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ABSTRACT

Entrustment decision-making has become a topic of interest in workplace-based assessment in the
health professions and is germane to the use of entrustable professional activities. Entrustment
decisions stem from judgments of a trainee’s competence and include the permission to act with
a higher level of responsibility or autonomy and a lower level of supervision. Making entrustment
decisions differs from regular assessment of trainees, which usually has no consequences beyond
marking trainee progress. Studies show that clinicians generally weigh more factors in making an
entrustment decision than when merely assessing trainee competence or performance without dir-
ect consequences for patient care. To synthesize the varying factors reported in literature, the
authors performed a thematic analysis of key qualitative studies that investigated trainee features
clinical supervisors find important when making entrustment decisions. Five themes emerged from
the 13 publications: Capability (specific knowledge, skills, experience, situational awareness),
Integrity (truthful, benevolent, patient-centered), Reliability (conscientious, predictable, accountable,
responsible), Humility (recognizes limits, asks for help, receptive to feedback), Agency (proactive
toward work, team, safety, personal development). Thoughtful entrustment decisions, made either
by individual clinical supervisors or by clinical competency committees, may be enriched by taking
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into account these five features.

Introduction

The assessment of medical trainees, learners employed in
authentic health care contexts, has significantly developed
within the past three decades. Sophisticated written assess-
ments and skills testing in simulation environments were
introduced in the 1970s and 1980s, followed by consider-
able attention in the medical education literature to the
assessment of medical trainees in the clinical workplace.
After Miller proposed that assessments focus on what train-
ees actually do in the clinical workplace rather than only
on classroom knowledge and skill (Miller 1990), Norcini's
mini-clinical evaluation exercise (Mini-CEX) revolutionized
workplace-based assessment and introduced a new stand-
ard (Norcini et al. 1995, 2003). Regular documentation of
real-life observations in the workplace became a norm
(Holmboe et al. 2018).

Competency-based education, a dominant movement
since the turn of the millennium, has further stressed the
need for rigorous assessment of trainees in the workplace
to better support the aim of graduating physicians who
meet the standards of health care (Harris et al. 2017;
Gruppen et al. 2018). Despite advances, many difficulties of
workplace-based assessment remain (Albanese 2000;
Govaerts et al. 2007). Not only does rigorous assessment of
learners take time, competencies are not easily measured
(Lurie et al. 2011). Attending clinicians often feel that what
they are asked to report about the trainees does not cor-
respond with what they prioritize or how they think about

Practice points

e Based on the literature, entrustment decisions
appear to be affected by five groups of trainee
features, that can be summarized with the mne-
monic ‘A RICH"

e Agency (proactive toward work, team, safety, per-
sonal development)

e Reliability (conscientious, predictable, accountable,
responsible)

e Integrity (truthful, benevolent, patient-centered)

e Capability (task-specific knowledge, skills, experi-
ence, situational awareness)

e Humility (recognizes limits, asks for help, receptive
to feedback)

the trainees when interacting with them in patient care.
Crossley has suggested that the quality of learner assess-
ment may be significantly increased by asking clinician-
raters the right questions, and he found that this does
indeed improve the quality of assessment metrics (Crossley
et al. 2011). Assessment framed with questions such as
‘Can | entrust this trainee with this activity?’, brings supervi-
sion to the forefront and increases its reliability (Weller
et al. 2014, 2017). In other words, entrustment decisions
align the assessment construct with patient care as
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recommended by Crossley and others (Crossley et al. 2011;
Kogan et al. 2014; ten Cate 2016, 2017a).

Entrustment decision-making has gained significant
attention among educators since the introduction of
entrustable professional activities (EPAs), and its gradual
acceptance as a major innovation in competency-based
clinical training (ten Cate 2005; ten Cate et al. 2016; Powell
and Carraccio 2018). EPAs are activities that may be
entrusted to learners to complete, as they acquire sufficient
competence to do so, under differing levels of supervision.
Assessment with a focus on EPAs draws on entrustment
decision-making (Chen and ten Cate 2018).

