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In residency training, residents mainly 
practice medicine under the supervision 
of a supervisor. While residents learn 
by doing, supervisors have to secure 
patient safety.1–7 Depending on their trust 
in residents’ performance, supervisors 
increasingly allow residents to perform 
unsupervised tasks, and they adapt their 
supervision accordingly.6,8,9 Trust is thus 
an important precondition for learning, 
as it allows residents to experience 
increasing levels of autonomous 
responsibility in the workplace.10,11 
This study explored the process of how 
entrustment develops in the context 
of competency-based family medicine 
residency programs.

The growing literature on entrustment 
illustrates the need to analyze the decision 
process regarding trust and patient safety. 
The literature describes five factors that 
contribute to building trust—namely, the 
resident, the supervisor, their relationship, 
the context, and the task.8 It follows 
that in a given situation these factors 
influence the trust-building process and 
may cause variability therein. The process 
of trust building is thus a complex 
phenomenon. To make transparent and 
justified decisions of trust for specific 
tasks, entrustable professional activities 
(EPAs) are increasingly mentioned in 
competency-based medical education 
(CBME).12–15 EPAs are observable and 
measurable units of professional practice. 
The designation of EPAs implies that the 
resident initially performs these activities 
under supervision, and the supervisor 
subsequently entrusts the resident to 
independently perform the activities after 
witnessing its successful performance.

To develop trust, supervisors must 
observe residents perform in practice 
and estimate their level of competence, 

while residents, in turn, must give 
insight into their performance.6,8,9 It is 
therefore advised that supervisors and 
residents have sufficient contact time 
over a prolonged period.16–18 The family 
medicine residency program is such 
a long-term training program where 
resident and supervisor have a one-
on-one working relationship. In family 
practice, residents see patients with a 
variety of health problems, ranging 
from singular to complex. Soon after 
residents start their family medicine 
residency training, they are allowed 
to independently manage patient 
encounters, backed by their supervisors 
when necessary.19 Prior studies have 
revealed that residents’ learning from 
patient encounters is not always visible 
to their supervisors.20,21 This means 
that being trusted by their supervisors 
already is important before the residents 
have seen the full range of health 
problems. This concept led us to ask how 
supervisors come to trust residents with 
activities they have not performed under 
their supervision. The aim of our study 
was to explore the process of entrustment 

Abstract

Purpose
Entrustment has mainly been 
conceptualized as delegating discrete 
professional tasks. Because residents 
provide most of their patient care 
independently, not all resident 
performance is visible to supervisors; 
the entrustment process involves 
more than granting discrete tasks. 
This study explored how supervisors 
made entrustment decisions based on 
residents’ performance in a long-term 
family medicine training program.

Method
A qualitative nonparticipant 
observational study was conducted in 
2014–2015 at competency-based family 
medicine residency programs in the 
Netherlands. Seven supervisor–resident 

pairs participated. During two days, 
one researcher observed first-year 
residents’ patient encounters, debriefing 
sessions, and supervisor-resident 
educational meetings and interviewed 
them separately afterwards. Data were 
collected and analyzed using iterative, 
phenomenological inductive research 
methodology.

Results
The entrustment process developed over 
three phases. Supervisors based their 
initial entrustment on prior knowledge 
about the resident. In the ensuing two 
weeks, entrustment decisions regarding 
independent patient care were derived 
from residents’ observed general 
competencies necessary for a range 
of health problems (clinical reasoning, 

decision making, relating to patients); 
medical knowledge and skills; and 
supervisors’ intuition. Supervisors provided 
supervision during and after encounters. 
Once residents performed independently, 
supervisors kept reevaluating their 
decisions, informed by residents’ overall 
growth in competencies rather than by 
adhering to a predefined set of tasks.

Conclusions
Supervisors in family medicine residency 
training took a holistic approach to 
trust, based on general competencies, 
knowledge, skills, and intuition. 
Entrustment started before training and 
developed over time. Building trust is 
a mutual process between supervisor 
and resident, requiring a good working 
relationship.
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and to understand how supervisors make 
entrustment decisions based on residents’ 
performance in the context of a long-
term training program where supervisor 
and resident have a one-on-one working 
relationship and where entrustment 
decisions are made without EPAs. Our 
research question was “How does the 
process of entrusting residents with 
independent patient care take place?” We 
designed a qualitative study in the context 
of a family practice residency program.

