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ABSTRACT

Background: The provision of graded supervision affording progressive autonomy
is fundamental to the progression of a medical learner toward competency for
independent practice; the decision of how much supervision versus autonomy to
provide a trainee in the execution of clinical care constitutes an entrustment decision.
Despite entrustment decision making occurring both daily in practice and summatively
at points of matriculation through stages of medical training, the factors influencing
entrustment decisions remain poorly understood across clinical contexts.

Objective: This study was designed to explore the central research question: How are
entrustment decisions made in the medical intensive care unit (ICU)?

Methods: This qualitative case study used semistructured interviews with attending
pulmonary and critical care physicians in the medical ICU at a major midwestern
medical center to explore the entrustment decision-making process as it was enacted
in the clinical environment.

Results: Five major themes emerged from the data: 1) task, circumstance, and trainee
factors contribute to entrustment decision making; 2) ad hoc entrustment decisions are
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enacted by supervisors with a consideration of the care team as a unit, not only an
individual; 3) autonomy does not only arise out of entrustment, but outcomes of prior
autonomous actions by the trainee inform the intention to entrust; 4) entrustment
decision making includes a social process of back-and-forth akin to negotiation; and 5)
entrustment is a learned skill.

Conclusion: The process of entrustment decision making in the ICU is more complex
than prior frameworks have captured; a model with more complete incorporation of
the factors that influence entrustment in the ICU is presented. It is not clear how often
ad hoc entrustment decisions in clinical practice are primarily driven by factors
pertaining directly to trainee competence, which carries implications in the use of
entrustment for assessment.

Keywords:
entrustment decision making; critical care medicine; graduate medical education; qualitative
research

Entrustment is defined by the Oxford
English Dictionary as “assigning the
responsibility for doing something to
someone.” The provision of graded
supervision facilitating increasing autonomy
to trainees is required of the teaching
physician; the decision of how much
supervision versus autonomy to provide a
trainee in the execution of clinical care
constitutes a decision of entrustment.
Entrustment has arisen as an important
framework for workplace assessment within
competency-based medical education (1),
but as a process and a skill entrustment
decision making remains incompletely
understood and has been examined within
only a subset of clinical contexts.

Ad hoc entrustment decisions are those made
daily and continuously in clinical care (2).
They serve as a necessary input to
summative entrustment decisions made by
clinical competency committees and
educational program directorate endorsing
readiness for independent practice. Although
ad hoc decisions are never the exclusive input
to summative entrustment decisions, it holds
that a deeper understanding of ad hoc
entrustment decisions can form a basis

for the understanding of summative
entrustment decisions.

Entrustment decision making is a
necessarily complex process, with myriad
contributing variables. It is apparent from
prior work that factors of the trainee,
the supervisor, their relationship, the
professional task, and the clinical
environment impact entrustment decisions
(3–6). Additional moderators have
been described as arising in unique
environments, such as parental preference
in the pediatric emergency department (7),
suggesting decision processes vary across
clinical environments. Other studies have
examined trainee characteristics and
behaviors that influence trustworthiness
(8, 9), some have characterized the sources
whereby attending physicians obtain such
information about trainees (9, 10). Others
have explored ways in which a trainee
may be able to enhance perceived
trustworthiness (11). Work by Gingerich
and colleagues (12) proposes that a
supervisor’s perceived responsibility for the
ward underlies adjustments between
hands-on and hands-off supervisory styles
and that these supervisor-specific factors
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may have stronger influence on entrust-
ment decision making than factors related
to the trainee, task, environment, or clini-
cal circumstance.

The common themes of inputs regarding
the trainee, task, circumstances, and
supervisor clearly abound in the existing
literature and are captured in a
conceptual framework of the entrustment
decision-making process described by
Holzhausen and colleagues (13) (Figure 1).
In this framework, trainee characteristics,
the outcome of prior supervisory decisions,
the relationship between the supervisor
and the trainee, and supervisor character-
istics all inform a supervisor’s intention to
entrust a trainee. Intention to entrust is
moderated by supervisor characteristics
and perceived risk. Entrustment is then
manifested as the degree of supervision
provided to the trainee. The outcome of
prior supervisory decisions influences a
supervisor’s ongoing intention to entrust.
They also note that a better understanding
of the context in which entrustment deci-
sions are made—defining a “unit of

analysis” (14) or the ecology of the clinical
setting—may allow us to find a greater
strength of association between assessment
of trainee trustworthiness and the decision
to entrust. Certainly, it is this relationship
between trainee characteristics and degree
of supervision versus autonomy enacted
that one would hope to capture and
elaborate when using entrustment for
workplace assessment.