Trust and entrustment

Trust has been defined as the ‘assured reliance on the
character, ability, strength, or truth’ and ‘firm belief in the
reliability, truth, or ability’ of someone or something. To
entrust is ‘to confide the care or disposal of [a thing or per-
son] or the execution of [a task] to or with a person’
(Merriam Webster and Oxford dictionaries). Mayer et al.
define trust as ‘the willingness of a party to be vulnerable
to the actions of another party 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’ (Mayer et al. 1995). Clearly, the assessment
of ability is not sufficient to arrive at trust. Trusting a
trainee to do something critical in patient care requires a
consideration of risks and benefits (Damodaran et al.
2017b; Holzhausen et al. 2017; ten Cate 2017b). A clinical
supervisor must accept risks to patient care when trusting
a trainee to act while not fully under the control of the
supervisor (Castelfranchi and Falcone 2010). Entrustment-
focused assessment is critically different from assessing per-
formance (ten Cate et al. 2020a, 2020b). It requires thinking
ahead to what might happen in the (near) future, when
there is no one to observe, help or intervene. Several varia-
bles determine such decisions. Besides trainee qualities,
trust propensity of the supervisor, the activity to be com-
pleted, contextual variables (e.g. case complexity, time of
the day, availability of other health professionals), and the
acquaintance and relationship of the supervisor and the

trainee come into play (Dijksterhuis et al. 2009;
Sterkenburg et al. 2010; Hauer et al. 2014; Sheu
et al. 2017).

Without denying the importance of other variables (ten
Cate et al. 2016), this contribution focuses on the qualities
trainees are expected to demonstrate to enable an entrust-
ment decision. Expected qualities are not limited to skill
behaviors that can be observed during brief encounters
and easily translated onto scoring forms, but include other
features that clinical supervisors find important, e.g. how a
trainee will act in difficult moments, unexpected situations,
or circumstances that cannot easily be controlled
or planned.

Toward a synthesis of trainee dependent factors
that enable entrustment decisions

The topic of trust has been studied in various disciplines.
In Mayer et al.'s integrative model the trustor, when mak-
ing trust decisions, takes into account the ability,

benevolence, and integrity of the trustee (Mayer et al. 1995).
Hurley, in another management literature source, lists ten
factors affecting decisions to trust related to the trustee,
the trustor, and the context. Trustee factors comprise of
benevolent concern, capability, predictability, integrity, and
communication style (Hurley 2012). While management
organizations differ from health care education environ-
ments, several of these general features can be recognized
as relevant for training in health care. Mayer's model in
particular has been cited in the medical education litera-
ture (Damodaran et al. 2017a; Holzhausen et al. 2017).

Within health professions education, Tara Kennedy and
her colleagues published a seminal grounded theory study
exploring the process by which supervisors assess trainee
readiness to provide independent clinical care and the
trainee features supervisors take into account (Kennedy
et al. 2008). They observed clinical teams, briefly inter-
viewed many supervising clinicians, and completed
in-depth video-prompted interviews with a subset of clini-
cians (Kennedy et al. 2007, 2008). Kennedy et al. found that
trustworthiness of trainees for unsupervised practice
appeared to depend on four factors: knowledge and skill,
discernment of own limits, conscientiousness and truthfulness
(Kennedy et al. 2008). Subsequent models for entrustment
decision-making in clinical training have incorporated these
concepts (Brown et al. 2017). Since Kennedy et al.s publi-
cation and after the introduction of EPAs, several additional
studies using a breadth of methodologies have investi-
gated what trainee qualities supervisors find important to
weigh when making entrustment decisions.

With a focus on the question ‘What do clinicians value
when they make the decision to trust a trainee with a crit-
ical activity in patient care?’, this current overview aims to
combine the findings of these studies, analyze the overlap
in constructs and interpret the findings from a synthetic
perspective. Our goal is to gain a deeper theoretical under-
standing of the phenomenon and arrive at a limited num-
ber of categories that can be easily remembered and used
to support teachers and committees in entrustment deci-
sion-making, and to guide learners in understanding what
clinicians value in such decisions. These categories are ela-
borated to more fully describe and analyze in-depth their
meaning. Finally, a section is devoted to the use of the
framework in the practice of guiding, supervising and
assessing learners in the clinical workplace.