Method

From a constructivist perspective, we 
designed an ethnographic, nonparticipant 
observational study. Ethnography 
is a qualitative research method by 
which data are collected through 
observations, interviews, and documents 
to produce rich, holistic insights and 
comprehensive accounts of people’s 
views and actions.22–25 In nonparticipant 
observation, the researcher observes but 
does not participate in the activities being 
observed.22,25,26

This ethnographic nonparticipant 
observational study focused on 
two relevant and distinct concepts 
in workplace learning—namely, 
entrustment and self-regulation.

Each concept renders its own results, 
which are best presented in separate 
articles. In this article, we present the 
findings regarding entrustment.

Context

We conducted the study during the first 
year of the three-year competency-based 
family medicine residency program 
in the Netherlands. Eight university 
medical centers offer this program in 
their departments of family medicine/
primary care.19 In the first and third years, 
each resident provides patient care in 
family practice under the supervision of a 
single designated supervisor. The second 
year comprises clinical rotations in 
hospitals, nursing homes, and psychiatric 
outpatient clinics with different 
supervisors. A few months before the 
program commences, supervisors 
receive application letters and curricula 
vitae from six residents. All supervisors 
alternately hold one-on-one interviews 
and establish a ranking. The university 
decides on the best match. When 
matched, the supervisor and resident 

have a get-acquainted interview. The 
program consists of four days of practice 
a week and a day release program at the 
university on the fifth day.27 The practice 
part ideally exposes residents to singular 
minor health problems in the beginning, 
which increase in complexity over time. 
Residents can consult their supervisors 
if needed. Daily debriefing sessions 
serve to discuss residents’ encounters, 
whereas educational meetings serve to 
discuss medical themes and residents’ 
development. Reflection and feedback 
on experience, assessment, and personal 
development planning are methods 
used in supervision.28–30 All supervisors 
are experienced family physicians. They 
attend a compulsory long-term training 
program on educational and coaching 
skills at the university.

Participants

We invited supervisor–resident pairs 
to participate. Inclusion criteria were 
first-year residents who had been in 
practice for at least two months and 
supervisors who had supervised at least 
three residents. We invited supervisors 
in writing and by telephone. Upon 
their acceptance, we approached their 
residents. When they concurred too, we 
made appointments for observation. 
Before collecting data, supervisors and 
residents gave written informed consent.

Design, data collection, and 
triangulation

We obtained data from observations, 
interviews, and documents, thereby 
promoting data triangulation.31,32 
We noted the age and gender of all 
participating residents and supervisors. 
One researcher (M.S.) visited each 
practice on two separate days with 
an interval of one to three days. She 
observed residents’ patient encounters, 
daily debriefing sessions, and educational 
meetings, while encouraging supervisors 
and residents to act as they normally 
would. Each practice location had 
previously informed patients verbally 
and in writing about her presence. All 
observed patients had given prior written 
consent. M.S. took field notes on health 
problems presented, residents’ and 
supervisors’ activities and interaction, 
and the duration of all interactions. 
These notes were typed out shortly 
afterwards. The patient debriefing 
sessions and educational meetings were 
audiotaped and transcribed verbatim. 

After the observations, M.S. interviewed 
supervisors and residents separately. 
She asked supervisors to reflect on how 
entrustment was given with respect 
to the observed encounters and how 
the observed debriefing sessions and 
educational meetings contributed to the 
actual trust, and on how supervisors came 
to trust residents from the start of the 
training year. Residents were asked about 
their perceptions of the responsibilities 
entrusted in relation to the observed 
encounters, the development of trust 
from the beginning of their training 
year, and their role therein. The 
interviews were also audiotaped and 
transcribed verbatim. Supervisors and 
residents received a gift coupon for 
their participation. Anonymity was 
guaranteed, and participation was 
voluntary. The ethical review board of 
the Netherlands Association for Medical 
Education (Nederlandse Vereniging voor 
Medisch Onderwijs) approved the study 
(no. 368). Our research team included 
one educationalist/PhD student (M.S.) 
and four experienced researchers and 
educators with differing backgrounds: 
two family physicians (A.K., C.v.W.), 
a psychologist (C.v.d.V.), and an 
educationalist/medical doctor (C.F.).