Using entrustment as a framework for
assessment has led to the development of
entrustment-supervision scales (1)—tools
with ordinal anchors of objective behavior
rather than subjective assessment. It
has been suggested that entrustment-
supervision scales require anchors tailored
to both the context and the level of
learner to which they are applied (1), as
various specialties conceptualize and
operationalize entrustment differently: the
surgeon’s actions to provide autonomy in
the operative theater vary from the actions
of a palliative medicine physician allowing
autonomy in a family meeting, and so on.
This variation across clinical contexts

Figure 1. Conceptual framework of entrustment decision-making. Adapted from Reference 13.
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underscores the value in gaining further
insight to the process of entrustment
decision making experienced in different
settings (1, 15, 16) and the necessity to
examine the process situated in clinical
care, as the differing ecology of the clinical
work environment likely exerts an effect
on the process. A more complete under-
standing of entrustment decision making
as it is enacted in clinical practice will
allow for more precise tools of assessment
and inform how such tools can be most
effectively deployed to evaluators.

There has yet to be a published
examination of the entrustment decision-
making process in the intensive care unit
(ICU). Because of the nature of critical
illness, highly consequential entrustment
decisions must often be made quickly,
making the ICU an ideal clinical setting
to examine the process.

Much of the literature on entrustment has
used discussion disjointed from clinical care
or by simulated clinical vignettes to elicit
faculty perspectives on the process (12).
Such methodology risks a loss of key
contextual factors organic to the clinical
environment and pertinent to the “unit of
analysis” being considered. Furthermore,
although expert consensus and focus
groups occurring separate from clinical
context have explicated a variety of
trainee (17, 18) and supervisor
characteristics, such methodology lacks
the strength to elucidate the social aspects
of enacting supervisory decisions. By
interviewing supervising physicians within
an academic medical center adjacent to
the enactment of supervisory decisions,
we may be able to better understand
the factors specific to the ecology of the
clinical environment.

The purpose of this study was to explore
the various factors and inputs influencing
ad hoc entrustment decision making in the

medical ICU (MICU). We aimed to build
on existing literature to develop a model
of the entrustment decision-making
process in the MICU.

METHODS

We report a qualitative case study using
semistructured interviews to explore the
factors and inputs that influence ad hoc
entrustment decision making in the
MICU. The setting is a single, .1,400-
bed tertiary academic medical center with
resident and fellow physicians rotating in
the MICU under the supervision of an
attending physician. Recruitment was
focused on a 24-bed, noncancer, general
MICU within this medical center, which
includes rotating resident physicians from
categorical internal medicine, internal
medicine pediatrics, and internal medicine
emergency medicine residency programs.
In addition, intern physicians from family
medicine and categorical anesthesiology
residency programs work alongside inter-
nal medicine trainees. Fellow physicians
are within a pulmonary and critical care
medicine program. This study was
approved by The Ohio State University
Behavioral Sciences Institutional Review
Board on March 20, 2019, with renewal
on March 3, 2020 (study ID 2019B0051).

The study team consisted of one
pulmonary and critical care fellow (M.C.),
one pulmonary and critical care attending
and fellowship program director (J.M.),
and one palliative medicine attending and
fellowship program director (J.G.), each
with experience and expertise in medical
education. One researcher with graduate-
level training in qualitative research meth-
ods (M.C.) conducted all interviews with a
semistructured interview protocol (data
supplement) using a critical incident inter-
view technique (19).

ORIGINAL RESEARCH

56 Conroy, McCallister, and Gustin: Entrustment Decision Making in the ICU |



Attending pulmonary and critical care
medicine physicians were invited to
participate in a 30-minute interview dur-
ing or within 3 days of ending clinical ser-
vice. Physicians were asked to describe the
recent enactment of entrustment decisions
in the MICU, with follow-up questions
directed to better understand the per-
ceived contributing factors.

From April 2019 through December
2019, participants were recruited using a
convenience sampling approach based on
the clinical schedule of the MICUs of
interest (20). A convenience sampling
approach was deemed most appropriate in
this case, as the clinical schedule of the
center might be considered a relatively
random assignment. As data analysis was
ongoing, the research team considered if
there was a need to introduce alternative
purposeful sampling procedures, but it was
believed that the participants recruited
reflected both typical and extreme cases
and showed a diversity of experience
reflective of the overall population of
faculty members within the center.

After obtaining informed consent,
interviews were audio recorded and
transcribed by a researcher (M.C.),
without the names of participants or
individuals discussed. We collected
demographic data of each participant.

