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BACKGROUND: Use of EPA-based entrustment-supervi-
sion ratings to determine a learner’s readiness to assume
patient care responsibilities is expanding.
OBJECTIVE: In this study, we investigate the correlation
between narrative comments and supervision ratings
assigned during ad hoc assessments of medical students’
performance of EPA tasks.
DESIGN: Data from assessments completed for students
enrolled in the clerkship phase over 2 academic years
were used to extract a stratified random sample of 100
narrative comments for review by an expert panel.
PARTICIPANTS:A review panel, comprised of faculty with
specific expertise related to their roles within the EPA
program, provided a “gold standard” supervision rating
using the comments provided by the original assessor.
MAIN MEASURES: Interrater reliability (IRR) between
members of review panel and correlation coefficients
(CC) between expert ratings and supervision ratings from
original assessors.
KEY RESULTS: IRR among members of the expert
panel ranged from .536 for comments associated with
focused history taking to .833 for complete physical
exam. CC (Kendall’s correlation coefficient W) between
panel members’ assignment of supervision ratings and
the ratings provided by the original assessors for his-
tory taking, physical examination, and oral presenta-
tion comments were .668, .697, and .735 respectively.
The supervision ratings of the expert panel had the
highest degree of correlation with ratings provided
during assessments done by master assessors, faculty
trained to assess students across clinical contexts.
Correlation between supervision ratings provided with
the narrative comments at the time of observation and
supervision ratings assigned by the expert panel dif-
fered by clinical discipline, perhaps reflecting the val-
ue placed on, and perhaps the comfort level with,
assessment of the task in a given specialty.
CONCLUSIONS: To realize the full educational and cata-
lytic effect of EPA assessments, assessors must apply

established performance expectations and provide high-
quality narrative comments aligned with the criteria.

KEYWORDS: Entrustable professional activities; Narrative assessment;

Competency-based medical education.

DOI: 10.1007/s11606-022-07509-1

© The Author(s) under exclusive licence to Society of General Internal

Medicine 2022

BACKGROUND

Effective assessment frameworks provide credible results and
a coherent set of data that support programmatic goals.1–3 In
the case of Entrustable Professional Activity (EPA) assess-
ments, narrative comments provided by assessors must align
with assigned supervision ratings in order for the information
to be meaningful to learners and their advisors, mentors, and
coaches, and to inform institutional decisions to grant auton-
omy to learners.4–6 With the expanding use of EPA-based
entrustment-supervision scales to document a learner’s readi-
ness to assume patient care responsibilities has come the call to
evaluate implementation of this framework as a measure of
clinical performance.7–11

A core component of clinical performance assessment is the
incorporation of narrative comments that not only illuminate
and support quantitative ratings but also provide data to guide
a learner to improve.5,6,12 Previous studies have explored
assessors’ and learners’ interpretation of narrative comments
and the importance of providing information to learners to
promote their ongoing development.18–22 While much has
been written about narrative assessment,13–16 the literature
examining alignment of the qualitative and quantitative as-
pects of EPA assessment is limited.17 Narrative comments
provide context for supervision ratings assigned by assessors,
justify the “number” selected, and illuminate strengths and
areas for improvement re la ted to the observed
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performance.17,23 Alignment of narrative comments and quan-
titative scores integrates evidence, thereby facilitating and
informing learner self-assessment.24 The availability of clini-
cal faculty who can coach learners to make meaning of the
data and set goals for continued development lays the foun-
dation to promote assessment as learning.25–27

In an EPA-based program of assessment, summative entrust-
ment decisions require synthesis of data from ad hoc EPA
assessments. Those charged to make these decisions must have
a shared understanding about the approach used to aggregate,
interpret, and synthesize information from assessments.4,27–32

To facilitate evidence-based, sound decisions, entrustment com-
mittees need data that are coherent, that is, narrative comments
that are correlated with assessors’ numeric ratings.33–37 In ad-
dition, the purpose, process, and consequence of decisions must
be clear to the members of the committee and to assessors,
learners, and their faculty advisors.38–40 The ability of the
committee members to analyze data within and across assess-
ments explicitly contributes to the program’s “fitness” in
achieving an educational and catalytic effect.2,3,41

