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 Editor’s note: In August 2015 we published an editorial on entrustable professional activities (EPAs) and now we are honoured to introduce 
this Toolbox article on EPAs co-authored by Professor ten Cate, who designed and developed the concept 10 years ago. In health profes-
sional education we have steadily moved on from learning objectives, to learning outcomes, to competencies and now we are beginning to 
consider EPAs, refl ecting the complexity of clinical practice. This toolbox highlights the diffi culties of assessment in relation to the actual 
performance of clinical tasks in the workplace. EPAs are defi ned as the units of professional practice that make up what health professionals 
do in their daily clinical work. Clinical teachers have to be able to assess whether, and when, learners can be trusted to carry out clinical 
tasks and the level of supervision required at different stages of training. In other words teachers need to be able to trust their learners, 
and this decision to trust does involve risks. The authors discuss how trust builds over time and how risks may be assessed. This is a valuable 
and stimulating addition to our toolbox series, and it is likely to generate much discussion. 

     WHAT ARE ENTRUSTABLE 
PROFESSIONAL 
ACTIVITIES? 

 Competency- based medical 
education has become 
popular over the past two 

decades.  1   Several countries now 

build their medical curricula 
around elaborate competency 
frameworks such as the CanMEDS 
model.  2   The translation of these 
frameworks to the assessment of 
actual performance of clinical 
tasks remains diffi cult in practice. 
Many competencies cannot be 
adequately assessed in isolation, 

and competencies often only 
attain their relevance in a 
specifi c clinical context.  3   The 
wish to bridge this gap between 
well- elaborated competency 
frameworks   and clinical practice 
in patient care led the primary 
author (Olle ten Cate) to create 
the concept of an entrustable 

 Many 
 competencies 
cannot be 
adequately 
assessed in 
isolation 
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professional activity (EPA).  4   EPAs 
are the units of professional 
practice that constitute what 
clinicians do as daily work.  5   They 
can be conceived of the responsi-
bilities or tasks that must be 
performed in patient care. These 
can be small or big. An attending 
physician – a specialist doctor (or 
similar) or resident – junior 
doctor/registrar on a clinical 
ward,   called by a nurse in the 
night, must be able to evaluate a 
deteriorating patient and take 
action to stabilise the patient ’ s 
condition. This could typically be 
an EPA for residency in intensive 
care. A junior resident in obstet-
rics may be entrusted with the 
care for a delivery if there are no 
signs that point to complications. 
A senior medical student may be 
asked to examine and evaluate a 
patient with a known chronic 
condition, order diagnostic tests 
if needed, prepare follow- up 
medication, and do all the work 
that sometimes only needs to be 
checked and signed off by a 
clinical staff member. Even a 
junior medical student can 
contribute to health care with 
small but signifi cant tasks that 
do not have to be checked 
regularly if the student has been 
trained well to do them.  6    

 Entrustable professional 
activities (EPAs) and competency- 
based training are not confi ned 
to undergraduate and postgradu-
ate medical education, but are 
increasingly applied to education 
in different health professions, 
such as nursing, midwifery, 
veterinary medicine and physician 
assistant training.  

  ENTRUSTMENT DECISIONS 
AS A CORE COMPONENT 
OF ASSESSMENT IN THE 
WORKPLACE 

 Entrustable professional activities 
can be delegated to learners if 
they are deemed ready for them. 
The decision to transfer a re-
sponsibility to a learner has been 
called an entrustment decision.  7   

Such decisions happen every day 
in the clinical environment on an 
ad- hoc basis. An essential com-
ponent of training is the regular 
transfer of responsibilities, if the 
situation allows for it. A supervis-
ing physician   does this when she 
feels that the skills of the learner 
at that time match the complex-
ity of the patient, and the risks in 
doing this are acceptable. These 
are called ad- hoc entrustment de-
cisions.  8   In contrast, summative 
entrustment decisions have the 
nature of certifi cation. These are 
decisions taken for the future re-
sponsibilities of the learner from 
that moment on. In a workplace 
curriculum built on EPAs, an-
ticipated summative entrustment 
decisions shape the assessment of 
leaners: they constitute the per-
mission to carry out an EPA when 
there is a suffi cient grounding 
of trust among the staff that the 
learner can bear this responsibil-
ity with less supervision.  9   

 A limited number of assess-
ment approaches in the clinical 
workplace have been identifi ed to 
be particularly suitable if EPAs 
and entrustment are the focus of 
the assessment: short practice 
observation (such as the mini- 
clinical evaluation exercise, 
mini- CEX); case- based discussion; 
longitudinal practice observations 
(such as those performed for 
multi- source feedback); and 
products   (including entries in 
electronic health records, written 
reports and presentations).  10–13   
Most of these are not revolution-
ary, nor new. Case- based discus-
sions, however, if re- shaped to 
support EPA- based workplace 
curricula, are particularly useful 
and are the focus of this article.  