Data analysis occurred iteratively with
data collection. As frameworks of
entrustment published previously in the
literature informed analysis, theory
generation did not occur in a vacuum. We
practiced reflexivity and evaluated for
potential sources of bias with individual
reflection. We recognize that our clinical
expertise and practice setting has a
necessary influence on our understanding
of entrustment decision making; however,
we also recognize that our expert
knowledge of the clinical setting under

study allows us to explore the concept
with some additional ease. Preconceived
ideas of entrustment in clinical practice
were explored via use of the interview
protocol with each member of the
research team. The first five interviews
underwent initial line-by-line coding inde-
pendently by each researcher (M.C., J.M.,
and J.G.) using an inductive analytic
approach, allowing themes to arise directly
from the data. Individually coded inter-
views were then triangulated, and codes
were discussed by the research team as a
whole. Codes were defined and refined
through constant comparison (21) across
the data. After a coding framework was
developed from the first five interviews,
subsequent interviews underwent initial
line-by-line coding by M.C., with review
by the team, and revisions were made by
consensus. Deductive analysis of the
themes generated by initial coding was
performed iteratively, with refinement and
theory generation occurring by group
discussion. Discrepancies in coding and
thematic analysis were settled by consen-
sus among the three research team mem-
bers. Analysis for data saturation occurred
iteratively throughout analysis; we reached
consensus that data saturation occurred
after the 10th interview, with no new
themes arising in the final three inter-
views. We used Dedoose Software, version
8.3.21 (SocioCultural Research Consul-
tants, LLC) to aid with data management.

Trustworthiness of the resultant
themes was confirmed with a member
check. Major emerging themes were
communicated back to participants in
writing, and we invited feedback; we
received positive confirmation from
participants that the resulting themes were
reflective of their experience making
entrustment decisions.
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RESULTS

Thirteen faculty members were invited to
participate, and 10 interviews were
conducted. Participant demographics
are summarized in Table 1.

Five major themes emerged from the
data and are summarized in Table 2.
Quotation examples illustrating these
themes are included in Table 3.

Task, Circumstance, and Trainee
Factors Contribute to Entrustment
Decision Making

Trainee factors and behaviors can
negatively or positively affect entrustment
decisions but are only one of many inputs.
Supervisors with prior knowledge of a
trainee felt more confident in making
supervisory decisions for that trainee.
However, many entrustment decisions are
driven by the clinical circumstance and
specific task under consideration, rather

than factors of an individual trainee’s
competence. Participants described
supervisory decisions as biased by the level
of the trainee and the time within the
academic year rather than knowledge
gained by direct observation.

Ad Hoc Entrustment Decisions Are
Influenced Not Only by the Individual
but Also by the Care Team as a Unit

Senior trainees are often tasked with
determining appropriate entrustment of
junior trainees. A unique aspect of
entrustment within the ICU environment
is the consideration of the team in the
assessment of entrustment for an
individual task. Participants described
granting autonomy to resident physicians
based on trusting a more senior team
member, such as a fellow, to make
entrustment decisions for more junior
trainees. This delegation of entrustment
may result in less direct observation of

Table 1. Participant demographics

Characteristic Range Median

Age, yr 35–59 46.5

Years since completion of training 2–27 12.5

Weeks per year attending

Total inpatient medicine 10–30 18.5

In intensive care unit 5–20 12.5

Sex (N= 10)

Female 3 —

Male 7 —

Academic rank

Assistant professor 4 —

Associate professor 3 —

Professor 3 —

Fellowship training completed at study
site institution, by rank

Assistant professor 3 —

Associate professor 2 —

Professor 2 —
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junior trainees by the attending physician.
In addition, autonomy was granted with
consideration of a supervisory “safety net”
of other members of the team or adjacent
teams who may be able to provide direct
or indirect supervision.

Autonomy Does Not Only Arise out of
Entrustment, but Outcomes of Prior
Autonomous Actions by the Trainee
Inform Intention to Entrust

Autonomy is not solely granted out of
entrustment. Autonomy may also arise as
a result of competing responsibilities or
as an intentional educational approach.
Many described autonomy as sometimes
incidental: it was necessary for a trainee to
perform a task without direct supervision
as a result of competing responsibilities of
the attending physician, such as holding
a clinic at a different site or taking
overnight call from home. Thus, the level
of supervision provided did not always
reflect entrustment decision making, but
the outcome of these autonomous actions
by the trainee did serve as an input to
ongoing entrustment decisions thereafter.
Some described granting autonomy to
trainees as an initial general approach
to supervision, allowing trainees to
perform tasks independently before then
negotiating the appropriate level of
autonomy. Sometimes autonomy was
granted by an attending physician in an

intentional fashion as an educational tool.
Last, autonomy was granted when a
trainee was entrusted with a task.