Assessors in our EPA program attend professional devel-
opment training sessions during which they learn how to use
direct observation and apply performance expectations (Fig.
1) to assign a supervision rating and provide narrative com-
ments that justify the selected rating.42,43 Residents, fellows,
attendings (faculty), and master assessors (MA; expert asses-
sors who conduct assessments across clinical contexts) use an
adapted, prospective supervision scale during ad hoc assess-
ments. Data from these assessments are immediately available
to students and their longitudinal faculty coaches. In regularly
scheduled meetings, learners and their coaches co-create indi-
vidualized learning goals and action plans to achieve those
goals.26 The Entrustment Committee (EC) is comprised of the
MAs and is facilitated by two members of the leadership team
for the EPA program.43,44 Members of the EC have first-hand
knowledge about workplace assessment, the application of
performance expectations for EPA tasks, and the use of ob-
servation to collect data predictive of a learner’s need for
supervision the next time they perform the clinical task.21,43

EC members review the results of assessments done by resi-
dents and fellows, attending faculty, and their peer MAs
throughout the academic year. At the end of the clerkship
phase, a collective summative entrustment decision is made
about each learner’s readiness to enroll in an advanced clinical
course in which they are expected to assume patient care
responsibilities as an acting intern.45

In this study, we explore the concordance of narrative com-
ments with supervision ratings provided for two EPA tasks by
three different assessor types in ad hoc assessments in three
distinct clinical disciplines. Specifically, we seek to examine if
the mean supervision ratings assigned by an expert panel using
narrative comments provided at the time of assessment correlate
with the ratings assigned by the original assessor.

METHODS

EPA assessment data is collected in a web-enabled tool,
iCAN, within our institutional learning management system,
VMED. The iCAN tool includes general information about
the patient encounter that is entered by the student, a drop
down menu to select the supervision rating, and two open text
boxes for the assessor to describe what the student did well
during the performance of the EPA and what were areas for
improvement. Data from assessments completed for students
enrolled in the clerkship phase over 2 successive academic
years, February 2018–February 2020, were used to extract a
stratified random sample of 100 comments. The authors de-
termined that one-hundred comments would provide a repre-
sentative sample and would also be feasible for the expert
panel to review.
EPA assessments include a supervision rating using a 4-

point modified entrustment-supervision scale categorizing a
student’s need for direct or indirect supervision. Assessors
select one of the following to indicate their recommendation
for the next time the student performs the task (i.e., the student
is ready to perform the task): jointly with a supervisor (level
1); with a supervisor in the room, ready to step in as needed
(level 2); with a supervisor available to double check all
elements of the performed activity (level 3); or with a super-
visor available to double check key elements of the performed
activity (level 4). All assessments contain narrative comments
about observed strengths and areas for development.
To extract the sample of data used in the analysis, data for

the two EPA tasks with the largest number of completed
assessments at the time of the study were used, i.e., EPA 1
(history taking and physical examination) and EPA 6 (per-
forming an oral presentation based on a clinical encounter). In
our program, EPA 1 is assessed through observations of
students completing four aspects of this task: EPA
1.1—obtaining a complete history; EPA 1.2—gathering a
focused history; EPA 1.3—performing a complete physical;
and EPA 1.4—conducting a focused physical. A stratified
sampling of assessments was selected to include assessments
with the following: each level of supervision rating (level 1
through level 4); completed by each type of assessor in the
program (residents/fellows, attendings, and MAs); and from
distinct types of patient encounters experienced during the
clerkship phase (inpatient and outpatient settings, a
procedural-based specialty, and with adult and pediatric pa-
tients). More specifically, assessments from the Internal Med-
icine (inpatient setting), Pediatrics (inpatient and outpatient
setting), and Surgery clerkships were used. Narrative com-
ments were separated from the supervision rating provided by
the original assessor by one of the members of the research
team (JM). Narrative comments were further de-identified
before review by the expert panel through the removal of
information that would specify a student, assessor, or the
clerkship during which the assessment was completed.