Data analysis

We performed a qualitative inductive 
analysis guided by a phenomenological 
approach.22,33,34 Phenomenological 
analysis focuses on the lived experience 
and on the meaning that a person assigns 
to that phenomenon. The phenomenon 
under study is the process of building 
trust. The analysis searches for themes 
and patterns and allows for interpretation 
during analysis. We iteratively collected 
and analyzed the data, thereby adhering 
dependability.31,32 First, three researchers 
(C.F., A.K., M.S.) read and reread the field 
notes and transcripts of the debriefing 
sessions, educational meetings, and the 
interviews of three practices; marked 
and discussed relevant text fragments; 
identified codes for relevant themes; 
and developed an initial codebook. 
Two researchers (C.F., M.S.) used this 
codebook for the analysis of two more 
practices and developed a final codebook 
for the remaining two practices. The 
researchers critically reflected that their 
differing backgrounds brought various 
perspectives to the data, promoting 
reflexivity and confirmability.31,32,35 M.S. 
kept a reflective diary. We used Atlas.ti 7.1 
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qualitative software, version 7.1.5 (Atlas.ti 
Scientific Software Development GmbH, 
Berlin, Germany) to organize the data. 
To promote credibility, we conducted 
member checks by sending preliminary 
results to the participants.31,32

Results

We collected data from November 2014 
to March 2015. Of 12 eligible pairs, 7 
supervisor–resident pairs participated. 
Six supervisors were male, and all 
residents were female. Supervisors’ 
and residents’ mean age was 53 (range 
44–64) and 29 years (range 26–40), 
respectively. M.S. did not know the 
participants before. M.S. observed 112 
patient encounters, varying from 5 to 
40 minutes. She observed that residents 
managed most of the encounters 
independently, that they occasionally 
consulted their supervisors, and that 
most of the encounters were discussed 
during debriefing sessions. The mean 
duration of patient debriefings was 26 
minutes, and 41 minutes of educational 
meetings. The average interview time 
with residents was 45 minutes, and 

38 minutes with supervisors. Our analysis 
of data showed that while supervisors 
and residents undertook a variety of 
activities, the process of entrustment 
could be summarized in three phases 
(Table 1). A large part of trust was built in 
the beginning of the residency year, based 
on general competencies and, sometimes, 
on specific resident skills. We will first 
describe the phases and then explain the 
variations we found.

Phase 1: Forming expectations  
about trust

Before the commencement of the 
training, supervisors developed a first 
idea regarding entrustment. The letter 
of application, curriculum vitae, one-
on-one interviews, first impression, and 
acquaintance all informed supervisors 
of residents’ prior experience as medical 
doctors and established expectations, 
exemplified by this supervisor’s reflection:

From the letters I already got the idea that 
she had sound knowledge and experience. 
Experience may be more important than 
knowledge. In the one-on-one interview 
that idea was confirmed. (Interview 
supervisor 4)

Any signs indicating general medical 
competencies (such as the ability to relate 
to patients, collaborate with other health 
professionals, take responsibility, and act 
as a medical professional) contributed to 
the building of a priori trust. Supervisors 
also referred to basic medical knowledge 
and physical examination skills, and 
sometimes to specific skills, such as 
surgical skills.

Phase 2: Confirming expectations  
about trust

Upon commencement of practice, the 
expectations on trust were confirmed. 
This already occurred in the first two 
weeks (or less). One supervisor noted:

And here in practice those first two weeks 
as well, she won’t mess things up … she 
has to become a GP … but she knew the 
doctor’s role … taking position, putting 
patients at ease, she could do that already. 
(Interview supervisor 4)

Supervisors assured themselves that 
residents indeed had sufficient medical 
knowledge and were able to perform a 
physical examination, relate to patients, 
and take responsibility. They, however, 

Table 1
Outline of the Three-Phase Process by Which Supervisors Entrusted Their First-
Year Residents in Family Medicine Residency Training, Derived From Ethnographic 
Observational Research With Seven Supervisor–Resident Pairs in the Netherlands, 
2015

Phase of 
entrustment 
development

Phase 1:
Forming expectations 
about trust

Phase 2:
Confirming expectations about trust

Phase 3:
Monitoring trust

Period Before training year starts First two weeks of training year Remainder of the training year
Focus Expectations in relation to:

•  basic medical knowledge

•  basic physical examination 
skills

•  general competencies 
of a doctor (interaction 
with patients, taking of 
responsibility, collaboration)

•  specific resident skills

•  General competencies of a doctor, medical knowledge, 
clinical reasoning, decision making, and physical 
examination skills applied in a variety of situations to 
patients with a range of medical problems

•  Unawareness of incompetence

•  Key points are recognizing alarm signals and asking 
supervisor for advice when necessary, demonstrating 
the ability to manage when lacking knowledge and in 
cases of uncertainty

•  Patient safety and identifying learning needs

•  Continued evaluation of general 
competencies of a doctor, medical 
knowledge, clinical reasoning, 
decision making, and physical 
examination skills applied in a 
variety of situations to patients 
with a range of medical problems

•  Unawareness of incompetence

•  Resident development and 
learning needs, while also 
safeguarding patient safety

Informed by •  Application letter

•  Curriculum vitae

•  One-on-one interview 
aimed at matching 
supervisor and resident

•  First impression

•  Observation of residents managing patients with a 
range of medical problems in a variety of situations

•  Residents’ enlistment of supervisor’s help; frequency 
and content of questions

•  Discussion of residents’ patient encounters during 
debriefing sessions

•  Outcome of residents’ work

•  Resident reports in the electronic patient record

•  Resident activity

•  Reactions from patients and colleagues in the workplace

•  Sense of gut feeling

•  Deviant resident solutions

•  Unexpected resident activities

•  “Sneaky” view in electronic 
patient record system

•  Same sources of information as 
in phase 2
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acknowledged that residents still had to 
develop the knowledge and skills specific 
to the family physician. To see residents 
perform, supervisors and residents 
worked closely together in the beginning. 
All supervisors first let residents observe 
their patient encounters, and then 
progressively involved residents by letting 
them ask questions during the encounter, 
perform physical examinations (or parts 
thereof), and participate in clinical 
reasoning and decision making. They 
also discussed the encounters. Gradually 
during these two weeks, residents 
managed the entire encounter alone while 
supervisors observed. Supervisors were 
particularly alert to residents’ reflections 
and to their potential unawareness 
of lack of competence. Supervisors 
needed confirmation that residents 
recognized alarm signals and acted on 
these appropriately or, whenever they 
felt uncertain or they lacked knowledge, 
that they would consult them. Hence, 
residents’ questions were essential 

indicators in the entrustment process; 
they informed supervisors of residents’ 
learning needs and how they coped 
with uncertainty, as illustrated by one 
supervisor’s observation:

In the beginning residents may call me 
whenever they want. When they keep 
calling me after a few months, I start to 
have doubts, as that’s too much. When 
they do not ask me anything, I have 
doubts as well, because how, then, will I 
hear their learning needs? So too much 
and too little is not right. (Interview 
supervisor 3)

Over time, residents’ questions 
gradually referred to more complex 
topics. Witnessing residents perform 
successfully on repeated occasions 
bolstered supervisors’ trust. When 
supervisors were confident that residents 
were able to adequately manage patient 
encounters, recognized alarm signals, 
and consulted them when needed, they 
allowed them to manage encounters 

independently in their own consultation 
room, thereby enlarging the physical 
distance. Meanwhile, they made 
sure they were easily accessible and 
provided supervision during or after 
the encounter. Supervisors kept track 
of residents’ development through the 
many questions concerning varying 
health problems they received from 
residents. These fragmented perceptions 
helped form an overall impression of 
residents’ competence. The debriefing 
sessions and educational meetings 
helped them monitor residents’ medical 
knowledge and reasoning. Finally, their 
gut feeling guided entrustment decisions. 
For example, one supervisor remarked:

It’s a cluster of things, if you ask me to 
specify I could not give an answer to that 
… of course there’s a lot of intuition, 
intuition, you do not exactly name it as 
such. (Interview supervisor 5)

Table 2 presents quotes from supervisors 
that illustrate the complex interplay of 

Table 2
Examples of Supervisors’ Quotes Illustrating a Variety of Sources, Activities, and 
Moments That Informed Supervisors’ Entrustment, Derived From Ethnographic 
Observational Research With Seven Supervisor–Resident Pairs in the Netherlands, 2015

