competence in an EPA-based curriculum (Figure 15.1).

Early training—analytic and granular focus

In early training settings, simulation could be used to help trainees to independently hone granu-
lar tasks and essential procedural abilities. Educators might design part-task simulations with
the aim of helping trainees to build core skills, like suturing or basic life support, in controlled
settings. These activities correspond to analytic or nested EPAs (see Chapter 10), which focus on
mastering specific components of broader professional activities.

Advanced training—holistic and end-of-training focus

As trainees progress from undergraduate to postgraduate programs, simulations would esca-
late in complexity, integrating technical and behavioral skills (e.g., communication, teamwork,
decision-making). At advanced training stages, simulations could present comprehensive, realistic
scenarios reflecting full-scale clinical encounters or complete patient care, resonating with holistic
or end-of-training EPAs. Here, educators would examine how trainees perform when entrusted
with complete professional tasks, simulating real-world practice and fusing procedural skills with
the challenges of team-based health care.

Conclusion

Our preliminary model demonstrates how educators can formulate links between training con-
tent, trainees’ progression, and the simulation purpose and modality best suited to the situation.
Our chapter raises and synthesizes key considerations for future directions of how to integrate
simulation into EPA-based curricula as the landscapes of health professions education and simu-
lation continue to evolve. We encourage researchers to use established frameworks—either those
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we have referenced or their own preferred ones—to systematically design, implement, and evalu-
ate the impacts of using simulation modalities to support trainees’ readiness for their future prac-
tice. Incorporating simulation into EPA-based curricula represents a transformative approach in
health professions education.
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CHAPTER |6

Entrustable professional activities and transitions
across the continuum of training and practice

Olle ten Cate, David A. Turner, Martin V. Pusic,
Daniel J. Schumacher

Abstract

Transitions of trainees in the health professions to new contexts, to new training stages,
and to unsupervised health care practice are critical learning periods where entrustable
professional activities (EPAs) can play a pivotal role. For entrustment decisions, the critical
questions are: are trainees prepared for a next phase, often with more autonomy, and are
graduates prepared for the requirements of practice, often unsupervised?

This chapter addresses EPA-related issues from the perspective of these transitions and
how they apply to the entire continuum of education and practice. Supervision plays a key
role, both before transitions and after.
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Introduction

Transitions are ubiquitous in health professional training—from classrooms to the clinical work-
place, from one clinical environment to another, from supervised to unsupervised practice, from
one institution to another, from prelicensure to licensed practitioner, and, in general, from train-
ing to practice. Entrustment with entrustable professional activities (EPAs) can reflect a transi-
tion on a granular level, as entrustment decisions bring trainees into situations where they have
a greater responsibility and autonomy to act. EPAs have been defined as units of professional
practice that trainees must be prepared to perform without supervision after a period of training.
Originally proposed for postgraduate medical training,' EPAs were soon embraced by under-
graduate programs. Accounts of proposals or uses of EPAs have now been published in all health
professions. Given that EPAs define a profession, they are also suitable for individuals in practice
after training, for instance to recognize when they have gaps in their abilities or when new activi-
ties are added to the profession that they did not encounter before completing training.

Entrustment with health care tasks does not occur only at the end or after completion of train-
ing. Even if formal regulation of the permission to practice health care is linked to credential-
ing, licensing, or board certification, supervised execution of health care tasks happens from the
moment a trainee starts their first clinical rotation and a preceptor assigns and supervises profes-
sional tasks.? Even after completion of all training, a specialist may encounter new areas of work
not experienced before. How practicing physicians acquire new knowledge and skills varies and
may be different for unfamiliar surgical® and medical* tasks, but the assumption of responsibility
for new professional activities is relevant across the continuum of education and practice. In other
words, EPAs do not necessarily represent an educational construct; in fact, ‘units of practice’ con-
stitute professional work, not educational exercises.

Figure 16.1 shows the transitions with the continuum from an international perspective,
acknowledging the great variety of stages in training and practice worldwide. Each of these stages
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Figure 16.1: Transitions within the medical continuum worldwide. Adapted from Wijnen-Meijer
etal. (2021).°
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Box 16.1: A theoretical note: developing situation awareness after transitions.

Passing the threshold for summative entrustment with a health care task (an EPA) is
a significant transition moment. Following Dreyfus’s skill development model (nov-
ice—advanced beginner-competent-proficient-expert), this is when a trainee would be
‘competent.'®!! Passing this threshold, that is, becoming allowed to work unsupervised,
either within training or after training, is only the beginning of a trajectory toward profi-
ciency and expertise. In an excellent overview, US Air Force industrial engineer Endsley
(2018) explains the crucial role of developing situation awareness (SA) and how this
occurs in three stages toward expertise: perception of relevant situational cues, compre-
hension of the dynamics in the environment, and projection, i.e., forecasting of relevant
future happenings, illustrating this with examples from team sports, aviation, and medi-
cine."” The mastery of an EPA at the threshold moment of readiness for unsupervised
execution does not yet imply the automation of task execution that is needed for a high
case load and robust execution under variable circumstances, because full SA has not
been reached. A lower case load with ample time for each case is needed initially after a
transition, also to avoid overload, feelings of moral injury (able, but not having enough
time to do the job well), and burnout."

may employ EPAs, while intermittent service periods can benefit from qualifications for EPAs. For
each stage, the preceding phase should prepare trainees to work at a designated level of supervision.

Assuming clinical responsibility of professional work is a critical transition point. Transitions,
from classroom to clinical phases of education and from education to practice, have always caused
concerns.® Moving from possessing knowledge to executing clinical responsibilities is especially
stressful. The weeks and months after such transitions have been called ‘critically intensive learn-
ing periods.” While preparation for such transitions can often be optimized, they are unavoidable
difficult phases of professional growth that pose immense opportunities to learn to become resil-
ient.® The first time a trainee passes the threshold of competence and is initially entrusted with
unsupervised task execution, performance can be high-quality, but is not routinized and may take
time.” After that transition, the development of situation awareness helps to speed up task execu-
tion and allows the increase of caseloads (Box 16.1).

In this chapter, we address critical issues related to EPAs and the continuum of education and
practice, including its transitions. While competency-based education (CBE) has dominated the
language of health professions education, competency-based practice throughout a clinical career
is really its eventual purpose.'*

Preparing early trainees for first EPAs

EPAs can be envisioned for early trainees but, as they reflect contributions to patient care activi-
ties for which one can (and must) become qualified, classroom education can never fully prepare
trainees for EPA entrustment. Examples of legitimate EPAs for early trainees, however, can be
found. For instance, some programs require medical students to become an emergency medical
technician in the first year'® or offer work in a supervised but student-run clinic for underserved
populations (patient triage, history and physical examinations, patient education, and laboratory
and immunization procedures).? These can also be offered as electives leading to formalized health
care activities that require qualification and permission.
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As early trainees (and their patients) are highly vulnerable, adequate training and supervision
and clear regulations are of utmost importance. If well secured, however, such experiences are
highly valuable. They provide an orientation to the profession to strengthen (or redirect) con-
victions of career choice. In addition, they provide a relevant context for the effort needed for
foundational, canonical knowledge acquisition. This vertical curricular integration combines the
knowing, doing, and being from the outset of professional training and identity formation, and is
likely to prepare trainees for transition to more responsibilities.'

True entrustment with contributions to care in undergraduate education

Prelicensure trainees are often restricted in their autonomy to contribute to patient care. While that
is needed and justified for the sake of patient (and trainee) safety, strong restrictions will cause more
significant transition gaps after graduation compared to a more gradual preparation of trainees for
responsibility. In international comparisons, the freedom of senior, but prelicensure, trainees differs
vastly. In some jurisdictions, senior prelicensure trainees may not do much more than a physical
and history, fully checked by a licensed attending, while in other settings prelicensure trainees can
bear a significant weight of primary patient care with limited and indirect supervision. In terms
of the Chen-adapted entrustment-supervision scale,'” these variations before graduation range
from 3a (all findings double-checked) for only limited tasks to 4a (remote supervision, reachable
by phone) for quite significant tasks, including uncomplicated child delivery, as an example. Heavy
responsibilities prepare learners well, but patient safety requires clear regulation of supervision. This
dichotomy is where summative entrustment decisions, after adequate assessment of trainees, are
critical to convince collaborators and the public that significant responsibilities are justified.

Entrustable professional activities and the transition to residency

EPAs define a circumscriptive profession. For EPAs for medical school, this is the entire profes-
sion of medicine, but in a general sense. EPAs achieved in medical school must prepare pluripo-
tent (not pluricompetent) students for a diverse range of fields, from psychiatry to neurosurgery.
Thus, EPAs at the transition from medical school to residency deserve special consideration. The
Association of American Medical Colleges (AAMC) in the US navigated this issue by defining
the EPAs they believed any practicing physician should potentially need to perform, regardless
of specialty,'®" with the additional expectation that these would fit with subsequent EPAs for
various specialties. The AAMC developed a set of 13 Core EPAs for Entering Residency (AAMC
Core EPAs), such as developing differential diagnoses, ordering and interpreting common tests,
documenting clinical encounters, and contributing to a culture of safety and improvement.*

The first specialty in the US attempting to align undergraduate and postgraduate EPAs was
pediatrics. As part of a time-variable pilot (Education in Pediatrics Across the Continuum, or
EPAC), pediatric educators mapped their general pediatrics EPAs* to the AAMC Core EPAs and
transitioned medical students in this small pilot to pediatric residency early, based on their indi-
vidual readiness.”»** Next, they aligned the general pediatrics EPAs to EPAs for each pediatric
subspecialty for individuals who complete fellowship training. This includes EPAs common to
general pediatrics and every subspecialty, such as ‘Leading a team’ and ‘Serving as a consultant for
other healthcare workers providing care to children’?

Entrustment decisions and the transition to new training contexts

As trainees progress through the training continuum, there are both formative and summative
considerations regarding an individual’s readiness to execute a given EPA. The focus on EPAs can



transitions across the continuum of training and practice 187

effectively improve feedback and progression along a developmental trajectory,** but summa-
tive entrustment decisions regarding readiness to practice EPAs in new contexts are important.
Some programs award a ‘statement of awarded responsibility’ (STAR) when readiness for unsu-
pervised practice has been demonstrated for an activity, a common practice among all Dutch
postgraduate medical and nursing programs that serves as an informal mini-certification."”” Tes-
tifying to this readiness may serve just to complete a training stage, such as in Canada’s Compe-
tence-by-Design (CBD) model,?® or to proceed to greater autonomy and responsibility in patient
care. The CBD model requires learners to achieve mastery of a set of EPAs before progressing to
their next context, which is devoted to other EPAs. A risk of this model is that trainees feel they
need to ‘chase’ ratings for EPAs, not to allow for practicing with more autonomy but to tick off a
program requirement.”

EPA qualifications also serve an important role in transitioning into completely new training
environments, like the transition from undergraduate medical education (UME) to graduate
medical education (GME). As noted above, in the US, the AAMC Core EPAs were developed and
piloted in UME, and data suggest that there is an association between perceived readiness to
perform these EPAs with transition to GME training.”® Data also demonstrate that readiness
to execute these AAMC Core EPAs may be lacking at the time of transition.*"** These data can be
used to identify gaps that exist between UME and GME training, which serves as further evidence
for the need to think about CBE and assessment as a genuine continuum to mitigate the abrupt
transitions that are a part of many medical education systems.'*'%%

Transportability of summative entrustment decisions

Before formal licensing and specialty certification, summative decisions for EPAs at level 4
of supervision (basically, ‘allowed to practice unsupervised, with oversight only’) serve to qualify
senior trainees to exercise responsibilities that are compatible with a posttransition phase. These
summative decisions or STARs can be translated to digital badges** and should be acknowl-
edged by members of the health care team. However, trainees can transition to a new context, for
instance to a different, affiliated hospital during training. The question then arises as to the extent
to which STARs uphold in this new context. Should new supervisors accept the trainee’s STAR
status and can they be allowed to work autonomously during night shifts? The recommendation
is twofold: to basically accept the status in the new context, but also to incorporate an orientation
phase, including sufficient observation to confirm the STAR status. For new environments, the
recommendation thus is: ‘trust, but verify’

In nursing, where transition programs are widely used to support graduates in a practice envi-
ronment,* a Dutch nationwide EPA model was recently created for postgraduate training to pro-
vide more flexibility to address both career development and the needs of health care® by using
the concept of transdisciplinary EPAs.*”

EPAs and transitions from training to full practice

Entering the first phase of full responsibility in practice following training is a critically important
step.®®* Readiness to execute EPAs can serve as the basis for the decision to enter practice, and
they provide an opportunity to clearly define the entrance requirements needed for practice in
a profession or specialty.*” However, in the siloed medical education systems that exist in many
contexts, there may be inconsistency regarding how prepared a graduate needs to be at the time
of transition into practice. Using the example of pediatrics in the US, EPAs were developed to
define the activities expected of pediatricians and pediatric subspecialists, and, as these have been
investigated over the last few years, data demonstrate substantial variability in graduates’ prepar-
edness to execute these activities at the conclusion of training. In general pediatrics, less than 80%
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Box 16.2: Transition-to-practice models that focus
on oversight of junior attendings.

« ‘Promotion-in-place’ is a US pilot program that allows residents to graduate in a time-
variable fashion into a fully certified independent role within the residency institution,
the advantage being that close supervision and support remains available during the
early independent period.*

o Several US procedural specialty boards require the newly graduated surgeon to collect
detailed information on a full, consecutive case series that is then reviewed at the time
of their oral board examination, providing a window into the match between the indi-
vidual’s readiness for entrustment in a specific practice context.

» Comprehensive cardiac sonography was recently defined in 24 very specific EPAs, 10 of
which were rated as core for postgraduate training, seven as requiring supervision after
postgraduate training, and eight as requiring additional focused training and supervi-
sion for certified cardiologists.*”

of graduating residents in one study demonstrated readiness for unsupervised practice for 6 of
the 17 general pediatric EPAs* and, in the pediatric subspecialties, program directors suggested
that unsupervised practice should not be the minimum expectation at the time of graduation for
most EPAs.*>*

Considering transitions, it may not be realistic to list unsupervised practice as the strict mini-
mum expectation for transitioning to full certification as a health professional. Rather than view-
ing the ongoing need for some supervision as deficiencies of individual trainees, or a deficiency
in a training program, we suggest that this represents an ongoing, dynamic entrustment interface
that must be negotiated not only at the time of certification and transition to practice but in an
ongoing fashion throughout a practitioner’s career. This recognizes both individual variability and
contextual variability. Box 16.2 provides some examples.

Consider veterinary training and the readiness to manage emergency care for domestic animals.
The variety of medical conditions, in the variety of potential animals, cannot all be taught and
confirmed in undergraduate veterinary education. For every recent vet there will be deficien-
cies (and continued postgraduate residency is not the norm in veterinary medicine). Veterinary
graduates are qualified but not fully competent.*

The notion of ‘readiness for practice’ is not absolute. The newly graduated practitioner must
ensure further skill development, requiring the availability of a more experienced backup practi-
tioner and special practice sessions.* In addition, the adaptation to the context may regard very
different new skills. Clinical competency committees, qualifying trainees for the completion of
training, should therefore reliably evaluate the trainee’s ability to recognize the need for support
and guidance. The designation ‘not yet ready to be entrusted’ is a signal to the learner (and the
system) that extra support will be needed. To return to the realm of emergency veterinary prac-
tice, Figure 16.2 shows a recent Dutch project to negotiate on Day 1 after the transition to this new
environment, how much supervision will be needed and for how long.*” Similar approaches may
be developed in transition phases for other health professions.

Once further into practice, a role for EPAs can be envisioned in the ongoing maintenance and
updating of skills for practitioners. An important competency ‘edge’ for every practitioner involves
adjusting to changing circumstances over a career. At the person level, ‘disuse atrophy’ may lead
to de facto loss of readiness for critical activities, with implications for both continuing educa-
tion and for ongoing certification.”® EPAs can clarify where the edges are. At the context level,
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EPA Checklist for new employees in emergency veterinary care

For this EPA | | strive to be ready for
Essential EPAs in emergency veterinary care estimate | require this |  unsupervised practice
level of supervision* after X months
Initial treatment of a dog or cat with... 1123 |4|5|0|1|2[|3]4]|5

trauma, bleeding(en), wound(s)

cardiorespiratory arest (needing CPR)

epilepsy

dilated stomach/volvulus (excl. surgical intervention)

dysuria / stranguria / pollakiuria

intoxication

dyspnea

|~ B k=

luxatio bulbi

9 | acute glaucoma

10 | acute blindness

11 | perforated cornea

12 | dystocia (including caesarean section)

13 | pyometra (including hysterectomy)

14 | dental urgency

15 | acute heart failure (myocardial, pericardial, arrhythmia)

16 | diarrhea, vomiting and/or abdominal pain

17 | anemia

18 | acute paresis/paralysis

19 | foreign body in nosel/oropharynx, larynx, trachea, esophagus

20 | heatstroke

21 | allergic reaction

22 | diabetic ketoacidosis/hyperglycaemia

23 | determining indication and performing euthanasia

1:

e whN

*Level of supervision

Ready to be present but not enacting the EPA

Ready to practice this EPA with supervisor physically present
Ready to practice this EPA with indirect (on-call) supervision
Ready for unsupervised practice

Ready to provide supervision to junior learners

Name: ...

Date: ...

Discussed with supervisor: ...

Figure 16.2: Example of a self-evaluation tool to negotiate supervision needs after transition.

practice is likely to keep changing rapidly over the course of a practitioner’s career. New EPAs can
arise with others being sunsetted, as practice evolves. For example, six collaborating emergency
medicine organizations maintain a practice model, termed the ‘Model of the Clinical Practice of
Emergency Medicine’ and made up of three main ‘dimensions’—patient acuity, physician tasks,
and physician competencies*—with the tasks dimension aligning with the EPA framework. This
collaborative model, with the emergency medicine community coming together to ensure ongo-
ing relevance of the guiding elements of a profession, ensures that inclusive cocreated frameworks
strike the right balance between protecting the public and respecting individual practitioner
autonomy. Another example is from physician assistant training, where EPAs are being added to
the individual’s portfolio after training.*
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A next step could be to define for individual specialists what the core activities are, for all in their
specialty must be ready to perform at any time (defining the common ground of the specialty),
and what one’s individual, dynamic portfolio of additional EPAs'* shows they are ready to perform
at a specific moment.

EPAs are usually associated with a single program, in either postgraduate or undergraduate
education. In this chapter we have argued how EPAs can play a pivotal role across the educational
continuum, and particularly around moments of transition. The role of supervision, a key variable
in guarding the safety and quality of care, and simultaneously fostering the development of learn-
ers, cannot be stressed enough in this process.

Figure justifications

Figure 16.1 was adapted from Wijnen-Meijer et al. (2021).” Figure 16.2 was taken from ten Cate
& Favier, 2022.7
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CHAPTER |7

Workplace-based assessment to support
entrustment decision-making:
four sources of information

Olle ten Cate, Gersten Jonker, Yoon Soo Park,
Eric S. Holmboe, Vanessa C. Burch

Abstract

A program of assessment that enables summative decisions about the trainee’s readi-
ness, such as a clinical competency committee, requires a synthesis of various sources of
information and sufficient data points. Besides information about knowledge and skills,
assessed outside the workplace (written examinations and standardized skills tests), work-
place-based assessment can be categorized into four sources of information about a trainee:
direct observation, conversation, longitudinal observation, and evaluation of ‘products’ of
patient care. Direct observation of a trainee happens during a natural patient care activ-
ity in an authentic clinical setting, usually 10 to 20 minutes, followed by a few minutes of
focused feedback. Conversations are a five- to 20-minute one-on-one discussion with a
trainee to probe knowledge, understanding, reasoning, and/or decision-making. Longi-
tudinal observation or monitoring checks the natural, unplanned observation of a trainee
over time by collaborators and others (including patients) who have natural encounters
with the trainee, often in the form of multisource feedback. Product evaluation pertains to
the assessment of trainees through their output of patient care that does not require their
direct presence during the assessment.
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All four sources of information are discussed with examples and literature references.
We end with notes on documentation of information, and feedback processes as an intrin-
sic component of workplace-based assessment.
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Workplace-based assessment to support feedback
and summative entrustment decisions

In 1990, George Miller, a senior scholar in medical education, presented a famous model of assess-
ment, arguing that significant advances had been made across his lifetime to increase the psycho-
metric quality of the assessment of knowledge, applied knowledge and reasoning, and integrated
knowledge and skills in a standardized environment.

However, the ‘does’ level in the pyramid that was named after him was left for a necessary future
advance in medical education.! Workplace-based assessment reflects the assessment at this fourth
level of the pyramid but it was not well developed at the time.

Since Miller’s publication, workplace-based assessment (WBA) has been developed in many
ways*? to include tools, forms, procedures, and approaches. Assessment of trainees in the health
professions, to determine their readiness to practice, has evolved from limited static moments of
high-stakes assessment into a more continuous and developmental interaction with trainees to
support learning, combined with evaluating their readiness for practice requiring varying levels
of supervision and support.* Readiness for practice is increasingly translated to entrustment: the
decision to transfer patient care responsibilities to a trainee who has shown to possess the required
competencies.

Entrustment decisions require solid information about the trainee. In the clinical workplace, a
multitude of sources of information is available to inform their development and their readiness
for practice.

WBA is assessment in the variable context of patient care. While trainees have acquired gen-
eralized, context-independent knowledge and skill (this can be called a canonical layer of com-
petence), working in practice requires the ability to apply generalized knowledge and skills in
circumstances that vary. This ‘contextual’ layer of competence must be evaluated to justify sum-
mative entrustment decisions. Students must meet standards of contextual performance derived
from observations in actual practice before permission to practice should be granted. In contrast
with assessment under standardized conditions, WBA requires case-by-case judgments by indi-
viduals, because the conditions in the workplace (patient cases, assessors’ experience and exper-
tise, team composition, time of day, and day of week) cannot be easily standardized. Assessors are

Shows how

Knows how

Knows

Figure 17.1: Miller’s pyramid.
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often clinician-preceptors who happen to be available in the workplace but they can also include
others, such as interprofessional personnel. Traditional psychometric criteria that work well with
standardized assessment (e.g., written tests) are seldom met in workplace-based assessment.>® A
different approach is required, including aggregation of data from multiple sources.” Crossley et
al. have argued that good, intuitive, questions when assessing trainees will lead to more reliable
answers.® ‘Would you entrust this learner with care for the next patient?” is a more intuitive ques-
tion than ‘Please rate trainee for professionalism on a nine-point scale’ The concept of entrust-
ment decisions is essentially new as a way of assessing trainees, although it has been informally
practiced for as long as anyone can remember. Entrustment for unsupervised future practice may
be conceptualized as a fifth level in Miller’s pyramid, beyond observing how well a trainee has
‘don€’ in the past so far.’

While the assessment of knowledge and reasoning, as well as standardized skills assessments,
are very important in health professions education, the focus in this chapter is on assessment in
the workplace, to support decisions of entrustment with tasks in health care.

EPAs and entrustment decision-making within workplace-based assessment

Assessment usually concerns a conclusion regarding work done and thus draws a retrospec-
tive summative conclusion. A prospective view implies an estimation of readiness for future
practice, which requires more than retrospection of completed exams and assignments. A
trainee, for example, with high scores on exams, and often doing well while observed in the
clinical workplace, but who is not inclined to ask for help if needed, or does not collaborate
well, may be less trustworthy for future tasks than someone who maybe scored less well on
knowledge exams but who knows when to ask for help and how to mobilize resources when
needed to bring a clinical problem to a satisfactory end,' or ‘knows what to do when you don’t
know what to do.®

Permission to practice patient care can be fully unsupervised, but in education it usually refers
to permission under a specified level of supervision. Translated to a commonly used entrust-
ment-supervision (ES) scale,'? observation only (level 1) permits no trainee contribution to care,
direct supervision (level 2) signifies a supervisor being present to observe and take over the activity
if needed, and indirect supervision (level 3) means that a supervisor is not present but on site and
available to assist if needed or if so requested. Off-site supervision (level 4), e.g., by phone, relies
heavily on a trainee’s readiness to work with virtually no supervision, and their willingness to seek
help if really needed.

Ad hoc entrustment decisions are those that occur ‘on the fly’ in the clinical moment (‘now
you go ahead with this patient; call me if you need me’). This reflects individual supervisor deci-
sions, in contrast to summative entrustment decisions, which have the nature of a formalized
qualification, supported by a team decision.

Entrustable professional activities (EPAs), being units of practice to be entrusted to trainees
once they demonstrate the required competence, can be regarded as tasks (or bundles of tasks)
that can be well observed, overseen, and monitored. A summative entrustment decision should be
made only when a trainee has demonstrated readiness for more autonomy. That requires thought-
ful decision-making, based on various data sources, by a team of knowledgeable educators, often
called a (clinical) competency committee or entrustment committee.'

¢ Derived from a child-pedagogy book™ and cited in Dr. Ian Bates’s 2017 keynote talk at a Dutch HPE
conference.
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Multiple sources of information in the workplace are available to estimate competence and add
to the grounding of trust."” Clearly, a valid, holistic picture of the trainee cannot be based on a
single observation. Following the premise of programmatic assessment," many and varied obser-
vations together must build an adequate picture of the trainee’s readiness to practice. This includes
not just knowledge and skills but also professional attributes like humility, agency, integrity,
and reliability."

In a program that is serious about a stepwise increase in the progressive autonomy and respon-
sibility of trainees, clinical education should include formalized moments of summative entrust-
ment for EPAs. EPAs can be narrow or broad tasks, depending on what the activity includes, but
an educational program should organize their EPAs such that summative entrustment decisions
to qualify trainees for unsupervised practice (level 4; in undergraduate medical education for
indirect supervision: level 3) are made not more than a few times per year, reflecting significant
steps toward more autonomy. Early in education, EPAs are usually small in scope (e.g., taking gen-
eral neurological histories; placing IUDs; removing a small benign lump); later they can be broad
(e.g., running the internal medicine ward day service; running the Friday anesthesia night shift).

Four sources of assessment information to support summative
entrustment decisions

The emphasis in WBA is on contextual competence. The presumption is that trainees possess a
foundation of canonical knowledge and skills; they are assessed with the purpose of entrustment
with clinical tasks. To arrive at summative entrustment decisions, a clinical competency commit-
tee must rely on data from various sources. These sources can be categorized into four groups:
direct observations, conversations, longitudinal observations, and evaluations of ‘products’ of the
trainee’s care provision.'>'” In a program of assessment, sources of information must be identified
that align best with a particular EPA and inform a summative entrustment decision. The recom-
mendation is to draw from all four sources of information.

1. Direct observation

A direct, focused observation of a trainee during a natural patient care activity in an authentic
clinical setting usually takes 10 to 20 minutes, followed by a few minutes of rating and feedback.
Trainee and supervisor should have a shared understanding of its purpose, i.e., both to assess and
to support the trainee with performance feedback. The most common types of direct observation
focus on a clinical encounter or a procedure.

Forms and scales. Traditional rating forms have been criticized because they do not align well
with the thinking of a clinical assessor.® Numerical scales (e.g., 1-9, or unsatisfactory-satisfac-
tory-superior; or below-meets—exceeds expectations) are increasingly replaced by ES scales,
either retrospective (‘how much guidance was needed?’)*®* or prospective (‘based on my obser-
vations so far, I recommend that this trainee is ready for supervision level [X] for this EPA)."
Ample space for narrative, descriptive assessment data is also increasingly recommended, albeit
that more research is needed to optimize its quality and use.’*!

How many observations? There is no simple answer, as this depends on the task, the trainee,
and their stage of training or development. Complex tasks may require much practice under
direct supervision; simple, low-risk tasks require less. An advanced or skillful trainee may
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Table 17.1: Four sources of workplace information to support summative entrustment decisions.

Defined Examples and references

Direct Focused observation of a trainee Among the dozens of tools'® and guidelines,"

observation  during a natural patient care activ-  observation of history and physical examina-
ity in an authentic clinical setting, ~ tion in clinical encounters using mini-CEX and
usually 10-20 minutes, followed by  observation of procedural skills using DOPS are
a few minutes of focused feedback  frequently used.’ ES scales are used to support

entrustment decisions made'

Conversation A five- to 20-minute one-on-one Case-based discussions (CBDs) and chart-stim-
discussion with a trainee to probe ulated recall (CSR)*** focus on knowledge and
knowledge, understanding, reason-  reasoning, and performed actions; entrust-
ing and/or decision-making ment-based discussions (EBD)*' focus on antici-

pated action and risk assessment. Brief teaching
conversations? such as SNAPPS* and OMP* and
pre- and debriefings of encounters contribute to
trainee evaluation

Longitudinal = The natural, unplanned observation Multisource feedback procedures® are typically

observation  of a trainee over time by collabora-  longitudinal. Automated procedures can be
tors and others (including patients) — done.*** The Mini-PAT is a well-known MSF
who have natural encounters with ~ form? and the A RICH framework' may inform
the trainee narrative comments

Product Assessment of trainees through Examples are entries into health records (dis-

evaluation their outputs of patient care that charge letters), physical products (dentistry,
do not require their direct presence  plastic surgery, orthopedics, etc.), patient
during the assessment experiences, clinimetrics, complication rates, and

readmissions*?’

* See text

require less than a beginner, and patient availability and clinical workload® can be a limiting
factor for observations.

Important, however, is that only requiring a fixed number of observations neglects the impor-
tance of individual differences. There is nothing wrong with a threshold number (‘at least X’), as
long as ‘completing the number’ is not used to conclude that the trainee is competent.* It is more
important to consider the number of recent satisfactory performances, preferably under different
circumstances. Up to eight satisfactory observations have been suggested for undergraduate med-
ical EPAs as thresholds for entrustment,* but for some EPAs fewer may be enough. Obviously,
older observations, when a trainee is still inexperienced, should not weigh as much as recent ones.
Sampling should reflect a thoughtful representation, adequate for the entrustment decision, but
that does not mean that every trainee should be observed as much; underperforming trainees, for
instance, generally require more observations.

Who initiates the observations? In many programs, it is the trainee who initiates direct observa-
tions by inviting clinicians to observe and report. There is benefit of trainee ownership and control
of their curriculum and development, which alleviates staff of the burden of planning observa-
tions.” A downside is that trainee-initiated observations are not always a random ‘snapshot’ or
adequate sample of practice and may stimulate trainees to document their best performances,
including requests for hindsight documentation when an activity was done well in the presence
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Box 17.1: Direct observation.

A clinical encounter with a patient. This can include history taking, physical examina-
tion of the patient, a conversation with the patient about a clinical decision, asking for
informed consent, breaking bad news, etc. Observations are documented on a structured
form. This invites the observer to evaluate interviewing skills, physical examination
skills, humanistic qualities, clinical judgment, counseling skills, organization/efficiency,
and an overall score, plus free comments.

A procedure involving a patient, requiring technical skill. Procedures can range from
inserting an IV, vaccination, venous or arterial blood withdrawal, various punctures, a
surgical procedure, administering a cognitive screening test, etc. Usually it is not only
technical skill that is evaluated but also the interaction.

of a clinician. That is not always problematic, but it can create an imbalanced picture. Showing
one’s ‘best practices’ is not a problem in itself, as long as it does not mask critical deficiencies. In
contrast, supervisor-selected convenient observation moments can contribute to bias, including
leniency bias.** Cocreation of individualized WBA among trainees and multiple supervisors is
recommended to arrive at a balanced selection of observations.