Parsons et al.: Concordance of Narrative Comments with Supervision RatingsJGIM 2201



The expert panel was comprised of a MA, a faculty coach,
and a member of the EPA leadership team. Members of the
expert panel are all clinical faculty members who complete
EPA assessments in their role as a clinical supervisor or MA.
Despite their familiarity with the process of completing as-
sessments, the panel met as a group to discuss how they would
use the established performance expectations for each EPA
task (Fig. 1) during their review of narrative comments to
frame their decisions about the level of supervision suggested
by the qualitative information provided. The de-identified
narrative comments were provided electronically to the expert
panel after this conversation. Each member of the expert panel
independently reviewed the narrative information related to
strengths and areas for improvement in each comment and
assigned a corresponding supervision rating. Interrater reli-
ability (IRR) was measured using Kendall’s concordance co-
efficient W. Correlation between the mean supervision rating
assigned by the expert panel and the rating provided with the
narrative comments by the original assessor was analyzed
using a Kendall W test (Kendall’s concordance coefficient
W). The Kendall W test is a measure of concordance and is
commonly used to assess agreement among a group of raters.
As a non-parametric procedure, it is particularly well-suited
for outcome measures that are ordinal in nature, as is the case
with this dataset.46 A correlation coefficient of 1 represents
perfect agreement. A supervision rating assigned by the orig-
inal assessor and by a member of the expert panel represents a
discrete decision related to a specific clinical encounter.4

Means were calculated for ratings of all comments related to
specific EPA task.
The UVA Institutional Review Board reviewed this pro-

ject and determined that it met criteria for exempt review
(ref no. 3791).

RESULTS

One-hundred narrative comments were extracted from assess-
ments completed for 305 clerkship phase students (149 in
2018–2019; 156 from 2019 to 2020). These 100 narrative
comments represented 100 unique students and 80 unique
assessors. The sample included 32 narrative comments for
assessments of history taking (EPA 1.1 + EPA 1.2), 32 com-
ments related to physical examination skills (EPA 1.3 + EPA
1.4), and 36 comments for oral presentation (EPA 6); 37
comments were originally provided by residents/fellows, 27
comments by attendings, and 36 comments by an MA; 37
comments were from the internal medicine clerkship, 36 from
the pediatrics clerkship, and 27 from the surgery clerkship.
IRR among supervision ratings assigned by members of the

expert panel in their independent review ranged from .536 for
comments associated with focused history taking to .833 for
complete physical exam. Kendall W (KW) test correlation
coefficients (CC) for panel members’ assignment of supervi-
sion ratings for history taking (complete + focused), physical

Component:  
Direct Supervision 

Observed Performance 
 

 
Indirect Supervision 

1. Presentation of Hx 

(includes CC, HPI, PMHx, 

PSHx, ALL, MEDS, FHx, 

SHx, ROS):  

Student does not organize information 

systematically according to the usual 

sequence.  Student does not accurately* 

present the history, or documents an 

incomplete history or one with extraneous 

facts.   

Student accurately* present relevant 

information from all components of a 

patient’s history in an organized 

narrative. 

Student contextualizes the presenting 

problem by incorporating critical elements 

from all components of the history and from 

alternate sources of information in a cogent 

oral narrative. 

2. Presentation of physical 

exam, laboratory and 

diagnostic studies: 

 

Student does not organize information 

systematically according to the usual 

sequence.  Student does not accurately* 

present exam findings and laboratory and 

diagnostic study results, or presents 

incomplete or extraneous information.  

Student accurately* presents all pertinent 

information from the physical 

examination including a statement about 

the patient’s general appearance and vital 

signs, and from laboratory and diagnostic 

studies in an organized manner. 

Student incorporates relevant information 

from the physical examination and from 

laboratory and diagnostic studies related to 

all of the patient’s health conditions that 

may be contributing to the patient’s 

presentation/current health status. 

3. Presentation of assessment: 

 
Student does not articulate a summary 

statement, offers only one diagnostic 

possibility, or includes several unlikely 

diagnoses without prioritizing or justifying 

the working diagnosis.  

Student articulates a summary statement 

and provides a prioritized differential 

with several relevant alternate diagnoses. 

Student states a most likely diagnosis 

and justifies its likelihood using key 

features of the patient’s presentation and 

health conditions, as well as relevant 

epidemiology and findings from 

laboratory and diagnostic studies. 

Student also details the status of all other 

health conditions. 