Quotea This quote illustrates

“At some point you have to let them go. The debriefings are important, and you 
see what they write in the EPR, whether relevant things are asked or done, and 
then you sometimes ask, ‘Did you think of this?’ or ‘What do you think?’ or ‘Why 
did you do this?’ Well, and if it’s a sound argument it gives a comfortable feeling 
and sometimes a bit less of a comfortable feeling. But, yes, that’s something.… 
Yes, after some time you notice, yes, this is going all right, I would have done it 
the same way.” (Supervisor 2)

•  The fact that the supervisor needs to leave the resident to 
independent patient care

•  Which moments inform (debriefings)

•  Which sources inform (resident’s arguments communicated 
personally or as reflected in the EPR)

•  Supervisor’s activity (asking questions)

•  Supervisor’s sense of gut feeling (comfortable or not)

•  That the supervisor compares the resident to him/herself

•  That it is a process that develops over time
“Before or after a patient I shortly exchange something about the patient … 
then we see the patient, she (resident) watches what I’m doing, um, we have eye 
contact, she nods, she hums. After history taking, or after the encounter, I again 
shortly exchange information about the patient, like ‘That’s how we do this’ or 
‘What did you think?’ and that gives an impression of her level of thinking and 
of her, yes, social skills. That you experience that she’s able to think on the same 
level as I do when working with my patients.… Sometimes I examine patients, 
and I ask her, ‘Will you take the blood pressure?’ ‘Will you test reflexes?’ while 
I watch … uh.… I examine an ear, ‘Will you examine that ear as well, what do 
you see?’ So I check upon her skills, her attitude as a doctor, her approach to 
patients, patients’ reactions to her, and the subtleness of that interaction. That’s 
how trust is built.” (Supervisor 4)

•  Supervisor’s activity (exchanging/telling/asking/asking to 
perform a skill)

•  Which moments inform (before/during/after encounter)

•  What informs (level of thinking, social skills, skills, attitude, 
reaction of patient, subtleness of interaction with patient)

•  That the supervisor compares the resident to him/herself

“It’s partially conscious and partially unconscious. When they ask a question, 
which you think is strange, you feel it. Then I think, ‘Huh? Where’s that question 
coming from, what are you doing?’ I write it down for myself, something is 
not right.… That’s your own routine, the patient said three sentences and you 
already know in what direction it should go.… And you sense rather quickly if the 
resident is heading for that direction or not. And then you think quite consciously, 
‘Huh, you’re going another way than I would go. Why do you do that? What’s 
happening here?’… Then some warning light is turned on.” (Supervisor 1)

•  Partially conscious/unconscious thinking

•  What informs (strange questions)

•  Supervisor’s sense of gut feeling (you feel it)

•  Supervisor’s activity (think ‘strange,’ write it down)

•  That the supervisor compares the resident to him/herself 
(heading for that direction)

•  That drifting off course is noticed (warning light)

 Abbreviation: EPR indicates electronic patient record.
 aItalics indicate phrases illustrating the concepts described in the second column.
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activities and information that contribute 
to building trust in this phase.

Residents took their role in the 
entrustment process by giving insight 
into their reasoning and decision making 
and showing supervisors to be careful 
with patients, especially when performing 
independently, as one resident’s 
comments illustrate:

In the beginning I reported on every 
patient … as in “What did the patient 
come for, what I did or what I should do,” 
and very often he would observe me. I can 
understand, if I were to trust someone 
with my patients I would also like to know 
what he’s doing. (Interview resident 8)

Residents felt trusted when supervisors 
allowed them to see patients 
independently. Some supervisors 
specifically expressed their trust in 
residents. One such comment was:

And I tell them that I trust them. I 
say, you’re a doctor. I really say that. 
Even when I notice uncertainty. You’re 
a doctor…. I really give it to them. 
(Interview supervisor 6)

Residents counted on their supervisors 
to be available when needed and 
to intervene when necessary. Both 
supervisors and residents experienced 
the importance of an open and honest 
working relationship, as demonstrated by 
one resident’s observation:

Very soon we both noticed “Well, that’s 
going fine,” and it feels safe to express 
things to each other … and to consult and 
discuss. Yes, that helps, that it feels safe. 
(Interview resident 11)