  CASE- BASED DISCUSSIONS 
AS A PARTICULAR TOOL 
TO ASSESS READINESS FOR 
ENTRUSTMENT 

 Case- based discussions (CBDs), 
the British version of what 
Americans call chart- stimulated 
recall, were developed in the 

early 1980s, and have been an 
important workplace- based as-
sessment tool for a long time. 
The CBD can be described as 
a 15–20 minute conversation 
between a supervisor and a 
trainee related to a patient case 
that the trainee has handled, 
usually based on the information 
in the (electronic) health record, 
supplemented with 5–10 minutes 
of feedback and the fi lling out of 
a form. The discussion is framed 
around actual cases, not hypo-
thetical events, and aims to elic-
it evidence of competence rather 
than just knowledge.  12,14   Once 
reframed to support entrustment 
decisions, we suggest renam-
ing CBDs as entrustment- based 
discussions (EBDs).   The EBD 
can be defi ned as  a 15-minute 
conversation between a supervi-
sor and a trainee, following the 
execution of an EPA, to evaluate 
the learner ’ s readiness to conduct 
this EPA safely with less supervi-
sion in different variations and 
situations .   The purpose of the 
EBD is to create a valid impres-
sion of the learner ’ s readiness to 
perform a specifi c EPA as a whole 
in its most common variations. 
The focus on entrustment re-
quires the discussion to include 
a risk assessment. The activity 
to be discussed may have been 
observed, but this is actually not 
always necessary. The conversa-
tion between supervisor and 
learner is guided by four items, 
and should conclude with provid-
ing feedback (Table  1 ).   

  FOCUS ON REQUIRED 
SUPERVISION AND RISK 
MANAGEMENT 

 The measure or scale against 
which to assess EPAs is an esti-
mation of the level of supervi-
sion the learner requires. At the 
beginning of an undergraduate 
training programme a learner may 
be permitted to be present in 
just an observational role, where-
as at the end of a postgraduate 
specialty programme supervision 
should no longer be required. In 

 EPAs are the 
units of 

 professional 
practice that 

constitute what 
clinicians do as 

daily work 
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between, there are many shades 
of supervision. The supervision 
levels in Table  2  are based on a 
generic framework of fi ve levels,  4   
now widely used, supplemented 
with sublevels, as proposed by 
Chen et al.  15   and Peters et al.  11   
The assessment serves to support 
the translation of the appraisal of 
learner competence into trust to 
have the learner engage in health 
care activities with a reduced 
level of supervision.  16    

 It is important to realise that 
entrustment decisions involve 
risks. When a medical student is 
left alone with a sick patient the 
supervisor must be confi dent that 
the student will do well, and will 
truthfully report on his or her 
fi ndings. In other words, the risks 
must be considered manageable 
to enable entrustment, whether it 
is a conversation with the 
patient, a lumbar puncture, the 
chairing of a multi- disciplinary 
meeting, the prescription of 
drugs or the administration of 
anaesthestics.  17    

  TRUST IS BUILT OVER TIME 

 Trust develops over time, by 
repeated assessments of perfor-
mance of the learner in different 
situations. Formal entrustment 
of the task described in an EPA 
cannot be based on a single ob-
servation or a single discussion. 

Several assessments must be 
performed to enable a decision 
on the required level of supervi-
sion. When assessing learners, 
risk assessment should include 
the learner ’ s ability (knowledge 
and skills), integrity (being 
truthful and benevolent), reli-
ability (showing consistent and 
conscientious behaviour) and 
humility (being able and will-
ing to face their own limitations 
and to ask for help if needed).  16   
Assessment methods should 
therefore not only evaluate actual 
performance, but also estimate 
risks, should the level of super-
vision be decreased. Some of 
these features can be included 
in a well- designed discussion. 
A typical case to use in an EBD 
would involve an activity of the 
learner in patient care, but it can 
also pertain to an activity not 
directly involving a patient (e.g. 
consulting a specialist from an-
other discipline or another health 
professional). 