Student incorporates critical elements of the 

patient’s history, physical exam, laboratory, 

and diagnostic studies into the summary 

statement. Student states reasoning behind 

the inclusion of all alternate diagnoses by 

comparing and contrasting the 

discriminating features of the alternate 

diagnoses with those of the working 

diagnosis, at the same time acknowledging 

any incongruous elements in the patient’s 

presentation.   

4. Presentation of plan: Student states a treatment plan directed only 

to the most likely diagnosis.  

Student states a plan that includes 

appropriate laboratory or diagnostic 

testing to discriminate the diagnoses in 

the differential, or to affirm the working 

diagnosis. Student states reasoning to 

support proposed management and 

treatment plan and addresses all other 

health conditions with particular 

attention to those that are impacting the 

patient’s current health status. 

Student includes patient/family preferences, 

literature/practice guidelines, cost-

effectiveness principles in the management 

and treatment plan. 

5. Speaking style: Student does not speak clearly or audibly or 

does not make appropriate eye contact. 

Student speaks clearly and audibly 

making appropriate eye contact. 

 

 

Figure 1 Oral presentation (EPA 6) performance expectations to apply in assigning supervision ratings
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examination (complete + focused), and oral presentation com-
ments were .668, .697, and .735 respectively (Table 1).
CC between the mean supervision rating of the expert panel

and the mean rating for the task provided at the time of the
assessment ranged from .327 for history taking to .697 for
physical examination and .735 for oral presentation. The mean
supervision rating assigned for each task includes assessments
completed by all assessor types (residents/fellows, attendings,
and MAs) and in all of the clerkships included in the study
(internal medicine, pediatrics, and surgery). The mean super-
vision rating of the original assessors and the mean supervi-
sion rating determined through the expert panel member’s
review of the narrative comments are included in Table 2.
Representative narrative comments with a high and low level
of correlation between the supervision ratings provided by the
expert panel and by the original assessor during assessments of
oral presentations (EPA 6) are illustrated in Table 3.
Correlation between the mean supervision ratings assigned

by the expert panel and the supervision rating provided with
the narrative comments at the time of the observation varied
by assessor type (Table 4). For history taking, the CC was
.525, .540, and .941 respectively for supervision ratings orig-
inally determined by residents/fellows, attendings, and MAs
respectively; for physical examination, the CC ranged from
.403 to .790 for ratings from residents/fellows to ratings from
MAs and for oral presentation, the CC spanned from .309 for
residents/fellow ratings to .854 for MA ratings.
Table 5 contains CC for data from assessments completed

by all assessor types in a variety of clinical settings (clerk-
ships). CC between the mean supervision ratings provided at
the time of the observation and the mean expert panel rating

for comments from assessments from the internal medicine
clerkship ranged from .596 to .942 for history taking and oral
presentation; for assessments on the surgery clerkship, the CC
ranged from .301 to .873 for history taking and oral presenta-
tion respectively. CC for mean ratings of comments provided
on the pediatrics clerkship were .738 for history taking, .862
for physical examination, and .663 for oral presentation.

DISCUSSION

In this study, we explored the alignment of narrative com-
ments with the supervision ratings provided by assessors
during EPA assessments. The expert panel’s assignment of
supervision ratings served as a “gold standard” for comparison
to supervision ratings assigned by original assessors. A higher
degree of correlation between the “gold standard” supervision
rating and the original rating suggests that the narrative com-
ments provided by the original assessor more closely align, are
concordant with, support, and justify supervision ratings. We
found, however, that supervision ratings given by the expert
panel had variable levels of concordancewith the ratings given
by original assessors at the time of assessment.
Narrative comments contain critical information about

learners’ performance not fully captured by a quantitative
entrustment-supervision scale score.5,6,47 For narrative com-
ments provided in EPA assessment to be useful to learners48

and also to summative decision-making committees, all stake-
holders who provide the comments must be clear about the
importance of meaningful, high-quality, performance-based
narrative that substantiates quantitative ratings.17 Our findings

Table 1 Interrater Reliability Among Mean Supervision Ratings Assigned by Each Member of the Expert Panel

EPA task Expert panel member
1 (mean/SD)

Expert panel member
2 (mean/SD)

Expert panel member
3 (mean/SD)