Entrustment Decision Making Includes
a Social Process of Back-and-Forth
Akin to Negotiation

Autonomy is not simply granted in a
unidirectional fashion from supervisor to
trainee; a common theme described by
participants in determining the level of
supervision to be provided for a given
task was an active process of discussing
the task ahead of time with the trainee.
These conversations served almost as if it
were a negotiation between the trainee
and the supervisor for how a task will be
performed, including both the specifics
of the task and the level of supervision
to be provided. Such a negotiation
was described as initiated by either the
supervisor, or at times by the trainee,
as they “managed up.” Negotiation
interactions were seen as a teaching
event—supervisors described exploring
anticipated difficulties, offering premade
scripts for communication tasks, and
exploring the trainee’s learning edge.
Often this exploration of the learning edge
was combined with knowledge of subcom-
petencies to determine the level of auton-
omy that could result in constructive
rather than destructive friction (4) experi-
enced by the learner executing the task.

Table 2. Results: major themes

1. Task, circumstance, and trainee factors contribute to entrustment decision making

2. Ad hoc entrustment decisions are influenced not only by the individual but also by the
care team as a unit

3. Autonomy does not only arise out of entrustment, but outcomes of prior autonomous
actions by the trainee inform intention to entrust

4. Entrustment decision making includes a social process of back-and-forth akin to
negotiation

5. Entrustment decision making is a learned skill
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Entrustment Decision Making Is a
Learned Skill

Supervision of trainees and entrustment
decision making was described by many
participants as a learned and evolving
skill. However, when exploring how this
skill is developed, no participant discussed
formal instruction or overt mentorship as
a method. Entrustment decision making is
influenced by supervisory style, which
evolves over time and may be impacted
by the local culture of the institution.
Participants described the use of modeled
behavior, feedback from trainees, personal
experience during their time as a trainee,
past mistakes, and other factors that
influenced the development of their
supervisory style.

DISCUSSION

These findings show that ad hoc
entrustment decisions do not relate only to
trainee competence but result from
complex interactions of several factors.
Autonomy granted in clinical practice is
not always the result of an intentional
entrustment decision. Others’ models
have not acknowledged the incidental
autonomy described by our participants.

Many participants referred to the level of
training as a key trainee characteristic
influencing their intention to entrust.
Although this is not a new finding, the
frequent use of presumptive trust (that
which is based on credentials) (2) has
negative implications for competency-
based assessment of entrustability and
underscores the difficulty in transition
from a time-based to competency-based
system of medical education.

This study finds that ad hoc entrustment
decisions in the ICU are made with
consideration not only of a singular
trainee but also of the whole care team.
As such, in settings where team factors

predominate, the use of entrustment-
supervision scales asking for a description
of the prior enacted level of supervision
may risk a halo effect from the team in
the assessment of an individual trainee.
This could affect the performance of such
evaluations in the discernment of border-
line performers. The consideration of
support provided by a team may predomi-
nate in the ICU as one method of mitigat-
ing perceived risk. The delegation of
entrustment decisions of junior trainees to
more senior trainees is a finding that
deserves further exploration, particularly
in settings using fellowship-level trainees.
This suggests that systems of learner
assessment should also target input from
senior trainees regarding junior learners.

The framework for entrustment decision
making proposed by Holzhausen and
colleagues contends that “the degree of
entrustment is expressed by a higher or
lower level of supervision” (13). However,
we have found that supervision provided
is not always a reflection of entrustment
decision making; clinical staffing
models have a significant impact on
the enactment of supervision in clinical
practice. Although the degree of
supervision provided for a task may
initially stem from factors independent
of entrustability, the outcomes from these
events do influence future entrustment
decisions. This finding underscores the
impact of attending staffing models on the
clinical learning environment of trainees.
In addition, the finding of incidental
autonomy emphasizes the superior utility
of prospective entrustment-supervision
scales (asking the supervisor what entrust-
ment decision they would make in the
future) rather than those that are retro-
spective (asking the supervisor to describe
the level of supervision provided) in the
assessment of entrustability (1).
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The enactment of supervisory decisions
and the entrustment decision-making pro-
cess involves a conversational back-and-
forth akin to negotiation between the
supervisor and the trainee—the process is
not entirely residing within the supervisor
but is also a social process. Such negotia-
tion may help entrustment decisions
become more precise by identifying the
trainee’s learning edge, allowing the super-
visor to provide effective scaffolding and
encourage the trainee to function within
the “zone of proximal development” as
conceptualized by Vygotsky (22). Defining
best practices in how to perform this
negotiation may provide an opportunity
for faculty development and could have
the potential to improve the accuracy of
ad hoc entrustment decisions. Similarly, the
confident engagement in this back-and-
forth with a supervisor may be a teachable
skill for trainees (11).

