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ABSTRACT

Background Research suggests that workplace-based assessment (WBA) tools using entrustment anchors provide more reliable
assessments than those using traditional anchors. There is a lack of evidence describing how and why entrustment anchors work.

Objective The purpose of this study is to better understand the experience of residents and faculty with respect to traditional and
entrustment anchors.

Methods We used constructivist grounded theory to guide data collection and analysis (March-December 2017) and
semistructured interviews to gather reflections on anchors. Phase 1 involved residents and faculty (n = 12) who had only used
assessment tools with traditional anchors. Phase 2 involved participants who had used tools with entrustment anchors (n = 10).
Data were analyzed iteratively.

Results Participants expressed that the pragmatic language of entrustment anchors made WBA (1) concrete and justifiable; (2)
transparent as they explicitly link clinical assessment and learning progress; and (3) align with training outcomes, enabling better
feedback. Participants with no prior experience using entrustment anchors outlined contextual concerns regarding their use.
Participants with experience described how they addressed these concerns. Participants expressed that entrustment anchors leave
a gap in assessment information because they do not provide normative data.

Conclusions Insights from this analysis contribute to a theoretical framework of benefits and challenges related to the adoption
of entrustment anchors. This richer understanding of faculty and resident perspectives of entrustment anchors may assist WBA
developers in creating more acceptable tools and inform the necessary faculty development initiatives that must accompany the

use of these new WBA tools.

Introduction

The medical education system is transitioning from a
time-based, linear curriculum to a competency-based
medical education (CBME) curriculum. The Accred-
itation Council for Graduate Medical Education
(ACGME) Milestones and the Royal College of
Physicians and Surgeons of Canada Competence by
Design are examples of this. The goal of this change is
to ensure that trainees progress after demonstrating
competence in a given area instead of simply
completing a rotation. This represents a significant
shift in pedagogical values and leaves educators
searching for better ways to assess trainees within
revised learning frameworks. Research suggests that
workplace-based assessment (WBA) is an optimal
method of assessing professional competence.! Con-
sequently, there is a meaningful emphasis on this type
of assessment within CBME curricula.” With the
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Editor’s Note: The online version of this article contains the interview
guides used in the study.

growth of CBME comes the need to develop and
deploy WBA tools that accurately reflect the work-
place performance of medical students and resi-
dents.>*

There are numerous tools available for WBA,
including the mini-clinical evaluation exercise (mini-
CEX) and direct observation of practical skills.®
These tools typically have a list of items to be
assessed on an anchored or partially anchored rating
scale and a space for narrative comments. Traditional
anchors for these scales include rating trainees
according to the stated expectations of performance
(1, rarely meets expectations, to 5, consistently
exceeds expectations) or the quality of the perfor-
mance (1, poor, to 5, excellent).

The reliability of WBAs that use these traditional
rating scale anchors is a concern.®® Reliability issues
have been attributed to several sources of error,
including distributional rater errors such as the
leniency/severity error (“dove/hawk”) and range
restriction error (central tendency), which is a failure
to use the whole scale.”'” Recently, various WBA
assessment tools have been published that use the
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standard of competence, or independent performance,
as their “top score” for their rating scale anchors.''~!8
Assessment tools with these anchors have demon-
strated increased reliability when compared with
traditional anchors."'™"® These anchors have various
names in the literature, including enstrustability,
entrustment, and independence anchors. Although
the specific wording of the behaviorally descriptive
anchors vary, they are all conceptually based around
the ordinal assessment of a progression to compe-
tence.'” In this article we will refer to them as
entrustment anchors.

The Ottawa Surgical Competency Operating Room
Evaluation (O-SCORE) was developed to assess the
performance of a trainee on a single surgical
procedure.' The rating scale developed for this tool
uses entrustment anchors. Multiple sources of validity
evidence, including high reliability, were demonstrat-
ed for this tool.'*! Based on these results, the O-
SCORE entrustment anchors were used with 2 other
WBA tools: the Ottawa Clinic Assessment Tool
(OCAT) and the Ontario Bronchoscopy Assessment
Tool (OBAT).?°>? Given the success of these entrust-
ment anchors, national assessment programs are
using them for various WBA tools.*

It is important to note that, while WBA tools with
entrustment anchors have seemed to improve on
previous WBA tool anchors, they are not perfect. A
dearth of evidence exists for how, when, and why
entrustment anchors work or do not work. The
objective of this qualitative study was to better
understand the experience of residents and faculty
with respect to traditional WBA anchors and O-
SCORE entrustment anchors. This understanding is
key to assisting medical educators in optimizing the
use of entrustment anchors in WBA.