KWCC

1.1 Complete history 2.50/.73 2.44/.81 2.25/.58 .793
1.2 Focused history 2.63/.62 2.06/.57 2.13/.50 .536
1.1 + 1.2 History taking 2.56/.67 2.25/.72 2.19/.54 .668
1.3 Complete physical exam 2.64/.74 2.57/.94 2.29/.61 .833
1.4 Focused physical exam 2.22/.88 2.11/1.08 1.78/.65 .685
1.3 + 1.4 Physical exam 2.41/.84 2.31/1.03 2.00/.67 .697
6 Oral presentation 2.36/.87 2.22/.83 2.03/.65 .735

Table 2 Correlation Between Mean Supervision Rating Provided by the Original Assessor and the Mean Rating Assigned by the Expert Panel

EPA task Supervision rating original
assessors (mean/SD)

Supervision rating expert
panel (mean/SD)

KWCC

1.1 Complete history 2.94/.85 2.40/.72 .389
1.2 Focused history 2.81/.91 2.27/.45 .388
1.1 + 1.2 History taking 2.88/.87 2.33/.52 .327
1.3 Complete physical exam 2.00/.68 2.50/.76 .737
1.4 Focused physical exam 2.78/.1.00 2.04/.91 .788
1.3 + 1.4 Physical exam 2.44/.95 2.24/.74 .667
6 Oral presentation 2.97/.81 2.20/.68 .775

KWCC Kendall W (KW) correlation coefficient (a correlation coefficient of 1 represents perfect agreement), SD standard deviation
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support the call not only to evaluate the fidelity of implemen-
tation but also to measure outcomes that provide meaningful
information to learners, their coaches, and institutional deci-
sion-makers.7,9,11,47

Supervision ratings of the expert panel had the highest
degree of correlation with ratings provided by MAs. As noted,
MAs are experienced clinicians, selected and trained to per-
form assessments across various clinical settings. In our pro-
gram, all assessors (residents/fellows/attendings) are required
to attend an EPA training session. All sessions are interactive

and structured to promote skill building and hands-on practice
in applying performance expectations, translating observa-
tions into decisions about the level of supervision a student
needs the next time they perform the task, and providing
narrative comments to justify the level of supervision
seleted.43 MAs are “frequent observers”with designated effort
for this role. They are not simultaneously supervising students
nor providing clinical care for the patient at the time of the
assessment and participate in additional professional

Table 3 Representative Narrative Comments from Assessments of Oral Presentations (EPA 6) Representing High and Low Levels of
Correlation Between the Supervision Ratings of the Expert Panel and the Original Assessor

Narrative comments Example OA
supervision rating

Example EP
supervision rating

High
correlation

Very well organized and concise, yet thorough presentation. Structured in the
SOAP format and accurate throughout, connected the patient’s history of present
illness to the objective findings. Provided only the relevant findings needed for
clinical reasoning. Provided an accurate and concise representation of the problem
including relevant risk factors, tempo of illness, and key signs and symptoms. The
assessment led nicely into the problem list—verbalized reasoning for each
diagnosis on the differential and exclusion of less likely. Captured the severity and
complexity of each problem. Provided a diagnostic and therapeutic plan for each
problem that incorporated patient’s goals and value—incorporating cost-
effectiveness is the next step in development.

4 4

Low
correlation

Clearly presented. Made eye contact. Included all components of the history
including CC, HPI, PMHx, PSHx, ALL, MEDS, FHx, SHx, and ROS and
described these accurately. Provided an assessment including the correct diagnosis
followed by a plan.

3 2

OA original assessor, EP expert panel

Table 4 Correlation Between Mean Supervision Rating Provided by Each Original Assessor Type and the Mean Rating Assigned by the
Expert Panel

EPA task Supervision
rating OA
(mean/SD)

Deviation
supervision
rating
expert panel
(EP)
(mean/SD)

KWCC Supervision
rating OA
(mean/SD)

Supervision
rating EP
(mean/SD)

KWCC Supervision
rating OA
(mean/SD)

Supervision
rating EP
(mean/SD)