Faculty and trainee experiences with direct observation. Direct observation requires faculty
effort that cannot be spent on efficient patient care. Resistance against implementing direct
observation is frequently heard,” but establishing an observation-based training culture does
not necessarily imply a huge time commitment.*® Trainees may feel awkward or uncomfortable
asking attending faculty to observe them.** Also, when trainees experience every observa-
tion as a critical, high-stakes assessment moment, rather than a welcomed, low-stakes learning
moment,* a culture change is needed, to reframe a teaching hospital as more than just a health
care institution. When formative assessment and feedback become routine, and not just inci-
dental, observation can be experienced as a natural component of the training culture, rather
than a continuous examination.

2. Conversation

Case-based discussions (CBDs) with trainees—if focused on a trainee’s case that has been docu-
mented in a health record, also called chart-stimulated recall (CSR)—is a well-established method
to capture trainee knowledge and understanding needed to perform patient care. Unlike stand-
ardized reasoning tests, these conversations generally relate to cases in the local context, often the
trainee’s own patients, and test what some authors call situated cognition,* rather than decontex-
tualized cognition. CBDs and CSR particularly focus on what a trainee’s reasoning and rationales
are (or were) as related to the case. These conversations are 10 to 20 minutes including feedback
and documentation. The procedures are well described elsewhere.>**

Some conversational approaches have been designed as individual teaching moments rather
than assessments, but they do add to a preceptor’s picture of the trainee. Well known are SNAPPS
(Summarize history and findings—Narrow the differential-Analyze-Probe the Preceptor about
uncertainties—Select issues for further study), which is trainee-driven, and the One-Minute Pre-
ceptor (Get a commitment-Probe for underlying reasoning-Teach a general rule-Reinforce what
was done well-Correct mistakes), which is more supervisor-driven.*
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One approach that is particularly suitable for entrustment decision-making is the ‘entrustment-
based discussion.* This 10- to 20-minute conversation has a focus on risk assessment when antic-
ipating an entrustment decision, either directly after an EPA has been performed or before an
upcoming activity (supporting ad hoc entrustment). Box 17.2 explains the procedure.

Box 17.2: Four steps in the entrustment-based discussion.*

1. Explain the activity

What are procedural steps? Have you done this before? What are critical parts?
2. Why is/was that needed?

Relevant anatomy/physiology, indications, rationale in this patient’s management
3. What are/were associated risks?

What are consequences of inadequate performance, what could happen?

4. What would you do if...?

Give scenario (unusual or uncooperative patient, different history and physical findings,
different test results, comorbidity) and probe for actions.

All these encounters are meant to be brief, regular, and formative, rather than long, infrequent,
and merely assessment-focused. Long oral exams, such as a long case’ (an hour or more with a
patient and a subsequent interrogation) at the end of rotations are no longer considered adequate
WBA methods.*

3. Longitudinal observation

Not all important behaviors, relevant for summative entrustment decisions, can be captured in
brief direct observations and discussions. During direct observation, the trainee is usually aware
of being observed and may not behave completely naturally*; longitudinal observation does not
happen in an arranged setting and is better suited to capture qualities of professionalism, relevant
to entrustment decisions (arriving at meetings on time, doing what was promised, setting priori-
ties, communicating adequately interprofessionally, etc.). Longitudinal observation is the natural,
unplanned observation of a trainee over time by collaborators or others (including patients) who
have natural encounters with the trainee. Features that are suitable for longitudinal observation
include the behavioral characteristics that are important for entrustment. These were recently
summarized and grouped into five categories as the ‘A RICH’ entrustment decision (Box 17.3).

Box 17.3: Trainee features relevant for A RICH entrustment decision.”

Agency: Self-confident, proactive toward work, team, safety, and own development
Reliability: Conscientious; predictable; accountable; responsible

Integrity:  Truthful; having good, benevolent, intentions; being patient-centered
Capability: Having focused knowledge and skills, experience, adaptive expertise

Humility:  Observing personal limits; willing to ask help; receptive to feedback




four sources of information 205

Program director sets Resident receives email: After asking raters for
evaluation date and . | 1.instructions and link to .| consent, resident pro-
resident email address 1 website | vides email addresses to

to start U-MSF 2. username & password U-MSF
-
PD evaluates MSF - : :
results with resident PD can view MSF Resident can view MSF
progress, can open progress (not scores),
y N S
completed invite new raters, send
questionnaires reminders A 4
Summary feedback Raters receive email
report: mean scores & ¥ with instructions and
narrative comments; link to open and fill out
sent to PD & resident Automatic & anonymous questionnaire

processing of results

Figure 17.2: Example of an automated MSF procedure.

Opinions of supervisors and others may accumulate over time to build a picture of a trainee in
colleagues with whom the trainee works. Such informal opinions are not sufficiently grounded
for important decision-making; more formalized, structured approaches are needed. One such
procedure is multisource feedback (MSF) or 360-degree evaluation, in which clinical staff mem-
bers, peers and other trainees, interprofessional colleagues, and patients and their families may
be included. For longitudinal observation, assessors must be asked in advance to observe over a
period of time (a week, a weekend shift, a rotation). While MSF may require quite some logistical
effort,* web-based methods can alleviate most of the administrative burden. Figure 17.2 shows a
MSEF procedure that has been successfully applied in many residency programs in the Netherlands
as a fully automated procedure with little administrative effort.**

Trainees in this example select their own observers (six medical colleagues, six nonmedical
colleagues, and 10 patients), who then respond to a brief email survey, combining a rating scale
with adequate space for narrative comments. The automated, anonymous reports (two to three
pages), generated by the system, have proved to be highly useful, in particular the narrative com-
ponent.”** Another regularly used example of an MSF form is the mini-Peer Assessment Tool
(mini-PAT).? While the A RICH components are less suitable for rating scales, they may inform
MSF raters’ frame of reference for narrative comments, over longitudinal periods of time. The
traine€’s reflection on an MFS report is important, and can be supported by a coach or mentor.”

Longitudinal monitoring provides critical information for clinical competency committees.
MSF reports can show trends, if various sources point in a similar direction. This analysis should
inform CCCs; even less structured longitudinal information can be useful but needs to be cor-
roborated by views from different observers, akin to quality journalism that relies on multiple
independent sources.

4. Product evaluation

One of the quality features of entrustable professionals activities is that the EPA is ‘measurable in its
outcome, enabling a judgment of ‘well done’ or not ‘well done’*”*® This looks at the result or prod-
uct of an activity. By product evaluation we mean the assessment of trainees through their output
of patient care, while not requiring their direct presence during the assessment. Those familiar
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with Kirkpatrick’s four hierarchical levels of educational effectiveness (satisfaction - learning >
behavior change > results)* will agree that most WBA focuses on ‘learning’ (as established in
tests and performances) and on some behavior change but less on ‘results, i.e., on effective health
care provided. In other sectors of society, professional services and their providers are frequently
evaluated by products (artifacts such as reports, designs, manufactured and engineered products),
but in health care product evaluation happens less frequently. The effect of learning, training, and
competence on patient care, including benefits to patients, is not easy to demonstrate or measure
but it is worth pursuing.®® Products of individuals in health care can include entries in an elec-
tronic health record, discharge summaries, physical products from procedures performed, quality
improvement and patient safety (QIPS) measures, patient experiences, clinimetrics,* portfolio-
logged patient encounters, and other, specialty-specific products. Research output, reports created
by a trainee, and presentations can sometimes be included, even if less linked to clinical care.

Some procedural professions and specialties yield clear products (dentistry, e.g., a crown; plastic
surgery, e.g., a facial reconstruction; orthopedic surgery, e.g., fractured bone reconstruction, as
evidenced by imaging). While these may still reflect team efforts, the product is visible. In non-
procedural specialties, such as in psychiatry, the suicidal status must be documented, and written
patient handovers, coherence of patient records, and therapeutical adherence can be measured.

While surgical complication rates and patient readmissions are other outcome measures, they
may be even less easily directly linked to individual effort, while some examples, for instance in
obstetric care, do exist.”’ Some scholars argue that in health care the quality or competence of
teams is more important than those of individuals,* but teams do not graduate from programs
and are not licensed to practice. To link individual competence to the products in health care, it
has been suggested that contribution analysis may be used to determine each individual’s contri-
bution to the team outcome.”*** Resident-sensitive or trainee-attributable quality measures are
being explored, developed, and researched for WBA linked to EPAs**>; more research and devel-
opment needs to be done before these measures can be used for product evaluation.

Summative entrustment decision-making in clinical competency committees can include,
besides observations and discussions, an assessment of products of care, but that means these
should be made visible to the assessors. As with other elements of WBA, this requires a two-stage
procedure: formative evaluation with feedback to trainees and documentation in a portfolio, and
weighing of these for summative decisions by the decision-making team.

Documentation

WBAs conducted in daily clinical practice must be documented to enable data aggregation, and
support validity and transparency in summative entrustment decision-making. The ambition of
programmatic assessment, combined with the constraints of a clinical environment, is high-quality,
efficient documentation. Electronic portfolios and mobile apps®® now facilitate realization of these
ambitions through dashboards that systematically synthesize multiple sources of information.
Technology should cause minimal disruption to clinical workflow, not only to minimize addi-
tional effort but also to maintain the authenticity of the workplace context. Oral feedback can be
recorded, transcribed, sent to portfolios,” and aggregated with scores to produce insightful visual
displays for program directors and competency committees. Rating forms must include carefully
designed questions and items,® to optimize the response process by observers without requiring
instruction that is too detailed. Other chapters discuss the use of rating scales (Chapter 19) and
technology support (Chapter 20) for WBA more deeply. Narrative information is becoming more
prominent in WBA, both for feedback conversations and for documentation to support summa-
tive decisions by the educational team.’® New advances in learning analytics and Al are likely to
optimize conclusions and decisions about trainees and programs in the near future.”°
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Feedback

Assessment, evaluation, feedback, and teaching in the workplace cannot be disentangled. Rec-
ommendations to separate coaching and mentoring from assessment to improve objectivity®
are debatable, simply because a preceptor or tutor has more relevant knowledge about a trainee’s
readiness for entrustment than does an independent assessor, who may not know the trainee well
enough. Role conflicts between assessing versus coaching are better resolved by: (a) regarding
direct observation as low stakes and formative; (b) requiring feedback conversations to be more
than providing comments and support improvement as an inherent component of observation;
(c) leaving high-stakes decision-making regarding progress and summative entrustment to an
educational team; (d) involving trainees in the assessment process as much as possible through
feedback conversations; and (e) cocreation of developmental paths. Assessment in the clinical
workplace is largely meant to support learning®-*? as a continuous endeavor, and only use distinct
moments for making summative decisions.

Faculty development

Skills increase with training and deliberate practice.®® That is true for clinical skills as well as skills
for observation and assessment of trainees. Experts easily forget how much clinical practice expe-
rience is needed to gain expertise;” this holds similarly to observation and assessment. Faculty
development for observing and evaluating trainees must be supplemented with regular, deliberate
assessment practice.

Assessment is not only done by clinical supervisors but also by peers (e.g., residents evaluating
medical students) and others in the clinical environment, such as for multisource feedback. While
the recommendation is to create procedures that are simple and self-explanatory, instruction and
training are also needed for high-quality observation and feedback," including so-called ‘frame-
of-reference’ training, where the educational team shares norms and criteria to build the quality of
their judgments. Chapter 23 provides more information on faculty development.

Conclusion

WBA with the purpose to support summative entrustment decision-making needs to draw on
various sources of information available in the clinical workplace. The collection of this informa-
tion should happen as an integral component of daily clinical business and belongs to the cul-
ture of any clinical setting that is responsible for educating health professionals. Four sources of
information (direct observation, longitudinal observation, conversations, and evaluation of care
produced by trainees) all have their place in a program of assessment, one of the important com-
ponents of competency-based education.®

Figure justifications

Figure 17.1 is derived from Miller (1990).!

 As an example, machine learning studies reveal that up to 100,000 annotated specimens in nephropa-
thology may be needed before an algorithm has learned to recognize a glomerulus;** senior pathologists
may forget how many they saw to become an expert.



208 Entrustable professional activities and entrustment decision-making in health professions education

Competing interests

The authors declare that they have no competing interests.

References

1. Miller GE. The assessment of clinical skills/competence/performance. Acad Med. 1990;65(9

Suppl):563-S67. DOL: https://doi.org/10.1097/00001888-199009000-00045

2. Norcini J, Burch V. Workplace-based assessment as an educational tool: AMEE guide no. 31.

Med Teach. 2007;29(9):855-871. DOL: https://doi.org/10.1080/01421590701775453

3. Norcini JJ, Zaidi Z. Workplace-based assessment. In: Swanwick T, Forrest K, O’Brien B, eds.

Understanding Medical Education. 3rd ed. Wiley; 2018:319-334.

4. Holmboe ES, Yamazaki K, Hamstra SJ. The evolution of assessment: thinking longitudinally
and developmentally. Acad Med. 2020;95(11S):S7-S9. DOL: https://doi.org/10.1097/ACM

.0000000000003649

5. Govaerts MJB, van der Vleuten CPM, Schuwirth LWT, Muijtjens AMM. Broadening perspec-
tives on clinical performance assessment: rethinking the nature of in-training assessment.
Adv Health Sci Educ Theory Pract. 2007;12(2):239-260. DOLI: https://doi.org/10.1007/s10459

-006-9043-1

6. Ryan MS, Gielissen KA, Shin D, et al. How well do workplace-based assessments support sum-
mative entrustment decisions? A multi-institutional generalisability study. Med Educ. January

2,2024. DOL https://doi.org/10.1111/medu.15291

7. Moonen-van Loon JMW, Overeem K, Donkers HHLM, van der Vleuten CPM, Driessen EW.
Composite reliability of a workplace-based assessment toolbox for postgraduate medical edu-
cation. Adv Health Sci Educ Theory Pract. 2013;18(5):1087-1102. DOL: https://doi.org/10.1007

/$10459-013-9450-z

8. Crossley ], Johnson G, Booth J, Wade W. Good questions, good answers: construct alignment
improves the performance of workplace-based assessment scales. Med Educ. 2011;45(6):560-

569. DOL: https://doi.org/10.1111/j.1365-2923.2010.03913.x

9. ten Cate O, Carraccio C, Damodaran A, et al. Entrustment decision-making: extend-
ing Miller’s pyramid. Acad Med. 2021;96(2):199-204. DOI: https://doi.org/10.1097/ACM

.0000000000003800

10. Schumacher DJ, Michelson C, Winn AS, Turner DA, Martini A, Kinnear B. A realist synthesis
of prospective entrustment decision-making by entrustment or clinical competency commit-

tees. Med Educ. December 13, 2023. DOI: https://doi.org/10.1111/medu.15296

11. van Manen M. Pedagogical Tact - Knowing What to Do When You Don’t Know What to Do.

Routledge; 2016. DOL https://doi.org/10.4324/9781315422855

12. ten Cate O, Schwartz A, Chen HC. Assessing trainees and making entrustment decisions: on
the nature and use of entrustment-supervision scales. Acad Med. 2020;95(11):1662-1669.

DOTI: https://doi.org/10.1097/ACM.0000000000003427

13. ten Cate O, Hart D, Ankel E, et al. Entrustment decision-making in clinical training. Acad Med.

2016;91(2):191-198. DOIL: https://doi.org/10.1097/ACM.0000000000001044

14. Hauer KE, O’Sullivan PS, Fitzhenry K, Boscardin C. Translating theory into practice: imple-
menting a program of assessment. Acad Med. 2018;93(3):444-450. DOI: https://doi.org/10.1097

/ACM.0000000000001995

15.ten Cate O, Chen HC. The ingredients of a rich entrustment decision. Med Teach.

2020;42(12):1413-1420. DOL: https://doi.org/10.1080/0142159X.2020.1817348

16. ten Cate O, Chen HC, Hoff RG, Peters H, Bok H, van der Schaaf M. Curriculum development
for the workplace using entrustable professional activities (EPAs): AMEE guide no. 99. Med

Teach. 2015;37(11):983-1002. DOI: https://doi.org/10.3109/0142159X.2015.1060308


https://doi.org/10.1097/00001888-199009000-00045
https://doi.org/10.1080/01421590701775453
https://doi.org/10.1097/ACM.0000000000003649
https://doi.org/10.1097/ACM.0000000000003649
https://doi.org/10.1007/s10459-006-9043-1
https://doi.org/10.1007/s10459-006-9043-1
https://doi.org/10.1111/medu.15291
https://doi.org/10.1007/s10459-013-9450-z
https://doi.org/10.1007/s10459-013-9450-z
https://doi.org/10.1111/j.1365-2923.2010.03913.x
https://doi.org/10.1097/ACM.0000000000003800
https://doi.org/10.1097/ACM.0000000000003800
https://doi.org/10.1111/medu.15296
https://doi.org/10.4324/9781315422855
https://doi.org/10.1097/ACM.0000000000003427
https://doi.org/10.1097/ACM.0000000000001044
https://doi.org/10.1097/ACM.0000000000001995
https://doi.org/10.1097/ACM.0000000000001995
https://doi.org/10.1080/0142159X.2020.1817348
https://doi.org/10.3109/0142159X.2015.1060308

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

four sources of information 209

McBride ME, Adler MD, McGaghie WC. Workplace-based assessment. In: Yudkowsky R,
Park YS, Downing SM, eds. Assessment in Health Professions Education. 2nd ed. Routledge;
2020:160-172.

Kogan JR, Holmboe ES, Hauer KE. Tools for direct observation and assessment of clinical
skills of medical trainees - a systematic review. JAMA. 2009;302(12):1316-1326.

Kogan JR, Hatala R, Hauer KE, Holmboe E. Guidelines: the do’s, don’ts and don't knows of
direct observation of clinical skills in medical education. Perspect Med Educ. 2017;6(5):286-
305. DOI: https://doi.org/10.1007/s40037-017-0376-7

Holmboe ES, Durning SJ, eds. Assessment of Clinical Competence. 3rd ed. Elsevier; 2025.

ten Cate O, Hoff RG. From case-based to entrustment-based discussions. Clin Teach.
2017;14(6):385-389. DOIL: https://doi.org/10.1111/tct.12710

Irby DM, Wilkerson L. Teaching when time is limited. BM]J. 2008;336(7640):384-387. DOL:
https://doi.org/10.1136/bm;j.39456.727199.AD

Lockyer J. Multisource feedback in the assessment of physician competencies. ] Contin Educ
Health Prof. 2003;23(1):4-12. DOI: https://doi.org/10.1002/chp.1340230103

Alofs L, Huiskes ], Heineman M]J, et al. User reception of a simple online multisource feedback
tool for residents. Perspect Med Educ. 2015;4(2):57-65. DOI: https://doi.org/10.1007/s40037
-015-0173-0

Buis CAM, Eckenhausen MAW, ten Cate O. Processing multisource feedback during residency
under the guidance of a non-medical coach. Int ] Med Educ. 2018;9:48-54. DOI: https://doi
.0rg/10.5116/ijme.5a7f.169d

Fava GA, Tomba E, Sonino N. Clinimetrics: the science of clinical measurements. Int J Clin
Pract. 2012;66(1):11-15. DOI: https://doi.org/10.1111/j.1742-1241.2011.02825.x

Schumacher DJ, Holmboe ES, van der Vleuten C, Busari JO, Carraccio C. Developing res-
ident-sensitive quality measures: a model from pediatric emergency medicine. Acad Med.
2018;93(7):1071-1078. DOIL: https://doi.org/10.1097/ACM.0000000000002093

Gofton WT, Dudek NL, Wood TJ, Balaa F, Hamstra SJ. The Ottawa Surgical Competency
Operating Room Evaluation (O-SCORE): a tool to assess surgical competence. Acad Med.
2012;87(10):1401-1407. DOL: https://doi.org/10.1097/ACM.0b013e3182677805
Zwischenberger B, Hatchett SP, Rahman NA, Chadha P, Sebok-Syer SS, George BC. Imple-
menting workplace-based assessments at scale: The SIMPL approach. Ann Surg Open.
2023;4(4):e353. DOL: https://doi.org/10.1097/AS9.0000000000000353

Holmboe ES, Osman NY, Murphy CM, Kogan JR. The urgency of now: rethinking and
improving assessment practices in medical education programs. Acad Med. 2023;98(8S):S37-
s49. DOL https://doi.org/10.1097/ACM.0000000000005251

Burch V. The changing landscape of workplace-based assessment. Journal of Applied Testing
Technology. 2019;20(S2):37-59.

Park YS, Hicks PJ, Carraccio C, Margolis M, Schwartz A, PMAC Module 2 Study Group. Does
incorporating a measure of clinical workload improve workplace-based assessment scores? Insights
for measurement precision and longitudinal score growth from ten pediatrics residency programs.
Acad Med. 2018;93(118S):521-S29. DOI: https://doi.org/10.1097/ACM.0000000000002381

ten Cate O. The false dichotomy of quality and quantity in the discourse around assessment
in competency-based education. Adv Health Sci Educ Theory Pract. 2015;20(3):835-838. DOL:
https://doi.org/10.1007/s10459-014-9527-3

Harvey A, Paget M, McLaughlin K, et al. How much is enough? Proposing achieve-
ment thresholds for core EPAs of graduating medical students in Canada. Med Teach.
2023;45(9):1054-1060. DOL: https://doi.org/10.1080/0142159X.2023.2215910

Holleran C, Konrad J, Norton B, Burlis T, Ambler S. Use of learner-driven, formative, ad-
hoc, prospective assessment of competence in physical therapist clinical education in the
United States: a prospective cohort study. ] Educ Eval Health Prof. 2023;20:36. DOI: https://
doi.org/10.3352/jeehp.2023.20.36


https://doi.org/10.1007/s40037-017-0376-7
https://doi.org/10.1111/tct.12710
https://doi.org/10.1136/bmj.39456.727199.AD
https://doi.org/10.1002/chp.1340230103
https://doi.org/10.1007/s40037-015-0173-0
https://doi.org/10.1007/s40037-015-0173-0
https://doi.org/10.5116/ijme.5a7f.169d
https://doi.org/10.5116/ijme.5a7f.169d
https://doi.org/10.1111/j.1742-1241.2011.02825.x
https://doi.org/10.1097/ACM.0000000000002093
https://doi.org/10.1097/ACM.0b013e3182677805
https://doi.org/10.1097/AS9.0000000000000353
https://doi.org/10.1097/ACM.0000000000005251
https://doi.org/10.1097/ACM.0000000000002381
https://doi.org/10.1007/s10459-014-9527-3
https://doi.org/10.1080/0142159X.2023.2215910
https://doi.org/10.3352/jeehp.2023.20.36
https://doi.org/10.3352/jeehp.2023.20.36

210 Entrustable professional activities and entrustment decision-making in health professions education

36. Albanese MA. Challenges in using rater judgements in medical education. J Eval Clin Pract.

2000;6(3):305-319. DOL: https://doi.org/10.1046/j.1365-2753.2000.00253.x

37. Ras T, Stander Jenkins L, Lazarus C, et al. ‘We just don’t have the resources’: supervisor perspec-
tives on introducing workplace-based assessments into medical specialist training in South

Africa. BMC Med Educ. 2023;23(1):832. DOI: https://doi.org/10.1186/512909-023-04840-x

38. Cheung K, Rogoza C, Chung AD, Kwan BYM. Analyzing the administrative burden of com-
petency based medical education. Can Assoc Radiol J. 2022;73(2):299-304. DOI: https://doi

.org/10.1177/08465371211038963

39. Ott MC, Pack R, Cristancho S, Chin M, Van Koughnett JA, Ott M. “The most crushing thing”:
understanding resident assessment burden in a competency-based curriculum. J Grad Med

Educ. 2022;14(5):583-592. DOI: https://doi.org/10.4300/JGME-D-22-00050.1

40. Ahn E, LaDonna KA, Landreville JM, Mcheimech R, Cheung W]. Only as strong as the
weakest link: resident perspectives on entrustable professional activities and their impact
on learning. J Grad Med Educ. 2023;15(6):676-684. DOI: https://doi.org/10.4300/JGME-D

-23-00204.1

41. Schut S, Maggio LA, Heeneman S, van Tartwijk J, van der Vleuten C, Driessen E. Where the
rubber meets the road - an integrative review of programmatic assessment in health care pro-
fessions education. Perspect Med Educ. 2021;10(1):6-13. DOI: https://doi.org/10.1007/s40037

-020-00625-w

42. Rencic J, Schuwirth LWT, Gruppen LD, Durning SJ. A situated cognition model for clinical
reasoning performance assessment: a narrative review. Diagnosis (Berl). 2020;7(3):227-240.

DOI: https://doi.org/10.1515/dx-2019-0106

43. Pascoe JM, Nixon J, Lang V]. Maximizing teaching on the wards: review and application of the
One-Minute Preceptor and SNAPPS models. ] Hosp Med. 2015;10(2):125-130. DOI: https://

doi.org/10.1002/jhm.2302

44. Boursicot K, Roberts TE, Burdick WP. Structured assessment of clinical skills. In: Swanwick T,
Forrest K, O’Brien BC, eds. Understanding Medical Education. 3rd ed. John Wiley & Sons Inc;

2019:335-346.

45. LaDonna KA, Hatala R, Lingard L, Voyer S, Watling C. Staging a performance: learners’ per-
ceptions about direct observation during residency. Med Educ. 2017;51(5):498-510. DOIL:

https://doi.org/10.1111/medu.13232

46. Lockyer J. Multisource feedback. In: Holmboe ES, Durning SJ, Hawkins RE, eds. Evaluation of

Clinical Competence. 2nd ed. Elsevier; 2018:204-214.

47. ten Cate O. Entrustability of professional activities and competency-based training. Med Educ.

2005;39(12):1176-1177. DOL: https://doi.org/10.1111/j.1365-2929.2005.02341.x

48. Taylor DR, Park YS, Egan R, et al. EQual, a novel rubric to evaluate entrustable professional
activities for quality and structure. Acad Med. 2017;92(11S Association of American Medical
Colleges Learn Serve Lead: Proceedings of the 56th Annual Research in Medical Education

Sessions):S110-S117. DOI: https://doi.org/10.1097/ACM.0000000000001908

49. Kirkpatrick DL, Kirkpatrick JD. Evaluating Training Programs: The Four Levels. 3rd ed. Ber-

rett-Koehler Publishers, Inc; 2006.

50. Yardley S, Dornan T. KirkpatricK’s levels and education ‘evidence’ Med Educ. 2012;46(1):97-

106. DOL: https://doi.org/10.1111/j.1365-2923.2011.04076.x

51. Epstein AJ, Nicholson S, Asch DA. The production of and market for new physicians’ skill.
American Journal of Health Economics. 2016;2(1):41-65. DOI: https://doi.org/10.1162/AJHE

_a_00033

52. Lingard LA. Rethinking competence in the context of teamwork. In: Hodges BD, Lingard L,
eds. The Question of Competence: Reconsidering Medical Education in the Twenty-First Century.

Cornell University Press; 2012.


https://doi.org/10.1046/j.1365-2753.2000.00253.x
https://doi.org/10.1186/s12909-023-04840-x
https://doi.org/10.1177/08465371211038963
https://doi.org/10.1177/08465371211038963
https://doi.org/10.4300/JGME-D-22-00050.1
https://doi.org/10.4300/JGME-D-23-00204.1
https://doi.org/10.4300/JGME-D-23-00204.1
https://doi.org/10.1007/s40037-020-00625-w
https://doi.org/10.1007/s40037-020-00625-w
https://doi.org/10.1515/dx-2019-0106
https://doi.org/10.1002/jhm.2302
https://doi.org/10.1002/jhm.2302
https://doi.org/10.1111/medu.13232
https://doi.org/10.1111/j.1365-2929.2005.02341.x
https://doi.org/10.1097/ACM.0000000000001908
https://doi.org/10.1111/j.1365-2923.2011.04076.x
https://doi.org/10.1162/AJHE_a_00033
https://doi.org/10.1162/AJHE_a_00033

53.

54.

55.

56.

57.

58.

59

60.

61.

62.

63.

64.

65.

four sources of information 211

ten Cate O, Carrie Chen H. The parts, the sum and the whole - evaluating students in teams.
Med Teach. 2016;38(7):639-641. DOL: https://doi.org/10.3109/0142159X.2016.1170794
Schumacher DJ, Dornoff E, Carraccio C, et al. The power of contribution and attribu-
tion in assessing educational outcomes for individuals, teams, and programs. Acad Med.
2020;95(7):1014-1019. DOIL: https://doi.org/10.1097/ACM.0000000000003121

Schumacher DJ, Kinnear B, Burk-Rafel J, Santen SA, Bullock JL. The next era of assessment:
can ensuring high-quality, equitable patient care be the defining characteristic? Acad Med.
December 18, 2023. DOI: https://doi.org/10.1097/ACM.0000000000005603

Marty AP, Linsenmeyer M, George B, Young JQ, Breckwoldt ], ten Cate O. Mobile technologies
to support workplace-based assessment for entrustment decisions: guidelines for programs
and educators: AMEE guide no. 154. Med Teach. 2023;45(11):1203-1213. DOI: https://doi.org
/10.1080/0142159X.2023.2168527

Young JQ, McClure M. Fast, easy, and good: assessing entrustable professional activities in
psychiatry residents with a mobile app. Acad Med. 2020;95(10):1546-1549. DOI: https://doi
.org/10.1097/ACM.0000000000003390

Cook DA, Kuper A, Hatala R, Ginsburg S. When assessment data are words: validity evidence
for qualitative educational assessments. Acad Med. 2016;91(10):1359-1369. DOI: https://doi
.org/10.1097/ACM.0000000000001175

. Cavalcanti RB, Detsky AS. The education and training of future physicians - why coaches can't

be judges. JAMA. 2011;306(9):993-994.