Phase 3: Monitoring trust

Once residents had been entrusted 
with independent patient care under 
appropriate supervision, supervisors 
continued to monitor performance 
through residents’ questions during 
or after encounters, patient debriefing 
sessions, (video or live) observations, 
shared out-of-hours duties and home 
visits, and residents’ reports in the 
electronic patient records (EPR). While 
in the beginning they would discuss all 
patient encounters, after a few months 
they mostly discussed the topics the 
residents introduced. Some supervisors 

incidentally viewed the EPR to check 
residents’ medical expertise and to guard 
patient safety, called “sneaky” by some. 
Although information about residents’ 
performance upheld entrustment 
decisions, it was mainly used for 
residents’ learning. One supervisor noted:

No, I don’t need that for entrustment. For 
me, live and video observations purely 
serve to help the residents improve their 
interviewing skills and [have] nothing 
to do with entrustment. (Interview 
supervisor 4)

Supervisors stayed alert to the frequency 
and content of questions; when residents 
acted as supervisors would do, their trust 
was reinvigorated, as illustrated by the 
field notes and quote from Example 1 
(Table 3).

Supervisors noticed when residents 
acted unexpectedly and then expressed 
their surprise with such behavior, 
as illustrated by the field notes and 
quote from Example 2 (Table 3). When 
residents acted differently, supervisors 
would not necessarily deny them 

Table 3
How Information About Residents Derived During Encounters and Debriefing 
Sessions Relates to Trust: Examples Illustrated by Field Notes and Quotes Related 
to an Encounter, Derived From Ethnographic Observational Research With Seven 
Supervisor–Resident Pairs in the Netherlands, 2015

Example Type of data Data

Example 1:

Practice K

Field note 
encounter

The resident sees a parent with a five-year-old daughter complaining of fatigue. The school advised to visit 
the family physician to discuss a possible physical cause for the fatigue. The parent says that the daughter 
also complains of bellyache. The resident asks about the fatigue and the bellyache, and then performs a 
physical examination of the belly. She says there are no physical alarm signals and that she carefully wants to 
examine the situation. She says to consult her supervisor and to call the parent later on.

Field note 
debriefing session

During the debriefing session the supervisor and resident discuss the case. The resident says that she finds it 
a difficult situation as the girl complains of fatigue and bellyache, but physical examination had not revealed 
abnormalities. The supervisor and the resident discuss that they do not expect a physical cause, but that a 
psychosocial cause may be at stake. They conclude that the parents should clarify what for them would be 
important in solving the problem.

Interview 
supervisor

“She did well. I think she did a good thing, yes, not instantly doing the easiest thing, as taking a blood 
sample or referring … but just first, give it back, or saying, ‘I’m going to discuss it and I’ll call you back this 
afternoon.’ Fine! That confirmed my image of her adequacy.”

Example 2:

Practice R

Field note 
encounter

The resident sees a 10-month-old baby. The mother explains that yesterday they noticed a strange bump on 
the lower rib. It does not seem to hinder the baby and they never noticed it before. The resident performs 
a physical examination. She says, “It’s really the ribs, it moves with them.” She says that it won’t be serious, 
but that she wants the supervisor to watch along. On the phone she tells the supervisor, “They saw the 
bump yesterday, I think it’s nothing serious but I would like you to see it.” The supervisor comes in. After 
greeting the mother, he shortly examines the baby and says, “It’s nothing, she was born with it, nobody is 
symmetrical.”

Transcript 
debriefing session

During the debriefing session the resident and supervisor discuss the case:

Resident: “I thought, well, I don’t see much on it. I think it’s physiological.”

Supervisor: “Yes. But I have not asked whether the mother was afraid of something, have you?”

Resident: “The mother had been Googling and then she encountered all kinds of things, but she did not 
specify it.… She wanted to know what it was, reassurance, that’s what she really came for.”

Interview 
supervisor

“I was a bit surprised that she consulted me. I’m going to ask her that again.… Maybe she asked me to cover 
that the mother was reassured for 100%.”



Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

Research Report

Academic Medicine, Vol. 92, No. 6 / June 2017 797

certain responsibilities as supervisors 
found it important that residents 
discovered their own solutions 
provided that it did not harm patients. 
Patients’ reactions to residents also 
influenced trust, as this supervisor’s 
observation indicates:

It’s a small village, I hear a lot from 
patients like “adequate, friendly, or 
not.”… You also notice if patients return 
to the resident instead of going to a 
colleague. (Interview supervisor 3)

Supervisors stressed the impossibility of 
tracking all residents’ actions and that 
a lack of competence could suddenly 
become apparent. One such illustrative 
comment was:

On a home visit I said, “Well, write the 
prescription,” … to which the resident 
replied, “What should I write?… Then I 
realized he didn’t know his medication 
that well. He had gratefully used the list of 
preferred drug choices in our computer 
system when prescribing medication. 
(Interview supervisor 1 about a previous 
resident).

Our observations stemmed from 
this third phase: Residents had been 
entrusted to independently manage 
encounters; they sometimes consulted 
their supervisors who were immediately 
available.

Variations in the development of trust

Supervisor, resident, and context 
accounted for variations in building 
trust. Some supervisors were more 
quick to entrust residents with 
independent patient care than others 
(phase 2). They either found it 
important that residents performed on 
their own or they found themselves to 
be very trusting. Entrustment decisions 
were also influenced by experiences 
with previous residents, as supervisors 
recognized certain behavior and relied 
on their previous decisions. Negative 
experiences would make them observe 
more frequently, although this was only 
occasionally reported. When residents 
were performing independently 
(phase 3), most supervisors allowed 
them to choose the patients to be 
discussed, while others also selected 
patients themselves. For instance, one 
supervisor noted:

When I see the names [in the EPR], I 
think, “Hey, that’s interesting that he came 
for a visit” or “Why did he come?” or 

“Hey, he came to me last week” or that I 
know “that’s always difficult” or whatever. 
Then I want to know, “Why did the 
patient come?” (Interview supervisor 2)

If residents had already acquired clinical 
skills in a certain field, supervisors were 
more prone to trust them in that domain, 
as this field note and quote from one 
practice illustrate:

During the debriefing session the resident 
receives a call for an emergency home visit.

Resident: Chest pain and radiating pain 
into the left arm. We [resident and 
supervisor] will go to [name patient].

Supervisor: Well, as for me you can do this 
by yourself. (Field note debriefing session, 
practice K)

She [resident] got this emergency call, and 
I said, you will succeed regarding your 
experience, although I have never made 
a cardiac emergency visit with her. But I 
think yes, she will succeed…. I can trust her 
in that. (Interview supervisor, practice K)

At the same time, both supervisors and 
residents were cautious about prior 
experience from other contexts, as one set 
of comments illustrate:

Hospital experience does not mean a 
lot to me, or that someone is a good 
family physician. We much more use 
probabilities … we do not automatically 
request all lab tests…. So there’s a 
difference…. Prior experience does not 
always indicate the knowledge and skills 
of a resident. (Interview supervisor 1)

In the emergency department I was 
quick-quick-quick having 10 people 
in the waiting room … you think in 
pathology. In the beginning [of the 
family medicine residency training] I saw 
pathology everywhere. All patients in the 
hospital were ill, but here they are not, 
the majority is not ill, they suffer from 
something, but they’re not ill. (Interview 
resident 11)

Finally, the context of the workplace 
influenced the entrustment process. 
Practices differed in the distribution 
of health problems in their practice 
populations, which had an impact on 
the priorities residents had to set in their 
approaches. Being able to respond to such 
demands contributed to entrustment.

Discussion

The supervisors in family medicine 
residency training in our study took a 
holistic approach in entrustment. They 

based their entrustment decisions on 
general competencies necessary for 
handling a variety of health problems 
(such as clinical reasoning, problem 
solving, or the ability to relate to patients 
and other health workers); on medical 
knowledge and specific professional skills 
(such as heart and lung examination); 
and on their intuition. They weighed 
these against residents’ development, 
and expressed an overall entrustment. 
This entrustment granted residents the 
independence to provide patient care 
under appropriate supervision while 
patient safety remains secured. We discuss 
the contribution of holistic and more 
specific judgments of trust, the speed in 
which trust is given, and the relationship 
between supervisor and resident.