Method

To arrive at a state-of-the-art overview of factors affecting
entrustment decisions, we took an interpretative, narrative
synthesis approach in analyzing a set of key studies on
entrustment decision-making (Popay et al. 2006). After
identifying studies published in the past 15 years, we
selected a subset that, from our experience, had contrib-
uted most meaningfully to the international dialogue on
the topic and would be relevant to our purpose of under-
standing the phenomenon of trainee qualities enabling
entrustment.

Charmaz contends that ‘interpretative theory aims to
understand the studied phenomenon in abstract terms; to
articulate claims pertaining scope, depth, power, and rele-
vance; to acknowledge subjectivity in theorizing and hence
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Table 1. Features that affect decisions to trust trainees with tasks in the clinical workplace.

Reference 1 2 3

4 5 6 7 8 9 10

Study methods
Observations X
Interviews X X
Focus groups X
Delphi / questionnaire study
Study participants
Attendings / clinical faculty X X X
Residents X X X
Medical students X
Study disciplines involved
Internal Medicine X
Emergency medicine X
Anesthesiology X
ObGyn X
Pediatrics
Surgery
Various

X X

1. Kennedy et al. (2007, 2008); 2. Sterkenburg et al. (2010); 3. Dijksterhuis et al. (2009); 4. Ginsburg et al. (2010); 5. Wijnen-Meijer et al. (2013a, 2013b);
6. Choo et al. (2014); 7. Teman et al. (2014); 8. Sheu et al. (2016, 2017); 9. Duijn et al. (2018); 10. Tiyyagura et al. (2014).

recognize the role of experience, standpoints, and interac-
tions, including one’s own; and to offer an imaginative the-
oretical interpretation that makes sense of the studied
phenomenon’ (Charmaz 2014, p. 231). This requires a
reflexive justification of the current authors’ backgrounds.
Both authors are medically trained and study the phenom-
enon in clinical training. OtC has many years of experience
in the development, innovation and research of medical
education and has published widely on EPAs and entrust-
ment decision-making in medical education. As an expert
in the field, he is well acquainted with and has an insider
knowledge of both the literature and the international dis-
course on the topic. HCC is a certified pediatrician with
clinical and supervisory experience; she has published on
EPAs, but is less familiar with the breadth of literature on
entrustment. She is not an author on any of the papers
reviewed and some of the papers identified were new to
her. She was thus able to position herself as somewhat of
an outsider with a fresher perspective, while also having
the contextual knowledge within which to situate this per-
spective. Of note, the authors have in prior publications
suggested a related general framework for trainee qualities
(ten Cate 2016, 2018; Chen and ten Cate 2018).

We began by performing independent content analyses
of the key studies, each author separately compiling the
trainee factors and definitions reported in the studies to
determine main categories (Popay et al. 2006). However,
this proved to be difficult as the various studies used differ-
ent terminology to describe similar concepts. In addition,
there were overlapping concepts. Finally, what appeared to
be similar concepts sometimes turned out to refer to differ-
ent phenomena in the textual descriptions within the
reported results.

In order to represent more accurately the various study
findings, we moved instead, to perform an inductive the-
matic analysis and conceptual triangulation of the reported
findings, focusing primarily on the results section of each
publication, including relevant data tables and charts
(Popay et al. 2006; Braun and Clarke 2006; Kiger and Varpio
2020). Working within a constructivist epistemology, we
searched for underlying patterns of meaning across the
data set looking for both semantic and latent themes
(Braun and Clarke 2006; Kiger and Varpio 2020). Because
HCC was not involved in any of the studies or publications
(OtC was involved in some), and therefore less likely to

introduce undue influence during the data analysis, she
took the lead in conducting the thematic analysis. After
familiarizing herself with the papers, she performed open
and axial coding of the published findings. She further
abstracted and organized the initial themes. HCC then
reviewed the themes with OtC, and both worked to further
synthesize, refine, and name the themes with a focus on
triangulating the concepts around trainee qualities that
enable entrustment. Initial data analysis was conducted
without the use of sensitizing concepts (Braun and Clarke
2006; Kiger and Varpio 2020). However, the organization
and reporting of final themes were influenced by
Kennedy’'s 4 factor framework of knowledge and skill, dis-
cernment of own limits, conscientiousness and truthfulness
(Kennedy et al. 2008). We used Dedoose Version 8.3.17,
web application for our data management and analyses
(Los Angeles, CA: SocioCultural Research Consultants, LLC
www.dedoose.com, 2020).

