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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.

How to cite this book chapter:
Touchie C, ten Cate O, Park YS, Kinnear B, Taylor D. Validity theory applied to entrustment as an approach 

to assessment. 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 5, pp. 51–63.  
[2024] London: Ubiquity Press. DOI: https://doi.org/10.5334/bdc.e

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


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

Authors

•	Claire Touchie, MD, MHPE. University of Ottawa, Ottawa, Canada. Correspondence: 
ctouchie@toh.ca.

•	Olle ten Cate, PhD. University Medical Center Utrecht, the Netherlands.
•	Yoon Soo Park, PhD. University of Illinois College of Medicine, Chicago, Illinois, USA.
•	Benjamin Kinnear, MD, MEd. Cincinnati Children’s Hospital Medical Center/University 

of Cincinnati College of Medicine, Cincinnati, Ohio, USA.
•	David R. Taylor, MD, MHPE. Queen’s University, Kingston, Canada.

mailto:ctouchie@toh.ca


Validity theory applied to entrustment as an approach to assessment  53

Introduction

The emergence of EPAs and entrustment-based decisions in the context of competency-based 
education has led to questions of validity.1,2 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.3

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.4

Entrustment

Entrustment in health professions education involves confiding to a trainee the care of an individual 
or the execution of a task.4 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 

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

Examples of ‘fit for  
purpose’ validity  
questions

Possible translations to  
operational questions Examples of studies

How valid is this EPA? Does this particular EPA reflect a 
relevant task? Can trainee readiness 
be measured?

Undergraduate medical education 
(UME) core EPA 55

How valid is this EPA 
framework?

Does the framework of EPAs cover 
the breadth of activities in this  
profession? Is the framework  
workable in practice? Do these EPAs 
meet the expectations of employers 
or follow training? 

EPAs in general surgery in the US,6 
pharmacy,7 family medicine,8  
medical radiation technologists9

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 argued10 
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 this11

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,12,13  
surgery,14,15 pediatrics,16,17,18 nursing,19 
internal medicine,20,21 emergency 
medicine,22 and UME23 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 compared24,25

ES scales versus milestone scales26

How do valid entrustment 
decisions come about?

Which trainee attributes account for 
the validity of entrustment decisions?

Supervisors’27 or program  
directors’28 opinions29
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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.30

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.’31 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 4.29,32 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.2,33,34 However, the perceived 
necessity of objectivity in WBA has been challenged.35,36,37 ten Cate and Regehr propose the concept 
of ‘shared subjectivity,’ where there is convergence of socially constructed perspectives rather than a 
focus on objectivity.38 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’.35,39,40,41 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.42,43

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 education30,44: Messick’s 
sources of validity evidence and Kane’s argument-based approach.45,46 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 
assessed? Was it a sound representation of the 
intended EPA?

Were all aspects of the EPA  
sufficiently represented in the various 
observations and discussions?

Response 
process

Did the assessor understand what to observe 
and how to complete the rating tool? What was 
taken into account when making the entrustment 
decision?

Have all committee members been 
trained to use the data? Did they 
review and understand the available 
information about the trainee? Has 
the assessor thought about the  
perspective they bring while  
assessing the trainee?

Internal  
structure

Is the entrustment decision supported by the 
information provided on the rating tool? Does the 
rating tool provide sufficient information to provide 
meaningful feedback on readiness for entrustment? 

Were multiple different observers 
involved in assessing the trainee? 
How did the judgments converge?

Relations  
to other  
variables

Are there sources of evidence that support (or 
contradict) the available information?

How do the outcomes of EPA 
entrustment decisions compare 
to other assessments the trainee 
completed?

Consequences Did the observer follow up after their  
recommendation? Are there unintended  
consequences of the decision? What is the impact 
of trainees identified as entrustable versus trainees 
that still need additional training and remediation?

Does the committee keep track of  
decisions and trainee action to justify 
their decisions? Were the decisions 
fair? Is there evidence of bias or 
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.47 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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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.11,48,49,50

Figure 5.1: Entrustment decisions using Kane’s validity argument.
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Table 5.2: Blending Messick’s and Kane’s validity models.

Kane’s validity inferences

Messick’s 
sources of 

validity  
evidence

Scoring Generalization Extrapolation Implication
Content • • •
Response process •
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 
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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.51,52,53 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.31,54 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.55,56

Establishing reliability for trainee assessments requires demonstrating the reproducibility of 
ratings across multiple assessment occasions.57 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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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.58 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.59 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.60 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 

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 

simple
•	Too many favorable observation 

moments chosen by trainees 

•	Include ‘case complexity’ scores in 
observation ratings

•	Include unannounced observations 

•	Trainees lack critical experiences in 
patient care

•	Including logs of patient encounters 
in portfolio to evaluate experience

•	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 
observer present 

•	Weighing longitudinal (MSF)  
information more heavily 

•	CC members have not absorbed  
relevant trainee data 

•	Require preparation for CC meetings
•	Present aggregated trainee data in 

highly digestible (visual) way 

Internal structure •	Contradictory data at the CC table
•	Insufficient variety of data available 

•	Discuss trainee only when sufficient 
data available

•	Explore sources of contradictions 

Relationship with 
other variables

•	Variable personal experiences of CC 
members with individual trainees

•	Circumstantial information reflecting 
presumptive trust diverges from 
observational data 

•	Evaluate trainee data against general 
framework (e.g., A RICH)

•	Analyze and understand external 
source of data 

Consequences •	Incidents reported about the trainee 
after the summative entrustment 
decision 

•	Evaluate trainees after summative 
decisions

•	Analyze incidents to disentangle com-
petence from unusual case complexity 
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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.61,62

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.47 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.30 Rotthoff et al. posit that assessments are not necessarily 
analytic or holistic but rather may be on a continuum.63 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.64,65 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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