Our findings regarding the contribution 
of holistic judgments and judgments of 
general competencies to entrustment find 
resonance in the literature.36,37 The roles 
of both holistic judgments and judgments 
derived by more standardized instruments, 
such as EPAs, align with developments in 
the field of assessment, where standardized 
measures are important for valid and 
reliable judgments, but where expert 
judgment is indispensable for combining 
and weighing information.38 As trust is a 
rather complex phenomenon, EPAs might 
be a valuable tool for making decisions 
of trust. Although EPAs increasingly are 
developed in CBME, expressing trust 
entails more than using a list of EPAs 
because of the complex, ambiguous, 
and uncertain character of medicine.39 
Also, using EPAs may interfere with 
holistic judgments or distract from 
authentic learning and supervising 
processes in a continuity relationship. The 
contributions of both holistic judgments 
and EPAs to developing trust need further 
exploration.40–42

In our study, supervisors entrusted first-
year residents to manage independent 
patient encounters within the first 
two weeks of the residency year. A 
similar speed was found in another 
context.36 Apparently, entrustment 
does not require previous judgment of 
all professional activities, although we 
know that higher-risk tasks demand 
higher levels of trust.6,8,9 In family 
medicine residency training, a desired 
patient mix, from singular to complex 
problems, cannot always be achieved,43 
and acute situations may happen any 
time. Therefore, supervisors in our study 
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made sure early in training that residents 
could manage high-risk situations or 
would consult them. Hence, it seems 
that some professional activities must 
be satisfactorily judged before certain 
responsibilities can be entrusted.

Trust is built through complex 
interrelated processes that supervisors 
must orchestrate, such as observing 
performance, providing space for 
development, assessing development, and 
giving feedback, all tailored to residents’ 
needs and patient safety. According 
to the participants in our study, this 
entrustment process requires an open and 
honest working relationship, a finding 
consistent with the literature.6,8,9 In our 
study, the supervisors trusted residents, 
and residents sensed that. They, too, 
have to trust their supervisors to make 
appropriate entrustment decisions. 
The one-on-one interview during the 
matching procedure, typical for family 
medicine residency training, seems 
to be key to this process, as it affords 
supervisors to appoint residents with 
whom they expect to build a good 
working relationship. Sufficient time 
for sharing expectations and insights 
into professional growth is beneficial 
for developing such a relationship.16–18 
Long-term training satisfies this criterion, 
allowing for mutual trust to be built,43 for 
legitimate increases in responsibilities,44,45 
and for meaningful feedback and 
assessment.18,45,46 In other contexts, a lack 
of contact time appeared to be a barrier 
to the development of trust.36

In interpreting the outcomes, we should 
consider that this study concerned the 
first months of a long-term residency 
program and a one-on-one working 
situation. In unraveling the process of 
building trust, we identified that trust 
develops from forming expectations 
about trust, through confirming 
expectations about trust, towards 
monitoring trust. This knowledge might 
be helpful in the training of supervisors. 
Further research might refine this process 
and identify more phases, or steps within 
phases, or explore negative experiences 
with trust. Research on trust in other 
contexts, such as settings that work 
with multiple supervisors or EPAs, for 
instance, might render other insights in 
the development of trust.

A strength of our study is the 
ethnographic approach of using 

observations and interviews to study 
activities and interactions in family 
practice. Another strength is the inclusion 
of pairs of residents and supervisors. 
Because their participation was voluntary, 
they might have been more interested in 
the study’s topics than others. In terms 
of limitations, we failed to include more 
female supervisors and male residents. 
Although this male supervisor–female 
resident distribution largely reflects 
reality, we should be aware that gender 
potentially influences participants’ 
behavior in learning and supervision. 
Furthermore, the supervisors in our 
study did not report negative experiences 
in building trust with their current 
residents, while some could report some 
negative experiences with prior residents. 
Finally, the researcher’s presence may 
have influenced the results as participants 
may have acted differently than they 
otherwise would have.

Conclusions

The entrustment process starts before 
training and develops over time. 
Supervisors take a holistic approach to 
trust, and base their trust on general 
competencies, knowledge, skills, and 
intuition. Trust is heavily resident-, 
supervisor-, and context-specific. Future 
research might investigate in more 
detail how a holistic, intuitive approach 
to entrustment relates to entrustment 
based on specific professional activities, 
in different contexts, and during the first 
days of training. Knowledge about trust 
development is valuable for supervisors 
and residents as it offers a language for 
exchanging experience that may support 
resident development, supervision, and 
assessment. Knowledge about trust 
development adds to the debate about 
EPAs in CBME.
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