 Items 3 and 4 in Table  1  
specifi cally focus on risk assess-
ment. These questions open a 
discussion on situations that 
have not been performed or 
observed, but that are covered 
within the entrustment decision 
for the EPA. For example, take an 
EBD that centres around the 
induction of anaesthesia in a 
young patient without any 

co- morbidity. When asked which 
risks and possible complications 
could be involved, one would 
expect the trainee to think of a 
failure to ventilate the patient or 
diffi culties intubating the 
trachea. The trainee should then 
be able to explain which meas-
ures should be taken to secure 
patient safety. When asked what 
the trainee would do in a 
different situation, an example 
would be an elderly patient or a 
patient with cardiac failure or 
other serious morbidity. 

 A score may be given for each 
of the four items: (1) correct 
execution, as derived from 
self- report; (2) adequate knowl-
edge and understanding; (3) 
adequate anticipation of risks and 
complications; (4) knowing how 
to deal with different patients or 
unfamiliar situations, aligning 
with the EBD questions (Table  1 ). 
The evaluation of the learner 
should relate to current perfor-
mance, but may anticipate   on a 
future level of supervision. Most 
important is an overall recom-
mendation for readiness for a 
specifi c supervision level, as 
indicated in Table  2 . In that 
estimation, the supervisor 
includes his or her impressions 
about the learner in a more 
general sense, as described above 
(ability, integrity, reliability, 
humility). After this conversation   
it is essential to point to 
strengths and to discuss the 
learner ’ s ideas for further learning 
activities. In that sense, ad-hoc 
entrustment decisions serve a 
formative purpose.  

  SAMPLING, REGULATION 
AND GENERALISATION 
ISSUES 

 As always in workplace assess-
ment, supervisors and their 
teams must make decisions about 
the progression of learners on 
incomplete data. It will never be 
possible to observe and rate all 
of the required features of clinical 
competence (current and future) 
in undergraduate education, nor 

 Trust develops 
over time, by 
repeated 
 assessments of 
performance of 
the learner in 
different 
 situations 

 Table 1 .    Entrustment- based discussion (EBD)  items 
   EBD questions  Purpose 

 1  What you have done?  Let learner explain the case, and 
its relationship to the entrustable 
professional activity   

 2  Exhibit understanding  Ask for rationale, indication, 
pathophysiology and clinical 
reasoning 

 3  Which risks and possi-
ble complications were 
involved?  

 How was the learner prepared to 
cope with these risks and compli-
cations? 

 4  What if the patient or 
 situation were different? 

 Think of differences in culture, 
medical history, unexpected 
fi ndings, mental or physical 
abnormality; same case in a night 
shift etc. 
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in postgraduate education, and 
thus sampling is an important is-
sue. A predominant consideration 
is which part of an EPA must be 
practised  , observed and judged, 
and how often. There is no single 
best answer to this. Some less 
complex EPAs may be entrusted 
after just a few executions of the 
task (e.g. for an undergraduate 
student, inserting an intravenous 
line), whereas others (e.g. at 
postgraduate level, colonoscopy 
or radiology image interpreta-
tion) may require as many as 
one hundred practise tries or 
more.  18    Trainees may ask for rules 
(i.e. how many times do I have 
to show adequate performance 
to receive a summative entrust-
ment decision?), so programmes 
must develop such rules. As 
entrustment involves risks, the 
programme must also decide how 
much risk is acceptable.   EBDs in 
the described format are tools 
to arrive at this estimation. In 
addition, it is essential to be able 
to trust trainees in coping with 
unfamiliar situations. Attempts 
have been made to assess this,  19   
but it is a long process   to arrive 
at reliable, valid and feasible ap-
proaches. Current training practice 

assumes a readiness for unfamiliar 
situations implicitly, however, by 
licensing and registration at the 
end of training, so anything that 
a programme can do to improve 
the estimation of this readiness 
for entrustment is benefi cial.  

  CONCLUSION 

 Entrustment- based discussion 
with learners in an EPA- based cur-
riculum can be a valuable addition 
to the assessment toolbox. It dif-
fers from the usual CBD, consider-
ing its focus on risk assessment. 

 The EBD requires further 
investigation to establish the 
properties and value of the tool.   
The approach has been imple-
mented in the undergraduate 
medical curriculum at University 
Medical Centre Utrecht (UMCU) 
since September 2016, with a 
cohort of 300, and the fi rst 
experiences appear to be favour-
able. To support faculty members 
in executing these discussions, 
written instructions have recently 
been supplemented with an 
e- module (in Dutch). Anecdotally, 
students with experience of EBDs 
have been instrumental in 

explaining the purpose of EBDs 
to new faculty members, and 
gradually the large community of 
clinicians involved in clerkship 
education at UMCU and its 
affi liated hospitals are becoming 
familiar with the approach.   This 
is an early report.  
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