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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 medicala 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.’1 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,2–4 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).5,6

These frameworks, however, have also been criticized because of their reductionist nature.7,8 

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 foundation9 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 

	 a	 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 
experienceb). ‘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.11,12 
Bloom created a model of knowledge, skills, and attitudes that has influenced most of the educa-
tion in the world13,14 and certainly health professions education. In addition, his mastery learning 
concept15 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.16–18 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,19 such as how a trainee connects with a patient and explores and interprets 
their medical history, and for which expert judgment is needed.20 This more holistic approach to 
workplace-based assessment of competence is relatively new.21 Indeed, the process of professional 
identity formation, whereby trainees come to think, act, and feel like physicians22 (or other health 
professionals), is not easily captured in a competency framework.23

	 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.10
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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.9 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.24

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.25 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,26 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.27 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,28 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.28 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.9,29,30

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,31 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.30 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,32 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.’6 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 

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 situations33 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).34 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.35 
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 education23 and aligns with medical 
curricula that stress the knowing, doing, and being of health professionals.36

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.37 Entrustment decisions must be based on 
more than technical skills (including interpersonal techniques). ten Cate and Chen19 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.38 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 



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

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).39

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 professional40: the knowing, the acting, and the being.36
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