Schuwirth LWT, Van der Vleuten CPM. Programmatic assessment: from assessment of learn-
ing to assessment for learning. Med Teach. 2011;33(6):478-485. DOI: https://doi.org/10.3109
/0142159X.2011.565828

Wiliam D. What is assessment for learning? Studies in Educational Evaluation. 2011;37(1):
3-14. DOL: https://doi.org/10.1016/j.stueduc.2011.03.001

Castanelli D. Sociocultural learning theory and assessment for learning. Med Educ.
2023;57(5):382-384. DOIL: https://doi.org/10.1111/medu.15028

Ericsson KA, Krampe RT, Tesch-Romer C. The role of deliberate practice in the acquisition
of expert performance. Psychol Rev. 1993;100(3):363-406. DOI: https://doi.org/10.1037/0033
-295X.100.3.363

Fogo AB, Kronbichler A, Bajema IM. ATs threat to the medical profession. JAMA.
2024;331(6):471-472. DOI: https://doi.org/10.1001/jama.2024.0018

Van Melle E, Frank JR, Holmboe ES, et al. A core components framework for evaluating imple-
mentation of competency-based medical education programs. Acad Med. 2019;94(7):1002-
1009. DOIL: https://doi.org/10.1097/ACM.0000000000002743


https://doi.org/10.3109/0142159X.2016.1170794
https://doi.org/10.1097/ACM.0000000000003121
https://doi.org/10.1097/ACM.0000000000005603
https://doi.org/10.1080/0142159X.2023.2168527
https://doi.org/10.1080/0142159X.2023.2168527
https://doi.org/10.1097/ACM.0000000000003390
https://doi.org/10.1097/ACM.0000000000003390
https://doi.org/10.1097/ACM.0000000000001175
https://doi.org/10.1097/ACM.0000000000001175
https://doi.org/10.3109/0142159X.2011.565828
https://doi.org/10.3109/0142159X.2011.565828
https://doi.org/10.1016/j.stueduc.2011.03.001
https://doi.org/10.1111/medu.15028
https://doi.org/10.1037/0033-295X.100.3.363
https://doi.org/10.1037/0033-295X.100.3.363
https://doi.org/10.1001/jama.2024.0018
https://doi.org/10.1097/ACM.0000000000002743




CHAPTER I8

Entrustment with health care tasks: balancing
trainee autonomy, supervision, and patient safety

Gersten Jonker, Jennifer M. Klasen, Marije P. Hennus,
Jacqueline de Graaf, Daniel J. Schumacher, Olle ten Cate

Abstract

For entrustment with unsupervised practice, an ultimate goal of health care education,
modulating trainee autonomy during training is necessary and critical. Trainees ben-
efit from experiencing autonomy during clinical training, but patient safety necessitates
restrictions. Balancing these two must be modulated by titrating supervision to an ade-
quate intensity. The patient, trainee, and supervisor constitute a triad in the workplace that
revolves around safe and effective provision of health care tasks and effective education. In
forming an ‘educational alliance’ with the trainee, the supervisor adjusts their role, based
on the trainee’s needs and desires, variations in practice, patient safety considerations, and
the trainee’s developmental stage. Programs that capitalize on entrustable professional
activities and entrustment decision-making have a deliberate focus on the conditions for
entrustment of trainees with health care tasks.

Entrustment decisions about trainee autonomy happen in daily clinical practice in
teaching hospitals as ad hoc decisions, sometimes implicit and unarticulated, but often
deliberate and negotiated in sound educational trainee-supervisor alliances.

Summative entrustment decisions, made by a team and grounded in adequate assess-
ment data, are meant to formally privilege the trainee for future task execution with
increased autonomy, within the restrictions by rules and regulations.

A solid summative entrustment decision process allows for defensible adjustments in
responsibility and accountability, and backs supervisors in applying appropriate super-
vision levels. Entrustment with tasks after established readiness for autonomous perfor-
mance is educationally advantageous and could have a positive impact on patient safety.
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Introduction

The postgraduate medical education reform movement in the 1990s was in part born out of
major concerns about patient safety. The 1984 death of 18-year-old Libby Zion, daughter of
a well-known New York prosecutor and journalist, resulted from unsupervised care by over-
worked junior residents in a busy lengthy shift. This led to regulations aimed at ensuring ade-
quate supervision and capping resident duty hours, first in New York and, in 2003, nationally in
the USA."? In the wake of this incident and with the Institute of Medicine’s To Err Is Human and
other reports,** the question of what postgraduate trainees were actually allowed to do became
prominent, constraining trainee autonomy and making attending specialists much more active.
This North American trend affected medical training elsewhere but has been most prominent
in Canada and the USA.

Following these changes, some studies showed that patient safety and trainee well-being indeed
improved, but education did not.® In fact, graduating residents seemed less prepared for unsuper-
vised work, paradoxically jeopardizing patient safety after training.®” Even the US Accreditation
Council for Graduate Medical Education (ACGME), which determines rules for duty hours and
program execution, now signals that the decrease in autonomy and the ‘seniorization’ of resi-
dent tasks is becoming worrisome.® There are many examples across several specialties® of tasks
that can easily be envisioned as entrustable professional activities (EPAs, even if not called by that
name) and where evidently entrustment is lacking. However, recent studies in surgery suggest that
the decrease in resident autonomy across decades has not improved patient outcomes.’ ! Trainees
who do not experience a sufficient sense of responsibility and autonomy before completion of
training will face challenges after training in bearing responsibility in unsupervised practice. A
proper balance, or sweet spot, must be achieved, to secure both patient safety and educational
value, including an experience of graded autonomy in patient care.

EPAs, defined as units of professional practice to be entrusted to trainees,'? provide a way to
organize autonomy in a curriculum with the aim to unite patient safety and educational needs in
order to reestablish the right balance.

Supervision is key in this balance and can be defined as ‘[t]he provision of guidance and support
in learning and working effectively in health care by observing and directing the execution of tasks
or activities to ensure that they are done correctly and safely, from a position of being in charge’*’

This chapter explores the link between trainee autonomy, entrustment of health care tasks, and
patient safety. The chapter elaborates on the triad of patient, trainee, and supervisor, on types of
entrustment decisions, and on barriers and enablers of entrustment in the workplace.

The authors are aware of the gaps between potential benefits and current evidence, or
between ideals and current practice. This chapter aims to provide guidelines for safe health care
task entrustment.

The patient, trainee, and supervisor triad

In balancing safety and autonomy, three actors assume a role: the patient, the trainee, and the
supervisor. The dynamics of their intricate and triadic interplay revolve around the axis of safety
of health care tasks. The patient, assuming the key role, is not just the focus of health care inter-
vention but is also vital in trainee learning and development. The trainee, in turn, is challenged to
embrace autonomy and cultivate a sense of responsibility while often working at the edge of their
competence. The supervisor takes the role of the navigator of the scenario, uniting patient safety
and trainee learning. While navigating, the supervisor must balance roles of teacher, assessor, and
patient guardian, while not micromanaging clinical teaching situations at the same time."
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During clinical work, the supervisor titrates trainee guidance and support by choosing
and switching between observing and (re)directing. The supervisor incorporates teaching
opportunities into routine patient encounters, pausing throughout exchanges to provide brief
explanations, clarify concepts, or explore evidence-based treatments. By grabbing these teachable
moments, skilled supervisors maximize learning opportunities within patient care, transforming
it into an integrated process that actively secures that training contributes to patient safety, rather
than compromising it."®

The supervisor continuously adapts the degree of trainee autonomy, drawing upon experi-
ence and intuition (i.e., their gut feeling about readiness of a trainee to take over) in permit-
ting autonomy versus deciding to ‘step in'>'¢ In granting autonomy, the supervisor acknowledges
an acceptable variability in practice and even allows for mistakes, while constantly judging the
boundaries that guarantee patient safety.”

Trainee development and graded autonomy are often depicted as linear or curvilinear. On
average, this may be true; however, for individual trainees learning curves are much more haphaz-
ard.'® Pushed by a myriad of interacting variables influenced by supervisors, trainees, and patients
within the complexity of workplace learning, development and autonomy cannot evolve linearly.
Building on earlier work defining five factors that contribute to decisions on how much trust is
granted, and thus how much autonomy is allowed (trainee, supervisor, context, relationship and
task),'”'® we propose to add ‘patient’ as a separate factor (Table 18.1). Although the patient is often
regarded as a component of the task,' in daily ad hoc entrustment decisions, patient variables
weigh in (clinical characteristics, complexity, acuity, and patient preference), irrespective of the
particular task.

The nonlinearity of development adds depth to the understanding how learning occurs in
unpredictable, changing contexts.”” Amid these complexities, the educational alliance of trainee
and supervisor emerges as a linchpin, binding the triad together. It represents a collaborative effort
where trust is not only in the clinical abilities of the trainee but also in the shared commitment to
quality care and patient safety. The educational alliance fosters an environment where the trainee
can learn, make mistakes, and grow,”® while the supervisor navigates the fine line between guid-
ance and autonomy while guarding patient safety.

Entrustment: ad hoc and summative decisions

The Oxford English Dictionary? defines entrustment as assigning the responsibility for some-
thing valued or important to someone. In health professions education, especially in competence-
based education operationalized with EPAs, entrustment refers to granting autonomy to trainees
to perform health care tasks without direct supervisory involvement, implying a degree of risk for
patient safety. Entrustment can be ad hoc, conferred by a supervisor and specific to the moment,
or summative, implying a more permanent and comprehensive decision.?

Ad hoc entrustment

Ad hoc decisions of entrustment, such as leaving an anesthesiology resident alone in the operating
room,” can be deliberate, but are often implicit and unarticulated, made in the moment. Every
day, clinical supervisors consider when and whether to allow a trainee to perform a particular task
on their own. Conversely, trainees face tasks at the edge of their competence and consider whether
to perform it autonomously or ask for supervisor guidance and support. In all these decisions, the
safety of the patient is of high importance.
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Table 18.1: Factors influencing degree of ad hoc trainee autonomy allowed in performing health
care tasks.

Factor Examples

Trainee Learning need, agency, reliability, integrity, capability, humility*®

Supervisor Clinical ability, clinical experience, supervisory expertise, propensity to
trust, identification of learning opportunity

Supervisor-trainee Degree of acquaintance, like-mindedness, prior collaborative experience,

relationship interpretation and negotiation of applied supervision

Patient Clinical characteristics, complexity, acuity, preference, socioeconomic

status, language, etc.

Task (patient independent) General difficulty of the task, general risks of the task

Context Abilities of team members, opportunity to intervene quickly, need for hands/
staffing, time of the day, institutional culture of delegating work to trainees

In a productive educational alliance, trainee and supervisor negotiate the appropriate level
of supervision and autonomy for a particular task. Intentional ad hoc entrustment decisions
are part of a deliberate educational approach? belonging to the core components of CBME
(i.e., tailored learning experiences and sequenced progression).” Typically, a supervisor
making an ad hoc entrustment decision relies on a combination of the estimated trustworthi-
ness of the trainee, the perceived risk of the situation, the urgency of the task, patient character-
istics, and the appropriateness of the assigned task for the trainee at that specific moment (see
Table 18.1).% Typically, an ad hoc entrustment decision is a situational, short-term prospective
decision for a single occasion.

After an ad hoc entrustment decision, the situation may be evaluated by trainee and supervisor
in a feedback conversation. From a patient perspective, ad hoc decisions may be high-stakes, but
from the perspective of trainee progression they are low-stakes and formative; their evaluation is
one data point in the trainee’s portfolio. Even in low-stakes assessments, using an entrustment-
supervision scale? forces supervisors to determine the appropriate supervision level for future
occurrences of similar ad hoc entrustment situations. This prospective thinking incorporates risk
estimations for future performance and thus takes patient safety into account. Ad hoc entrust-
ments do not imply precedents but do, in aggregate, inform a summative entrustment decision.
Multiple low-stakes assessments of multiple occasions by multiple assessors with multiple assess-
ment tools collectively paint a fuller picture of trainee performance. As such, assessments of ad
hoc entrustment decisions contribute to summative entrustment decisions endorsing readiness
for unsupervised practice.

Summative entrustment

In contrast with ad hoc entrustment, a summative entrustment decision is not made by a single
supervisor. In a program that provides significant curricular ownership to trainees, they should
know when they are ready for a next step and should proactively request formalized, summative
entrustment for a unit of professional practice. Such decisions are deliberately made by a pro-
gram director with their clinical competency committee and are grounded in thorough evaluation
of sufficiency and relevance of assessment data points, including evaluations of ad hoc entrust-
ment decisions collected from various assessors over time.” A summative entrustment decision
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is designed to result in the certification and privileging of the trainee for future task execution
with a specified level of supervision.” The decision results in tangible adjustments to the official
permissions granted to a trainee at a specific level of supervision. The supervisory team should be
compelled to enact the decrease in supervisor involvement.

In contrast with ad hoc decisions, when all factors of Table 18.1 weigh in, summative entrust-
ment decisions focus largely on trainee factors.”” Decision-makers can use five key groups of
trainee features, succinctly captured by the mnemonic ‘A RICH’: agency (proactivity toward
work, team, safety, personal development), reliability (conscientious, predictable, accountable,
responsible), integrity (truthful, benevolent, patient-centered), capability (task-specific knowl-
edge, skills, experience, situational awareness), and humility (recognizes limits, asks for help,
receptive to feedback)."

A summative entrustment decision goes beyond assessing current performance of an EPA.
It extrapolates to cover the spectrum of EPA manifestations, also under unfamiliar conditions,
and implies trust in the trainee’s future performance. When a trainee is entrusted with an EPA
without supervision, the entrustment not only extends beyond the moment of the decision but
also has implications well beyond graduation into practice.?® Entrustment decisions are not
merely an attestation of achievement of competence, nor of the end-of-training, but a high-
stakes statement of trust in the trainee to provide safe and high-quality care within the scope
of the EPA.

Formalizing summative entrustment

Being summatively entrusted with an EPA in patient care should be translated into language in a
way that both the trainee and their environment are clear about the trainee’s privileges. Statement
of awarded responsibility (STAR) has been proposed as term® for this qualification or author-
ization. To allow for time-variable progression in a time-fixed model, the recently introduced
concept of promotion-in-place (PiP) seems promising.*® PiP provides residents who are deemed
competent early with a status of ‘sheltered independence’ while still in training. While PiP regards
the readiness for the full breadth of a specialty, STARs are a similar approach for smaller units,
i.e., EPAs.*

Barriers to and enablers of entrustment during education

The educational philosophy of EPAs and entrustment decisions implies relevant consequences for
the entitlement to practice patient care when the readiness for a decrease in supervision is estab-
lished. This should translate to progressive responsibilities in patient care and a gradual decrease
in supervision.

Supervision is crucial and supervisors have dual obligations: to provide learning opportunities
and to guard patient safety. From a position of being in charge, the supervisor has the power and
obligation to grant and restrict a trainee’s autonomy and vary the level of supervision based on
their judgments and preferences.

The restriction of responsibility arises further from various regulations, issued by several
authorities that set limitations to patient care practice by trainees. In the tensions between
educational wishes and regulatory restrictions, the following parties exercise their formal
duties (Table 18.2; similar examples can be found in nursing and other health professions with
restricted privileges).
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Table 18.2: Institutions that have the power to restrict trainee autonomy.

medical centers

employees and can restrict or termi-
nate employment if these agree-
ments are breached

Authority Role and power Examples

The law The law gives patients the option The medical license prohibits medical practice
to sue care providers in case of by unqualified individuals
substandard care

Medical boards Medical and specialty boards certify = A supervising physician is found to be intoxi-
and can withdraw certification, cated while working clinically with medical stu-
which de facto affects the possibility ~dents and residents, and the medical board for
to practice their jurisdiction suspends their medical license

Hospitals, Clinical employers issue privileges A supervising surgeon is repeatedly not in the

clinics, and for all health care professional operating room or even able to be found while

surgical residents are operating on patients,
leading their medical privileges to be limited
before being revoked if compliance with hospital
rules for supervising trainees is not met

Insurance
companies

Insurance companies set conditions
for reimbursement of costs, and
usually exclude trainees as indepen-
dent care providers

A rural hospital employing an emergency
medicine resident (licensed, but not yet
board-certified) who moonlights in emergency
medicine to supplement salary is unable to
charge professional fees for moonlighting work,
nor is the resident

Accreditors of

Accreditors set standards. Breaches

The US ACGME, and the ‘Joint Commission’

hospitalsand  of these may lead to loss of accredit graduate medical education and hospi-
educational accreditation status of a hospital or  tals respectively; Box 18.1 shows the JC standard
programs educational program for supervision of trainees

The ACGME in the USA distinguishes in its common program requirements—in contrast to
the five general levels of supervision used throughout this book—three levels of supervision they
deem most germane to postgraduate training: direct (supervisor present with trainee and patient),
indirect (supervisor not present but quickly available), and oversight (supervisor available to
review after care is delivered).” The trainee’s individual level of training and patient complexity
and acuity must factor into decisions regarding the level of supervision provided, ensuring that
the supervision is appropriate for each patient.

The supervisor is pivotal in the process, having the final responsibility and liability as long as a
trainee has not received an unrestricted license, a training certificate, or a specialty certification.
This makes entrustment decisions significant. In a process where valid summative entrustment
decisions are made by a team, grounded in sufficient data and deliberation, a supervisor should
feel backed to lean on that process. When adverse events happen after a summative entrustment
decision for a particular EPA has been made (e.g., ‘the resident may now run the Wednesday-
morning clinic’), the supervisor in charge of the care for particular patients may still be liable
but should be able to adequately defend the basis for the trust in the trainee, and the adverse
event may reflect a happening that could have occurred with any attending professional. However,
the fact that a medical malpractice lawsuit may attempt to place responsibility on the attending

¢ In the USA, residents in accredited programs are licensed to practice through a training certificate. This
permits them to practice under supervision until fully licensed. Residents can seek a full license before
the end of residency, depending on personal or institutional priorities (https://www.ama-assn.org).
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Box 18.1: Case example from the Joint Commission’s Standards
for accredited hospitals (2012).%

Standard MPE.4: “The [health care] organization understands and provides the required
frequency and intensity of medical supervision for each type and level of medical stu-
dent and resident trainee’

The required level of supervision is consistent with the level of training and level of com-
petence of the medical student and resident trainee. Competence cannot be assumed
and must be demonstrated early in the training program. A medical school student
understands if supervision is provided by a resident or by the patient’s primary physi-
cian or by a medical school faculty member. [Trainees] understand if the supervision
includes daily signing of all notes and orders, or signing of the care plan and progress
notes every other day or making a separate entry in the patients record. There must be
evidence of that supervision and uniform expectations for the mentoring/supervision
process. Measurable elements of MPE.4 include (amongst others):

« Organization policy identifies the required level of supervision for each level of trainee.
o The level to be provided is based on the demonstrated competence of the trainee.

o Each trainee understands the level, frequency, and documentation of their supervision.
o The organization provides the required level of supervision for each trainee.

o Patient care records are reviewed for compliance with the requirements and frequency.

supervisory physician rather than the trainee who is deemed ready for less supervision can lead
supervisors to provide more supervision than is needed. This can rob trainees of opportunities to
care for patients with less supervision during training.

The regulations of accreditors (e.g., Box 18.1) align well with the levels of supervision used with
entrustment decisions for EPAs. While supervisors have individual responsibilities and liabilities
are based on various regulations, the space they have to exercise their education responsibility to
offer trainees appropriate opportunities in patient care should be backed by the educational team
or competency committee and the culture at the department or health care unit.

Conclusion

An entrustment decision in health professions education is a decision to trust a trainee to perform
a health care task without direct supervisory presence.” This gives the patient a prominent posi-
tion. The stakes of ad hoc entrustment decisions may be low with regard to trainee progress, yet
they are high because of potential implications for patient safety.

The trainees attending to Libby Zion, discussed above, were not positioned to bear the respon-
sibility for her care. In the context of a busy night shift, they were entrusted with her care with
deficient supervision. One can—and, we would contend, should—argue that the supervisors were
more to blame than the trainees. In a strong educational alliance, ad hoc entrustment decisions
are explicit and intentional, taking risks for patient safety into account. Supervisors should weigh
and accept practice variations and serve as guardrails, supporting trainees whenever needed and
serving as a stopgap for mishaps whenever they can. The decision can be evaluated in a formative,
prospective workplace assessment.
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In contrast, a deliberate and defensible summative entrustment decision is made by the super-
visory team, after establishing readiness, supported by valid assessment data. It is not primarily
a decision that considers learner progress but entails an estimation of future performance and
risk in a spectrum of circumstances. It is a high-stakes statement of trust in the trainee to provide
safe and high-quality care within the scope of the EPA. These decisions should lead to formal
changes in autonomy, responsibility, and accountability, even if a supervisor retains final responsi-
bility. After a valid summative entrustment decision, adverse events can still happen, even among
experts, and this does not necessarily imply a deficient decision. However, entrusting and transfer-
ring tasks only after established readiness for autonomous performance has a positive impact on
patient safety.
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CHAPTER 19

Scales, numbers, and words to support
entrustment decisions about trainees

Vanessa C. Burch, Jacqueline de Graaf, Jennie B. Jarrett,
Severin Pinilla, Alan Schwartz, Olle ten Cate

Abstract

This chapter focuses on reporting trainee performance in workplace-based assessment
programs. Tools that translate observations into assessment documentation typically
include several components of observed activities, or competencies, and rating scales with
multiple gradations of proficiency. Over the past two decades, introduction of the concept
of entrustment and entrustable professional activities has led educators to create scales
that focus on the amount of supervision, support, or help trainees need to complete a
workplace-based activity. More recently, entrustment-supervision (ES) scales have shifted
the focus to reporting readiness for future activities, using specified levels of supervision to
be recommended for trainees. This chapter describes the use of these scales for ad hoc and
summative entrustment decision-making, including adaptations for profession-specific or
context-specific circumstances and variable levels of trainee proficiency.

Scales for entrustment and supervision are more holistic than those for reporting
observed behavior, and include both specific and general trainee features. Expert supervi-
sor judgment includes an inherent subjective element, because experts show legitimate
differences, but unwanted bias must be excluded. Narrative feedback comments can sup-
plement and explain scale scores providing a holistic picture, guided by tools such as the ‘A
RICH’ framework. Entrustment decisions are crucial in an EPA-based curriculum, and ES
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scale values must be embedded in a program of assessment in which feedback conversa-
tions with trainees remain essential.
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Introduction

Reporting on the performance of trainees within a program of workplace-based assessment
requires tools that translate observations into assessment documentation. This chapter explores
the evolving conversation about such documentation, specifically the concept of entrustment with
a focus on determining future supervision likely to be required by a trainee or licensed profes-
sional, rather than just reporting on currently observed competencies. The chapter also addresses
the quantity of workplace-based observations needed, the role of narrative comments in holistic
assessment decision-making, and the need to accommodate inherent expert observer subjectiv-
ity while remaining cognizant of unwanted bias. Finally, the chapter reflects on feedback that
advances trainee autonomy in the workplace.

Traditional workplace-based assessment scales

Many paper forms and, more recently, digital forms have been proposed to document the perfor-
mance of trainees in the workplace. These include, among many, the mini-CEX, direct observation
of procedural skills (DOPS), and case-based discussion.! Common scales to assess performance
often include three or four general values (below expectations—meets expectations—above expec-
tations; or poor-marginal-good—-excellent). Other examples use nine or 10 scale values with a
cut-off between five and six for fail and pass. Scales can focus on a single dimension (how did the
trainee do in general?) or pertain to several dimensions (history, physical examination, knowl-
edge and reasoning, communication, professional conduct, or other) or combine a series of skills
with an overall judgment. Rating forms often include ancillary information (names of ratee and
rater, specialty, program year, setting, case complexity) and space for narrative feedback. The core
purpose is to record the observed performance and report on trainee performance using the scale
provided. As a record of observed performance, this is a retrospective report.

A common concern with these traditional performance assessment scales is eloquently illus-
trated by Crossley when he says:

[M]y judgement about the performance of my trainee, based on my interpretation of his per-
formance, with a particular patient or client, with a particular problem, in a particular con-
text today, is always highly meaningful, [but does] this judgement have anything to say about
my judgement with the same trainee in a completely different context, or anyone’s judgement
about the same trainee in any context?*

As Crossley contends, maybe we are asking the wrong questions to expect a reliable answer® and
we should instead ask ‘is this trainee ready for more autonomy?**

Entrustment-supervision scales

Over the past two decades, introduction of the concept of entrustment and EPAs has led educa-
tors to create scales focusing on the amount of supervision, support, or help needed to complete
an activity in the workplace. Entrustment-supervision (ES) scales differ from traditional scales
in their focus on (a) entrustment with tasks and (b) level of supervision or support required.>*
ES scales reflect a shift in focus from the pursuit of ‘objective proficiency ratings, using predomi-
nantly numerical scales with brief anchoring statements, to decision-making about the level of
supervision trainees require to safely complete workplace-based activities. From the perspective
of clinical training, autonomy can be described in terms of a required level of supervision. The
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most generic entrustment-supervision scale includes five levels: (1) observe only, (2) act under
direct supervision, (3) act under indirect supervision, (4) act unsupervised, and (5) act as a super-
visor. The literature provides many variations of ES scales.’

ES scales can be retrospective or prospective. While supervision is factored into both scales, the
first regards the supervision or help provided during an activity, and is not particularly focused
on entrustment regarding a future activity. In contrast, prospective ES scales focus on readiness
to trust future performance at a specified level of supervision.” They ask supervisors to estimate
readiness using a scale based on autonomy. These scales, and variations thereof, frame the judg-
ment to include an estimation of readiness and risks associated with entrustment. Paired with
narrative feedback, ES scales can highlight specific actions or gaps that are relevant when consid-
ering entrustment. Prospective ES scales are a good preparation for summative entrustment deci-
sions, which should be based on multiple evaluations of observations and case-based discussions.
Table 19.1 shows published examples of retrospective and prospective ES scales.

Prospective ES scales, which focus on decisions of entrustment, also differ from proficiency
scales by their ordinal nature. Entrustment decisions reflect discrete steps toward granted auton-
omy and are not a continuous scale of ability. Note that, when entrustment decisions about
increased trainee autonomy do not lead to the actual granting of increased autonomy (“To what
extent would I trust the trainee with Task X, in theory only)," they are better called ‘entrustment
determinations’'' Entrustment determinations are problematic in that they run the risk of reduc-
ing ordinal ES scales to continuous proficiency scales of trustworthiness, and just add more scales
to the existing ones. True entrustment scales with concrete consequences cannot be continuous,
because the decision to entrust a trainee with a task is a discrete act.

Working with prospective ES scales is not easy, either for clinicians'? or for members of a clini-
cal competency committee (CCC)" because it requires a deeper understanding of trainees than is
needed when just documenting an observation."* However, entrustment decisions should not be
avoided just because they are difficult to make. To ask a supervisor about the readiness of a trainee
for less supervision involves weighing benefits and risks," which requires thoughtful considera-
tion. Preparing trainees for a qualification or license to practice (for an EPA or a full profession
respectively) is a key role of educators and programs, and it is exactly what such entrustment
decisions entail. It may be easy to give a score for observed proficiency but hard yet important to
estimate the consequences of entrustment for patient care.

Critical in ES scale use is the distinction between ad hoc and summative decisions of entrust-
ment. Ad hoc judgments and decisions, made and evaluated by individual supervisors for

Table 19.1: Examples of retrospective and prospective entrustment—supervision scales.

Explanation Examples used with direct observation
Retrospective entrustment- This scale uses supervision 1. I had to do it
supervision scale levels to indicate how much 2. I had to talk them through
(examples are the support was provided in an 3. T had to prompt them from time to time
O-SCORE’ or OCAT® scale) observed performance 4. Ineeded to be there just in case

5. 1 did not need to be there

Prospective entrustment—  This scale uses supervision ~ Based on this observation, my judgment is
supervision scale levels to indicate how much  that this trainee, for this activity, is:

supervision the trainee
should receive in future
performances of a similar
activity®

. not yet ready for direct supervision

. ready for direct, proactive supervision
. ready for indirect, reactive supervision
. ready to perform without supervision
. ready to supervise junior trainees

U W N =
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specific patient care encounters in the workplace, lead to reports and scale use, as the examples in
Table 19.1 show. Summative decisions are made by a team—often a CCC in postgraduate medi-
cal education or entrustment committee in undergraduate education—building on a variety of
information sources, and are true decisions for qualification and privileging.’ Following principles
of programmatic assessment, summative entrustment decisions must be based on multiple data
points. Permission to practice health care and execute specified EPAs under indirect supervision
is an example that could apply to senior medical students, aligning well with the autonomy of a
medical license.

Context-specificity of entrustment-supervision scales

Various ES scales and, more generally, levels of supervision, can deviate from the common, origi-
nal framework of five levels (Table 19.2, column 1). Depending on the context, specifications or
adaptations of this generic framework are useful. A modified, expanded scale created by Chen et
al.' for undergraduate medical education is frequently used (Table 19.2, column 2). This expanded
scale is useful for reporting on trainees’ progress in the early stages of training. Similarly, the scale
created by Jarrett et al. (Table 19.2, column 3) utilizes the expanded model further modified for
pharmacy trainees, by noting the physical location of the supervisor to quickly orient them to the
use of the scale in relation to the performance of the trainee.'” Expansion allows faculty to better

Table 19.2: Generic and expanded entrustment-supervision scales.

Generic ES scale Expanded scales

Jarrett-modified ES scale”

Chen-modified ES scale!®

1la. Not allowed to observe
1b. Allowed to observe

la. Would not trust, not allowed to observe
1b. Trust to thoughtfully observe, has
foundational knowledge

1. Not allowed to
practice the EPA

2. Allowed to
practice under
direct, proactive

2a. As co-activity with supervisor
2b. With supervisor in room ready
to step in as needed

2a. Trust to perform task with the supervisor,
requiring direction, guidance and help
2b. Trust to perform task with the supervisor

supervision present and ready to step in and is new
(supervisor in in performing the task alone
the room)

. Allowed to 3a. With supervisor immediately 3a. Trust to perform task with supervisor

practice under
indirect, reactive
supervision
(supervisor not
in the room)

available; all findings/decisions
double-checked

3b. With supervisor immediately
available; key findings/decisions
double-checked

3c. With supervisor distantly
available; findings/decisions
reviewed on request

nearby and all findings are immediately
checked

3b. Trust to perform task with supervisor
nearby and key findings are immediately
checked

3c. Trust to perform task with supervisor
remote, but on demand and work is
audited soon after completion

. Allowed to
practice
unsupervised

4a. With supervisor not around but
available by phone

4b. With supervisor not available
by phone

4. Trust to perform task independently and
unsupervised

5. Allowed to act as supervisor for more junior trainees

5. Trust to perform task independently as
well as supervise and teach others
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represent their opinion about supervision needs in the future and provides ample opportunity
to document progress of junior trainees. Since graduates of several health professions become
licensed to enter full unsupervised clinical practice upon graduation, with no further postgradu-
ate training requirements, this expanded scale example accurately describes assessment of the
work completed.

Many discipline-specific retrospective ES scales are in use internationally. Examples include the
“Zwisch scale; used with the mobile app SIMPL in surgical education—the scale has four values:
‘show and tell; ‘active help, ‘passive help, and ‘supervision only’*® It is somewhat similar to the
O-SCORE scale, developed for postgraduate surgery training in Canada,” which uses the values
one to five as depicted in the upper right cell of Table 19.1. An ES scale used in one anesthesia pro-
gram frames supervision as the duration a supervisor can leave the operating theater (for coffee,
for lunch, etc.).”” A triple-tool scale in pathology using procedures, situations, or reporting® and a
retrospective ES scale under consideration in internal medicine uses the supervisor’s expectation
as a benchmark (‘to ensure safe care I (1) had to step in much more than expected, (2) stepped in
a little more than expected, (3) provided usual supervision, (4) could step back a little more than
usual, (5) stepped back much more than usual’).* Stepping in (‘hands-on’) and out (‘hands-off’)
also depends on the context, the trainee, and the tasks expected to be performed in a given role.”!