Methods

This study was conducted at a single Canadian
institution where some residency training programs
have adopted WBA tools using the O-SCORE
entrustment anchors (O-SCORE, OCAT, OBAT, and
a daily assessment tool in anesthesia that has not been
published). These programs continue to use some
WBA tools with traditional anchors as well. Other
programs only use traditional WBA tools. We invited
physicians involved in residency education, as well as
residents (via the postgraduate office), to participate
in 1-hour semistructured interviews exploring their
experiences with WBA tool anchors (March-Decem-
ber 2017). We used constructivist grounded theory
because it is well-suited to generate a social theory
operating as a relevant explanation for a phenomena
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What was known and gap

Research suggests that workplace-based assessment tools
using entrustment anchors provide more reliable assess-
ments than traditional anchors, but there is a need for
evidence that describes how and why entrustment anchors
work.

What is new

Semistructured interviews with residents and faculty as to
why they think entrustment anchors are better than
traditional anchors.

Limitations
Interviews were conducted at a single site and focused on
specific anchors used at that site, limiting generalizability.

Bottom line

The pragmatic language used in entrustment anchors makes
them more concrete and transparent, and aligns them with
training outcomes.

based on iterative analysis and generation of
themes.**

All participants completed a short questionnaire to
help establish whether they were from specialties
using traditional anchors only (phase 1) or specialties
using traditional and entrustment anchors (phase 2).
Twelve participants agreed to an interview in phase 1
and 10 agreed in phase 2. The 22 participants were
from 12 different specialties (see TABLE 1 for partic-
ipant demographics).

A research assistant trained in qualitative data
collection techniques®’ led participants through the
phase 1 and phase 2 semistructured interview scripts
(each with minor variations for resident versus faculty
participants; provided as online supplemental mate-
rial). Both phase 1 and phase 2 interviews began with
a discussion of traditional anchors used in WBA tools
(Box 1, scares a&s), followed by a discussion of
entrustment anchors (Box 1, scALE c). The traditional
and entrustment anchors used for this study (Box 1)
have been used previously at this institution, so that
all participants would be familiar with the 2
traditional anchor examples and phase 2 participants
would have used WBA tools with these specific
entrustment anchors (Box 1).

The research team analyzed the data using con-
structivist grounded theory methodology.”® The
study’s primary investigator (N.D.) and a qualitative
methodologist (A.M.) analyzed data with the support
of a trained qualitative research assistant (R.A.). Our
analytic process featured 6 steps: (1) complete
independent reading of each transcript (N.D., A.M.,
R.A.); (2) open/line-by-line coding (N.D., A.M.,
R.A.); (3) thematic coding (N.D., A.M., R.A.); (4)
iterative thematic review (N.D., A.M., R.A.); (5) peer
debriefing (co-investigators W.G. and J.R.); and (6)
producing findings (N.D., A.M., W.G., J.R.).*”*®
Data were analyzed iteratively over the course of 1
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TABLE 1
Participant Demographics
Demoaraphic Phase 1 Residents Phase 1 Faculty Phase 2 Residents Phase 2 Faculty
e (n=6)° (n =6 (n=>5P (n =5

Postgraduate year level 1-6 N/A 3-4 N/A
Years supervising residents N/A 2-26 N/A 5-21
Procedure-based specialty 1 0 3 2

? No experience with entrustment anchors.

® Experience with both traditional and entrustment anchors.

Abbreviation: N/A, not applicable.

year using NVivo 11 qualitative data analysis Results

software.”” The team met repeatedly to discuss
progressive analytic insights throughout the year.

Rigorous grounded theory requires a documented
reflective process for data analysts.”® The 3 data
analysts also captured reflective memos throughout
the analytic process. One analyst (N.D.) is actively
involved with research on assessment anchors. We
frequently discussed her interpretive lens as an expert
on entrustment-based assessment in medical educa-
tion versus the other 2 analysts’ experiences making
entrustment-based decisions outside of a medical
education context. We ceased recruitment when
participants’ reflections sufficiently informed our
initial inquiry.

The Ottawa Health Science Network Research
Ethics Board approved the study.

Box 1 Ratings Scales

Scale A (Traditional)

1 — Rarely meets expectations

2 - Inconsistently meets expectations
3 - Meets expectations

4 - Sometimes exceeds expectations

5 - Consistently exceeds expectations

Scale B (Traditional)

1 — Poor

2 - Fair

3 - Good

4 - Very good

5 — Excellent
Scale C (Entrustment)
1 - Requires complete guidance: “I had to do.”