Our data suggest that entrustment
decision making in clinical practice takes
skill. As the process of entrustment
decision making becomes more completely
understood, it may be helpful to

conceptualize it as an entrustable
supervisory activity of the teaching
physician—a core and necessary unit of
work requiring the skilled enactment of
multiple competencies of supervision.

The process of entrustment decision
making in the ICU is more complex than
prior frameworks have captured. A model
summarizing our understanding of
entrustment decision making in the ICU,
informed by a prior published conceptual
framework and our data, is shown
in Figure 2.

In any given entrustment decision, the
variables and moderators that exert the
most weight on the level of supervision
vary because of the specific situation.
An entrustment decision with stronger
influence from certain factors (clinical
staffing model, level of training, and
supervisor characteristics) compared with
other inputs (trainee characteristics,
trainee readiness, and negotiation with
trainee) is likely to reflect a less effective
entrustment decision (23). It is not clear
how often ad hoc entrustment decisions in
clinical practice are driven by inputs

Figure 2. Model of entrustment decision making in the intensive care unit. Shaded boxes refer to components added from our data.
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relating primarily to trainee competence,
which carries implications for the use of
entrustment as assessment.

Based on our conceptual model, there are
several areas of potential intervention to
strengthen the quality of an entrustment
decision, benefiting learners in practice
and providing a superior basis for
assessment. First, instructing trainees how
to leverage behavior, skills, and qualities
to positively influence the assessment of
their readiness for a clinical task may help
to strengthen the link between readiness
and entrustment actions. Equipping
trainees with the ability to effectively
showcase themselves to a supervisor to
maximize the precision of readiness
assessment provides learners agency in the
entrustment decision-making process. Sec-
ond, crafting the structure of staffing mod-
els in the clinical learning environment to
facilitate intentional entrustment decision
making and minimize incidental auton-
omy should be considered best practice
not only for learners but also for patients.
Third, development of both faculty and
trainee skills to most effectively engage in
negotiation of autonomy will allow a trai-
nee’s learning edge to be more precisely
identified and constructive friction within
the so-called zone of proximal develop-
ment to be maximized (22). This is an
area that would benefit from further
research for a more complete understand-
ing of the social processes that mediate
entrustment decision making.

Strengths

By interviewing clinical supervisors during
or adjacent to time spent on clinical
service and using critical incident
interview techniques, we were able to
obtain rich narrative data describing
recently enacted supervisory decisions and

the context of the supervisor’s perception
of the trainee surrounding these decisions.
The inclusion of some faculty without
targeted training and expertise in medical
education offers a diversity of insights to
the entrustment decision-making process
compared with prior literature that has
predominantly provided the perspective of
the expert educator. We captured faculty
with a wide range of experience attending
in the ICU (2–27 yr) and with a relatively
equal distribution across academic ranks.

Study Limitations

Data gathering by interview holds
inherent limitations both in recall and in
cognitive insights to a process that may
include subconscious inputs. Qualitative
research is inherently limited in
transferability. Examination of only one
academic medical center, with faculty
predominantly trained at the study site
institution, risks even less transferability of
results, a limitation further supported by
the finding that local culture impacts
supervisory behaviors. The use of
convenience sampling may risk a lack of
diversity of viewpoints.

Conclusions

Entrustment decision making in the ICU
considers more than the competence of a
trainee. The management of risk by a
supervising physician is moderated by the
characteristics of the team, comprising a
safety net. The entrustment decision
process includes a social process akin to
negotiation between supervisor and
trainee; this provides an opportunity for
both faculty and trainee development to
optimize entrustment decisions in practice
and for assessment. The persistence of
a time-based bias among supervisors
carries negative implications for the
use of entrustment as assessment in

ORIGINAL RESEARCH

68 Conroy, McCallister, and Gustin: Entrustment Decision Making in the ICU |



competency-based education. We found
that the process of entrustment decision
making in the ICU is more complex than
prior frameworks have captured; we pre-
sented a model with more complete incor-
poration of the factors that influence
entrustment in the ICU.
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