In other words, clinical specialties need to adapt ES scales depending on the nature of the work
and expectations of the workplace. For example, level 2 entrustment (supervisor present during the
activity) is infrequently reported for junior internal medicine residents, while this level predomi-
nates in surgical specialties, where even senior trainees spend many hours under direct supervi-
sion in the operating room,” and may be characterized by different steps, such as permission to
do part of an operation (‘Open entry to the abdomen’ and ‘Fascial and abdominal closure’) as early
EPAs, nested later within full surgery EPAs, or to act with a supervisor present but unscrubbed,
which could be characterized as a new level 2¢ (supervisor present to instruct, but not able to
step in immediately). It is recommended that, for each specialty and profession, a logical scale of
supervision and entrustment be established to reflect a stepwise, deliberate increase in autonomy
based on relevant, documented observations. This requires a shared mental model of ES scales by
both supervisors and trainees.

Making trustworthy entrustment decisions

Since the 20th century, education in the health professions has pursued objectivity over sub-
jectivity in assessment.” Assessment outside the workplace, including standardized testing of
canonical (i.e., non-disputed) knowledge and skills, should meet traditional reliability criteria.
Workplace-based assessment, however, which focuses on the application of knowledge and skills
in patient- and context-specific practice, often cannot meet the criteria established for ‘high-stakes’
standardized tests, in particular reliability criteria proposed in classical test theory. As a result, no
single instrument will meet the goals of workplace-based assessment—to accurately identify areas
for trainee development, work collaboratively with trainees through self-reflection, and make
decisions about future practice. Instead, robust workplace-based assessment requires the integra-
tion of different types of assessments involving multiple observations by multiple observers in
varying contexts. Because learning is not linear, these multiple assessments may cause confusion
when a trainee with generally positive assessments in one context performs poorly in another con-
text. CCCs must determine how to make summative decisions with variation in workplace-based

¢ Personal communication Stephen Gauthier and David Taylor.
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assessment, considering the upcoming tasks the trainee will face, their agility to work in various
contexts of practice, with associated risks, and the support available for development (for more
details see Chapter 21).

Although programmatic assessment emphasizes collecting many observations, the quality of
assessment is not necessarily driven by the quantity of assessments. One observation by an experi-
enced clinician who is trained in assessment and knows the trainee well can be more trustworthy
than several observations by junior faculty who are not acquainted with the trainee and have little
time or motivation for trainee assessment.* In competency-based education, success is measured
by demonstrating performance and ability, not just the number of performances nor amount of
time in training. Programs should evaluate what types, frequency and modes of assessment will
best support decision-making in summative evaluations for their profession, practice, and con-
text, and find a balance between quantity and quality.

Subjectivity and bias in observational judgment

Workplace-based assessment focuses on the contextual competence of trainees. Unlike much
of the assessment of canonical competence, determining the contextual competence of train-
ees requires expert judgment—the opinion of experienced professionals who can appreciate
the importance of their judgments, evaluate performance in context, and facilitate reflection
and discussion with the trainee for growth (see Chapter 2 for a discussion of this multilayered
competence model). One expert’s judgment, based on their personal clinical and supervisory
experiences, will show similarities but also differences with other experts’ judgments. In other
words, experts develop opinions that are both meaningfully ‘subjective’ and highly relevant.®
This subjectivity is characterized by differences with other experts, which in the past has been
considered ‘error variance’ or ‘bias’ Valuing subjectivity also means acknowledging that some
judgments cannot be fully expressed in numerical scales.”*?” CCCs should, therefore, take into
account both rating of readiness for autonomy and supportive narrative information, and at the
same time acknowledge that contextual competence implies the ability to work in particular
contexts, which may require different knowledge and skills that cannot always be characterized
as generally ‘right’ or ‘wrong’

On the other hand, unwanted bias, or subjectivity that stems from prejudice that is unrelated
to the proficiency of the trainee or readiness for a decrease in supervision, must be avoided. Psy-
chometrically this is regarded as ‘construct-irrelevant variance?® The remaining legitimate sub-
jective judgment must be retained. A recent Al analysis of narrative feedback highlighted the
presence of unintended bias,?” underscoring the need for observer vigilance and the importance
of specifically addressing unconscious bias when training observers to give feedback. Although
individual supervisors might find it hard to recognize their own bias,* the exchange of subjective
judgments in a team, such as a CCC, may help to keep unwanted bias off the table.

Holistic evaluation of trainees

Most ES rating forms contain both numbers and words because numbers alone lack contextual
detail. Narrative information can be distinguished in brief comments generated by direct observa-
tion, and more elaborate narratives, such as those generated by multisource feedback procedures
(see Chapter 17). Together, integrated and synthesized with ratings, they provide the necessary
story-type information needed to inform decisions made by CCCs. These committees need to take
various professional attributes into account, besides clinical and technical proficiency, to allow for
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entrustment decisions. The A RICH framework provides an overview of these attributes in five
categories: agency, reliability, integrity, capability, and humility.! The recommendation is not to
translate the A RICH framework into a rating scale but to consider these attributes when writing
narrative comments.

Words captured on entrustment rating forms serve two distinct purposes: (a) summatively, they
contribute toward promotion decisions for trainees, and/or (b) formatively, they provide devel-
opmental feedback to trainees.”> Word choice in narrative comments is important and should
be aligned with the primary purpose of the assessment event, which should be clarified with the
trainee beforehand.

A challenge of combining entrustment ratings and narrative text within a program of assess-
ment is the accumulation of an overwhelming volume of data. This is where technology, with
e-portfolios and mobile tools, may be of great help by assisting with data collection and aggre-
gation to provide accessible overviews of trainee development. For more information see
Chapter 20. And not everything needs to be documented. If supervisors concisely document nar-
rative information, they also have time for undocumented, psychologically safe, oral communica-
tion with trainees.

Feedback

High-quality, meaningful feedback may be enhanced by a focus on EPAs and ES scales. However,
trainee and supervisor perspectives may differ. The benefit of ES scales from a supervisor’s per-
spective stems from the connection of direct observation in the workplace with a decision about
readiness for autonomy. The trainee perspective may be complicated by blurring the value of feed-
back for further growth and development with judgment decisions about competence, the more
traditional view of assessment.”

It is important to agree on the purpose of an observation followed by feedback. Since the latter
should help a trainee improve, the search and focus on inadequacies, which does not directly feed
intrinsic motivation® should be avoided. This can turn workplace-based assessment events into
stressful and burdensome moments. Since giving and receiving feedback is a complex interper-
sonal process, supervisors and trainees need training (see Chapter 23).

A useful starting point is a definition of helpful feedback, which frames it as a ‘supportive con-
versation that clarifies the trainee’s awareness of their developing competencies, enhances their
self-efficacy for making progress, challenges them to set objectives for improvement, and facil-
itates their development of strategies to enable that improvement to occur** Considering that
entrustment decisions may also be informed by interprofessional feedback, guidelines for such
feedback may be taken into account (Table 19.3).

Table 19.3: Guidelines for interprofessional feedback using the Westerfeld framework.*

Open, respectful  Participants are open to each other’s input and communicate respectfully
Relevant Agreed-upon goals for observed performance (e.g., EPAs)

Timely Feedback is given in a phase of learning (hours or days, not months)
Dialogical The conversation reflects a two-way communicative exchange

Responsive The feedback is adapted to specific context at stake

Sense making Feedback is explored and elaborated as needed to help trainees make sense of it
Actionable Feedback contributes to its usability and leads to concrete action plans
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Other useful feedback models are ask-and-tell approaches, self-assessment with encouragement
and direction, or coaching (R2C2: relationship-reaction-content—coaching) frameworks.”” While
frameworks are useful to structure feedback conversations, there is no quick fix to generate help-
ful feedback that fulfills the promise of assessment for learning. A persistent complaint heard in
clinical education is a lack of true constructive feedback, a complaint that should force supervi-
sors to remain attentive toward a genuine interest in trainee development and progression toward
entrustment. Supervisors need to consider the nature of effective communication with varying
personalities and develop an understanding of how feedback is given and received.

Conclusion

Entrustment-supervision scales are useful for several reasons. They force observers to think about
trainee readiness for patient care activities, support CCCs in making decisions about trainees’ pro-
gress and summative entrustment, and serve as a focus for feedback to trainees. They also inform
trainees about what is expected of them to achieve more autonomy and less supervision. Trainees
have the responsibility to work on their progress in autonomy and reflect on it. Self-reflection by
trainees helps supervisors understand what major gaps or problems are limiting trainees from
achieving greater autonomy. ES scales are needed for making decisions about trainees” progress
but scales alone are not enough. Narrative information gives much-needed depth and rich infor-
mation to support such decisions. Finally, in the everyday workplace environment it is also critical
to cherish the regular occurrence of undocumented, psychologically safe, oral communication in
daily activities between supervisors and trainees.
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CHAPTER 20

Addressing practical and conceptual challenges
in workplace-based assessment

Daniel Nel, Adrian P. Marty, Sonia Frick, Marije P. Hennus,
Machelle Linsenmeyer

Abstract

Despite its recognized importance in ensuring clinical competence, implementing and sus-
taining workplace-based assessment (WBA) in EPA-based programs faces various obstacles,
including validity concerns, time constraints, administrative burdens, and a perceived lack
of formative value. To overcome these challenges, the chapter proposes several strategies.
First, it emphasizes the role of EPAs and entrustment in streamlining the WBA process,
making it more time-efficient and relevant to real-world clinical practice. Second, the chap-
ter advocates for interprofessional collaboration in WBA, highlighting the importance of
incorporating input from diverse health care professionals who regularly interact with train-
ees. Additionally, the chapter explores the tension between formative and summative assess-
ment in WBA, emphasizing the importance of creating a safe environment for both trainees
and supervisors. By shifting the focus from high-stakes assessments to continuous learn-
ing conversations, stakeholders can optimize each assessment situation for learning while
supporting trainee autonomy. Furthermore, the chapter discusses the role of technology in
addressing the perceived assessment burden associated with WBA. By leveraging mobile
applications, e-portfolios, and data analytics, technology can provide efficient means for
data collection, storage, analysis, and visualization, ultimately enhancing the effectiveness
of WBA in health care education. Lastly, the chapter considers strategies for implementing
WBA in low-resource settings, highlighting the importance of local feasibility and resource
adaptation. By simplifying assessment tools, leveraging low-cost tech platforms, and col-
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laborating with colleagues from varying resource levels as well as different low-resource
areas, low-resource settings can overcome barriers to WBA implementation and ensure the
development of competent health care professionals tailored to their specific contexts.
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Introduction

Workplace-based assessment (WBA) is becoming increasingly crucial for ensuring and confirm-
ing clinical competence in trainees. However, a seemingly sound educational initiative does not
always translate into something that is feasible in real-life practice. Perceptions of trainees and
supervisors toward WBA have been mixed, with multiple conceptual and practical challenges
identified that hinder its optimal implementation. The primary objective of this chapter is to offer
a clearer perspective on overcoming these challenges and facilitating the realization of WBA. Spe-
cial emphasis will be placed on how this process can be facilitated by entrustable professional
activities (EPAs) and entrustment.

Limitations in the validity argument

A number of issues with the implementation of WBA are related to limitations in the validity
argument. Although the validity argument for entrustment decision-making based on EPAs is dis-
cussed in more detail in Chapter 5, this chapter would be incomplete without mentioning some
of the practical challenges and how they influence the validity argument of WBA. Table 20.1 sum-
marizes some of the challenges that need to be addressed in WBA, in the context of Kane’s validity
model (for a deeper discussion, see Chapter 5).!

In terms of scoring, supervisors are frequently confused about the high stakes/low stakes
conundrum related to the dual-purpose use of WBA. In addition, many do not understand how
to judge a trainee’s performance using WBA tools or how to provide high-quality feedback, and
often lack the time or the interest to be adequately trained (such as frame of reference and per-
formance dimension training). In terms of generalization, although multiple EPA ratings should
give a clearer picture of a trainee’s competence, this may result in a high assessment quota that
is required per trainee. With service pressures and the busyness of a clinical workspace, EPAs
may not be observed frequently enough to enable trustworthy high-stakes decision-making. In
terms of extrapolation, although workplace-based assessments are grounded in authentic clinical

Table 20.1: How the validity argument in WBA can be undermined by practical challenges: some
examples.

Inferences in Kane’s

validity model'? Purpose of the inference Examples of practical challenges to be solved

Scoring Judgment and scoring of Observers (often clinicians as raters) who do
observed performance should  not understand well how to judge and report
reflect the quality of this trainee performance and have little time or
performance interest to be trained; tools used are not

construct-aligned to a discipline

Generalization Multiple scores of similar EPAs  High assessment quota required; however, EPAs
should provide a fair picture of ~ are infrequently observed
EPA required competence

Extrapolation EPA required competence EPAs are observed in one context or by one
should hold across all possible  observer only
or relevant contexts

Implications The summative decision of Summative decisions are made in a too simplified
(consequences) entrustment is warranted, as manner, leading to substandard performance
associated risks are acceptable  with little supervision; assessment burden on
students, supervisors, and educational system
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situations, if this occurs in one training or clinical context only, it may not necessarily translate
to the practice situation or a different context a trainee may find themselves in. Finally, in terms
of implications or consequences, summative decisions may be made in too simplified a manner
under duress from service delivery pressures or due to inadequate or low-quality assessment data
for proper high-stakes decision-making. In addition, there are also unintended consequences on
the trainees, the faculty, and the educational system from an assessment that requires significant
input and may add to the administrative burden for all concerned.

These unintended consequences can be considered more broadly in light of the consensus frame-
work for good assessment, which include the following criteria: validity or coherence, reproduc-
ibility or consistency, equivalence, feasibility, educational effect, catalytic effect, and acceptability.’?
The assessment burden introduced may limit the feasibility and acceptability of WBA. In addition,
faculty and trainees often do not find that the perceived value of the assessment outweighs this
burden, as the learning conversation or feedback may not be of sufficient value to overcome the
requirements for completion. Potential solutions to address these and other practical concerns are
discussed in the following sections.

Human resources in the clinical teaching environment

Critics of WBA often highlight its time-consuming nature, which translates into increased costs
and adds to the administrative burden within an already-demanding work environment. Addition-
ally, skeptics question the value of WBAs, citing a lack of demonstrated improvement in patient
outcomes. This prompts the fundamental question: why invest time and resources into WBA?
A succinct response to such skepticism echoes a quote often attributed to Abraham Lincoln: ‘If
you think education is expensive, try ignorance! While this might seem clichéd, the underlying
objective should be to cultivate competency efficiently, addressing the obstacles—money, time,
administration—that hinder this process.

Despite the academic roots of medical professions, their real-world application unfolds in
practical workplace settings. The pivotal task is to transfer theory into practice, emphasizing the
importance of supervision and feedback in the workplace. Regularly employing WBAs within
the structured framework of EPAs has proven to be remarkably time-efficient, averaging just
three minutes per instance.! This diminishes the argument of time constraints. Furthermore, the
assessment workload can be distributed among various stakeholders, including patients, nurses,
and student peers, provided they grasp their own role, that of the trainee, and the WBA concept.
To facilitate this process, EPA-related entrustment-supervision scales for WBA articulate a con-
cept familiar to all teachers, one they have implicitly used throughout their careers—entrustment,
assigning the responsibility for doing something to someone.” Emphasizing this point helps allevi-
ate the common fear of something new and challenging. However, it is not necessarily straight-
forward for supervisors to explicitly elaborate an entrustment decision, and faculty development
focusing on this process is important.®

In addition to assessor training, the increased emphasis on WBAs demands ongoing educa-
tion for all involved parties to prevent assessment overload and subsequent stress. If trainees and
supervisors do not perceive the benefits of WBA to outweigh the effort required, they may lose the
motivation to participate. Establishing a cadre of ‘champions” with dedicated time for introduc-
ing, teaching, and supervising the WBA process within an institution is crucial. These individu-
als must be well versed in the challenges of a feedback and assessment culture, addressing issues
such as peer comparison, time pressures, overcontrol, and unrealistic expectations.” In addition
to developing a core team or champions, specific WBA meetings for all supervisors and trainees
explicitly showing the benefits within an institution, especially the educational value, can facilitate
the positive impact of WBAs and serve to increase buy-in.
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Gathering interprofessional input

Working, learning, and collaborating in an interprofessional team are indispensable for achiev-
ing safe, effective, and sustainable health care.® While multisource feedback (see Chapter 17 for
more details) has demonstrated high reliability, validity, and feasibility in evaluating trainees,’
the incorporation of interprofessional direct observation for WBA remains uncommon.' This
discrepancy is particularly notable in postgraduate medical education, where trainees may have
more frequent and intense interactions with nonphysician team members than with senior physi-
cian supervisors." The reliance on a single assessor, typically a supervisor, may not be as defensible
as incorporating input from diverse professional perspectives."?

Overcoming the scarcity of interprofessional WBA involves addressing practical and conceptual
challenges. First, recognizing and highlighting the benefits and value of interprofessional input is
crucial. This is especially pertinent when identifying and engaging a diverse range of assessors,
including supervisors, nurses, physician assistants, dietitians, and other health care profession-
als that collaborate with the trainee on a regular basis. Furthermore, attending to the challenges
associated with disparate professional perspectives, potential reluctance, and divergent opinions
on competency is imperative.

To help establish a robust interprofessional assessment process, faculty development initia-
tives should extend beyond mono-professional supervisors to deliberately include all interpro-
fessional stakeholders. Creating a standardized and seamless assessment process is pivotal, as is
overcoming logistical hurdles such as ensuring access to digital platforms and addressing limited
participant experience. In addition, legal considerations necessitate clear delineation of account-
ability and responsibility among the interprofessional team. For instance, how should the clinical
competency committee (CCC), as the decision-making group responsible for evaluating trainees’
progress in their specialty, value and utilize entrustment decisions made by interprofessional col-
leagues regarding their own trainees? Building trust and aligning expectations are essential in this
context, requiring careful consideration to ensure a cohesive and effective decision-making pro-
cess within the CCC. Finally, financial implications, particularly in regions linking remuneration
to assessment outcomes, demand a balanced approach that ensures accuracy without compromis-
ing the assessment process’s integrity.

By centering on interprofessional collaboration, WBA has the potential to become a more inclu-
sive and effective tool in health professions education. This approach promotes a comprehensive
and contextually relevant evaluation of trainee performance, contributing to the evolution of a
more robust and holistic health care workforce.

The formative-summative tension

‘Assessment drives learning’—well, not necessarily. When it comes to WBA there are some chal-
lenges to be aware of in order to optimize every assessment situation for learning. Collectively, a
portfolio of WBAs can be used to make summative decisions regarding progress or promotion.
However, on a spectrum from formative to summative, individual WBAs should be located in the
formative corner. But, even if it is called formative, from the trainee’s perspective just using the
term ‘assessment’ might create anxiety.”® In addition, if done infrequently, the assessment situa-
tion might feel like a summative test. As a result, trainees might only ask for a WBA if they are
already proficient in a specific task (EPA); they fear getting a ‘bad mark’ In a culture where each
assessment is perceived as a high-stakes event, much of the trainee’s energy goes into impression
management instead of actual learning."* On the supervisors’ side, similar challenges exist as they
might feel hesitant to use the lower spectrum of a performance scale because it might negatively
impact a trainee’s career or their relationship.'
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In order to address these challenges in implementing WBA, the focus should shift to reducing
stress and anxiety, and decreasing the perceived stakes as much as possible (for both trainees
and supervisors). Every system of assessment needs to be absolutely transparent about the pur-
pose of WBAs and how the data points are used to inform entrustment decisions of trainees.
There is always some stake, even in formative assessment situations and especially if aggregated
in an e-portfolio.'® Instead of using the terms ‘formative’ and ‘summative; terms such as ‘low-
stakes’ and ‘high-stakes’ or a ‘continuum of stakes’ may be used, as is described in programmatic
assessment.'” In addition, it may be recommended to avoid the term ‘assessment’ altogether, and
instead call them ‘observations” of performance in the workplace. Thus, rather than seeing it as
an assessment, a workplace observation can be considered a perfect starting point for a ‘learn-
ing conversation. Trainees and supervisors should initiate frequent WBAs or ‘observations’ for
facilitating learning from the first day of training until certification (and not just at the end).
Using only the narrative descriptions of the entrustment-supervision scale in assessment tools
(like ‘direct supervision’) emphasizes the clinical relevance of the rating, while using quantitative
scales or levels at any point may still feel to the trainee like they are getting marked and that this
should be avoided. In addition, no pass/fail decision or high-stakes decision should be made
based on one single WBA.

If we succeed in our quest of decreasing trainee anxiety by carefully designing and commu-
nicating a system of assessment that is building on a growth mindset,'® we can, for trainees,
truly optimize each assessment situation for learning. In addition, for supervisors, we can make
our way toward autonomy-supportive teaching styles that fosters students’ intrinsic motivation
to learn.”

Ideal vs reality

Although multiple observations are required to provide a fair picture of a trainee’s competence,
there needs to be a practical sampling approach that provides sufficient evidence of progress and
feedback opportunities, without becoming burdensome for both the trainee and the supervisor.
Overambitious assessment requirements may lead to trainee and supervisor dissatisfaction and a
‘tick-box’ mentality, with WBA losing its formative and summative potential.?® Insufficient oppor-
tunities for granting autonomy in training may also arise due to legal and regulatory constraints,
coupled with concerns about patient safety.?! In particular, supervisors may not always trust the
assessments of their colleagues, especially for higher-risk tasks like procedures.

Addressing these challenges may occur either in the context of establishing a new WBA strategy
or refining an existing one. An essential starting point is gathering input from both supervisors
and trainees to determine feasibility, including the number of required observations in a given
time period and the selection of tasks or EPAs for assessment. Forming a stakeholder team, with
or without surveys of the rest of the trainee and supervisor body, may facilitate this process, with
feedback collection occurring iteratively during implementation. It is also valuable to examine
what others have done and what principles they used to design their strategies, including barriers
and facilitators identified to implementation and integration. However, it is essential to consider
these insights in the light of the local context and adjust them based on local experience. In addi-
tion, the activities for assessment in the workplace (i.e., EPAs) should be mapped to curricular
outcomes and the attributes of a successful graduate, as required by the relevant institution or reg-
ulatory body. Commencing with simplicity and gradual progression cannot be overemphasized.
Starting with a few EPAs or a very low number of initial observations or both is advisable, and
these can be progressively increased as feasibility is demonstrated and greater buy-in is achieved.
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Multiple studies have defined minimum observation quotas for accurate assessments, but reliance
on psychometrics should be balanced with subjective decision-making by a competence com-
mittee, emphasizing trust in trainees, supervisors, and in their high-stakes decision-making.?
In terms of autonomy, the use of prospective entrustment decisions are advised. Whereas ret-
rospective scales report the actual supervision provided during an activity, prospective entrust-
ment decisions require an estimation of the student’s readiness for a specific level of supervision,
focusing on future performance.” This means that they carry more weight and may have a greater
influence on decisions regarding autonomy provision.”? While entrustment decisions may not
directly impact supervision levels in all contexts, they can lead to advancement within training,
with senior roles carrying increased responsibility and autonomy. Though changing regulatory
and legal frameworks is challenging, in some settings the trustworthiness of a competence com-
mittee’s prospective entrustment decisions, based on multiple EPA observations from multiple
supervisors, may enable trainees to legally assume more senior roles and thus experience greater
autonomy in training.

Technology solutions to address practical challenges

WBA has challenges and limitations for which technological solutions could serve as a resource
to overcome. Examples of challenges are: (a) competing clinical demands that interfere with the
time available for faculty to complete assessments; (b) the need for the collection of multiple data
points to support a decision regarding readiness; (c) the analysis and visualization of data points to
support both self-reflection, progression decisions, and program evaluation; and (d) the security
and confidentiality of data. In the past, assessment data has been collected in paper form. While
the paper-based method of data collection has benefits (e.g., more comprehensive feedback), it
makes the collection, storage, analysis, presentation, and security of a large number of data points
cumulatively and across time less effective.?*

In looking to the future, it has been noted that technology such as mobile applications and
dashboards or e-portfolios (if designed correctly) can provide efficient means to collect data
immediately following a clinical interaction and allow instantaneous storage of data for analysis
and further review in aggregate and across time. In addition to the efficiency in the collection,
storage, and cumulation of data, technology also offers further ways for trainees and institutional
entities (e.g., programs, directors, clinical competency committees, or institution administrators)
to use the data. Trainees can benefit from seeing their progress across time and against other
trainees, and from reviewing the feedback from each assessment as they consider their accom-
plishments and gaps toward unsupervised practice. Institutions can use the data more effectively
for overall and longitudinal analysis. For example, CCCs, which are limited in their time to review
trainee progress, can quickly see data displayed in multiple ways (e.g., individual data points, lon-
gitudinal progression, individual against aggregated group data) as they consider the next steps for
a trainee. Regarding program evaluation, technology allows expansion from analysis of a trainee
to broader perspectives of curriculum and the program (e.g., review of data by level of supervi-
sion for each EPA, looking at EPAs by program or specialty). Finally, it can provide a mechanism
for digital ‘badging’ (electronically showing the qualifications for scope of practice of a trainee).®

While technology certainly has benefits, it also has important considerations such as cost,
design, security and data safety, Wi-Fi coverage and networks, legal and ethical issues, report-
ing, standardization, disinfecting or sanitizing devices, and training and support. These issues
and considerations are extensively discussed in the literature by experts who have implemented
technologies to support WBA.?26%7
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Strategies in low-resource countries or areas

Although low-resource countries or regions encounter similar but often intensified challenges
as those experienced in high-resource areas, some challenges are unique to resource-limited
settings. In many low-resource environments, limited human resources and a high disease bur-
den create service delivery pressure for clinicians, translating into less time for educational
activities and fewer available human resources for initiatives like WBA.* Cultural dynamics
as well as underdeveloped assessment systems and medical education departments may pro-
vide additional difficulties.” Further limiting factors include the cost of information technol-
ogy platforms to make WBA user-friendly in the workplace, as well as the limited availability
of Wi-Fi or cell phone data coverage. Low-resource settings may struggle to implement WBA
strategies designed for high-income settings, with some concluding they lack the resources for
WBA implementation altogether.?

Addressing these challenges in low-resource settings requires a focus on feasibility within that
specific context. This involves the lowest possible assessment burden for busy clinicians and the
use of extremely simple tools, ensuring quick observation capture and minimal disruption to
the clinical workflow. Local design of low-cost tech platforms for WBA, such as using Google
packages, RedCap, or commercially available survey software, is possible. Paper-based systems,
even in low-resource settings, are discouraged owing to their multiple limitations.* Implemented
tech platforms should ideally have low data requirements or cache features for data syncing when
data coverage is available. While guidance on EPA selection and description for WBA from other
contexts is helpful, it is crucial for low-resource settings to ensure that EPA selection is appropri-
ate and that the resultant assessment requirements are feasible to implement locally. Examples of
strategies to improve feasibility include selecting a limited core group of EPAs (with or without
‘elective’ EPAs that are optional to be assessed) or opting for fewer, broader EPAs; both resulting
in a lower assessment burden (see Chapter 9 for more details). In addition, the definition of EPAs
by experts in a particular setting allows curricula to be aligned to train graduates who are fit for
purpose in that specific context. For some countries, particularly from the Global South, this
presents an opportunity to transform and decolonize their curricula through the process of EPA
selection and implementation. To ensure greatest feasibility, including the perspective of the low-
est-resourced area in a particular context is needed when selecting national EPAs. Low-resource
settings can also seek assistance from colleagues in well-resourced environments with experience
in WBA implementation, but must take care to ensure the advice is feasible. As local expertise
grows, a community of practice within a low-resource setting may facilitate the exchange of ideas
and strategies for overcoming resource restrictions. Finally, although collaboration between areas
with varying resource levels holds significant value, collaboration among different low-resource
areas is important, which may facilitate the sharing of potential solutions or even collectively
addressing development costs.

Conclusion

Whether it is a new WBA strategy being implemented or an existing one being refined, challenges
are inevitable. It is imperative for drivers of educational change to understand what they can do
to limit the magnitude and shorten the duration of the initial period of disarray that inevitably
follows the introduction of change. This chapter highlights many such strategies that can be used
to create a more supportive external environment, as well as to address some of the cognitive and
other internal barriers to WBA implementation (summarized in Table 20.2 below). In addition,
we have discussed how EPAs and the concept of entrustment may assist in achieving this goal. We
hope that this information empowers those who are embarking on an implementation journey or
encourages those who feel that the challenges are too great to overcome.
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Table 20.2: Practical and conceptual challenges to WBA and strategies to overcome them.

Challenge Strategies

Assessment burden  « Use EPA-based assessments with simple tools that include entrustment-
for busy clinicians supervision scales
« Distribute the load through interprofessional involvement
« Ensure continuous education of all involved parties
« Establish ‘champions’ with dedicated time for introducing and supervising WBA
process
o Arrange WBA meetings for all supervisors and trainees showing local progress
and stressing benefits to individuals and the team

Scarcity of « Ensure faculty development initiatives include all interprofessional stakeholders
interprofessional « Create a standardized and seamless assessment process, including digital platform
WBA « Ensure clear delineation of accountability, legal responsibility, and remuneration
Tension between « Avoid term ‘assessment’—instead use ‘observations’ of performance in the
formative and workplace/ WBO’

summative purposes e« Use only narrative descriptions of the entrustment-supervision scale in
in WBA assessment tools
« Completely avoid numbers or ‘levels in rating scales
« Ensure transparency about purpose of WBAs and how data points are used for
high-stakes decision-making

Tension between o Get local input from both supervisors and trainees to determine feasibility,
educational ideals especially regarding assessment quotas

and reality of work- e Start with a few EPAs and/or a very low number of initial observations, then
place environment build up

» Examine the literature to learn from the mistakes and successes of others
« Continuously seek feedback from all participants during implementation and
adjust as necessary

Logistics of contin-  « Avoid paper-based system
uous data collection =« Use mobile/smartphone-based applications to capture individual observations

in the workplace, « Use e-portfolios for trainees to review own progress

and need to aggre-  « Develop digital dashboards to aid competence committee view and analyze
gate for later use aggregated data points

Resource restric- « Ensure lowest possible assessment burden

tions in lower- o Use of extremely simple tools

income countries/ o Local design of low-cost tech platforms

contexts « Incorporate low data requirements or cache features for data syncing when data

coverage is available
o Ensure EPA selection is appropriate and feasible locally
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CHAPTER 21

Clinical competency committees in an entrustable
professional activity-based curriculum
and assessment system

Robert Englander, Jacqueline de Graaf, Karen E. Hauer,
Gersten Jonker, Daniel J. Schumacher

Abstract

Competency-based education (CBE) in the health professions is grounded in teaching
and assessing the requisite competencies to develop professionals prepared to meet the
health care needs of the public and provide high-quality and safe patient care. As such,
the outcome of education is the demonstrable competence of graduates in patient care.
A curriculum and assessment framework based on entrustable professional activities
(EPAs) provides excellent scaffolding for ensuring this outcome. The system is dependent,
however, on its ability to support grounded, credible, and summative decisions regarding
granting or withholding trainee progression through a program and awarding of increased
autonomy (i.e., less supervision) in patient care.