2 — Able to perform but requires repeated direction: “I had to
talk them through.”

3 - Some independence but intermittent prompting
required: “I had to direct them from time to time.”

4 - Independent for most things but requires assistance for
nuances: “l had to be there just in case.”

5 — Complete independence: “I did not need to be there.”

Pragmatic Language

Participants expressed that entrustment anchors work
because they use pragmatic language, which expresses
clinically contextual judgments. Because entrustment
anchors are grounded in clinical judgments, they are
(1) concrete, making them more justifiable to trainees;
(2) transparent, making explicit the link between
clinical assessment and learning progress; and (3)
align with training outcomes, enabling better feed-
back conversations (TABLE 2).

All participants agreed that the vague language of
traditional anchors challenged raters to interpret the
true meaning of the scale, which in turn made it
difficult to express their assessments accurately. On
the other hand, entrustment anchors were described
as more concrete, because they are anchored in
clinical judgments (TABLE 2). Phase 2 participants felt
that the transparency of entrustment anchors led to
WBA tools that were easier to understand as
evaluations of actual clinical competence, which
makes low scores more acceptable to trainees. These
sentiments were echoed by faculty who expressed that
they did not fear residents’ reactions to receiving a
lower score (TABLE 2).

Phase 1 participants who had not been exposed to
entrustment anchors felt that these anchors had the
potential to provide more useful feedback to learners
because they describe their current performance
relative to the professional goal of independent
practice. Phase 2 residents agreed and expressed that
the feedback was in fact more useful because it is
aligned with training outcomes. Phase 2 faculty also
suggested that the conversations they were having
with trainees based on these anchors were more
productive, given that trainees accepted where they
had been rated on the scale (TABLE 2).

Contextual Concerns

Phase 1 and phase 2 participants expressed different
opinions on the extent to which entrustment anchors
would productively operate across 3 distinct assess-
ment contexts: (1) procedural versus non-procedural;
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TABLE 2
Perspectives on Why Entrustment Anchors Work

Feature of Entrustment Anchors

Participant Quotes

what you're seei

Concrete: making them more justifiable to | [Does it mean] expectations according to their level of training, according to a
trainees competent psychiatrist? There's just so much room for adjusting the bar that
it's hard to know what it really means. .. (phase 1 faculty)

... The strengths are that it has clear anchors. It's very transparent in terms of

ng. (phase 1 faculty)

between clinical assessment and supposed to be

Transparent: making explicit the link ... You can get a 1 or a 2 and that doesn’t mean that you're not where you're

learning progress ... It's okay for me to rank them at the left-hand end of the scale. And that's
not bad, right. So that automatically kind of takes the badness out of the
lower end of the scale. (phase 2 faculty)

... (phase 2 resident)

action and be m
resident)

Align with training outcomes: enabling ... “Okay, well what do | need to do to be independent?” It sort of allows you
better feedback conversations to, not just like have a discussion about it, but come up with a plan of

. Any time I've sat down with residents and given them feedback and based
it on this, they seem much more receptive to feedback. (phase 2 faculty)

ore objective in the feedback that’s being given. (phase 2

(2) junior versus senior trainees; and (3) direct versus
indirect observation. TABLE 3 illustrates these varying
perspectives.

A common sentiment among phase 1 participants
was that entrustment anchors would work well in
procedural contexts but not in other clinical settings.

TABLE 3

However, participants who had been using entrustment
anchors in outpatient clinics reported that these
anchors worked well. Faculty described how they
operationalized the anchors in a clinic setting (TABLE 3).

Another area of concern raised by the phase 1
participants was that junior residents would feel

Perspectives on Use of Entrustment Anchors in Different Contexts

things. (resident)

Context Phase 1 Phase 2
1. Procedural I think it would be easier to kind of complete ... We have not used it at all for procedures, | think
versus non- for procedural tasks versus some of the more it definitely works for procedures, but | think that
procedural like conversational and patient interaction the same thing applies for a clinical environment.