KWCC

Resident/
Fellow

Attending MA

1.1
Complete
history

3.00/.93 2.40/.68 .212 3.00/1.00 2.40/.26 .375 2.67/.58 2.40/.69 .929

1.2 Focused
history

2.56/1.01 2.27/.46 .690 3.40/.55 2.27/.37 .823 2.50/.71 2.27/.47 1.000

1.1 + 1.2
History
taking

2.76/.97 2.33/.61 .525 3.20 2.33 .540 2.60 2.33 .941

1.3
Complete
physical
exam

2.00/.00 2.50/.72 .500 1.75/.96 2.50/.63 .528 2.17/.75 2.50/.50 .883

1.4 Focused
physical
exam

3.43/.79 2.04.85 .590 3.00/1.40 2.04/.71 1.000 2.22/.83 2.04/.60 .899

1.3 + 1.4
Physical
exam

2.91/.94 2.24/.83 .403 2.17/1.17 2.24/.58 .656 2.20/.78 2.24/.66 .790

6 Oral
presentation

3.11/.93 2.20/.74 .948 3.09/.70 2.20/.55 .442 2.81/.83 2.20/.72 .854

KWCC Kendall W (KW) correlation coefficient (a correlation coefficient of 1 represents perfect agreement), OA original assessor, MA master assessor,
SD standard deviation
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development to enable them to complete assessments outside
of their clinical specialty.
While authors49 have noted enhanced generalizability of ad

hoc entrustment decisions when provided by clinical supervi-
sors who assess students frequently, decisions in the work-
place require an assessor to weigh the risk of granting auton-
omy to a learner.4,50,51 The relative lack of concordance be-
tween narrative comments and supervision ratings provided
by residents/fellows and attendings may be explained by the
challenges inherent in serving concurrently as a teacher, as-
sessor, and clinical supervisor.28,52,53 The quality and focus on
assessment can vary when any one role is emphasized. Asses-
sors may also struggle with assigning a supervision rating
indicating what level of supervision a student will need in
future clinical encounters.52 Prospective decisions about a
learner’s adaptive competence based on a discrete observation
of clinical performance require a different mindset than tradi-
tional end of clerkship/rotation evaluation.4,52,455

MAs constitute the Entrustment Committee (EC) and have
participated in additional training to facilitate group decision-
making. The Committee meets regularly to review and ana-
lyze data from ad hoc assessments further developing their
expertise and fortifying their shared mental model about the
criteria for assessment, specifically how the performance ex-
pectations outline behaviors that can be translated to the as-
signment of a supervision rating. To make summative entrust-
ment decisions, the members of the committee integrate and
synthesize quantitative (supervision ratings) and qualitative
data (narrative comments) from assessments completed across

clinical contexts to predict students’ readiness to meet expec-
tations for future performance.4,29–31,33

Our findings suggest that despite efforts to establish a
shared understanding and application of established perfor-
mance expectations, clinical supervisors may define what
constitutes a focused history differently based on their clinical
discipline and likely the context of the encounter. In contrast to
focused history taking, approaches to hypothesis-driven evi-
dence-based physical exam have been well described and with
the availability of published resources, assessors are perhaps
less likely to rely on personal opinion in judging a learner’s
performance. Correlation between supervision ratings provid-
ed with the narrative comments at the time of observation and
supervision ratings assigned by the expert panel differed by
clerkship and may reflect the value placed on the skill, and
perhaps the corresponding comfort level with assessment of
the task in a given specialty.8 Supervisors on procedural-based
specialties spend less time with learners in settings in which a
history and physical examination would be performed, leading
to a reliance on the use of simulation-based assessment for
these skills.56 In contrast, supervision ratings and correspond-
ing narrative comments for EPA 6 (oral presentation) provided
to students in assessments on the internal medicine clerkship
were highly correlated with supervision ratings assigned by
the expert panel. This likely reflects comfort with this tradi-
tional approach used to assess learners on the internal medi-
cine clerkship.57 These findings suggest the need to consider
the existing teaching and assessment practices of various

Table 5 Correlation Between the Mean Supervision Ratings Provided by Original Assessors in Each Clinical Discipline/Setting (Clerkship) and
the Mean Supervision Rating of the Expert Panel

Clerkship Internal medicine* Pediatrics** Surgery***

EPA task Supervision
rating OA
(mean/SD)