In this chapter, we begin by defining a clinical competency committee (CCC) and
establishing its roles. We then provide a rationale for the group structure of a CCC as best
suited to make the grounded, credible, and summative decisions required in an EPA-based
curriculum and assessment system. Next, we explore more deeply the central role of a
CCC—"‘what’ it does. Then we address the ‘how’ of running a CCC, that is, the strategies to
help CCCs function optimally, including issues of CCC structure and process. Finally, we
explore some of the common pitfalls, misconceptions, and limitations regarding CCCs and
suggest some mitigating strategies to overcome them.
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Introduction

Competency-based education (CBE) in the health professions is grounded in teaching and assess-
ing the requisite competencies to develop professionals who are prepared to meet the health care
needs of the public and provide high-quality and safe patient care.! As such, the outcome of educa-
tion is the demonstrable competence of graduates in patient care.

Clinical faculty make judgments on trainees’ development, progress, and readiness to per-
form essential tasks of the profession. Decisions to delegate tasks, called summative entrustment
decisions, should be based on grounded trust, that is, trust based on essential and longitudinal
experience with the trainee and preceded by sufficient observation and pertinent data to qualify
the trainee to act with a decreased level of supervision.? While in some programs those deci-
sions are made by individual supervising faculty, in most programs summative decisions are
made by a collective of supervising faculty and, in some committees, staff engaged in assess-
ment as well. There are several names given to these committees. In some jurisdictions, the
term clinical competency committee (CCC) is used. In programs using entrustable professional
activities (EPAs) as the framework for their curriculum and assessment, these committees are
often called entrustment committees. For the purposes of this chapter, we will collectively refer
to these committees as CCCs.

A CCC can be defined as a group of individuals involved in trainee education and assessment
responsible for making effective and credible judgments of trainee performance based on the
review and interpretation of multiple aggregated assessments and then deliberately deciding on
progression and entrustment of patient care tasks.>® The primary tasks of the CCC are thus to
make grounded, credible, and summative decisions on granting or withholding trainee progres-
sion through the program and on awarding increased autonomy (i.e., less supervision) in patient
care. Summative decisions can therefore: (a) recognize attainment of a milestone within a phase
of education or training; (b) provide permission to proceed to the next phase of training; or (c)
provide entrustment decisions regarding EPAs, potentially allowing the learner to perform the
EPA with decreased supervision. The entrustment decisions may also be accompanied by a state-
ment of awarded responsibility (STAR).” A STAR provides formal documentation that a trainee
has met the threshold for a given EPA to carry that EPA out unsupervised (in the case of a resident
or fellow trainee) or with indirect supervision (in the case of an undergraduate trainee). Through
these decisions, a CCC ultimately contributes to the primary purposes of competency-based edu-
cation—educational accountability to the public and the learner.

Many programs use EPA assessments for formative feedback as well, and may engage a
CCC in that formative feedback, reviewing trainee performance on EPAs and providing
feedback to the trainee without rendering high-stakes decisions.® As an example, a CCC may
use EPA assessment data formatively in an early meeting where trainee data is insufficient to
make a summative entrustment decision but can be fed back to the trainee to provide guidance
on opportunities to advance in the performance of the EPA toward entrustment. CCCs can
also provide formative feedback through curricular suggestions to trainees, such as a rotation
that might be advantageous, based on gaps the CCC identifies through the aggregate assess-
ment data.

A summary of potential tasks, that have been ascribed to CCCs, besides making summative
decisions about entrustment and trainee progress and associated feedback, include®**:

1. identifying both suboptimal performance or dyscompetence (i.e., less than expected abil-
ity in one or more domains of competence in a certain context and at a defined stage of
education or practice'’) and performance exceeding expectations in trainees;

2. providing program directors with a transparent, rich, holistic group perspective on trainee
performance;
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3. providing trainees with credible and actionable feedback;

4. formulating remediation interventions and tailored training opportunities for learners
who require them, or referring the learners to another entity such as a remediation or
clinical coach;

5. evaluating program effectiveness and identifying weaknesses in curriculum or program
of assessment;

6. providing feedback to those overseeing the program of assessment on the focus and qual-
ity of workplace-based assessments.

This chapter focuses on the role of CCCs in EPA assessment and entrustment decisions. Spe-
cifically, we explore the ‘why’ behind the critical nature of CCCs in implementing a curriculum
and assessment system with EPAs, what evidence is used by CCCs to inform group decisions, and
how a CCC operates. Finally, we explore some of the pitfalls, limitations, and misconceptions sur-
rounding CCCs and offer some mitigating strategies.

Why do we need clinical competency committees in an EPA-based curriculum
and assessment system?

An EPA-based curriculum and assessment system requires summative decisions about: (a)
learners’ ability to perform the EPAs with decreased levels of supervision; (b) learners’ overall
progress in the program; and (c) learners’ overall trustworthiness. Programs that use EPAs as
curricular building blocks and for learner assessment generate large amounts and varied types
of data on learner performance. Making the high-stakes decisions, therefore, requires a process
to synthesize and interpret these data. Synthesis involves more than just averaging entrust-
ment scores or compiling all narrative comments. In fact, because the attainment of competence
is a nonlinear developmental process, the learner’s trajectory over time is considerably more
important than any average rating, and longitudinal review of performance is essential. This
process also involves human judgment to interpret and synthesize data and is vulnerable to
bias. We submit that high-stakes decision-making in health professions education and training
is thus optimally done by a group such as a CCC, the members of which can provide varying
perspectives on the longitudinal view of the learner’s trajectory, ensure defensible decisions, and
mitigate bias.

Group decision-making within a CCC is important because, in general, groups make better
decisions than individuals acting alone.® A group process that is well designed and implemented
using recommendations for effective group procedures can generate greater buy-in to decisions
among members, learners, the program, and the public. Group decision-making done well affords
multiple benefits compared to decision-making by a single individual. The interactions among
group members during meetings serve as real-time faculty development to build a shared mental
model of expected trainee performance. Discussing what evidence pertains to the EPAs and what
evidence demonstrates a trainee’s achievement at a given level of entrustment promotes a shared
understanding and interpretation of the data among members.! This shared understanding of
expected development of trainees allows for earlier recognition by the CCC of trainees who are
missing learning experiences or not progressing as expected. Early identification creates oppor-
tunities for intervention, such as adjusting learning experiences or strengthening feedback on
certain skills or competencies. Group decision-making is thus a critical core component of pro-
grammatic assessment in CBE."

One additional benefit to the group process designed to make determinations of individ-
ual trainee’s progress is that it also generates insights about the program as a whole. A high-
functioning CCC contributes to the overall quality of assessment and education by affording
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regular review of trainee outcomes both between and within phases of education and training."
Committee members can identify strengths or gaps of the curriculum and learning experiences
and recommend adjustments to improve the content or quality of training.

With this understanding of the ‘why’ behind the use of CCCs in CBE in general and specifically
in a CBE program that utilizes EPAs as the framework for curriculum and assessment, we turn to
the ‘nuts and bolts’ of what a CCC does and how it best functions.

What does a CCC do?

The central role of all CCCs is to review aggregate evidence over time regarding trainees’ perfor-
mance in executing the EPAs, and to decide when a trainee has reached a predetermined level
of entrustment to allow increased autonomy and advancement within or beyond an educational
or training program. In general, that level of entrustment is at the indirect supervision level for
undergraduate medical students advancing to residency, and unsupervised practice for residents
moving to practice or fellowship."* In some countries, however, trainees move directly from under-
graduate medical education to practice. Similarly, in many health professions, trainees move from
a prelicensure undergraduate program directly to unsupervised practice. In these cases, trainees
need to be entrusted at the level of unsupervised practice prior to graduation for those EPAs that
they will be performing in practice.

In addition to reviewing data regarding trainee performance of EPAs, data that speak to the
trainee’s trustworthiness, in particular the ability to know one’s limits and seek help, are central
to a CCC’s making sound entrustment decisions.'>'* One published review of the literature sug-
gests that there are five components of trustworthiness: Agency (proactive toward work, team,
safety, personal development); Reliability (conscientious, predictable, accountable, responsible);
Integrity (truthful, benevolent, patient-centered); Capability (specific knowledge, skills, experi-
ence, situational awareness), and Humility (recognizes limits, asks for help, receptive to feedback).
Together, these factors allow for A RICH’ entrustment decision.” For these reasons, CCCs mak-
ing entrustment decisions perform best when they collect and use information about these factors
in their deliberations.

In addition to these central roles, as noted above, some CCCs may also engage in: identifying
trainees with both suboptimal performance and performance exceeding expectations; provid-
ing program evaluation based on aggregate data; providing trainees with formative, actionable
feedback; formulating remediation interventions and tailored training opportunities for learn-
ers who require them; referring the learners to a remediation or clinical coach; and providing
feedback to those overseeing the program of assessment on the focus and quality of workplace-
based assessments.

How do CCCs function best?

An important first consideration in the optimal function of a CCC starts with the formation of the
group. The CCC should have a chair with excellent knowledge of the education or training program
and the assessment system. This individual is often a program or assessment leader. The membership
of CCCsis also a critical factor in the group’s function. Diversity of the membership in personal iden-
tities, specialty affiliation within a health profession, other health professionals, nonclinical members
(e.g., PhDs), patients, trainees, and representatives of other training programs can enhance the CCC
functioning, leading to better-informed or more defensible decisions than individuals acting alone
or in a homogeneous group.>'®" Diversity of the membership is also one of the primary strate-
gies for mitigation of bias in assessment. CCCs should also include direct supervisors of trainees.’
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Consistent membership, the ability to remove members, having a clear leader, and having adminis-
trative support are also important components for optimal CCC function."

The literature also offers several structure and process considerations for the work of CCCs to
optimize entrustment decisions in an EPA-based curriculum. First, they should follow evidence-
based group decision-making practices.** CCCs need structured procedures for reviewing and
interpreting learner performance information and generating decisions.” This approach should
include processes for how consensus is reached, including means for conflict resolution either
between committee members or between conflicting data points.'#2*22+26 CCCs also need the
time, energy, space, and engagement to complete their work with an eye toward maintaining a
reasonable workload.'>'®'*?! Achieving these goals may require completing prereviews of trainees
before CCC meetings.'*'®*

Strategies to engage all group members in discussion and encourage information sharing maxi-
mize the wisdom of the group and can mitigate bias.” For example, the chair should use intentional
meeting facilitation strategies such as encouraging junior members to speak first and inviting
disparate opinions.”® Appointing someone to serve in a role to monitor for bias or offer counter-
arguments and varied interpretations is another strategy for optimizing engagement, leveraging
diverse opinions, and minimizing bias.*® CCCs must similarly mitigate against groupthink, in
which the desire to maintain harmony within the group overrides members’ willingness or abil-
ity to speak up when a decision may be erroneous, harmful, or incomplete.” Social loafing arises
when group members over-rely on others in the group and contribute less effort than if they were
working alone.*

The optimal CCC meeting frequency is unclear. It will often depend on the volume of learn-
ers and the number of committee members. Higher volumes of learners will require more fre-
quent meetings, often reviewing a subset of those learners at each meeting.”” Higher volumes of
committee members may make logistics more difficult but may also allow for a subset of com-
mittee members to form a quorum for any given meeting. The literature suggests a minimum
of at least two meetings per year,'® but quarterly?”?** or even monthly'’ meetings have also been
suggested. Not surprisingly, small programs have reported that the work of the CCC is easier, with
more time to devote to reviewing each trainee.'

Faculty development for CCC members is also important.’*?*** Important aspects of faculty
development include the development of common mental models for key functions of EPAs,?*
for what development looks like for individual EPAs,' and for what entrustment should and does
mean.* Furthermore, if the CCC is making decisions at transition points, such as between medi-
cal school and residency, a common mental model for the entrustment-supervision level needed
for transition is important.”’

Finally, the way data are presented to CCC members is critical. Data visualization can
be used to offset CCC members’ cognitive load and help enable entrustment decision-
making,'3!71823-2731323536 Dashboards that enable data visualization should be intuitive, contex-
tualized, fast, and accessible.”> Well-organized learner EPA performance data strengthen mem-
bers’ access to learner information and ability to interpret the data, optimizing their high-stakes
decision-making.

Pitfalls, limitations, and misconceptions of CCCs
A full discussion of CCCs in an EPA-based curriculum and assessment system would not be

complete without laying out and understanding the key pitfalls, limitations, and misconceptions.
These are presented in Table 21.1 with some potential mitigating strategies.
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Table 21.1: Pitfalls, misconceptions, and limitations regarding CCCs.

Potential pitfall,

misconception, or limitation Potential mitigating strategies

Pitfall: ignoring potential
sources of bias in the CCC
process

1

. Ensure diversity of the CCC members (e.g., on issues of identity,

. Faculty and trainee development on the evidence that suggests a

. Structured procedures for reviewing and interpreting learner

. Avoid having each member prepare for one trainee, precluding group

. Standard approach to data presentation

specialty, phase of education/training, nonphysician members)
trainee merits entrustment/advancement
performance information and generating decisions

deliberations.

Pitfall: inadequate
engagement of trainee in
the process®

. Standardized process for engaging trainees, transparent to both CCC
. A priori clarity around what trainee data is to be used by the CCC in
. Standard process for trainee self-assessments on the EPAs that requires
. Involvement of trainees in a portion of the CCC meeting to present

. Standard process for post-CCC meeting feedback (written and oral)

members and trainees

decision-making, including data on trustworthiness

them to attest to their self-perceived readiness for entrustment
their self-assessment

to the trainee, including CCC findings and decisions and any plans
for follow-up

Misconception: ‘one size fits
all’ CCCs will need to vary
depending on the type of
trainees they are assessing
(e.g., where on the education-
training—practice continuum
the trainee is), the volume of
trainees, and the volume

of EPAs

—

. Adjust meeting frequency to ensure ability to discuss each

. Adjust size of CCCs to ensure engagement of all members
. Adjust number of CCCs to accommodate increased trainee volume

trainee’s progress on the EPAs (i.e., ensure time allotted matches
the workload)

(for example, a program with four trainees per year might have a
single CCC, while an undergraduate student body of 250 students/
year might require several CCCs)

Misconception: the CCC is
only for struggling trainees

. Ensure discussion of all trainees at the same intervals and allow

sufficient time to provide feedback on EPA-based decisions and
progress to each trainee. (Note: This does not mean that a CCC must
review every trainee at every meeting!)

Limitation: CCCs are
time-consuming

. Optimize administrative support, such as premeeting aggregation of

. Develop a reward system for participation (such as counting toward

. Create term limits for committee membership, when possible, to

data, intra-meeting notetaking, and post-meeting provision of written
feedback

promotion and tenure)

share the time commitment across faculty

Limitation: CCCs may be
both an entrustment body
and a promotion body
simultaneously

—

. Ensure roles are clear a priori regarding the decision-making

. Identify potential conflicts of interest a priori and determine standard

expectations for entrustment on EPAs and for advancement across
phases of training

processes for conflict resolution
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Conclusion

The goal of CBE in the health professions is to produce trainees competent to meet the needs
of the public. Ensuring competence requires decisions regarding trainees” capacity to perform in
the clinical environment, and EPAs create an entrustment framework for the decision-making
process. Such decisions are best served through the group process of clinical competency com-
mittees to ensure the fidelity of the process to all the stakeholders, including faculty, staff, trainees,
and patients.
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CHAPTER 22

Managing curriculum reform in the transition
to competency-based education using entrustable
professional activities

Fremen Chihchen Chou, Siobhan Fitzpatrick, David R. Taylor,
Adrian P. Marty, Mabel Yap, Harm Peters

Abstract

Curriculum reform in health professions education is essential to address evolving soci-
etal expectations for healthcare. Competency-based education (CBE), advocated by lead-
ers in healthcare such as the Lancet Commission and the World Health Organization,
aims to bridge the gap between traditional training in the health professions and modern
healthcare needs. This chapter outlines a comprehensive approach to curriculum reform,
emphasizing the integration of change management for the human aspects and project
management for the technical aspects, to ensure successful implementation. Drawing from
different models, five essential themes to manage curriculum reform emerge: communica-
tion, iterative design, leadership, teamwork, evaluation and refinement.

The transition to a CBE program based on entrustable professional activities (EPAs)
necessitates a major curriculum reform that can be considered a systemic overhaul.
This process involves planning, implementing, and monitoring changes while prepar-
ing and supporting stakeholders to embrace and sustain these changes. This chap-
ter utilizes Van Melle’s core components framework of CBE to set the blueprint for an
EPA-based curriculum, guiding the development of EPAs as training outcomes, creat-
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ing tailored instruction and learning experiences to foster competency acquisition, and
establishing programmatic assessment to inform entrustment progression. By leveraging
international experiences and ensuring contextualization and localization, this chapter
provides a robust framework to navigate the complexities of transitioning to CBE. The
chapter concludes by presenting a practical, step-by-step method for managing curric-
ulum reform through the phases of initiation, implementation, and sustainability. The
principles and strategies outlined offer valuable insights for educational leaders, program
directors, and policymakers aiming to effectively align education with healthcare practice.
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Contextualizing curriculum reform in modern health professions education

Societal expectations of healthcare have expanded significantly over the past few decades,
reflecting the increasingly complex and multifaceted health needs of populations.! Traditional
curricular models in health professions education (HPE), characterized by rigid, analytical, and
process-oriented designs, have not adequately adapted to these heightened expectations.>* This
not only leaves graduates unprepared for the complex realities of modern healthcare practice
but also places patients at risk due to the misalignment between HPE and healthcare needs.*”
Consequently, leaders in healthcare globally, including the Lancet Commission and the World
Health Organization, are advocating for a shift toward competency-based HPE to address these
needs.>®’

Entrustable professional activities (EPAs) can bridge the current gap between CBE and health-
care delivery. EPAs, as units of professional practice, are conferred on learners upon demonstrat-
ing requisite competence, emphasizing the provision of professional work as the outcome of
education. A curricular design incorporating EPAs provides a practice-oriented approach to oper-
ationalizing the premise of CBE. EPAs provide a framework for sequenced progression through
training focused on practice-based outcomes. They can tailor teaching and learning activities
to the development of competencies and assess competence through professional activities and
entrustment decisions.*®® With EPAs, CBE more effectively integrates education and healthcare as
an interdependent system by aligning and optimizing their delivery, thus better addressing exist-
ing gaps.>* EPAS’ strength in healthcare education is the translation of competencies into tangible,
easy-to-communicate building blocks for curriculum transformation, fostering a gradual increase
of professional autonomy, responsibility, and accountability.”'

Frameworks for curriculum reform

The transition to or implementation of an EPA-based CBE program represents an educational par-
adigm shift and can be clearly characterized as major curriculum reform.' The changes required
for curriculum reform of this scope extend beyond learning objectives, curricular content, teach-
ing methods, assessment approaches, and learning resources. They also involve support areas such
as governance structures, administration, facilities, teacher training, evaluation, quality assurance,
and, importantly, the underpinning philosophy of learning, the curriculum’s goals, and the culture
of education.""* The complexity of this type of change brings numerous potential pitfalls and
requires that project leaders use a strategic approach.'* While most of the principles discussed in
the following sections apply to managing any major curriculum reform, this chapter contextual-
izes the reform in the transition to CBE and highlights the roles of using EPAs.

There is no single established approach or framework to manage major curriculum reform suc-
cessfully.!’ In practice, it involves a blend of the two closely related concepts of project manage-
ment and change management (Table 22.1). Project management refers to the more technical
aspects of curriculum reform. It involves the planning, implementing, and monitoring of projects
to achieve specific goals within a set timeframe.'> Change management focuses on the human side
of the reform. It involves communicating, preparing, supporting, and helping individuals, teams,
and organizations to cocreate, embrace, and implement change at macro, meso, and micro levels."®

Drawing from the different models for project management and change management, five
essential themes for managing curriculum reform become apparent'**:

Communication: Build understanding, consensus, and ownership of the change among train-
ees, faculty, governance structures, administrators, communities, and other stakeholders.

Iterative design: Introduce change effectively through pilots with an iterative design process,
based on continuous feedback, anticipating and addressing potential challenges.
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Table 22.1: Key characteristics of project management and change management in curriculum

reform.
Area Project management Change management
Models and « PDSA (plan, do, study, act) cycle'® « Kotter’s eight steps (see example in
frameworks e Strengths, weaknesses opportunities, Table 22.2)*
threats (SWOT) analysis' « Roger’s diffusion of innovation theory*
« Agile management framework'® o Lewin’s three-stage model of freeze-
« Design thinking (empathize, define, defreeze—freeze?
ideate, prototype, test)" o ADKAR (awareness, desire, knowledge,
ability, reinforcement) model*
Strategies « Define the scope and goals » Make the need for change tangible
and tasks « Establish the governance structure « Analyze readiness for change

o Analyze and allocate resources

 Manage time and time as a resource'

« Establish and manage communication
channels

« Analyze and engage the stakeholders

« Provide opportunities for cocreation,
coproduction to support buy-in

« Facilitate the local adaptation of the change

« Pilot and sequence implementation (glocalization)
 Monitor performance, including » Communicate with all involved (upward and
quality control downward)

« Identify and manage risks
« Close the project

o Deal with resistance and threats
« Provide training and support (empower)

« Evaluate for early and continuous refinement
and quality improvement
« Sustain the change

Leadership: Navigate the power dynamics and politics essential for change implementation and
sustainability.

Teamwork: Leverage the often-limited available time and resources for maximum impact by
engaging champions from various stakeholders and forming a functional project management
team.

Evaluation and refinement: Continuously assess and adapt curricular elements to sustain
change, ensuring constructive alignment both within the elements and with the underpinning
philosophy.

It is important to note that these elements of the management of change in HPE, though intro-
duced here in a linear fashion for ease of understanding, do not follow a strict sequence when
practiced in the real world. They may unfold in parallel or iteratively following an order that suits
the specific situation, illustrating the complexity and nature of change within HPE. Major cur-
riculum reforms regard time as a resource rather than only a goal to be attained, and should be
planned over years, not months.'>*

As we move from traditional models to CBE frameworks with EPAs, what begins with minor
curriculum changes—such as introducing a new assessment method—reflects incremental steps
toward major curriculum reform. These small steps contribute to a shift toward a fundamentally
different educational paradigm. Thus, managing change in the transition toward CBE with EPAs
requires a well-coordinated approach between incremental change and overarching reform. Each
step or adjustment must be carefully orchestrated, understanding that it contributes to a larger
transformation. This discussion offers a roadmap for navigating this complex process, ensuring
that each change, no matter how small, aligns with the ultimate goal of a reformed, more effective
HPE system.
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Using the core components framework to set the blueprint
for an EPA-based curriculum

To initiate EPA-based curriculum reform, it is crucial to see both ‘the forest’ and ‘the trees’ A holis-
tic vision is necessary to sustain the momentum of change, utilizing change management strate-
gies that focus on people management. At the same time, detailed, actionable steps are necessary
for implementation, requiring project management. The integration of project management and
change management, with alignment of actions, is imperative to facilitate both organizational and
cultural change !

Visualizing the whole picture of the curricular blueprint for an EPA-based curriculum is crucial
to the development of detailed project management plans. Van Melle’s core components frame-
work for the implementation and evaluation of CBE elaborates its operationalization and sup-
porting philosophy.® In this model, the five components include ‘outcome competencies’ framing
the designed ‘sequenced progression’ in a local program context, to guide the development of
‘competency-focused instruction, ‘tailored learning experiences; and ‘programmatic assessment.
This core components framework delineates the alignment of curricular elements in CBE and can
serve as the blueprint when preparing for major curriculum reform.

First, a defined and elaborated set of EPAs as the outcome of training operationalizes the com-
petencies required for practice and allows for backward curricular design (start with the end in
mind). The sequence of learning in the curriculum could be established by setting the expected
trajectory of supervision level and the application of nested EPAs (see Chapter 10).”* Second, this
work is followed by the development of teaching or instructional methods and designed learn-
ing experiences to facilitate the acquisition of competencies required to practice the EPAs. This
includes the application and extension of canonical competence and the development of con-
textual competence, aiming to support increasing autonomy as trainee competence grows (see
Chapter 2). Third, the curriculum needs to create a programmatic approach to assessment embed-
ded within the instructional and learning activities. This assessment informs the progression of
entrustment as trainees move through their trajectory of legitimate participation in the commu-
nity of healthcare professionals. These dimensions of curricular design need to be considered and
balanced in detailed project management plans. Hall et al. reported a case study in Canada where
an imbalance occurred due to an overemphasis on programmatic assessment; the granularity of
assessments undermined the curriculum reforms of competency-focused instruction and tailored
learning experiences.*

A proven approach to curriculum reform is to strategically leverage international experiences
and literature—standing on the shoulders of giants. Borrowing relevant EPA definitions or assess-
ment tools can be beneficial, but this global wisdom must undergo a process of contextualization
and localization, or ‘glocalization; to ensure cultural appropriateness and linguistic consensus,
as suggested by Chou et al.”” Comprehensive projects such as Ireland’s internship EPA initiative,
which underwent eight stages from establishing a local consensus on EPA templates to stake-
holder development and international benchmarking, illustrate the process and value of ‘glocali-
zation!”® The significance of such an initiative lies not only in developing and implementing a
comprehensive set of EPAs but also in its thorough process to foster buy-in, ownership of change,
as well as faculty and key stakeholder development.

Managing curriculum reform in three phases

The curriculum reform involving the implementation of EPA-based CBE, like any other major
curriculum reform, generally proceeds through three sequential and interrelated phases: initia-
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tion, implementation, and sustainability.'* Maaz et al. provides an example how project and change
management strategies were applied through these phases in a large European medical univer-
sity transitioning its undergraduate education program to CBE using EPAs as the foundation."
Each phase has important goals, which should reflect a cohesive change management strategy.
Table 22.2 illustrates the potential guiding questions of managing changes in EPA-based curricu-
lum reform with Kotter’s eight-step model,® mapped onto the three phases of curriculum reform,
with key features of these three phases from a change management perspective.

Table 22.2: Phases and potential guiding questions of managing changes in EPA-based curricu-
lum reform.

Phases and Kotter’s eight steps

functions in change for leading change as

management an exemplary model  Guiding questions

Initiation phase: 1. Create a sense of  « What’s the problem with current practice?
Creating the climate urgency » What is the burning platform?

for change o Why EPAs and why now?

o What are the opportunities?
o Where can we reduce friction?

2. Form a powerful ~ « Who can contribute to the curriculum development
coalition process or effect change—faculty, academic leadership,
patients, communities, and learners?
« Will there be a working group?
» Who can champion the agenda?

3. Develop a strategic « Where do we want to go from here?
vision « How do we collaborate to draft what the EPAs might be?
« What changes are needed—assessment, learning
activities, or physical spaces?
« Will this be a curriculum change or curriculum reform?

Implementation 4. Communicate the « What are the processes or strategies to communicate
phase: Engaging vision with various stakeholders?

and er.1ab1.1ng the 5. Enable action o What are the opportunities to get involved?
organization

« How can you or someone else lead the change?

« To what extent do stakeholders involved have a say in
action?

» What resources are needed?

« How can these resources be leveraged?

o What faculty training is needed?

o What time will it take to support and enable change?

6. Produce » What will the short-term win look like?
short-term wins « What is its role in overall reform?
« How and when should it be celebrated?
Sustainability 7. Build on the o What has been achieved?
phase: Refining change « How can we continuously improve?
and sustaining the o What is the next step?
change 8. Create a new o Are the changes fit for the purpose of the reform?
culture o What are the differences (underpinning philosophy of

learning and education outcome) between the reform
and original curriculum?
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Elaborating on the Kotter model, and based on the experiences of the authors and the literature,
we suggest paying attention to 11 key components in these three phases of curricular change man-
agement (Table 22.3), elaborated below.

Initiation phase

Communicating the sense of urgency for curriculum reform. Essential preparation for curriculum
reform must include actions that create readiness for change and inspire individuals and groups
to engage in the transition toward an EPA-based curriculum.'>*° This includes creating a sense of
urgency, presenting an appealing vision of the future curriculum, and fostering confidence that
these changes can be achieved.” Emphasizing ongoing challenges in patient safety and quality
of care can highlight the need to better prepare graduates for a rapidly evolving healthcare land-
scape.® Additionally, there is a critical need for alignment and integration between healthcare and
education systems.»” EPAs’ strengths in providing an outcome of education that is directly tied to
the readiness of graduates to perform the work of the profession demonstrates how the proposed
change can bring this alignment.

Building the project team and the vision. Two important goals in the initiation phase include
reaching an agreement on the blueprint for the new EPA-based curriculum (the vision) and
establishing a project management team.'®” The project management team should preferably be
recruited from within the organization and include a mix of expertise in education (curriculum
development, CBE, and EPAs), clinical practice, and project and change management. In addi-
tion, learners should also be included as full team members. This core team relieves the larger
faculty from the substantial structural and content-related work that curriculum reform requires,
minimizing the impact on patient care, research, and teaching responsibilities.'”* Framing and
communicating the strategic vision to stakeholders become central responsibilities for this team.
An important early task of the project team is to position the initiative visibly within the faculty,
providing transparency around important aspects of the project including governance, decision-
making processes and policies, curriculum planning, and planned implementation.

Success in curriculum reform requires open, transparent, and ongoing dialogue—aiming to
demonstrate, not just assert, the need for change by ‘showing the gaps’ in current practices. This
process should reveal and clarify curricular challenges, allowing a shared vision and main strategy
to emerge through discussion. For instance, Jonker et al. opened a public dialogue on certification
decisions in postgraduate training with the question “Would you trust your loved ones to this

Table 22.3: Eleven components of curricular change management to pay attention to.

Initiation phase » Communicating the sense of urgency for curriculum reform
« Building the project team and the vision

Implementation phase « Setting up a standardized planning process
« Piloting and implementing sequentially
« Communicating and listening
« Providing space for discussion and engaging a large body of faculty
« Involving trainees at many levels
« Creating opportunities for codesign and for empowerment
« Anticipating resistance to change
o Celebrating successes

Sustainability phase o Program evaluation and continuous quality improvement
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trainee?™ Transparent discussion can facilitate the development of a shared vision for curricular
changes by expanding ownership and building a shared mental model about the underlying prin-
ciples of CBE, thereby reducing barriers and fostering longevity. Addressing the question “‘What’s
in it for me with EPAs?’ can create opportunities for engagement in codesign and cocreation with
various stakeholders.!

Another key is the active and visible support of faculty leaders, either as change leaders” in man-
aging and directing the change toward EPAs or as sponsors by providing support, resources, and
advocacy. It also necessitates support and ownership across multiple levels of the institution, encom-
passing individuals in senior leadership positions, faculty, and those involved in curriculum deliv-
ery."” Crucially, the engagement of trainees and patients who are impacted by the curriculum reform
fosters the effectiveness and acceptability of implementation. Ignoring them can lead to negative
consequences for curriculum reform and adoption. Through engaging various stakeholders, build-
ing a shared mental model for change, and recognizing champions, a powerful coalition emerges.

Implementation phase

The most labor- and resource-intensive part of major curriculum reform is the implementation
phase.’” An estimation for the duration of this phase is to add at least one year to the duration
of the curriculum (i.e., a minimum of six years for a five-year curriculum plan, even once the
plan and the desired outcomes have been agreed upon). The greater the gap between the existing
and the future program, the more resources will be needed. Successful implementation cannot be
taken for granted and includes the possibility of failure and reverting to the previous situation.'
Below are key activities and strategies to manage implementation.