Results

We found ten relevant studies, three of which yielded two
publications each, for a total of 13 publications. All were
published between 2008 and 2018. The studies were con-
ducted across multiple disciplines, including one in veterin-
ary medicine, though most were in a single discipline. The
largest number of studies (4) were conducted in internal
medicine. All study populations included clinical faculty
members. Half of the studies also included residents and
one included medical students in addition to faculty and
residents. The predominant methodology used was inter-
views (6). Other methodologies included in situ observa-
tions, focus groups and surveys, or Delphi procedures
(Table 1).

The studies yielded lists of trainee qualities that varied
in length from three (Tiyyagura et al. 2014) to 24 (Wijnen-
Meijer et al. 2013a) factors. From the descriptions of train-
ees qualities we observed five main themes that provide a
framework of general features that enable trust: capability,
integrity, reliability, humility, and agency. Of note, supervi-
sors relied on multiple information sources to determine
the degree of presence or absence of these qualities. In
addition to direct personal experience/observation of the
trainee, supervisors depended on information from others,
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the reputation of the trainee, and in the case of compe-
tence, proxy measures such as trainee experience on ser-
vice or with task, confidence/comfort, or level of training
(Kennedy et al. 2007; Dijksterhuis et al. 2009; Ginsburg
et al. 2010; Sterkenburg et al. 2010; Choo et al. 2014;
Teman et al. 2014; Tiyyagura et al. 2014; Sheu et al. 2016;
Duijn et al. 2018).

Capability

Task-specific capability emerged as the primary condition
enabling entrustment. The greatest number of trainee qual-
ities listed or described related to task-specific abilities con-
sistent with Kennedy et al’s description of ‘relevant
knowledge and skilll as the first dimension of
trustworthiness.(Kennedy et al. 2008) Some authors specif-
ically included the demonstration of evidence-based know-

ledge, sound clinical judgment/decision-making, and
appropriate  management plans (Mayer et al. 1995;
Kennedy et al. 2007, 2008; Ginsburg et al. 2010;

Sterkenburg et al. 2010; Choo et al. 2014; Teman et al.
2014; Sheu et al. 2016; Duijn et al. 2018). Others added
‘situational awareness’, or the ability to see the big picture
with insight into potential risks and complications, as well
as the ability to adjust or respond to evolving circumstan-
ces or new variants of the same task (Sterkenburg et al.
2010; Sheu et al. 2016; Duijn et al. 2018). A few studies
included the ability to organize, prioritize, and complete
tasks efficiently within timeframes (28, 44-45, 47-48) as
well as the ability to work within a system (e.g. managing
and teaching others) (Ginsburg et al. 2010; Wijnen-Meijer
et al. 2013a, 2013b; Choo et al. 2014). In addition, most
studies described the importance of more general abilities
that support the completion of specific tasks such as inter-
personal, collaboration, and oral and written communica-
tion skills (Sterkenburg et al. 2010; Sheu et al. 2016, 2017;
Duijn et al. 2018).

Integrity

Several studies described the importance of trainee integ-
rity or honesty. Supervisors wanted to believe and trust
what trainees reported, and perceived trainees as honest if
trainees did not withhold information and admitted to
errors or oversights (Kennedy et al. 2008; Ginsburg et al.
2010; Choo et al. 2014). Duijn et al. included attention to
patient welfare in their definition of integrity (Duijn et al.
2018) and Choo et al. suggested that supervisors had more
trust in trainees who prioritized patient needs over per-
sonal needs (Choo et al. 2014). Others expanded the atten-
tion to patient welfare in discussing elements of
benevolence (being open and empathetic, attending to
patient well-being), patient-centeredness (attending to
patient’s background and psychosocial needs, respecting
patient choices), and professional and ethical treatment of
patients (respecting patient privacy and autonomy)
(Ginsburg et al. 2010; Wijnen-Meijer et al. 2013a, 2013b;
Teman et al. 2014; Sheu et al. 2016). For Wijnen-Meijer and
colleagues, professional behaviors encompassed not just
holding oneself but also others accountable for the
patients’ welfare - helping colleagues to follow guidelines
and uphold rules and regulations.