So, you know, | think that a lot of people feel that
these can only be applied to technical skills, but
you know, if you think about time management in
a clinic, which is a non-technical skill, if the clinic is
running late and | have to step in and see a
patient that's assigned to the resident to keep the
clinic on track, that’s ‘I had to direct them from
time to time,’ right. | had to step in to do
something. So, | think that we can still apply this.

higher up the scale. But as a junior, when
you're at the bottom of the scale, that's
probably not as encouraging. (resident)

(faculty)
2. Junior versus | ... As a senior | could see how you would want | ... If you're PGY-1 you're supposed to get ones and
senior trainees to nearing independence and you would start twos. There’s nothing wrong with that. But of

course we've grown up in a system where ones
and twos means that you failed. (resident)

3. Direct versus ... You go see a patient. Then they come back | In clinic, I'm not going to directly observe them take
indirect and report to us and tell us what they did a history but they're going to report back to me.
observation and we say oh, | would have done this. Let's And | know they didn't ask the question if | ask

go back and clarify some of these things. So them again, “Did you ask about this, this and

but to use this it's almost like you have to this?” And they haven't, then they know and you
actually observe the whole interaction can see them than go, “Oh, yeah | forgot to ask
because there’s a lot more observation that's about that,” and “No, | didn't think about that
involved in order to be able to complete diagnosis so | didn't ask about that line of

this. . . (faculty) questioning.” So... | don't feel like | need to watch

them take a history to know they missed important
details. (faculty)
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frustrated at consistently receiving lower scores, as
they would not be expected to achieve “top scores”
until later on in their training. They acknowledged
that, while there would be some clinical activities
that they would quickly become independent on,
many activities would take more time to achieve
scores on the higher end of the scale. They thought
that residents would feel bad when they received a
score on the low end of the scale. However, phase 2
residents expressed that because the lower scores
made sense, they were not disheartening: “... It’s
preposterous that a first-year resident would be able
to do all this independently” (phase 2 resident).
Given that, they did not feel bad when receiving a
score of 1 or 2. Notably, phase 2 participants
commented that entrustment anchors represent a
substantial change from their prior assessment
experience where “low scores” had a negative
connotation, but given the clarity afforded by the
entrustment anchors, they readily adapted to receiv-
ing lower scores (TABLE 3).

The question of whether entrustment anchors
require more direct observation was raised by phase
1 participants with the majority indicating that “. .. to
use [entrustment anchors] it’s almost like you have to
actually observe the whole interaction” (phase 1
faculty). However, phase 2 faculty did not seem to
identify any difference with regard to the amount of
direct observation required to use either type of
anchor (TABLE 3).

Unforeseen Gaps

When comparing entrustment anchors to traditional
anchors, participants noted that traditional anchors
provide information about how a trainee is progress-
ing relative to their peers while entrustment anchors
do not. Many residents in this study said they desire
this type of information. Faculty in this study placed
far less value on peer comparison and seemed to
suggest that we should not be promoting this type of
comparison (BOX 2).

In addition to lacking peer comparison anchors,
participants also expressed that entrustment anchors
do not provide residents with information about their
expected rate of progress. Residents noted that this
lack of information is a challenge. Residents and
faculty with experience using these entrustment
anchors identified that, while we likely should try to
divert the culture away from peer comparison, there is
value in knowing if they are progressing appropriately
through their training. Residents described alternate
approaches to obtaining this information (Box 2).
Some faculty suggested that they would provide

ORIGINAL RESEARCH

Box 2 Perspectives on the Role of Normative Data

= ... Youdon't want to be below your peers, | think that for
me is more important than being above my peers. .. |
want to be in line with everyone else moving forward,
because if there’s clear gaps. . . that's what | want to work
on. So, yeah definitely that part is missing from
entrustability scales. (phase 2 resident)

= People say what's the typical PGY-2 supposed to be, well |
don't think that there’s anyone who's typical truthfully, so
| think people have to stop worrying about that. (phase 2
faculty)

= ... You don't have a real sense of where you should be
and whether or not you're doing well or not doing well.
(phase 1 resident)

= ... If I feel like my evaluation was less than | expected,
that would be an opportunity that | would probably
speak to them and say, “I thought | was doing better, but
is my performance appropriate for my level?” (phase 2
resident)

= ...Inthe last 6 months. .. you should be 4 and 5. If you're
below that, then you're below where you should be. ..
(phase 2 faculty)

context to their ratings by providing adjacent
normative information (Box 2).

Although the philosophy of entrustment is shifting
trainees away from relativistic, individual assessment
and toward competency-based assessment, resident
participants expressed a persistent desire to know that
they were progressing as expected. They felt that this
information was provided when they were compared
against a “typical” trainee with similar experience as
them. This information is not provided in a WBA tool
using entrustment anchors.