Setting up a standardized planning process. This helps to work out the details of the curriculum
blueprint for each part of the new curriculum.' This process should outline who participates in
the planning process, their roles, and who chairs the planning group, including the procedure for
their election. Policies around decision making and conflicts of interest are important to prevent
problems that can easily emerge in these groups. Simplicity helps. For example, holding meetings
on the same day, time, and location can enable better attendance. Start with a bottom-up perspec-
tive (what do people in the planning group want to contribute?), match this with the curriculum
blueprint for the respective time block, and finalize the process using a discursive top-down pro-
cess. Achieving consensus should be the main decision-making principle. Formal, written proce-
dures should be put in place in advance to manage conflicts and define what constitutes consensus
(majority, absence of ‘no’ votes, quorum, etc.). In addition to addressing the ‘who’ and the ‘how;
it is crucial to consider ‘what’ needs to be done at different stages (‘when’) of developing and
implementing an EPA-based curriculum. The literature provides numerous examples detailing
the tasks required at various stages.'>*® For instance, Chapter 9 offers comprehensive approaches
to identifying and elaborating EPAs in the early stages to prepare for curriculum reform. As previ-
ously mentioned, time should be regarded as a resource rather than merely a goal to be attained
in major curriculum reforms.” Planning should span years, not months." Figure 22.1 illustrates
an example of a planning scheme across multiple years, created early in the process and used to
monitor the project’s progress and ensure it remains on track.

Piloting and implementing sequentially. Both approaches allow the identification of potential
problems or challenges on a smaller scale before reforms are rolled out across the entire curricu-
lum, enabling iterative adjustments based on feedback from the real-world context.”® It can also
build confidence in the organization that the intended changes can be managed. Piloting with
a smaller group of trainees, with a single module, and/or implementing sequentially will make
it more likely that the reforms will be successful in the long term through the accumulation of
granular short-term wins that make the intended goals seem achievable.
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Sep | Oct | Nov | Dec | Jan | Feb | Mar | Apr | May Jj Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar | Apr | May | Jun | Jul | Aug

Vision document
C i seeking support
Drafting EPAs
EPA quality and consensus proc.
Pilot study 1
Pilot study 2
blueprint
Curricular design
Building infra structure
Creating materials (forms guidelines)
tion with year 1 cohort

Creation Communication Try-out and study Quality check - implementation

Figure 22.1: Example of a project planning scheme for curriculum development.

Supporting information technology is considered a key factor for the success of CBE." Continu-
ous piloting is necessary for the alignment of information systems and adjustments during the
practical implementation of CBE. Through iterative improvements, these efforts can eventually
lead to a seamless experience in the workplace learning environment. For example, conducting
assessments, providing feedback, and generating learning records should not overly disrupt the
workflow or create excessive additional burdens.”” Only through such repeated refinements can
the reform become integrated into daily practice.

Communicating and listening. A key task of the project team is to communicate actively and
effectively about the progress of the change process through multiple channels, ensuring listening,
reflection, and adaptation to insights gained.'®** Establishing communication channels for dia-
logue, listening, and information dissemination is essential to ensure stakeholder buy-in, support,
and engagement. In addition to these project-specific communication initiatives, conventional
communication channels such as email, blogs, and faculty or departmental announcements
should also be leveraged.

Providing space for discussion and engaging a large body of faculty. Open planning sessions (or
‘townhall’ sessions) increase transparency in the organization and provide space for discussion.'*!?
This facilitates the development of shared views about the reform process, the diffusion of the
curriculum reform concept within the host organization, and the future expectations of faculty
members involved in delivering the program. In addition, all stakeholders should have the oppor-
tunity to weigh the need for reform against the effort required, considering the consequences
both for patient care and for their own practice. The implementation of EPAs should translate
educational reform directly into improved patient care. Developing this understanding, relay-
ing expectations, and responding to concerns facilitate the ongoing implementation work. The
participation of faculty members in these open planning sessions is an important, natural, and
efficient faculty development process. Formal faculty development planning is also a key task in
the implementation stage.” Faculty development should further expand to stakeholder develop-
ment, encompassing leaders, trainees, and administrators. (For details on faculty and stakeholder
development, see Chapter 23.)

Involving trainees at many levels. Trainees are experts in their own learning experience and how
the current and new curricula are experienced in action.'” Their insights can help identify gaps
and redundancies. They often bring fresh ideas for tackling problems and improving the new
curriculum, including alignment of intended, taught, learned, and assessed content. Involving
trainees at multiple levels of curriculum reform, including in the development of the curriculum
blueprint, in the project team, and in block planning groups, which, for example, organize the
curriculum into thematic modules, promotes ownership of both their own learning and the
new curriculum. By involving trainees, we ensure that their rights and responsibilities are appro-
priately balanced in the workplace.” This not only fosters trainee buy-in but also ensures the
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feasibility of the EPA-based curriculum. It prevents overly idealistic designs from leading to unex-
pected, nonideal strategies on the part of the trainees.*

Creating opportunities for codesign and for empowerment. Engaging teaching faculty and train-
ees in decision making about processes and outcomes should build on opportunities to codesign
the change.' This allows insights from their experiences, which can actively shape the proposed
change. It promotes their buy-in and helps to manage resistance. Coownership can be facilitated
by giving many of them active roles and responsibilities as formal members or chairs of the block
planning groups or for individual teaching courses."” Planning meetings should include regular
faculty development activities related to the change process and the teaching of the new curricu-
lum to empower those involved in this process.

Anticipating resistance to change. Resistance to change is normal and should be expected.'® It
need not be feared and must not be ignored. Many of the strategies mentioned above will help
mitigate resistance from faculty members, especially when their concerns are heard and addressed
in subsequent discussions and decisions. Identifying the source of resistance is crucial, as solu-
tions for issues related to cost and effort differ from those stemming from a lack of ownership of
the change.

One major resistance to CBE and EPA-based curricula is the challenge around assessments,
observation, and feedback in the workplace, including competing clinical demands, workflow,
supervisor-trainee interaction, and ‘assessment burnout.*>** Chapter 20 addresses practical and
conceptual challenges in workplace-based assessment.

Celebrating successes. Major curriculum reform is a long-term endeavor with uncertain out-
comes for many involved. Openly recognizing and celebrating early and ongoing achievements
fosters confidence that change can be managed and maintains commitment and motivation
throughout the process.? It will also maintain the commitment and motivation of those involved
in the ongoing process of changing the entire curriculum.

Sustainability phase

Program evaluation and continuous quality improvement. Key factors contributing to the sustain-
ability of the change process include: (a) departments maintaining their valued role in teaching
and (b) demonstrating that the intended new outcomes are achieved by trainees and, where that is
not evident, that programs are positioned to respond and adapt.'® These factors facilitate the new
curriculum structures, establishing themselves as the new standard operating procedures. This in
turn allows for continuous adaptation and improvement through regular program evaluation and
continuous quality improvement measures® (see Chapter 24 for details about program evaluation
and continuous quality improvement). While the role of the project team gradually fades, they will
have laid the foundation for this phase during the implementation phase, namely the tasks and
strategies related to the buy-in, cocreation, and empowerment of the teaching faculty and learners
involved in the EPA-based curriculum and its delivery.

It is important to view CBE as a dynamically evolving, iteratively improving concept.’ Thus,
the new curriculum will never be ‘finished; and curriculum change should be seen as a constant
state, requiring a curriculum development group or department. The philosophies, concepts, and
practices associated with the new curriculum will lead to a change in organizational culture.* This
takes time as it involves collective learning and unlearning old habits and beliefs. The literature
includes examples of curriculum reform for EPA-based programs.'®** Box 22.1 presents one
example of curriculum reform in postgraduate education in Asia, demonstrating the application
of change management and project management strategies and principles discussed in this chap-
ter, and offering valuable reflections for future directions.



competency-based education using entrustable professional activities 271

Box 22.1: Case study: 12-year journey of transitioning to competency-based
emergency medicine residency training in Taiwan.

Overview

In 2011, a medical professor’s newspaper editorial questioning the value of emergency
medicine specialty training prompted action. Clinician educators in the Taiwan Soci-
ety of Emergency Medicine (TSEM) formed a coalition to reform training with a CBE
approach. In 2012, the TSEM Education Committee proposed a five-year curriculum
reform plan, using milestones and EPAs to operationalize competence outcomes. Mile-
stones guided canonical competencies and provided supervisor feedback, while end-of-
training EPAs structured contextualized competencies.

By 2013, a CBE taskforce, including leaders from 80% of Taiwans emergency medi-
cine training programs, was established. Bimonthly meetings using consensus methods
resulted in shared mental models and iteratively developed EPAs and milestones. The
principle of ‘glocalization’ increased clinical teacher involvement and fostered local own-
ership,” with national surveys generating candidate professional activities for EPAs. This
led to seven EPAs as a framework, and the development of curricula and assessment
tools for underdeveloped competencies, such as delivering bad news.

The initial five-year plan was extended to eight years for preliminary completion. The
TSEM continued to evaluate and plan for subsequent phases, including an attempt to
link specialty licensure with competency-based training, implementing national mid-
term residency assessments, developing a national competency-based assessment and
learning system, and promoting clinical competency committees. Periodic consensus
forums led by international scholars fostered sustainable reform and cultural change.

Analysis

This 12-year journey encompassed strategies from the initiation, implementation, and
sustainability phases discussed in this chapter, achieving initial success and positioning
TSEM as a leader in the CBE transition in Taiwan. However, challenges remain, such as
insufficient trainee and patient involvement and maintaining momentum after the initial
success. Assessment has often overshadowed the development of tailored curricula and
learning experiences. Robust information systems are crucial for effective CBE imple-
mentation, yet national systems have faced limitations in meeting local training program
needs. The initial success of this journey demonstrates effective change management
strategies, but ongoing challenges must be addressed to ensure sustained progress with
continuous quality improvement.
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CHAPTER 23

Faculty development for implementation
of an EPA-based program

Josephine Boland, H. Carrie Chen, Fremen Chihchen Chou,
Jean A. Fitzpatrick, Sonia Frick

Abstract

Faculty development, trainee orientation and stakeholder engagement are essential ele-
ments of change management in the implementation of EPAs. An effective strategy
addresses stakeholder needs over the various stages of planning, piloting, and implementa-
tion of EPAs. It encompasses faculty and all other stakeholders, i.e., clinical supervisors and
assessors, non-workplace-based teaching faculty, coaches or advisers for trainees’ port-
folios, members of clinical competence committees, administrators, program directors
and other leaders. Best practices involve engaging with stakeholders as essential partners
working toward a shared vision, building a sense of a community of practice, planning a
range of activities in a continuous, dynamic, and enabling process, and including trainee
development alongside faculty development.

This chapter introduces evolving conceptions of faculty development and identifies key
principles and strategies to guide the design of an effective plan. A range of approaches is
outlined from passive to active, with various modes of delivery including face-to-face and
hybrid and self-directed learning. Factors to consider are discussed and the significance of
context is acknowledged. The importance of resourcing faculty and other stakeholders and
the need to make a business case supported by ongoing evaluation are highlighted. Three
examples of strategies in practice illustrate some key ideas. An analysis of the specific needs
of different stakeholder groups, with potential approaches and a directory of accessible
digital resources to support faculty development, trainee orientation, and engagement with
other stakeholders, is also provided.
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Introduction

The implementation of an EPA-based framework for health professions education requires a change
in educational practices and culture that is beyond that often needed with typical curricular innova-
tions. An EPA-based curriculum involves an interactive, intensive teaching, learning, and assess-
ment culture that may be new to many of the members of the institution. A key element of change
management is faculty development and the orientation of any other stakeholder groups, including
trainees, managers, and administrative personnel. The vital importance of engagement and consul-
tation with the wider stakeholder community is addressed in Chapter 22. Faculty development is
described as all activities that health professionals pursue to improve their knowledge, skills, and
behaviors as teachers and educators, as leaders and managers, and as researchers and scholars in
both individual and group settings.! For the purpose of this chapter, other key stakeholders (such as
trainees and administrators) are included in the discussion. Faculty development, while essential, is
an often-underappreciated aspect of curricular reform.? Most challenging, arguably, is the cultural
change required for the adoption of new practices including the impetus for change and the value
of the proposed innovation. Many stakeholders may need to shift from the educational paradigm
in which they were trained (for example, the shift from using proficiency scales and scoring rubrics
to entrustment-supervision scales) and adapt their practices to support a curriculum that provides
learning activities allowing assessment of the EPAs, with a focus on entrustment. Educational pro-
grams must allocate resources toward the faculty development that will support implementation of
change not just in the curriculum but in stakeholder practices.

Moving to EPA-based training will involve changes in both curricular and assessment structures.
First, outcome expectations are defined by a focus on units of work that may be entrusted to a compe-
tent trainee rather than on the competencies of a trainee. It relies heavily on the concept of entrustment
and links decisions around the entrustment and supervision of trainees to assessment, longitudinal
progression, and achievement of outcomes. This has consequences for how clinical supervisors and
clinical sites engage with trainees. First, supervising clinicians need to be able to talk to trainees about
trust and entrustment and use EPA descriptions to guide learning and teaching. Second, trainees need
be proactive about identifying their EPA-specific learning needs, negotiating experiences, seeking
feedback, gathering evidence of attainment of EPAs, and accepting greater responsibility when ready.’
Stakeholders must understand data from assessments and believe that they are credible, meaningful,
and useful, and that the processes used are acceptable.* Curricular alignment of the EPAs with the
training program must be visible and understandable to faculty and trainees alike. Faculty develop-
ment must be defined for, and promoted to, an institution’s members in a manner that clearly con-
nects with its capacity to contribute to organizational change.” Moreover, they must have confidence
in the process used to support EPA-based training and assessment, including summative entrustment
decision-making. Table 23.1 shows, as an example, changes to be anticipated in culture and prac-

Table 23.1: Changes in culture and practice required.

Common changes in culture and practice when implementing EPAs and WBA

For supervisors For trainees

« Adopt a shared understanding of standards depicted in « Adopt a growth mindset to achieve
EPAS descriptions entrustment for a greater responsibility

« Increase direct observations of trainee in the performance  « Be proactive in seeking and responding
of EPAs to feedback

« Apply the concept of entrustment decisions to assessment e« Collaborate actively with supervisors
and feedback « Share responsibility for collecting

« Promote a trainee growth mindset through awarding of evidence of competence
increased responsibility « Use new technologies to support the

« Make time for teaching and assessment in the clinical day EPA-based curriculum

« Use new technologies to support the EPA-based curriculum
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tice for supervisors and trainees. While many of these conditions may be in place in contexts where
workplace-based assessment is already embedded, an EPA framework can bring additional challenges
and responsibilities for supervising faculty and trainees. This chapter provides a general overview of
key principles in faculty development, important for successful implementation of curricular inter-
ventions with examples specific to changes needed for an EPA-based curriculum.

Faculty development: for whom?

Fundamentally, development of faculty and other stakeholders is about supporting the imple-
mentation and management of change.” Implementation science provides a valuable framework
to apply evidence-based faculty development approaches while also ensuring attention to drivers
that promote and reinforce change.® Implementation science focuses on the uptake and incorpo-
ration of change into regular practice and outlines the importance of considering key drivers that
support and sustain transformative change within an educational program. It also highlights the
importance of gaining consensus on the need for change, which in turn requires a clear articula-
tion of the rationale on the part of those leading it. Another valuable aspect of implementation
science is the attention to context and how initiatives need to be adjusted to local contexts to be
successful. An effective program of faculty development in a particular context aims for a shared
vision for change, an understanding of the concept and language of EPAs, and a sense of respon-
sibility to achieve that change.” A shared understanding of an EPA-based curricular system is
critical, and includes trainees as a key stakeholder for change; hence, we include considerations
for trainee development.® While the terminology used for stakeholder groups and roles may vary
with context, we include eight groups: (a) clinical supervisors, (b) non-workplace-based teach-
ing faculty, (c) trainees, (d) portfolio advisers and coaches, (e) clinical competency committee
members, (f) program directors and other educational leaders, and (g) administrative personnel.
Champions are an important category and can be recruited from within several of these groups
(e.g., supervisors, trainees, administrators). The prior educational experience and their expecta-
tions are unlikely to be homogenous for each stakeholder group. Nonetheless, the needs of each
group are generally described below and further addressed later in this chapter.

Faculty development: conceptions, principles, and strategies
Conceptions

There have been many conceptions of faculty development in recent decades. One is a deficit model
suggesting they need to be ‘developed’ with new knowledge or skills. In recent decades, however, there
has been increasing attention to faculty development as the building of an empowered ‘community
of practice”” A community of practice has been defined by Lave and Wenger as a group of people
who share a common concern or a passion for something they do, or learn how to do as they interact
regularly.!®!! This latter conception of faculty development highlights the need for a continuous and
dynamic process where faculty enable each other’s development. Faculty development should there-
fore aim to empower all stakeholders as members of the same community of practice, raise awareness
of the value each stakeholder plays, and actively involve them as essential partners from the earliest
stages of the change process including discussions on development and implementation.

Guiding principles for the development of a faculty development strategy

The establishment of a strategy for faculty development is highly context-specific. Those respon-
sible for designing and implementing it need to respond to local conditions, opportunities,
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Table 23.2: Stakeholder groups defined.

(a) Clinical supervisors

These include all frontline clinical supervisors (e.g., faculty, senior trainees) who are responsible for
teaching, conducting workplace-based assessments, and making ad hoc entrustment decisions. They do
not need to know how to write an EPA but they need to appreciate how they were derived. They need
to be able to observe effectively, give feedback, use the entrustment-supervision scale and understand
what the levels mean. They need to appreciate the concept of trust and be aware of the factors that may
influence entrustment decisions. See Chapters 17-19 for an elaboration of workplace-based assessment
to support entrustment decision-making.

(b) Non-workplace-based teaching faculty

These are faculty who have the important role of teaching classroom courses, developing intentional
learning activities including simulation exercises to prepare for patient care, and instructing trainees in
nonclinical settings. They need to know the content of the EPAs. While they do not have responsibility
for conducting workplace-based assessment, they need to be aware of how their trainees will be assessed
in the workplace. They can help introduce the concept of trust and hold trainees accountable for the
factors that enable entrustment (e.g., agency, reliability, integrity, capability, humility).

(c) Trainees

Trainees need to be properly oriented to their role in an EPA-based system. They need to have s

ufficient understanding of EPAs to be agents in their own learning and help support the behavioral
change required of both clinical supervisors and themselves. They need to know what factors enable and
impact entrustment and what they will be assessed on.

(d) Portfolio advisers and coaches

Advisers and coaches provide guidance to trainees to promote their professional growth, which requires
establishing trusting and supportive relationships with trainees. They need to know how to interpret data
within a portfolio, monitor progress, advise on progress toward achievement of EPAs, and mediate the
outcomes of multisource feedback. They may be required to provide a report to a clinical competence
committee.

(e) Clinical competency committee (CCC) members

These individuals need to understand and synthesize information from multiple sources, identify
patterns of performance to determine a broad picture of a trainee’s progression, and make summative
entrustment decisions. The chair of a CCC has a particularly important role in ensuring equitable and
consistent procedures. See Chapter 21 for the role and functions of a CCC.

(f) Program directors and other educational leaders

This group needs to be able to provide a sound and compelling vision and rationale for change when
leading that change. They need to be able to facilitate the acquisition of new skills and inspire changes in
behavior for others. They are centrally involved in planning the faculty development strategies and may
be helpful in identifying and procuring needed resources.

(g) Administrative personnel

These individuals play an important role in providing logistical support to program directors and
trainees. They have a key role in the management of the IT infrastructure to support workplace-based
assessment and are responsible for pulling together all the assessment data that is collected for clinical
competency committees.

and constraints. The work by Van Schaik et al. can provide useful guidance for the development
of an accessible and adaptable strategy to support implementation of EPAs.> While Van Schaik’s
paper is concerned with faculty’ in the conventional sense, the points are equally valid for other
stakeholders and for the effective orientation of trainees, which is optimally done as a paired activ-
ity with members of faculty.
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o Create a blueprint to inform the design and implementation of faculty development activi-
ties. This involves identifying the target group or groups with a plan that covers the various
stages involved from piloting to implementation and consolidation.

o Build on existing resources, networks, and communities. Some faculty development activi-
ties can tap into training activities and resources already available internally or externally
(e.g., training on how to give effective feedback).

o Target different needs and competence levels for different stakeholders utilizing a repertoire
of activities, with flexible and adaptable opportunities, which optimize relevance for indi-
vidual faculty members.

o Encourage co-creation in the workplace to involve all stakeholders in the development and
continuous improvement of new strategy, workflows, and processes.

o Promote collaboration between practicing clinical supervisors and health profession
educators to significantly enhance the design and delivery of faculty development.
The involvement of credible peers has a powerful impact, when combined with
external expertise.

o Tap into faculty’s intrinsic motivation for professional development, following the principles
of self-determination theory, supporting autonomy, competence and relatedness. Intrinsic
motivation is augmented if there is a sense of interconnectedness and engagement. This
approach may be complemented with some strategies that tap into extrinsic motivation,
such as recognition and rewards.

o Develop curriculum leaders, champions and faculty developers. Faculty development to sup-
port curricular reform needs to be sustained, to ensure maintenance of skills and practices,
and to accommodate new faculty. Champions can also be recruited from among the train-
ees, and recent graduates of the program.

o Evaluate for continuous improvement. This is essential and should encompass the impact
on both the faculty and the trainees they teach and the quality of the training program.
Evidence from evaluation can justify the continued investment in faculty development.

Instituting a faculty development program that extends over time is of particular relevance for
EPAs, where implementation may be phased over a period of time. Changes in practice need to
be reinforced and sustained, especially where new roles are concerned in an EPA-based system,
such as portfolio advisers, champions, and CCC members. Steinert et al.'* caution against an
overreliance on formal structured approaches such as workshops and short courses and advo-
cate a move to methods that involve experiential learning in the workplace that include guided
reflection, peer coaching, and mentoring - a function that champions could help serve. Rec-
ommendations from the Core AAMC EPAs pilot in the US provide an example of using more
experiential faculty development strategies and of creating a community of practice of all who
teach and assess the EPAs.” These include pairing faculty development and trainee orienta-
tion to better inculcate a culture of shared entrustment, reciprocal feedback-seeking behaviors,
and meaningful trainee—educator partnerships. They also recommend aligning assessment skill
development with initiatives to enhance clinical skills and creating multiple opportunities for
deliberate practice after self-assessment training, which resulted in reduced variability in fac-
ulty assessments of trainees. Box 23.1 shows an example derived from another pilot using the
AAMC Core EPAs."

Modes of delivery

A blueprint for faculty development will need a range of strategies and activities. It is possible to iden-
tify a range of modes of delivery from the relatively passive, such as written material to more active
approaches requiring deeper engagement as seen in Figure 23.1,"* which is not an exhaustive list.
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Box 23.1: Strategies in practice - Example A: Faculty development for the
Educating Pediatricians Across the Continuum project in the USA.

Background

The Association of American Medical Colleges (AAMC) in the Unites States ran a
competency-based education pilot called EPAC (for Education in Pediatrics across the
Continuum) at four different institutions including the University of California San
Francisco (UCSE). The pilot program used an EPA framework for student assessment
and advanced students from medical school to postgraduate training based on achieve-
ment of a specified level of entrustment on the AAMC 13 core EPAs. What is unique
about this program from a faculty development perspective is that it only involved a
small subset of students (approximately four annually) and the faculty who worked with
or supervised those students. These faculty, along with the rest of the students and fac-
ulty, were still part of the regular curriculum using traditional assessments. Even though
the program primarily impacted faculty in the pediatrics department, the EPAC students
also worked with faculty in other departments.

Elements of the faculty development strategy at UCSF

Because the EPAC students would be rotating through multiple departments, UCSF
ensured that all stakeholders were aware of the program and bought into the ration-
ale for a competency-based education pilot. These stakeholders understood that the
students would be assessed using a different (i.e., EPA) framework, but they were not
expected to have literacy around EPAs. Because of the relatively few supervising cli-
nicians involved in the pilot, a strategy was employed using students as the drivers of
change. Faculty development efforts focused on two groups: the local leaders of and
students in the EPAC program.

The local EPAC program leaders received intensive faculty development to ensure that
they understood EPA principles and how these principles applied to the curriculum
and assessment at the institution. They functioned as EPA champions among institu-
tional leaders and other faculty, and could be engaged in the competency committees
that made summative advancement decisions. The local leaders also provided ongoing
development of the EPAC students.

Primary efforts went into the development and engagement of the EPAC students. By
ensuring that the EPAC students fully understood the 13 core EPAs, how to use the entrust-
ment-supervision scale, and the program’s expectations of them, the students became
partners in faculty development and drivers of curricular change. They were able to fac-
ulty-develop the small group of supervising clinicians working with and assessing them.
The students made sure their supervising clinicians understood the core EPAs and how
to use the scale, and pointed out opportunities for observation and assessment related to
each of the EPAs. Additional questions or concerns that the students did not feel equipped
to address were referred to the local leaders. Students pushed the faculty for actionable
feedback that would allow them to gain further autonomy. They corrected the faculty
when faculty were tempted to grade-inflate by reminding the faculty that the entrustment—
supervision scale was not a proficiency rating scale but a supervision scale and that they
should not be provided with less supervision before they are ready. This strategy not only
empowered the students; it also allowed for a very targeted and experiential approach to
the faculty development of supervising clinicians with few additional resources.
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Strategies for Faculty and
Stakeholder Development

+ Promotional/explanatory material 4+ Passive
[written, digital, social media)

* Large group lecture/grand round

+  Small group seminar

* Online learning

+ Digital resources
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* Hands-on demanstration in clinical
setting
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Figure 23.1: Strategies for faculty development.*

Materials that explain the innovation have a place and can reach a large audience, especially
with the advent of social media. Traditionally, faculty development has been commonly envi-
sioned as events that bring people together in a room, for face-to-face engagement.' As noted
above, faculty should have opportunities to learn through facilitated skills practice and collegial
approaches are important in setting standards and developing a shared mental model of expecta-
tions in trainees’ performance of EPAs. While these face-to-face activities are extremely valuable,
alternative approaches that harness other methodologies should be considered. Use of remote
synchronous or asynchronous learning, independent learning, new communication technologies,
and digital resources allow increased logistical flexibility and support different learning prefer-
ences.”” New communication technologies can replicate many of the active learning features of the
face-to-face workshop. Digital resources, such as explanatory animations and demonstrations of
good practice in the workplace, can be incorporated into workshops and made available for just-
in-time self-directed learning.

Factors to consider in designing a faculty development strategy

A range of factors need to be considered when devising an overall strategy for faculty develop-
ment.'¢ The list of factors in Table 23.3 has been compiled on the strength of the insights and expe-
rience of those engaged in EPA implementation. What is needed will vary significantly depending
on the scale of faculty development, the stage of rollout of EPAs, and the level of familiarization
and experience with CBE and WBA. A strategic choice to be made is whether faculty development
is mandatory or optional. Is it aimed only at faculty who are willing to undertake WBA, or are
all faculty expected to do it? Are only those who are trained regarded as legitimate or qualified
assessors? While compulsory faculty development or the requirement of teaching qualifications
for specific roles can help ensure key stakeholders are trained, one caution is that they may be
difficult to enforce and unlikely to meet development goals if implemented without attention to
resources and the environment.'” Challenges experienced by faculty for participating in optional
faculty development (e.g., lack of time) also exist for compulsory faculty development.'® Imple-
mentation decisions related to all of the factors above will inform the approach.
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Table 23.3: Factors to consider when planning faculty development.
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Factors to consider

Think of

1. Scale Program, regional, national
2. Stage of roll out the process Preparation, piloting, implementation
3. Familiarization with CBE/WBA Nature and scale of change involved
4. Whom to target All or self-selected, mandatory or optional
5. Target group Their particular needs
6. Aims and objectives Expected effectiveness
7. Content and topics to be included What is most useful for the target group
8. Activities What will participants do; active learning
9. Format and group size Large/small; online/face-to-face/hybrid
10. Venue Where is most accessible for participants
11. Materials and space Room, handouts, technology
12. Preparation by participants Flipping the classroom; readings, questions
13. Evaluation of effectiveness Reaction, learning, behavior, result
14. Follow up activities Addition activities, support groups
15. Promoting engagement Communication, rewards and recognition
16. Timing Planning a series of opportunities scheduled over time

17. Delivered by

18. Resources

Insiders, outside expertise, peers

Making a business case

19. Expertise A balance of internal and external expertise

Needs assessment and potential approaches

The design of faculty development requires clarity about each group’s training needs (new knowl-
edge, skills, practices), specific aims and objectives for training, and strategies to sustain the
changes after initial development.'® Based on this needs analysis, the next step is to select appro-
priate methodologies for each target group. Table 23.4 summarizes new knowledge, skills, and
attitudes needed by each target group and potential approaches.* The degree of overlap in the
needs of different groups is significant, as indicated in the first row in Table 23.3: knowledge, skills,
attitudes, and potential approaches common for all groups.

In addition to conducting needs analyses for various stakeholders, one must consider that
enabling and constraining factors, and challenges and opportunities are very context-specific.'s
Particular cultural traits of the profession or the institution (e.g., a reputation for innovation, com-
mitment to education, or desire to lead curriculum reform) may prove pertinent as something
that can be used for leverage. Similarly, it is important to anticipate common issues that may arise
in one€’s specific context for each stakeholder group.

* This table was inspired by the yield of a break-out group exercise in the International Online Ins and
Outs of EPAs course (www.epa-courses.nl) across 10 deliveries of the course. This is not intended as an
exhaustive list.
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Table 23.4: Suggested needs and approaches for various stakeholder groups.

Knowledge, skills, and attitudes needed Potential approaches
Common . the rationale for change to CBE e common presentations
for all « concept of EPAs and entrustment « blended/hybrid learning
groups o entrustment-supervision levels and scales « a way to respond to issues
o learner factors enabling entrustment (e.g., the A RICH e.g., hotline, champions
framework) » FAQ section on the program
« operationalizing the EPA program in one’s context website
« how to use the technology for the system « continued attention and
« a growth mindset reinforcement
« engaging in team work « interdisciplinary and
interprofessional approaches
Clinical « providing effective feedback « workshops (roleplay,
supervi- o documenting workplace-based assessments scenario discussion)
sors/asses- e« making time in the clinical day « online learning
sors « coaching in the moment (e.g., SMART, RC2C techniques) (instructional, video
« identifying opportunities for entrustment decisions demonstration)
« the ‘big picture; i.e., curriculum overview « role modeling
« what progression of trainee should look like « demonstrations
« applying the A RICH criteria for trainee « peer observation and
trustworthiness when carrying out assessments (i.e., feedback
agency, reliability, integrity, capability, and humility)” mentoring
« address deficits/gaps for achieving the next level of « toolkits and guidelines
entrustment (paper-based or online)
Non-work- « know the EPA curriculum o curriculum review meetings
place-based -« aligning their teaching to the EPAs » workshops (e.g., on mapping
Teaching « rethinking professionalism in terms of the A RICH learning activities to EPAs)
faculty criteria « other methods, as for
« applying the A RICH criteria for trainee trustworthiness to  supervisors/assessors but
nonclinical learning environments with different focus
Trainees « taking responsibility for their own learning « orientation process
« seeking feedback proactively « workshops (roleplay/
« responding to feedback simulation, scenario
« identifying opportunities for entrustment decisions discussions)
« negotiating entrustment decisions with supervisors « near peer teaching of new
« collecting and reviewing evidence of own progress in trainees by senior trainees
portfolio
Portfolio « providing feedback to support ongoing trainee devel- « regular meetings as a
advisers opment community of advisers
« mentoring as an effective longitudinal coach « workshops (roleplay,
« analyzing and synthesizing data points scenario discussion)
« recognizing when trainees are on track (or not) « online learning resources
« identifying when support or remediation is necessary « role modeling by more
« reporting to CCC and program director experienced portfolio advisers
« guidelines (paper-based or
online)
CCC o understanding program outcome expectations and « workshops with mock CCC
members developmental trajectories for practice of consensus
« appreciating the importance of their role decision-making
o understanding the entire assessment system including o case studies
psychometrics, context, and validity of available data « guidelines on procedures for
« analyzing and synthesizing assessment data CCCs (paper-based or online)
« engaging effectively in meetings « special training for the
« group facilitation skills for sound decision-making (chair) CCC chair

(Continued)
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Table 23.4: Continued.