Reliability

All but two studies described trainee reliability as a signifi-
cant quality for entrustment. They characterized reliable
trainees as those who took responsibility and were
accountable for their tasks, including doing their fair share
of work on a team. These trainees were diligent in doing
what they said they were going to do and followed
through on assigned tasks. They were conscientious, thor-
ough, attentive to detail, and not sloppy. Several studies
also referenced the importance of being able to rely on
the accuracy of the information gathered, shared, and
recorded by trainees (Kennedy et al. 2007, 2008; Ginsburg
et al. 2010; Wijnen-Meijer et al. 2013a; Sheu et al. 2017;
Duijn et al. 2018) One study added the expectation for
consistent or stable performance and reproducible or pre-
dictable behavior (Duijn et al. 2018).

Humility

Another trainee feature key for entrustment and high-
lighted by many studies is the ability to discern one’s limits
in knowledge and skill, know when to ask for help, and be
willing to do so (Kennedy et al. 2008; Dijksterhuis et al.
2009; Ginsburg et al. 2010; Sterkenburg et al. 2010; Wijnen-
Meijer et al. 2013a, 2013b; Choo et al. 2014; Sheu et al.
2016, 2017; Duijn et al. 2018). Kennedy et al. quote a clin-
ician saying ‘... when he doesn't know, he comes and
asks me for help, and if that's the case ... you know if the
patient’s in danger ... so | trust him’ (Kennedy et al. 2008).
Some studies described this discernment to be a form of
reflection, self-assessment, and awareness of self and situ-
ation (Ginsburg et al. 2010; Wijnen-Meijer et al. 2013a,
2013b; Sheu et al. 2017). In addition to asking for help in
the moment, other studies included the solicitation of and
receptivity to feedback as well as the ability to improve
and learn from both feedback and mistakes as important
longer-term responses to identified areas of personal weak-
ness (Ginsburg et al. 2010; Wijnen-Meijer et al. 2013a; Sheu
et al. 2017; Duijn et al. 2018). Related to acknowledgement
of personal limitations, Wijnen-Meijer and colleagues
described the willingness to accept that uncertainty exists,
that one is fallible, and that others including non-physician
colleagues may have expertise to impart (Wijnen-Meijer
et al. 20133, 2013b).

Agency

Trainee demonstration of agency or proactive behaviors was
seen as a positive sign of readiness for entrustment. These
trainees were actively engaged rather than passive; were
highly invested in their patient’s care and their own develop-
ment; and brought curiosity, passion, energy, and enthusi-
asm to their work (Ginsburg et al. 2010; Wijnen-Meijer et al.
2013a, 2013b; Teman et al. 2014). It mattered to supervisors
if trainees offered management plans and anticipated prob-
lems rather than waiting for problems to occur (Ginsburg
et al. 2010). They had more trust in trainees who were forth-
coming with information rather than admitting omissions or
errors only when asked (Kennedy et al. 2008). Trainees who
took ownership of their roles, were responsive to patient and
team needs without prompting and who proactively



checked on patients also appeared more ready for entrust-
ment (Ginsburg et al. 2010; Teman et al.,, 2014). Several stud-
ies noted the importance of spontaneous communication
with supervisors and reemptive requests for supervision in
appropriate situations versus waiting too long or until diffi-
culties were encountered to call for urgent help (Kennedy
et al. 2008; Ginsburg et al. 2010; Sterkenburg et al. 2010;
Wijnen-Meijer et al. 2013a; Choo et al. 2014; Sheu et al.
2016). Finally, some studies also emphasized the behaviors
of actively seeking and embracing learning/growth opportu-
nities (Ginsburg et al. 2010; Wijnen-Meijer et al. 2013a,
2013b; Duijn et al. 2018).

Discussion

Our thematic analysis of a select set of studies on entrust-
ment decision-making revealed five major themes of
trainee qualities that enable entrustment: capabillity, integ-
rity, reliability, humility, and agency. We offer these five
themes as a classification framework for considering trainee
qualities, and further interpret the grouped features within
a wider literature to provide depth of understanding and
justifications for the chosen labels. The first four themes
map closely to, while also expanding upon Kennedy et al.’s
respective categories of knowledge and skill, truthfulness,
conscientiousness, and discernment. For instance, capability
is not just the knowledge and skills required to perform a
specific task, but the ability to accomplish efficiently, varia-
tions of the task in different circumstances and contexts,
due to an ability to work with others and an understanding
of the situation and the system.