Supervision
rating EP
(mean/SD)

KWCC Supervision
rating OA
(mean/SD)

Supervision
rating EP
(mean/SD)

KWCC Supervision
rating OA
(mean/SD)

Supervision
rating EP
(mean/SD)

KWCC

1.1
Complete
history

2.25/.50 2.67.82 .233 3.14/.90 2.33/.54 .683 3.20 2.27 .149

1.2 Focused
history

2.75/1.04 2.29/.49 .745 2.33/.58 2.22/.38 1.000 3.20/.84 2.27/.64 .324

1.1 + 1.2
History
taking

2.58/.90 2.42/.61 .596 2.90/.88 2.30/.48 .738 3.20/.79 2.27/.49 .301

1.3
Complete
physical
exam

2.20/.63 2.63/.58 .605 1.67/.58 2.11/1.17 .929 1.00/.00 2.33/.00 ****

1.4 Focused
physical
exam

2.67/.58 2.44/.51 .929 2.14/.90 1.81/.74 .937 3.38/.92 2.08/.79 .747

1.3 + 1.4
Physical
exam

2.31/.63 2.59/.55 .626 2.00/.82 1.90/.83 .862 3.11/1.17 2.11/.75 .638

6 Oral
presentation

2.83/.72 2.36/.78 .942 2.94/.85 2.08/.59 .663 3.25/.89 2.21/.71 .873

KWCC Kendall W (KW) correlation coefficient (a correlation coefficient of 1 represents perfect agreement), OA original assessor, EP expert panel, SD
standard deviation
*All assessments completed in an inpatient setting; Adult patients
**Assessments completed in inpatient and outpatient settings; Pediatric patients
***Procedural-based specialty
****The small number of assessments for this EPA task in this clinical discipline did not allow analysis of correlation
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clinical disciplines when defining opportunities to incorporate
EPA assessments in each setting.51,58,59

Stakes, whether they be low or high, influence all stake-
holders.5027,51,53 And dual purposing of data from assessment
for both formative feedback and summative decisions may raise
concerns for ad hoc assessors.5,17 In our program, the data from
ad hoc assessments does not contribute to the student’s
evaluation/grade on the clinical clerkship and the results are
visible only to the student, their faculty coach, and their student
affairs dean. The student and faculty coach use the data to co-
create individualized learning plans to promote continued clinical
development.26 Supervisors may be particularly concerned about
disadvantaging learners through assessment, highlighting the
importance of training for assessors to ensure they understand
the goal of the program and how the data from assessment are
used.28,43,51,54 A dedicated group of “external” assessors, who do
not contribute to a student’s formal end of clerkship evaluation,
does not experience this tension. For narrative comments pro-
vided in EPA assessment to be useful to learners53 and also to
summative decision-making committees, all stakeholders who
provide the comments must be clear about the importance of
meaningful, high-quality, performance-based narrative that sub-
stantiates quantitative ratings and expands the information pro-
vided through the supervision rating.17

This study has limitations. First, narrative comments sam-
pled for analysis represent a random sampling of the total
assessments completed during the study period. The assess-
ments were done during observation of a subset of students by
a subset of the total assessors in the program and, so, may not
be representative. Second, this study did not examine the
accuracy of data (supervision ratings or narrative comments).
Although our web-enabled assessment tool allows assessors to
use voice dictation to capture verbal feedback, it is not known
if the narrative comments were consistent with verbal feed-
back given to learners at the time of the assessment. Assess-
ment data must be submitted within a specified period after the
time of the observation but if not done immediately may be
subject to limited recollection and/or recall bias.

CONCLUSIONS

EPA assessments communicate information about a learner
through both entrustment-supervision ratings and narrative
comments about observed performance. Concordance be-
tween both components is critical in making the data mean-
ingful to learners and to those who help them use this infor-
mation for their continued development.2,3,53,60 Committees
charged with analyzing and integrating data from EPA assess-
ments to make high stakes decisions must be able to use the
information to support summative entrustment.6,29,30,36,61 Our
findings underscore the need for high-quality narrative com-
ments alignedwith performance criteria so that the educational
and catalytic effect of an EPA-based program of assessment
can be fully realized.2,3,43,62,63
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