Knowledge, skills, and attitudes needed Potential approaches
Program « leading change management « access existing training
directors/ e undertaking curriculum development in health programs
leaders professions education o leadership training courses
« planning entire assessment system including understanding o EPA development and
of psychometrics, context, and validity of data implementation courses
« planning delivery of the EPA-based curriculum (e.g., Ins and Outs course)
o designing and planning remediation for « linking into relevant
underperforming students institutional, national and
« developing approaches for accelerated students international networks
o demonstrating alignment of the EPA curriculum with ~ « (Inter)national teamwork for
accreditation requirements creating the curriculum
« planning and delivering faculty development « peer consulting from
« providing training in effective group facilitation for existing and functional
sound decision-making programs
« tapping into internal and external resources « develop supportive teams
« planning piloting and implementation
Admin. « understanding the entire EPA program and assessment e briefing meetings
personnel processes » training in data management
« supporting program director system
« organizational skills
« directing all stakeholders to resources
« preparing reports for CCCs
« supporting users in use of technology
« preparing accreditation reports

Resourcing faculty development

Faculty development is a significant investment and requires resources, as evident from each of
the strategies in practice featured in this chapter. Faculty development programs are not just an
investment in individuals; they are an investment in the health of the institution, especially so in
the case of longitudinal programs.?® Programs must promote engagement, utilize appropriate rec-
ognition and rewards where feasible, and include an evaluation process for effectiveness. Strategies
for finding and engaging people who will buy into and commit to the new curriculum and faculty
development efforts include identifying and rewarding early champions, harnessing the goodwill
of early adopters and those with an interest in education, and involving outside expertise. Those
planning faculty development need to be able to identify and tap into available resources inside
and outside the institution and make a business case for additional resources to budget-holders. A
sound business case involves identifying the problem, as well as alternatives and the ideal solution.
It offers an executive summary for the project and outlines the resources needed with the project
scope, risks, and a timeline. This can include resources for materials, activities, outside exper-
tise, and protected time for stakeholder development. It is necessary to identify resources and
facilities required and make a sound business case to those in control of funding for the faculty
development strategy. Another effective strategy for resourcing faculty development is to partner
internationally in the planning and resourcing of faculty development.”’ Whatever the source of
the funding, however, there is a need for constant attention to the business model - sustainability
being heavily influenced by costs of delivery and number of participants.

A significant ongoing resource need is protected time for supervisors and assessors to implement
and sustain change. While this is a matter for contractual arrangements by the institution, the availa-
bility of protected time may impact on engagement with faculty development and successful change
in practice. A strategy that was employed by Singapore’s Ministry of Health is explained in Box 23.2.
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Box 23.2: Strategies in practice - Example B: Singapore’s cascade model
of training with a multidisciplinary approach.

Background

EPAs were first introduced into the postgraduate year 1 medical training in Singapore in
2014. Following a pilot study for selected health care professions, EPAs were made manda-
tory for all residency programs by the Ministry of Health (MOH) in 2022. The implementa-
tion aimed to involve 50 medical disciplines across four years, undergraduate and advanced
nurse training, and other undergraduate health care professional training (speech therapy,
dietetics, physiotherapy, occupational therapy, diagnostic radiography, radiation therapy).

Elements of the faculty development strategy

Due to the large effort across multiple professionals, the Singapore MOH decided to use
a cascade model of training the trainers. After sending a MOH team to the ‘Ins and Outs
of Entrustable Professional Activities” international course, their next step was to raise
awareness for the need to change among faculty members and trainees through multiple
communication channels, including town halls and education conferences at health care
institutions. They identified stakeholders who were likely to be early adopters for the ini-
tial wave of training and invited external experts to lead workshops and help train MOH
facilitators and early adopters. These MOH facilitators then provided supplemental in-
house EPA workshops to additional stakeholders.

The MOH then conducted a series of in-depth specialty and institution-based training
sessions using trained MOH and local facilitators from the targeted institution. Struc-
tured workshops on EPA development and EPA implementation were customized to
each specialty based on their progress and with support from the local facilitators. Con-
sultation sessions were embedded within the workshops to allow facilitators to exercise
flexibility in the learning outcomes for respective specialties. The facilitators supported
these specialties through their EPA development and implementation, gradually reduc-
ing their assistance as specialties became more independent.

The MOH also appointed and trained faculty members from each program to serve as EPA
champions and change leaders. Embedded within the program and specialty, they could
coordinate change efforts and were best equipped to assess risks, anticipate resistance, and
remove obstacles unique to each specialties” context. This cascade approach of ongoing
efforts to train new trainers as subject matter experts to roll out national-level faculty devel-
opment initiatives will help to further reinforce the adoption and implementation of EPAs.

The MOH provided several resources using a faculty development framework. They pro-
vided funding for those attending the international course and for the engagement of
external experts. They also resourced institutions to provide the trained MOH and local
facilitators with protected time away from their clinical commitments to conduct workshops
and guide programs. Certain individuals with a keen interest in faculty development were
further supported to conduct nation-wide faculty development initiatives. The MOH also
produced a comprehensive online faculty development package with resources to help the
faculties in their implementation of EPAs. It includes a wide array of content ranging from
EPA literature to case scenario videos and to practical tips when implementing EPAs on the
ground, with links to digital resources (accessible at https://go.gov.sg/eparesourcepackage).
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The value of digital resources

Many of the faculty development strategies outlined above can be effectively supported with
the judicious use of appropriate digital resources such as narrated PowerPoint presentations,
multimedia presentations, instructional videos, whiteboard animations, and demonstra-
tion videos of workplace-based assessment in practice.”? They can be used effectively to reach
large audiences and are important in providing a convincing rationale for the changes that
will be required. Easily accessible whiteboard animations or video demonstrations can provide
just-in-time learning opportunities for busy clinicians e.g., to view in advance of completing
a WBA. Demonstration of how to provide effective feedback when conducting WBAs, in
various clinical scenarios for different EPAs, can prove powerful tools in faculty development
workshops. They can assist in the process of developing a shared mental model by prompting
discussion of standards of performance expected at different levels of supervision for EPAs.

When utilizing digital resources, one of the choices to be made is whether to use those
developed by others or to develop one’s own, set in one’s cultural and organizational context
and clinical settings. There are several free-to-use online resources on how to give effective
feedback which provide general guidance. More recently, specific resources have been created,
and shared, to support the introduction of EPAs in specific contexts. They are included as sepa-
rate resources in Chapter 25. Bespoke resources, developed specifically to explain the rationale
in one’s own context and demonstrate supervisors, assessors, and trainees’ functioning in one’s
clinical environment, have the obvious advantage of being authentic, relatable, and credible
for one’s stakeholders. Box 23.3 provides an account of the process used to develop bespoke
digital resources to support the introduction of EPAs and workplace-based assessment within
the Internship in Ireland. Collaboration between institutions offers valuable opportuni-
ties to share the cost of developing digital resources that can be adapted for use in different
professional contexts.

Box 23.3: Strategies in practice - Example C: Creating resources to support
rollout of a national program: Internship in Ireland.

Background

A new national curriculum framework was developed in Ireland for the internship pro-
gram - the first year of postgraduate medical training. The framework comprises three
elements: (a) knowing (knowledge guides), (b) doing (seven EPAs), and (c) being (profes-
sional behaviors, values, and practices), and a system of programmatic assessment using
new workplace-based assessment tools. In 2003, the Medical Council approved the EPA-
based framework for implementation by intern training networks across the country
(https://www.lenus.ie/handle/10147/638294).

Elements of a faculty development strategy

The Medical Intern Unit devised a strategy to support implementation nationally,
including meetings with stakeholders to raise awareness using town hall meetings on
zoom and in-person in hospital sites face-to-face workshops in hospital sites and crea-
tion of digital resources.

(Continued)
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Creation of digital resources to support faculty development

The Medical Intern Unit created a set of digital resources for its use and for the use of
intern training networks in a cascade model of training. These focused on the EPAs and
the workplace-based assessment tools and were explicitly set in the context of intern
training, carefully scripted, and professionally produced. They included multimedia
presentations to explain the rationale for EPAs and describe the seven EPAs, instruc-
tional animations to explain how to conduct workplace-based assessments, and authen-
tic videos to demonstrate WBA in practice.

Features of authentic video demonstrations

The videos were set in clinical settings with credible scenarios for internship training and
were relatable for supervisors and trainees in that context. Learning goals were clearly
established for each one and scenarios were developed by clinicians through a facilitated
process. Scripts were written and peer-reviewed by clinicians and the demonstrations
were acted by clinicians, trainees, and professional actors.

» Scenario mapping Script Y Drafting « Rehearsal
UL - Establishing it = Peer review production IR 11
leaming goals L - Rehearsal  Editing

Tips for scripting authentic video demonstrations

(a) Think of three/four key messages for each one, (b) identify staging and props needed,
(c) demonstrate best practice in the feedback conversation, (d) describe what the char-
acters are feeling and how this might be expressed, and (e) make the script feel authentic
for the audience.

The planning process
Given a defined budget for production of a digital resources, the steps taken were to:

1. create a matrix (of EPAs and WBA tools)

2. prioritize which EPAs to demonstrate

3. select which WBA tool to demonstrate for each EPA

4. select the supervision level for trainee performance in each video

5. recruit a team of practicing clinicians to draft scenarios, write scripts, and act in the
videos

6. ensure diversity in the selection of clinicians/trainees/actors across the range of videos

Links to digital resources for presentations and animations: Introduction to EPAs, The

7 EPAs for the internship; How to do a case based discussion; How to do a case presenta-

tion; How to do a direct observation

Links to video demonstrations: Demo of a direct observation; Demo of direct observation

of a clinical task; Demo of a case based discussion; Demo of a case presentation
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The importance of evaluation

Appropriate and timely evaluation of faculty development is vital to inform future strategies and
to demonstrate the value of faculty development in times of limited resources.'® A range of evalua-
tion methods will be required, from surveys to more longitudinal research, and a number of evalu-
ation models exist. While not without its limitations, the Kirkpatrick model of training evaluation
provides one potentially valuable framework for the design of evaluation with successive levels of
evidence sought, from reaction, learning, and behavior to results.” Other approaches to evalua-
tion include the CIPP framework, which provides an analytic basis for decision-making, focusing
on context, input, process and product evaluation. While offering comprehensive insights, the
CIPP model can be resource-intensive, demanding considerable time, personnel, and financial
resources to conduct an extensive evaluation.* Moreover, it is claimed that evaluators may not
deal with issues that go against the concerns of the decision maker. The logic model involves vis-
ual representation of the relationship between program inputs, activities, outputs and outcomes.
One of the limitations of the logic model, however, is that programs (such as implementation of
an EPA framework) are not necessarily linear and sequential. Each approach to evaluation has
its strengths and limitations but they can usefully inform program design, implementation, and
evaluation. More details about the various models for evaluation to achieve continuous quality
improvement can be found in Chapter 24.

Conclusions

Implementing EPAs as a framework for competency-based education is a major change manage-
ment process requiring ongoing faculty development. Effective needs assessment as an important
first step involves determining what type of faculty development each stakeholder group needs in
one’s specific context. A successful faculty development strategy involves mapping out engaging
activities over time for successive phases of piloting and implementation. An effective strategy
also utilizes a range of approaches including face-to-face, blended/hybrid approaches, and self-
directed learning. Clinical leadership and institutional commitment are key to effecting change
and should be clearly visible to those engaging in faculty development. Faculty development
needs to combine support from credible peers, external expertise, accessible resources, and flex-
ible learning opportunities. It needs to be appropriately resourced, by making a sound business
case for it to fund-holders. The development of bespoke digital learning resources can effectively
support faculty development in workshop situations and for self-directed, just-in-time learning
by supervisors and trainees. Opportunities exist, within and outside the institution, to collabo-
rate with other bodies or international partners to share the cost of faculty development. Evalu-
ation and review of the faculty development strategy is key to future planning and justifying the
necessary investment of resources.
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CHAPTER 24

Advancing and sustaining excellence
in EPA-based curricula

Machelle Linsenmeyer, Andrew K. Hall, Chien-Yu Jonathan Chen,
Maria José Lépez, Fremen Chihchen Chou

Abstract

The quality of health professions education is socially determined and closely linked to the
quality of health care. Entrustable professional activities (EPAs) add strength to and opera-
tionalize curricula for competency-based education for health professions by focusing on
both the patient and trainee, bringing health professions education together with patient
care. This social accountability within an EPA-based curriculum emphasizes measurable
enhancements to local health services through EPAs. As such, both external quality assur-
ance (QA) and internal QA are crucial for implementing and improving an EPA-based
program. External QA involves guidance from the regulating body regarding training poli-
cies, procedures, and practices. Internal QA entails self-auditing, utilizing mechanisms like
program evaluation (PE) to monitor, evaluate, and improve the assessment and attainment
of EPAs. Continuous quality improvement (CQI) can be used to augment PE by serving
as a system for accountability and transparency. This section introduces the concepts of
PE and CQI to be used within an EPA-based curriculum, models to support PE and CQI
processes, examples of actual cases where PE and CQI were beneficial, and solutions to
address challenges specific to EPA-based curricula.
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Introduction

In the development of initiatives around entrustable professional activities (EPAs), one must
consider strategies for program evaluation (PE) and continuous quality improvement (CQI).
These concepts are slightly different but related. PE is defined as the systematic investiga-
tion of the quality of programs,' with multiple potential decision-making purposes, includ-
ing accountability, knowledge generation, and program development.? PE involves collecting
data (both quantitative and qualitative) and providing evidence to support results to answer
specific questions, such as ‘how do or will we know the “program” is working?” and ‘is there
credible evidence that the program contributed to achieving the desired results?” PE can be
narrow in scope or examine larger questions of program direction, efficiency, feasibility, and
viability, and it can seek to evaluate an entire training program or focus on specific elements
of the program that may be new or need revision. In CQI, the focus is on looking beyond what
is happening to why it is happening and how that fits into the greater scheme of successes and
failures within the initiative. It asks questions like ‘how are we doing?’ and ‘can we do better?”
CQI should be an ongoing, constant, and sustained approach used to achieve improved stand-
ards that will lead to better outcomes, efficiency, communication, reducing errors, and improv-
ing safety.>* A CQI system adds several unique and important processes including acting upon
data (from PE) to implement or improve processes, testing of program penetration/precision/
consistency, testing of impact, and cost analysis or considerations. CQI provides a system of
accountability and transparency to both internal and external stakeholders (e.g., consumers,
partners, and regulating bodies). PE is fundamental to CQI, serving as part of the planning,
feedback, and evidence used for decision-making. The capacity to do PE is a characteristic of
a high-functioning CQI program. Therefore, developing CQI processes that incorporate solid
strategies for PE will help ensure a continued driver for analysis and improvement of initiatives
around EPAs.

Building on this foundation, the literature underscores the significance of establishing PE and
CQI processes at the outset of initiatives to enhance educational outcomes.’® These processes are
crucial for effectively addressing challenges, such as the risk of implementing improvements only
after problems have occurred, which can miss opportunities for immediate enhancement. They
help maintain momentum and trust by clearly defining roles, setting up efficient data collection
systems for quick problem identification and resolution, and reducing duplication of efforts by
integrating these processes into existing assessment frameworks. Furthermore, it is important
to establish mechanisms to keep all stakeholders well-informed about progress and procedures,
ensuring ongoing community engagement and support for the initiatives.

By being very intentional about setting up PE and CQI processes at the beginning, an insti-
tution can engage in PE and CQI in a meaningful way that will ensure the desired impact and
avoid unintended negative consequences. It is rare that initial implementations of educational
innovations and programs ‘get it right’ from the start. Making conscientious efforts to set up
mechanisms to identify potential issues as they occur leads to better outcomes. In fact, in the
implementation of Competence-By-Design in Canada, introduced in 2017, the Royal College
of Physicians and Surgeons of Canada’s PE strategy was able to detect and respond to a host
of unintended consequences of initial implementation, including negative impacts on resident
wellness.” Other examples include the identification of curricular deficiencies that need to be
addressed to ensure success in EPA assessments, such as the experience of the West Virginia
School of Osteopathic Medicine, where a lack of opportunities for learners to perform oral
presentations during clinical training—despite the requirement to be assessed on this essen-
tial EPA—Iled to curricular revisions to better ensure opportunities for direct assessment in
clinical training.
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Models of program evaluation and continuous quality improvement

Evidence-based CQI should be an ongoing cycle of collecting data and then testing, implementing,
learning from, and revising solutions. Several models can be used for both CQI and PE. The PDSA
cycle, devised by Deming, is a methodical four-step approach (plan-do-study-act) for continuous
improvement by systematically integrating learning and knowledge acquisition through innova-
tion or implementation.”® The cycle starts with planning a goal and strategy, followed by imple-
menting the plan, studying the outcomes to evaluate success or identify improvements, and finally
acting on these insights to refine or expand the approach, thus initiating a new cycle of improve-
ment. Most CQI models have roots in Demings PDSA model."* For example, the CAPA-CAR
model" (context-aim-plan-approval—collect-analyze-report) builds on Deming’s PDSA model
by expanding phases for considerations unique to curriculum and faculty, such as the context and
approval phases. Other popular models place PDSA within a specific context to provide direction
to the process. These include Lean,'>"* which focuses on organizational improvement in the context
of the patient and identifying poor quality and waste, and Six Sigma,** which emphasizes DMAIC
(define-measure-analyze-improve-control), with a focus on reducing variations and defects.
Depending on an institution’s goals and findings from PE, one or more of these models may be
useful in outlining an institution’s CQI initiatives. Within CQI initiatives, specific steps can be sup-
plemented by the logic models, PE models, and other evaluation methods noted in Table 24.1.

These models or frameworks can be explored to supplement phases of an institution’s CQI ini-
tiative depending on the questions outlined for focus and review. The frameworks can support
multiple types of evaluation and feed into an institution’s CQI process. Types of PE include forma-
tive, developmental, process, outcome, economic, and impact evaluation.

Table 24.1: Example models or frameworks to support program evaluation and continuous
quality improvement.

Frameworks

or models Explanation

Logic model*** A logic model is a tool commonly used in PE to build an understanding of how a
program is supposed to work, that is, the relationship between the program com-
ponents or process and the program outcomes. It links results and changes with

inputs, activities, outputs, and outcomes.

Kirkpatrick It is used to evaluate the results of training and learning programs through four criteria:

framework® reaction, learning, behavior, and results. Recent discussions have proposed new thoughts
on this framework related to EPA assessments in relation to patient outcomes.?*

Rapid PE focused on capturing and providing timely evidence to engage in a process of

evaluation®?® evolutionary adaptation. Key steps: (a) description of the ideal implementation, or
implementation as intended (b) measurement of stakeholder experiences, or imple-
mentation as enacted (c) proposed program adaptations based on an analysis of the
ideal vs enacted implementation.

Realist Realist evaluation asks the questions: what works, for whom, in what circumstances,

evaluation®? in what respects, to what extent, and why? It employs multiple methods of data col-

lection and analysis, seeking to ensure an in-depth understanding of both the context
of implementation and subsequent outcomes, considering the mechanisms by which
the desired outcomes of an educational intervention are or are not experienced.

Experimental or
quasi-experimental
models”

These are used to determine cause and effect and support multiple designs such as
intact-group design, time-series experimental design, and ex post facto experiment
design.?

CIPP-I model*

This model expands the CIPP model* to include analysis of context, input, process,
product, and impact.
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Formative evaluation involves gathering evidence during implementation to understand
strengths and weaknesses for improvement purposes, to ensure that a program or program activ-
ity is feasible, appropriate, and acceptable before it is fully implemented. It is a feasibility study that
is usually conducted when a new program or activity is being developed or when an existing one
is being adapted or modified.”

Developmental evaluation supports innovation development to guide adaptation to emergent
and dynamic realities in complex environments. It is particularly suited for innovation, radical
program redesign, replication, complex issues, and crises.'®

Process evaluation determines whether an educational intervention or program has been imple-
mented as intended, also known as the fidelity of implementations."”

Outcome evaluation measures program or intervention effects in the target population by assess-
ing the progress in the outcomes or outcome objectives that the program is to achieve.'

Economic evaluation looks at the cost-benefit of the program, which could include cost analysis,
cost-effectiveness evaluation, cost-benefit analysis, cost—utility analysis, value-based analysis, etc."

Impact evaluation assesses program effectiveness in achieving its ultimate goals.?

How does this apply to EPAs initiatives? First, these models can be used to develop processes for
continuous improvement in EPAs-based curriculum. One example is for the clinical competency
committees (or equivalent body performing summative assessments) to support quality improve-
ment efforts by recording comments in quality, scope, and practice that may need to be adjusted
or changed in the curriculum, in the professional development of evaluators, in opportunities
for assessments, in the expansion of views or evaluators with multiple views to broaden perspec-
tives, etc. By presenting findings to end users (i.e., clinical competency committees, assessors, and
learners/trainees), institutions can better understand variances, uncover possible factors causing
issues, and discover viable solutions for improvement. Boxes 24.1, 24.2, and 24.3 provide example
cases of CQI in EPA implementation initiatives in different countries.

Box 24.1: Rapid evaluation cycle at Queens University, Kingston, Ontario.

With the staged implementation of CBME and EPAs in the specialist Canadian Postgradu-
ate Medical Education system by the Royal College of Physicians and Surgeons of Canada
(starting in 2017),% it was imperative to understand the experience of early implementers
and those who piloted EPAs prior to formal implementation. One such program was the
emergency medicine training program at Queens University in Kingston, Canada. Recog-
nizing the need to engage in evaluation and for prompt broad sharing of lessons learned,
program leadership coordinated with national education leaders to engage in a systematic
rapid evaluation of program-level implementation post-implementation with a focus on
both fidelity of implementation and the measurement of early outcomes.?® After an explicit
description of the ideal implementation, stakeholder focus groups and interviews were per-
formed at three and nine months after implementation. Organized using the core compo-
nents framework,” thematic analysis was conducted to understand stakeholder experiences,
and the actual, or enacted, implementation was compared with ideal implementation to
plan rapid adaptations. An example of an early lesson learned was clear concerns about the
granularity of assessment with EPAs and a loss of the ‘forest for the trees, prompting
the return of global feedback to supplement EPA-focused feedback. Additionally, there was
detection of a lack of a shared mental model in the use of assessment tools and scales, result-
ing in significant variability and difficulty among frontline faculty assessors. The findings
of this PE were shared broadly with the Canadian medical education community to help
revise subsequent CBME/EPAs implementations. Further, this method of rapid evaluation
has been further employed to evaluate the implementation of CBME by the Royal College of
Physicians and Surgeons of Canada across multiple disciplines and institutions.®
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Box 24.2: Implementing the continuous quality improvement cycle
in CBME: the Taiwan experience.

To advance health care training programs toward EPA- and competency-based
approaches, leaders from various institutions and specialties in Taiwan adopted the logic
model. Since 2016, they have collaboratively investigated problems, created consensus,
and designed tools and strategies for implementing a CQI cycle.

World Café workshops emerged as an appropriate tool to address initial challenges,
which revealed the failure of the ‘top-down’ model in previous educational reforms.
This innovative strategy facilitated connections among diverse perspectives, promoted
the development of shared mental models, and served as a valuable platform for faculty
development. As a result of this collaborative effort, Taiwan now boasts nationwide ver-
sions of EPAs for various postgraduate programs, including anesthesiology (2017), post-
graduate general physicians (2018), emergency medicine (2019), otolaryngology-head
and neck surgery (2021), and also undergraduate medical education (2024).

Furthermore, specialized evaluation toolkits were devised to address a second issue con-
cerning the quality of implementation. A Competence Committee Checklist (2019), a
Program Evaluation Committee Checklist (2021), and a Program Evaluation Checklist
(2023) were introduced to bolster the effectiveness and integrity of the program’s design
and execution.

To alleviate the administrative load associated with organizing the competence commit-
tee and program evaluation committee, and to effectively implement the CQI cycle, some
institutions have adopted Microsoft Power BI, using the vast educational data available
from the clinical training e-portfolio platform as indicators for program quality. Data ana-
lysis with Power BI enabled a comprehensive and continuous review of various aspects
such as the quantity and quality of courses delivered, faculty development, trainee perfor-
mance, and feedback on areas like workplace-based assessments with EPAs.

Box 24.3: Continuous quality improvement under low resourced conditions:
an Argentina experience.

CQI requires resources that are not always available. The undergraduate medical pro-
gram of the Universidad Nacional de Cuyo, in Mendoza, Argentina, applies a quality
assurance process with limited resources. The program has been externally evaluated
four times in the last 20 years and was accredited every time. However, institutional
concerns arose regarding the assessment system and the expected learning outcomes in
the final mandatory practice (FMP) year of the program. Limited resources precluded
them from having a dedicated team or person for CQI, and no technology was available
for automated data collection and processing. Any annual CQI thus belongs to the work
of already-busy teaching coordinators.

Within these limitations, the defined CQI goals remained to improve the specification
of competencies and to develop an assessment system that is accepted by teachers and
students, to warrant sustainability across time. Coordinators of the four main clerkships

(Continued)
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played a key role in this CQI implementation under the decisive leadership of the direc-
tor of FMP, and supported by education specialists and faculty development. Since 2017,
five internal annual cycles of quality assessment (with a two-year COVID-19 pause) have
focused on purpose definition, planning, change implementation, data collection, anal-
ysis, and purpose reformulation for the next academic year. Evaluation data included
student assessment results, supervisor opinions through online surveys and face-to-face
workshops, and student opinions collected by surveys.

In each cycle, steps toward the CQI goals were taken, based on the evaluation of the pre-
vious academic year. This model allowed those who provided evaluation input to witness
change and feel ownership.

Informed by this formative evaluation and in the context of a new external evaluation,
a new curriculum design was planned for 2025, with EPAs and assessment based on
entrustment decision-making.

Table 24.2: Challenges of program evaluation and continuous quality improvement specific to
EPA-based curricula.

Key factors Challenges to be addressed

Money/resources Establishing reasonable budgets (including all possible costs such as technology
platforms, data analysts, funds to support focus groups, and so on) will ensure a
projected amount of money to complete/support the initiative.

Dedicated A dedicated person or team (depending on size of programs) will help establish

person responsibility and ensure a point person with the skills and experiences necessary to
carry out the initiatives.

Timeframe A realistic timeline will help establish accountability for the PE and CQI initiatives.

Projects not

Consider breaking the initiative into smaller projects or phases, as needed. By break-

sustainable ing initiatives into smaller projects, an institution can build enthusiasm and energy
from project to project while still pulling findings together from each project into an
overall initiative.

Stakeholder Buy-in is imperative. Ensure that stakeholders are included in the processes so that

buy-in they are not resistant to the initiatives—providing professional development can help
with buy-in.

PE and CQI Ensure that continuous quality improvement feeds into an institution’s program

alignment planning so the institution can see and highlight the findings to action.

Leadershipand  Institutions should ensure support and expertise in methods at the very top levels so

culture that the culture is affected at all levels of the organization, not just the ground levels.

Data capture and
visualization

Institutions can lessen the administrative load associated with organizing data for
use by stakeholders (i.e., clinical competency committees), program evaluation
committees, and for CQI processes by employing effective data capture and
visualization systems.

Clear goals and
objectives

Institutions should engage stakeholders to ensure cocreation of the programs(s) and
processes related to EPAs for not only clarity of goals and objectives but also for buy-in.

Several challenges may come to light in thinking of PE and CQI specific to EPA-based cur-
ricula, especially in the area of time and resources to carry out initiatives. Table 24.2 introduces
challenges that institutions should consider.
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Conclusion

While defining quality can be subjective and ever-changing, as well as influenced by a multitude
of factors both internally and externally, it is also imperative as a driver for improvement and
mechanism to ensure success by identifying and overcoming challenges faced. Institutions must
be thoughtful in creating the CQI (and PE) initiatives, remembering that a combination of tools,
methods, and processes can be used and focusing on an organization’s specific needs and goals.
These CQI initiatives should be fully embraced as part of continued growth and development for
both the curriculum or assessment program as well as faculty serving as teachers or evaluators in
the system.
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CHAPTER 25

Resources to support the development
of EPA-based education

A major purpose of this book is to support educators with the development and implementation
of EPA-based education. The idea arose from an international course that has been conducted sev-
eral times per year since 2018. This course draws heavily on interactive workshops with exercises,
using worksheets and other resource materials. This chapter provides specific resources from the
course useful for educators, scholars, and faculty developers. Additional useful tools and refer-
ences also have been included.

In this chapter we provide the following collection of resources and information:

« Glossary of EPA-related terminology

« Online resources to support faculty development on EPA frameworks and workplace-
based assessment

« Bibliography of most of the literature published from 2005 to 2023 about EPAs and related
concepts

« Tools and instructions for use in faculty development workshop exercises

« The EQual Rubric tool to evaluate the fit-for-purpose validity of entrustable professional
activities

Glossary of EPA-related terminology

Throughout this book, many terms have been used that are either specific or directly linked to
EPA-based education. We have included this glossary to support readers who may be new to these
terms. Note, however, that terms are sometimes used in slightly different ways, even within this
book by different author teams and across different chapters. In the overview below, we suggest
a definition that can be used as a starting point to understand and describe EPAs, for curriculum

How to cite this book chapter:
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Entrustment Decision-Making in Health Professions Education, Chapter 25, pp. 303-314. [2024] London:
Ubiquity Press. DOL https://doi.org/10.5334/bdc.y


https://doi.org/10.5334/bdc.y

304 Entrustable professional activities and entrustment decision-making in health professions education

development and implementation, for assessment, for scholarship, etc. We do not claim that these
are the only correct definitions, or even that all are the preferred ones. The book’s index refers to
chapters where these terms are used elsewhere, to provide further explanations and nuance, in
addition to the references listed below the table.

Table 25.1: Glossary of terms related to entrustable professional activities and entrustment

decision making.

based education)

Ad hoc entrustment  Entrustment decisions situated in time and place, based on estimated trustwor-

decisions thiness of the trainee for a task, estimated risk of the situation, urgency of the job
to be done, and suitability of this task at this moment for this trainee. They do not
necessarily constitute a precedent for similar decisions in the future.