We classified integrity as including not just truthfulness,
but also benevolence and patient-centeredness, where
expertise is used to benefit patients and decisions are moti-
vated by concern for and made in the best interest of the
patient. While we subsume benevolence under integrity,
Mayer presents these as two of three separate factors that
determine trustworthiness (ability, benevolence, integrity)
(Mayer et al. 1995). He defines integrity in his management-
focused work as a congruence of the trustee’s and trustor’s
values and benevolence as the trustee’s wish to do good
and help the trustor (Mayer et al. 1995). However, in health
care, the trustor is not only a supervisor, but also the patient
and public, such that benevolence would include having
good intentions toward patients. Integrity is defined in dic-
tionaries as the quality of being honest and having strong
moral principles and benevolence as the willingness to do
good. Danielsen and Cawley explain that critical compo-
nents of integrity in health professions education are dis-
cerning right from wrong, acting based on this discernment
even at personal cost, and being open about how your
understanding of right and wrong guides your actions
(Danielsen and Cawley 2007). Therefore, in accordance with
dictionary use, and Danielson and Cawley, we prefer to
regard benevolence as a component of integrity.

In common language, when a person is described as
reliable, it usually means that the person is dependable or
trustworthy (Bandalos 2018). In the measurement literature,
reliability has been used to refer to the consistency of
scores across replications (different items, forms, occasions,
raters) and as an adjective of accuracy or precision.
Minimizing errors increases reliability (AERA/APA/NCME
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2014). Translated to human behavior, this concept aligns
well with the features we grouped under the theme of reli-
ability. We therefore define reliability as not just conscien-
tious behavior but behavior that is also consistent and
predictable supported by a sense of accountability and
responsibility.

While discernment is often cited, it is not only the dis-
cernment of limitations but also the willingness to admit
these limitations and to take the next step to ask for help
that is important. Trainees may feel encouraged to solve
novel problems by themselves and hope to be rewarded
for their abilities to do so. Many are inclined to act to avoid
burdening their supervisor with requests or feeling shame
over being unable to manage issues themselves (Bynum
and Goodie 2014). Deciding whether or when to ask for
help may be a difficult consideration and requires humility.
As Gruppen has contended, humility is a willingness to
acknowledge the possibility that one is fallible and may be
wrong, needs guidance or help from others on occasion,
can benefit from feedback, and needs to make changes in
one’s performance (Gruppen 2015). Intellectual humility
also has a relational connotation, i.e. an attitude of listen-
ing and the ability to admit that someone else is right
when you are wrong, and a willingness to change in the
face of evidence and compelling arguments (Gruppen
2014; Khullar 2019). Thus, we define humility as discern-
ment of one’s own limitations; willingness and ability to
ask for help and feedback; respect for and receptivity to
insights from patients and co-workers; and ability to learn
and develop from mistakes, feedback, and the expertise
of others.

Finally, we propose agency as a proactive attitude
toward work, team safety and personal development that
can also manifest in one or more of the trainee qualities of
capability, integrity, reliability, and humility. Agency has
not been labelled previously as a distinct trainee quality
that influences entrustment decisions. However, it was pre-
sent in multiple studies as a latent theme where it was
often described within the context of other qualities.
Although not specifically addressed in the studies
reviewed, agency may include awareness of the need for
action and acting even outside of the strict definition of
one’s responsibilities. The compartmentalization of health
care across specialties and professions may hinder a more
comprehensive view of patients as a whole. Patients may
get lost if providers continually refer them to others, result-
ing in the not-my-problem problem in health care
(Rosenbaum 2019). Agency could thus include acting upon
a sense of collective responsibility to counter this problem,
not necessarily by solving all problems themselves, but in
recognizing the problem and taking appropriate action.
Finally, a workplace curriculum can only drive learning to a
limited extent. Billett has stressed the need for learner
agency as well as workplace affordances for effective work-
place learning. Trainees not only need to seize opportuni-
ties for learning, but as individuals ‘adapt that knowledge
in new ways and to novel circumstances in workplaces,
thereby remaking and transforming those practices as they
learn themselves’ (Billett 2010, p. 64). Agency in learning
thus includes adaptive expertise or the ability to balance
the efficient use of previously acquired knowledge with the
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Table 2. A RICH entrustment decision framework for classification of trainee qualities enabling entrustment: summary.

