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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.1 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?2

As Crossley contends, maybe we are asking the wrong questions to expect a reliable answer3 and 
we should instead ask ‘is this trainee ready for more autonomy?’4

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.5,6 
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.5

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.5 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),10 they are better called ‘entrustment 
determinations.’11 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 clinicians12 or for members of a clini-
cal competency committee (CCC)13 because it requires a deeper understanding of trainees than is 
needed when just documenting an observation.14 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,15 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– 
supervision scale  
(examples are the 
O-SCORE7 or OCAT8 scale)

This scale uses supervision 
levels to indicate how much 
support was provided in an 
observed performance

1.	I had to do it
2.	I had to talk them through
3.	I had to prompt them from time to time
4.	I needed to be there just in case
5.	I did not need to be there

Prospective entrustment–
supervision scale 

This scale uses supervision 
levels to indicate how much 
supervision the trainee 
should receive in future 
performances of a similar 
activity9 

Based on this observation, my judgment is 
that this trainee, for this activity, is:

1.	not yet ready for direct supervision
2.	ready for direct, proactive supervision
3.	ready for indirect, reactive supervision
4.	ready to perform without supervision
5.	ready to supervise junior trainees
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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.9 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.16 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.17 Expansion allows faculty to better 

Table 19.2: Generic and expanded entrustment–supervision scales.

Generic ES scale Expanded scales
Chen-modified ES scale16 Jarrett-modified ES scale17

1. �Not allowed to  
practice the EPA

1a. Not allowed to observe
1b. Allowed to observe

1a. �Would not trust, not allowed to observe
1b. �Trust to thoughtfully observe, has  

foundational knowledge

2. �Allowed to  
practice under 
direct, proactive 
supervision  
(supervisor in  
the room)

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 
present and ready to step in and is new 
in performing the task alone

3. �Allowed to 
practice under 
indirect, reactive 
supervision 
(supervisor not 
in the room)

3a. �With supervisor immediately 
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

3a. �Trust to perform task with supervisor 
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

4. �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.’18 It is somewhat similar to the 
O-SCORE scale, developed for postgraduate surgery training in Canada,7 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.).19 A triple-tool scale in pathology using procedures, situations, or reporting20 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’).a 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.21

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,22 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 2c (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.23 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 

	 a	 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.24 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.25 
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.26,27 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.’28 The remaining legitimate sub-
jective judgment must be retained. A recent AI analysis of narrative feedback highlighted the 
presence of unintended bias,29 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,30 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 



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

entrustment decisions. The A RICH framework provides an overview of these attributes in five 
categories: agency, reliability, integrity, capability, and humility.31 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.32 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.33

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 motivation34 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.’35 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.36

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.37 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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