Core EPAs All EPAs that every trainee in a program must master to successfully complete the
program (term also used for AAMC-proposed EPAs for undergraduate medical
education').

CBE (competency-  An outcomes-based approach to the design, implementation, assessment, and

evaluation of medical education programs, using an organizing framework of
competencies. CBE-HPE relates this to all health professions; CBME, CBVE are
acronyms for medical and veterinary competency-based education, respectively,
and other variants may be used for other professions.

Domains of Broad areas of competence that constitute a general descriptive competency

competence framework for a profession, such as described in the six-domain ACGME frame-
work? or in the seven CanMEDS roles.?

Dreyfus stages The five stages of learning for skill acquisition proposed by Dreyfus and Dreyfus:
novice-advanced beginner-competent-proficient-expert,* sometimes extended
with ‘master’

Elective EPAs EPAs that, in addition to core EPAs that hold for all graduates, trainees may elect
to supplement their personal EPA portfolio, and provide them with a specific
profile at graduation.

Entrustment In an educational context, entrustment decisions are decisions to trust a trainee with

decisions an essential professional task or responsibility at a specified level of supervision.

Entrustment-based
discussion (EBD)

The EBD is a 10- to 20-minute conversation between a supervisor and trainee,
focused on risk assessment when anticipating an entrustment decision. It is
completed either directly after an EPA has been performed or before an upcoming
activity. The conversation checks the trainee’s full understanding of the activity
with its associated risks and assesses the trainee’s readiness to act in unfamiliar
situations with ‘what would you do if...” questions.’

Entrustment
determinations

When an actual entrustment decision with a clinical task cannot be made (e.g.,
for legal reasons), entrustment ‘determination’ is sometimes used as an alternate
term. It is the difference between saying ‘we will trust’ and ‘we would trust’ ("...if
we could’).® Entrustment determinations instead of entrustment decisions render
the use of EPAs less powerful.

EPA (entrustable
professional
activity)

A unit of professional practice or essential task of a discipline (profession,
specialty, or subspecialty) that a trainee can be trusted to perform without direct
supervision, once sufficient competence and readiness has been demonstrated. As
EPAs reflect professional practice, EPAs are not created for education but educa-
tion is created for EPAs.

Entrustable

The property of an activity that makes it suitable for entrustment to someone.
Note that entrustable does not pertain to persons.”

(Continued)
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Table 25.1: Continued.

Entrustment-
supervision scale

Levels of supervision reflect increasing degrees of responsibility and entrust-
ment and decreasing supervision. The original proposed levels range from 1 to
5, but several variations have been proposed, often with more granular levels in
between. These levels constitute a scale that has been named an entrustment-
supervision or ES scale.® See also: Supervision level.

Grounded trust

Grounded trust is trust based on essential and usually prolonged experience with
the trainee and grounded in sufficient observations, leading to judgments that are
shared among experts (the educational team or a clinical competency committee).’

Initial trust Initial trust is trust based on first impressions, sometimes called swift trust or thin
trust.’
Logic of EPAs The categorization of EPAs used in a framework. Different logics have been used

such as procedural EPAs, as well as those EPAs associated with disease entities,
services, functions or a combination of these.!®

Micro-assessment

Brief assessment of performance of an EPA, a nested EPA, or part of an EPA,
proposed in surgery and happening in pre-, intra- or postoperative phases, lasting
45-90 seconds.

Nested EPA

Small unit of professional practice meeting the EPA definition that is also part of a
larger EPA to be entrusted later in training.'

Presumptive trust

Trust based solely on credentials, without prior interaction with the trainee.
Prior credentials can be diplomas, the fame of the university where a degree was
obtained, recommendations, etc.’

Prospective and

Most workplace-based assessments are retrospective: a report of what was

retrospective observed (‘the student did well’). A prospective approach to assessment
assessment looks toward the future (‘this student is now [or not yet] ready for indirect
approaches supervision’)."”?
Readiness for Readiness is an alternative (and preferred) term for ‘trustworthiness’ to qualify a
entrustment learner who passes the threshold of competence and suitability to execute an EPA.
A RICH ingredients Agency, reliability, integrity, capability, and humility are five literature-based
for entrustment trainee features, or categories of features, that enable ‘a rich’ entrustment
decisions decision."
Shaded The status of a resident who is fully trusted with the core and breadth of the pro-
independence fession and allowed to act unsupervised while still in training.'
STAR A STAR is a statement of awarded responsibility, resulting from a summative entrust-
ment decision, usually to qualify for unsupervised practice of a specific EPA.'¢
Summative Entrustment decision, grounded in sufficient observations and evaluations, and
entrustment made by an educational program director or clinical competency committee,
decision leading to certification (STAR) and privileging of the trainee to act with a
specified level of supervision, for a specific EPA.
Supervision The provision of guidance and support in learning and working effectively
(in HPE) in health care by observing and directing the execution of tasks or activities
to ensure that they are done correctly and safely, from a position of being in
charge."”
Supervision level Amount of executive responsibility a clinical teacher has or assumes for a trainee’s
(1-5) clinical activities, often expressed in levels of trainee responsibility. In the original

five-level scale, the trainees may (1) observe only, (2) act under direct supervision,
(3) act under indirect supervision, (4) act unsupervised, or (5) act as a supervisor
for junior learners."

(Continued)
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Table 25.1: Continued.

Note that, as long as the individual is still in training, level 4, the most critical
level, still includes a formal ‘distant supervision’ (also called ‘clinical oversight’)
until specialty certification has been granted. This also implies that a STAR for
level 4 can, in rare cases, still be retracted.

Threshold of com-  The stage in the development of a trainee that allows for the initial summative
petence for an EPA  entrustment with the unsupervised practice of an EPA.

Transdisciplinary ~ One EPA that would be applicable in different disciplines or specialties. The EPA
EPA may be elaborated, established, and identified for a specific professional domain,

profession, or discipline that is being used in one or more other disciplines or
professions. Alternatively, it may be a newly identified broad activity, applicable
across several related specialties.'

Workplace-based assessment sources of information to support entrustment

1. Direct
observation

Focused observation of a trainee during a natural patient care activity in an
authentic clinical setting, usually 10-20 minutes, followed by a few minutes of
focused feedback.

2. Conversation

A 5- to 20-minute one-on-one discussion with a trainee to probe knowledge,
understanding, reasoning, and/or decision making.

3. Longitudinal

The natural, unplanned observation of a trainee over time by collaborators and

observation others (including patients) who have natural encounters with the trainee.
4. Product Assessment of trainees through their output, that is artifacts resulting from
evaluation patient care that does not require their direct presence during the assessment (for

example, a discharge summary in the electronic health record, or a crown placed
in dental training).

Online resources to support faculty development on EPA frameworks

and workplace-based assessments

The internet hosts a wealth of video clips with explanations and instructions about EPAs and
workplace-based assessment, from universities to conference reports and commercial sources.
The overview below lists recommended resources that can be used for faculty development. They
have been collected by the organizers of the international online course Ins and Outs of Entrustable
Professional Activities in the period 2020-23 and supplement resources provided in Chapter 23.

Table 25.2: Online resources to support faculty development on EPA frameworks and WBA.

Source

EPAs explained mins.

Specialists

Dutch Federation of Medical EPA-based approach to individualizing the postgraduate 301 Link

training duration.

Royal College of Physicians  Explains the concept of entrustment and EPAs and how 511 Link
and Surgeons (Canada) they are used in residency training.

Internship program in
Ireland

Provides an overview of the new framework, the rationale 330 Link
for change and what it means for interns and supervisors.

CZO-Flex level for

Netherlands

Postgraduate Nursing in the — assessment, explaining supervision levels and flexible

A Dutch national EPA project for workplace-based 2'09 Link

career opportunities for nurses and medical assistants.

(Continued)
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Source EPAs explained mins.

Royal Australasian College ~ Provides an overview of EPAs and how they are used in 7'35  Link

of Physicians Australia.

Association of Directors Five videos that explain the historical context for EPAs, 7'02 Link

of Psychiatry Residency rationale and process of change to CBME, defining EPAs,

Training, USA and connecting EPAs, competencies and milestones.

Australian Pharmacy Explains EPAs and how they support intern training in 847 Link

Council pharmacy.

Medical Education Explains EPAs with examples and explains CanMEDS 524 Link

Flamingo, Spain and ACGME competency frameworks.

Queens University Explains the EQual Rubric tool for evaluation of the 1740 Link
quality of EPAs.

Swiss hospitals Three videos explaining EPAs and assessment (Chur, 824 Link
Laufenberg, Locarno). 8'48

7'57

Source EPAs in specific contexts mins.

Irish internship program Describes each of the seven EPAs for the internship. 3'30 Link

HPC Pharmacy Group Describes the concept of EPAs in hospital palliative care 407 Link
pharmacy education.

University of Toronto PGME EPAs in internal medicine. 328 Link

University of Toronto PGME EPAs in anatomical pathology medicine. 409 Link

University of Toronto PGME EPAs in general internal medicine. 407 Link

University of Toronto PGME EPAs in psychiatry. 3'59 Link

University of Toronto PGME EPAs in anaesthesia. 3'47 Link

University of Toronto PGME EPAs in emergency medicine. 459 Link

Source Workplace-based assessment in an EPA framework mins.

American Board of Pediatrics Explains decision making in E/CCCs. 3'18 Link

Swiss Society of Nephrology — Explains EPA-based assessment with the prEPAred 14'57 Link
mobile app.

Dutch PGME Federation Explains entrustment decision making in teams. 335 Link

CZO Flex Level project in Explains workplace-based assessment and entrustment 3'03 Link

the Netherlands decision-making using supervision levels for postgradu-
ate nursing education.

Dutch PGME training Explains summative entrustment decisions from the 2'54  Link
trainee perspective.

Dutch PGME training Explains summative entrustment decision-making in 9'05 Link
pediatric training.

Switzerland Explains how to use the prepared mobile app. 4'14 Link

Irish internship program Explains how to conduct a direct observation, have the 2'40 Link
feedback conversation and record the outcome.

Irish internship program Demonstrates how to conduct a direct observation of a 6'12 Link
procedure and give feedback using supervision levels.

Irish internship program Demonstrates how to conduct a direct observation of a 6'11 Link
clinical task and give feedback using supervision levels.

(Continued)
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Source Workplace-based assessment in an EPA framework mins.

Irish internship program Explains how to conduct a case-based discussion, have 2'38 Link
the feedback conversation, and record the outcome.

Irish internship program Demonstrates how to conduct a case-based discussion 801 Link
effectively, have feedback conversation, and record the
outcome.

Irish internship program This animation explains how to conduct a case presenta- 2'40 Link

tion, have the feedback conversation, and record
the outcome.

Irish internship program This video demonstrates how to conduct a case presenta- ~ 6'02  Link
tion and give feedback using supervision levels.

Radboud University Nijmegen Example of EPAs in Dentistry in the Netherlands. 3'07 Link

American Association of This website includes multiple CBVE Educational - Link

Veterinary Medical Colleges  Videos and other resources (including about EPAs).

Table 25.3: Links to 2024 clips used in the international online course In and Outs of EPAs.

YouTube Links mins
1 Introduction to CBME and EPAs 15
2 Supervision and entrustment 14
3 Advanced topics in EPAs part I 16
4 Advanced topics in EPAs part II 15
5 Eight components of a full EPA description 19
6 Arriving at a defensible framework of EPAs for a program 15
7 UME curriculum development 11
8 PGME curriculum development 13
9 Factors affecting entrustment decisions 13

10 Workplace based assessment with EPAs 14

11 Entrustment based discussion 11

12 ePortfolios and mobile apps for EPAs 15

13 Summative entrustment decision making in teams 17

14 Faculty development for EPA-based education part I 15

15 Faculty development for EPA-based education part I 15

In addition: Instruction for use of the EQual tool 18

Bibliography of most of the literature about EPAs and related concepts

This overview aims to be comprehensive but does not imply recommendation of the articles
or endorsement of their content. It is merely a categorization of publications, based on a Pub-
Med search of articles including ‘entrustable’ or ‘entrustment decision’ in its title or abstract.
There are limitations. A more elaborate systematic search may reveal more journal publications.
The vast gray literature is not included. The publication titles may be copied and pasted into a
search engine, such as Google Scholar, to find the abstracts or full texts. The bibliography can be


https://youtu.be/tBjbtuoym08
https://www.youtube.com/watch?v=QgKEtnMVw8E
https://youtu.be/Ee-8C8wMeBU
https://youtu.be/tUeu_jZn_O8
https://youtu.be/6nLXoP5H1z8
https://youtu.be/SdpG7fKR2Os
https://youtu.be/I5DtFnG5GzA
https://youtu.be/Ogdb1gZoSp8
https://youtu.be/GMcQJki5Jow
https://youtu.be/89Z6HvRGroU
https://youtu.be/4amfWMQ0k7U
https://youtu.be/ziD6bgLzPzI
https://youtu.be/4uqg7roJsu4
https://youtu.be/dCOgDXT9cKw
https://youtu.be/GsbXhvCI2mA
https://youtu.be/GsbXhvCI2mA
https://www.youtube.com/watch?v=ggA4PX3qSI0
https://www.youtube.com/watch?v=banhDlrYj0M
https://www.youtube.com/watch?v=o2RBGAedoTc
https://www.youtube.com/watch?v=WV8tKqWVo2Y
https://www.youtube.com/watch?v=y1_d-QWSMSk
https://cbve.org/entrustable-professional-activities
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downloaded here and has the current, following categories of literature. Note, the manual catego-
rization of articles may have resulted in duplications across categories.

o General and introductory texts

« Literature reviews

« Identifying, defining, and validating EPAs

« EPAs for medical school and internship

« Assessment, entrustment decisions, and feedback

« Entrustment-supervision scales and their validity

« Clinical competency committees

« EPAs versus competencies and milestones

« EPAs, technology, portfolios, apps, and Al

« Supervision and autonomy

« General and theoretical aspects of entrustment

« Time variability

« Transitions to clerkship, residency, practice, continuous professional development
o Curriculum development; EPA implementation

« CBME and EPA language

 Learner perspectives

« Controversies and discussion

« Faculty development

« EPAs and interprofessional education

« EPAs for medical disciplines (categorized by specialty)
« EPAs for other health professions (categorized by profession)
« Specific EPAs elaborated

« EPAs for non-health care disciplines

Tools and instructions for faculty development workshop exercises

This section provides tools for faculty development activities to support the development and
implementation of EPAs. While the activities resemble the types of activities conducted in the
international online course Ins and Outs of Entrustable Professional Activities, their use requires
experienced facilitation and dedicated participants groups. For those who have attended the
course, these materials are now provided to allow attendees to conduct local faculty development
efforts under the creative commons conditions of CC BY-NC-SA (used with credit to creator, used
for noncommercial purposes only and with adaptations allowed but under the same conditions).

To understand the use of these workshop materials, a brief outline of the international course is
useful. It contains eight modules, grouped into four sessions: (a) general concepts, (b) curriculum
development, (c) assessment and entrustment decisions, and (d) faculty development and faculty
support through peer consultation.

Readiness assurance test questions

A series of multiple-choice best-answer questions about EPAs and related concepts is provided. They
have been used in the international course many times and always evoke group discussions to elabo-
rate the preferred best answers, often with the exchange of arguments about distractors of the of the
multiple choice questions. Note that the purpose of these (voluntary) questions is primarily to evoke
such discussions among workshop participants, rather than to evaluate or assess individual partici-
pants. Readiness assurance questions are to be completed before workshop attendance.


https://data.mendeley.com/datasets/dy26587r4p/4
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The items can be downloaded as Appendix with Chapter 25 which contain readiness
assurance questions for general concepts (16), curriculum development (10) and assessment/
entrustment (10).

Workshop exercise ‘EPAs 101°

This 30-minute exercise, in small groups (of four to six), asks participants to provide, one by one, a
definition or explanation of a concept from the list below; other participants may then supplement
the offered definition or explanation. As a reference, the glossary in this chapter may be used to
back up and extend this exercise.

. Can you provide a one-sentence definition of ‘EPA’?

. What is the purpose of CBME and why may EPAs add to that purpose?
. Can you list at least five features of an EPA?

4. What is the difference between competencies and EPAs?

5. How do ad hoc and summative entrustment decisions differ?

6. Which are commonly used levels of supervision?

7. What is a STAR?

8. Why may entrustment extend the ‘does’ level of Miller’s pyramid?

w N =

Workshop exercise “The faculty meeting discussion’

This 30-minute exercise, in small groups (of four to six), splits each small group into two cohorts
(cohort A: two to three play critical faculty members; cohort B: two to three play EPA implemen-
tation committee members). Three examples of critical faculty questions require a response from
the committee.

« ‘Competency-based education is a fad. The clinician cannot be reduced to competencies and
subcompetencies. Assessing knowledge and skills is difficult enough and I fear that moving
to competencies and EPAs will create graduates with an even smaller knowledge base’

« “You have defined competency-based education without a fixed duration. How will we ever
accommodate that?’

« ‘Our specialty has made a list of diseases trainees should learn about. Can’t we just relabel
them as EPAs?’

The workshop time may be split into two units of 15 minutes each. After 15 minutes, the cohorts
switch roles.

Workshop exercise: ‘Create an EPA framework with a nominal group technique’

A domain for EPA development that is intuitive for most participants, independent of specialty
and profession, is ‘parenting, that is, the everyday task of raising a baby. This 20-minute workshop
exercise, in small groups (of four to six), uses an adapted nominal group technique (NGT). NGT
has four phases:

1. Everyone lists, in silence, as many relevant items (tasks) as possible for parenting, in about
five minutes

2. Going around the table (or screen) one by one, each participant adds a single item to the
group list, without interference from other participants, until the round-robin procedure
yields no more items to add


https://zenodo.org/records/13732836
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3. Participants work together to clean and clarify the list by lumping and splitting items on
the list
4. Participants prioritize items on the list by voting

Workshop exercise: ‘Elaborate an EPA’

This is a 20-minute exercise for small groups (of four to six). The group identifies one EPA title and
then elaborates the EPA using a template that is derived from AMEE Guide 140.* The template can
be downloaded as Appendix with Chapter 25.

The exercise can be combined with the workshop exercise ‘Create an EPA framework with a
nominal group technique, in which case, after the NGT procedure, one of the high-priority sug-
gested EPAs is selected to be elaborated. The combined exercise is described in a worksheet that
can be downloaded as Appendix with Chapter 25.

Workshop exercise ‘Curriculum development with EPAs’

Curriculum development with EPAs is an important topic for faculty development and curricula
are usually developed over a long period of time, ranging from months to years. A brief workshop
can therefore only scratch the surface of what it means to develop an educational program.

This 45-minute exercise focuses on a discussion in a small group (of four to six) about educa-
tion (teaching and assessment) that should prepare trainees for readiness to execute an EPA with
indirect or no supervision. The exercise uses five sample EPAs, all available in elaborated format:

« Obtaining informed consent

« Oral and written reporting to document a clinical encounter
« Patient handover

« Virtual patient consultation

o Health promotion and preventive care

The exercise provides a worksheet with a blank table organized into three columns (preclinical
education, clinical education, postgraduate education) and four rows: targeted level of supervi-
sion for each stage, content, education methods, and assessment methods. The 12 cells can be
filled with curricular suggestions for one EPA; each parallel small group may cover a different
EPA from the list of five. A worksheet, including the elaborated EPAs, can be downloaded as

Appendix with Chapter 25.

Workshop exercise ‘Entrustment-based discussion’

The EBD is a 10- to 20-minute conversation with a focus on risk assessment when anticipating
an entrustment decision, either directly after an EPA has been performed or before an upcoming
activity. The conversation checks the trainee’s full understanding of the activity with its associated
risks and assesses the trainee’s readiness to act in unfamiliar situations with ‘what would you do
if... questions.

The exercise was created for a broad audience and therefore uses everyday examples of entrust-
ment in the private setting (i.e., asking a neighbor’s child to babysit for your child and asking a

* ten Cate O, Taylor D. The recommended description of an entrustable professional activity, AMEE guide
140. Med Teach. 2021;43(10):1106-1114.


https://zenodo.org/records/13732836
https://zenodo.org/records/13732836
https://zenodo.org/records/13732836
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neighbor’s teenager with a restricted driver’s license to pick up your mother from the airport). The
exercise can be downloaded as Appendix with Chapter 25.

Workshop exercise ‘Clinical competency committee meeting’

Clinical competency committees are charged with evaluating trainees to make summative deci-
sions about readiness and permission to execute EPAs with only distant supervision. In this
20-minute small group exercise, committee members (five or six) are played by participants. The
five or six roles (less than half a page each) are distributed in advance and each role is only read
by the participant assuming the role. All participants review the same summary of one trainee’s
portfolio. This resident opts for a ‘level 4 summative entrustment decision with a STAR to start
practicing unsupervised. The committee members review the portfolio and their own experiences
and must come to a decision, in a 15-minute discussion led by one participant whose role is that
of commiittee chair. The exercise can be downloaded as Appendix with Chapter 25 and includes a
general worksheet as well as six dedicated roles.

Workshop exercise ‘Faculty development for specific target groups’

This 30-minute exercise is meant to elaborate the different needs, goals, practices, and required
resources for faculty development, training, and instruction for various stakeholder groups (lead-
ers, frontline clinical teachers, trainees, clinical competency committee members, champions).
Divided into small groups (of four to six), each group handles one target group, and, if there is
enough time, a second one. The exercise can be downloaded as Appendix with Chapter 25.

Workshop exercise ‘Troika peer consultation™

This 45-minute exercise requires every participant to have prepared a personal pressing ques-
tion for consultation. The question should be related to EPAs, entrustment decision making, or
competency-based education. The whole group is divided into small groups of three and enacts
the consultation in three rounds. In every round, one participant is the ‘client, poses a pressing
question, and receives peer consultation in a structured format. The exercise instructions can be

downloaded as Appendix with Chapter 25.

The EQual Rubric tool to evaluate the fit-for-purpose validity of entrustable
professional activities

This EQual rubric tool,c created in Microsoft Excel, provides EPA development teams with a
resource to evaluate the quality of the construction of individual EPAs. The application of the
tool is described in detail in Chapter 11. This downloadable resource includes 14 quality ques-
tions about the EPA, each scored on a five-point scale, with anchor values explained. It calcu-
lates the overall score and scores for each section of the rubric, and highlights when comments
were provided by those using the tool. The tool can also be adapted for use with survey software,

" This exercise was derived from the Liberating Structures website https://www.liberatingstruc
tures.com/8-troika-consulting/.

¢ Taylor DR, Park YS, Egan R, et al. EQual, a novel rubric to evaluate entrustable professional activities for
quality and structure. Acad Med. 2017 Nov;92:11:S110-117.


https://zenodo.org/records/13732836
https://zenodo.org/records/13732836
https://zenodo.org/records/13732836
https://zenodo.org/records/13732836
https://www.liberatingstructures.com/8-troika-consulting/
https://www.liberatingstructures.com/8-troika-consulting/
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Revised EQUAL RUBRIC SCORING TOOL to measure quality of EPA descriptions (Taylor et al Acad Med.2017,92:5110-7). For each EPA insert a score (1-5) for each item

EPA TITLE: |
L.This EPAhasaclearly| 1| 1 Neitherthe beginning nor the end of the activity s clearly defined Total EQual score
defined beginningand 3 The beginning OR the end is clearly defined but not both
end 5 The beginning and end are both clearly defined
2. This EPAIs 1 | 1Routinely depends on multiple other Average EQual score
independently 2 Routinely depends on one other contri ivi [100](suggested norm: > 4.0)
executable to achieve a 3Canbe but commonly n other to achieve its clinical outcome
defined clinical 4 Typically independent, but infrequently depends on other tasks/activities to achieve its clinical outcome
outcome 5 of other h linical outcome
3. This EPA is specific | 1 1 Describes a large, general area of practice or describes domains of competence EPAs as Discrete Units of Work score
and focused 2 Is ageneral category of work that serves a broad purpose 1,00 (items 1-6)
3 Is a general category of work that serves a clear and focused purpose
4 Includes a few closely-related units of work that serve a common, clear and focused purpose Entrustable, Essential & Important Professional Tasks score
5 Is specific work that serves a clear and focused purpose [ 1,00 (items 7-10)
4. This EPA is 1 | 1 Theactivity cannot be observed or monitored
observable in process 2 Parts of the activity can be monitored, but anly indirectly £PAS' Curricular Role score
3 Some parts of the activity can be directly observed [ 100](tems 11-19)
4 Most of the activity can be directly observed, but not the entire activity
5 The activity can be observed in all aspects from beginning to end
5. This EPAis. [ 1] 1Theoutcome of the work cannot be deseribed or measured Were comments included below?
measureable in 2 Limited aspects of the outcome can be inferred from indirect assessment but not direct measurement No |
outcome 3 The outcome of the work can be inferred, but not directly described or measured
4 The outcome of the work can be largely described and/or measured directly Is the form complete?
5 The outcome of the work can be fully described and/or measured directly YES
6.ThisEPAisclearly | 1 | 1 Cannotbe meaningfully distinguished from one or more of the ather EPA
distinguished from 2 Has clear similarity or overlap with one or more of the other EPAS
other EPAs in the 3 Has similarity with other EPAs in the framework, but there are also some clear distinguishing features
Ak imilarity with one or more EPAG in the f rk but thers are clear and imonrtant distinouishi

Figure 25.1: EQual Rubric Excel tool—fragment.

which may provide additional options for data analysis. The tool can be opened with the password
‘EQual’ Figure 25.1 shows a fragment of the tool. Click here to download the tool.

10.
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definition 5, 67-68, 89, 112, 118, 159, 184, 304
distinguished from assessment 78
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90-91, 91, 103, 135-136
distinguished from KSAs (knowledge, skills
and attitudes) 90-91, 91, 113, 149
elective 115,118, 136, 151, 167, 304
limitations of the construct 92, 104, 136,
165-166
logics of 94, 105, 305
Milestones combined with  68-69, 69
nested 114,118, 138,139, 148, 150, 151,
165, 305
online resources about 306, 308
time variability in training  9-10, 80, 141,
142,162, 166, 218
transdisciplinary 94-95, 115, 116, 118,

6, 77,
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transition moments and 184-185
transprofessional 115, 118

entrustment, concept of 19, 37, 38-39, 44,
45,78-79, 216

entrustment-based discussion (EBD) 204, 304

entrustment committees see clinical
competency committees (CCCs)

entrustment decisions 7-9, 304

‘A RICH’ see ‘A RICH’ features for

entrustment decisions
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entrustment-supervision (ES) scales
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evaluating see evaluation of EPA
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EQual Rubric tool
312,313
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planning 123, 124
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90, 106, 125-127, 126,

280, 289
experimental model of evaluation 296
expiry date of EPAs 100
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faculty development 277-289
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evaluation of 280, 289
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workshop exercises 309-312
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formative assessments 241-242, 251
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grounded trust 305

118, 303, 304

H

hospital privileges 117,118
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21, 38, 39
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80-81, 253

interprofessional colleagues, role of 169, 205,
232,241

Ireland, Internship program 136, 166, 265, 287

J
Jarrett-modified ES scale 229

K

Kane’s validity framework 54-55, 56, 239

Kirkpatrick model of training evaluation
206, 289, 296

knowledge see epistemology of medical
competence; KSAs (knowledge, skills
and attitudes)

Kotter’s eight step change model 266

KSAs (knowledge, skills and attitudes) 90,
91, 99, 149

L

learning-oriented teaching model 29
legal constraints see regulatory constraints
licensure
EPA frameworks and 94
variation across professions 159
LICs (longitudinal integrated
clerkships) 138, 154
logic model for evaluation 289, 296
logics of EPAs 94, 105, 305
longitudinal curricula 137-138, 154, 167
longitudinal integrated clerkships
(LICs) 138, 154
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information for assessment 202,
204-205, 306

M

MessicK’s validity framework 54, 55, 56, 58
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microcredentials 93,117,
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multisource feedback (MSF) 205, 241
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national curricula 136, 160, 161

nested EPAs 114,118, 138, 139, 1438, 150,

151, 165, 305
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112-113, 113,118
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approach 203
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112-113,113,118
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PA see programmatic assessment
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41, 42,169, 215-216
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215-221
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reform 268
PDSA cycle for continuous
improvement 296
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pilot testing 107-108, 128, 268-269
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portfolio advisers 279
portfolios for workplace-based assessment
11, 68, 117, 167, 168, 206, 243
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assessment considerations in an EPA-based
program 167-168
challenges of EPA-based curricula 169
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of 169,205,232, 241
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time-variable progression 9-10, 141, 142,
162, 166, 218
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147-155
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classroom-based learning 31, 149, 151, 279
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entrustment decision-making 151, 186

EPA-based programs 148
simulation and observerships 149
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presumptive trust, definition 305
privileging 117,118
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program of assessment (PofA) 67,201
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programmatic assessment (PA)
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reform 263, 264
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prospective versus retrospective
assessment 30, 79, 117, 200,
243, 305
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117, 118, 154, 201, 228

67-71, 154,
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quality checks see continuous quality
improvement (CQI); EQual Rubric tool

R

rapid evaluation 296, 297
reactor panels 128
readiness for entrustment 27, 30, 305
see also entrustment-supervision (ES) scales
realist evaluation 296
regulatory constraints
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trainee autonomy 28, 218, 219, 243
workplace-based curricula in pre-licensure
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reliability of assessments  57-58, 230-231
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resource-limited countries or regions

166
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resources for EPA-based program
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bibliography 308-309
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S

118, 303, 304
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subjectivity of assessment 54, 230, 231
summative entrustment decisions 7,217-218
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definition 305
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definition 215, 305
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137-138, 154
see also entrustment-supervision (ES) scales;
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residency 271
continuous quality improvement (CQI)
implementation 298

teams, interprofessional, role of 169, 205,
232,241
team (working group) for EPA
development 103-104, 124, 267
technology
for faculty development 282
for workplace-based assessment 243, 269
terminologies, EPA-related 118, 303, 304
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time variability in training  9-10, 80, 141,
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This book provides an overview of one of the most important developments in
medical and other health professions education in the past two decades. It is
ideally suited for clinicians and educators seeking to develop or enhance train-
ing programs, with a focus on the development of progressive autonomy on the
basis of entrustment in the workplace. The book provides an overview of all the
key aspects that need attention when implementing a competency-based training
program based on entrustable professional activities (EPAs), and where decisions
of entrustment guide the approaches to assessing future health professionals. It
is suitable for use in both undergraduate and postgraduate education, and makes
an ideal companion book for faculty development initiatives.

The 25 chapters have been written by a total of 50 authors, all of whom have
been actively involved in the creation and study of programs in which EPAs and
entrustment play.a role. The chapter covers theoretical backgrounds and justi-
fication, curriculum development, assessment in the clinical workplace, faculty
development, and implementation strategies. A wealth of resources is included
to support educators and.curriculum developers.

“Whether you are just beginn
towards incorporation of EPAs inteyour program
or well on your way to achieving this I, this
resource will expand the depth of your u rderstand-
ing and your ability to implement competency-
based education in your learning environment.”

- Carol Carraccio, MD.
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