A R
Agency Reliability

Integrity

C H
Capability Humility

Proactive attitude towards
work, team, safety and
personal development
that includes awareness
of and acting upon the
need for action even
when outside of the strict
definition of one’s
responsibilities and
practice of adaptive
expertise. Agency can
manifest within the
context of one or more
of the other four factors.

Consistent, predictable, and
conscientious behavior
driven by a sense of
accountability and
responsibility

Truthfulness, benevolence,
and patient-centeredness,
where expertise is
employed to benefit
patients and decisions are
motivated by concern for
and made in the best
interest of patients.

Discernment of one’s
limitations; willingness
and ability to ask for help
and feedback; receptivity
to insights of patients
and co-workers; and
ability to learn and
develop from mistakes,
feedback, and the
expertise of others.

The ability to perform a
specific task in a variety
of contexts and within an
appropriate time frame,
requiring a reasonable
understanding and
overall view of the
clinical situation and
ability to communicate
and work effectively with
others within a system.

creation of new knowledge in response to novelty and
complexity (Mylopoulos et al. 2018).

We did not choose the theme titles with an existing
acronym in mind. However, after a preliminary presentation
(ten Cate 2016), a colleague recommended that we juggle
the first letters of the first four themes to arrive at the
word RICH. When we added the fifth theme of agency, we
reflected that ‘making A RICH entrustment decision’ may
serve as a both a simple mnemonic and useful message for
faculty and trainee development (Table 2).

Why did we create this framework? First, to support clin-
ical supervisors in making ad hoc entrustment decisions,
i.e. to make more explicit what they might weigh in the
spur of the moment decisions, when the patient’s safety is
at stake. Second, to provide trainees with clarity of expect-
ations for behaviors that they may not realize supervisors
find important. The framework may support conversations
with clinical trainees as they progress through stages of
increased autonomy and responsibility in health care. Third,
to enhance the validity of summative entrustment deci-
sions that serve to certify trainees for more permanent
decrease in supervision. Summative entrustment decisions
must be grounded in sufficient quality of information
about trainees and as valid as possible to support the con-
sequences both for the trainees and for the patients receiv-
ing care (Kane 2016). This framework can help ensure
trainee features beyond knowledge and skill are taken into
consideration, avoiding reliance on limited information
when making entrustment decisions (van Loon et al. 2016).

Our exercise certainly has limitations. We used studies
that explored features affecting entrustment decision to date
and it may well be that this current state of the art will
change with more research. Newly described features might
align with the five themes or lead to changes. In addition,
the framework may invite education researchers and devel-
opers to create assessment forms that include features of
each factor. While there is merit to supporting the validity of
the framework with future studies, there are also caveats to
creating assessment forms for these groups of features. The
richness of considerations when entrusting learners with clin-
ical tasks or when awarding certification may not be cap-
tured easily by assessment forms. Our descriptions are
approximations of a gestalt that will and should develop in
the minds of supervisors and trainees, but which may not be
expressed using the same words that we have used (van Enk
and ten Cate 2020). Rating forms inherently reduce such

richness and raters encountering these forms without a thor-
ough understanding may not use them as intended. We rec-
ommend making holistic judgments, but with the described
features in mind. Lastly, we may have missed publications.
However, a recent study that appeared after initial submis-
sion of the current article (Fincke et al. 2020) would have also
aligned well with our framework.

We have presented a literature-informed framework for
‘making A RICH entrustment decision’. It summarizes and
builds upon the reported features that clinicians find rele-
vant when making decisions to entrust learners with critical
tasks in health care. It is our hope that the framework will
be helpful in improving assessments in clinical training by
supporting the work of clinical supervisors, trainees, and
competency committees.
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Glossary
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team, safety, personal development), Reliability (conscientious,
predictable, accountable, responsible), Integrity (truthful, ben-
evolent, patient-centered), Capability (specific knowledge, skills,
experience, situational awareness), and Humility (recognizes
limits, asks for help, receptive to feedback).
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