Discussion

This study provides valuable insight into why
residents and faculty theorize that entrustment
anchors are better than traditional anchors. The more
pragmatic language of entrustment anchors makes
them concrete, and therefore more easily justifiable,
and more transparent, enabling use of the entire scale
as both faculty and residents have a better under-
standing of how rating levels relate to clinical
practice. The alignment of the language of entrust-
ment anchors with training outcomes promotes better
feedback conversations as it emphasizes progress
toward independence over personal evaluation. These
3 key advantages may help explain the improved
reliability of WBA tools that use entrustment anchors,
as noted in the literature.''~'%20-22

Recent research supports our study participants’
perceptions that entrustment anchors promote use of
the entire scale and better feedback. In a study
examining the impact of adding entrustment
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language to a rating scale, Dolan and colleagues
noted that raters used the lower end of the scale,
whereas they previously had noted a restriction to
using only the “higher end” of the scale.*® This
research also noted an increase in the written feedback
once entrustment language was incorporated.>® There
is a concern that resistance to giving and receiving low
scores in medical education can lead to biased
assessments (ie, use of only the higher end of the
scale),®" potentially contributing to a “failure to fail.”**
It is important to find approaches to mitigate this
impact. The combined results of the study by Dolan et
al*® and our current study suggest that entrustment
anchors promote use of the entire scale, and therefore,
may offer a piece of the solution.

Given the improved reliability of WBA tools using
entrustment anchors, many residency training pro-
grams are moving to adopt these tools. Our study
provides insight into issues that faculty and residents
who are unfamiliar with these new anchors may
raise. In this study, there were concerns raised by
participants without experience using entrustment
anchors about the context in which these scales can
be effectively used (procedural versus non-procedur-
al, junior versus senior trainees, and direct versus
indirect observation). However, those with experi-
ence provided contrasting perspectives for these
contextual concerns. Our study results suggest that
these concerns need to be acknowledged and
addressed. Training may be helpful for both faculty
and residents prior to the introduction of WBA tools
using entrustment anchors to maximize their effec-
tiveness.

While the majority of data from this study provides
evidence to support the use of entrustment anchors,
participants did express that a lack of normative data
is a significant unforeseen gap. Residents with and
without experience being assessed using WBA tools
with entrustment anchors expressed a desire for peer
comparison, which they felt was lost when using
entrustment anchors. It is interesting to note that
residents seem to believe that when they receive an
assessment of “above expectations,” it is an accurate
depiction of their performance, indicating they are
progressing beyond their peers. Most faculty in the
study questioned the reliability of assessments using
these types of anchors, as their personal experience
was consistent with the literature, which demon-
strates a significant range restriction using only the
high end of the scale.”'%3

The majority of residents also expressed a desire to
know if they were progressing appropriately. Resi-
dents exposed to entrustment anchors discussed
alternate methods of receiving this information, such
as asking faculty to comment as to whether or not
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their performance was appropriate for their level of
experience. Faculty provided examples explaining
why a learner received a certain score, but framed it
for the learner with a verbal statement that reassured
them that their performance was appropriate for their
trainee level. Although competency-based medical
education curricula decrease the emphasis on the time
spent acquiring abilities, there is clearly still a time-
based element to residency training. Residents in this
study expressed a strong desire to receive the
information that either their progress is appropriate,
or that they should spend more time and effort on this
milestone. Thus, it would seem imperative for
programs using WBA tools with entrustment anchors
to explicitly identify where and how residents will
receive information about their overall rate of
progression.

This study has limitations. The use of a single site
and the assessment culture at this institution does not
necessarily represent other institutions, limiting the
generalizability of these findings. This study also
focused on the specific anchors that were used at our
institution; therefore, the results may not generalize to
WBA tools that use another specific type of entrust-
ment anchor such as milestone-based rating scales.
Finally, the sample size was small.

This research presents an opportunity for further
exploration into the experience of different types of
entrustment anchors, such as milestone-based rating
scales describing the specific performance required at
each level on the way toward competent independent
practice. Although the levels for these scales are often
described in greater detail, the rater must still make a
judgment that the trainee has performed at the
particular level described. Our core themes may offer
a framework for survey-based approaches aimed at
larger sample populations to assist in deepening the
understanding of how entrustment anchors are used
by faculty and residents and for comparison studies at
institutions using a different type of entrustment
anchor.

Conclusion

Insights gained from this analysis contribute to a
theoretical framework of benefits and challenges
related to the adoption of entrustment anchors. A
richer understanding of faculty and resident perspec-
tives on entrustment anchors can assist WBA devel-
opers in creating more acceptable tools, including
optimizing the language for entrustment anchor
descriptors. Faculty and residents who have not used
WBA tools expressed concerns that those exposed to
the WBA tools do not have. As residents in this study
expressed concerns regarding the lack of normative
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data for the expected rate of progression, there may
be a need for training programs to ensure that this
information continues to be provided.
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