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Preface

Dear Reader:

As we reflect on innovations in the assessment of learning and clinical competence, best practices in
medical education are constantly evolving in response to those challenges. As an example, the growing
number of medical errors and the rising concerns for patient safety remains a catalyst for change in medi-
cal education.! Medical educators are now called to prepare learners with the end goal in mind—to meet
the needs of the patients they serve and to ensure quality health outcomes.? The osteopathic core compe-
tencies in medical education have been a guiding framework for assessment in both undergraduate (UME)
and graduate medical education (GME) for a number of years in helping to describe, in general, a ‘good’
medical school graduate or physician, and ultimately toward meeting the health care needs of the public.
An additional and complementary framework for learning and skill assessment was more recently intro-
duced into GME utilizing competency-based developmental outcomes?® to assist in guiding curriculum
development and specific assessments. But how are these milestones and competencies related or integrat-
ed? Learning milestones, whether undergraduate or graduate, can be clustered into meaningful activities
to make competency assessment more clinically meaningful and contextual.

The entrustable professional activities (EPAs) were originally conceptualized by Olle ten Cate in the
Netherlands and further matured as “units of professional practice, defined as tasks or responsibilities that
trainees are entrusted to perform unsupervised once they have attained sufficient specific competence.
EPAs are independently executable, observable, and measurable in their process and outcome, and there-
fore, suitable for entrustment decisions.” Therefore, the EPAs provide direct relevancy of the competen-
cies and related milestones into the work of the health care professional.

As an extension of these assessment innovations in GME, the Association of American Medical Colleges
(AAMC) developed 13 Core Entrustable Professional Activities for Entering Residency in 2014° as a
subset list of integrated clinical activities that all MD graduates making the transition from medical school
to residency should be expected to independently perform upon entering any GME program.

In that same year, AACOM’s Board of Deans approved an initiative charging its Society of Osteopathic
Medical Educators (SOME) to further examine and provide osteopathic medical consideration and per-
spective into these 13 EPAs. Under this charge, SOME synthesized a steering committee, guiding liaison
representatives from each of its osteopathic medical programs to review and identify relevant items within
the AAMC-identified activities requiring osteopathic consideration. This document is a culmination of
those deliberations that may assist and guide your programs’ activities in curriculum development.

Luke H. Mortensen, PhD, FAHA Stephen C. Shannon, DO, MPH
AACOM Vice President and AACOM President and
Chair for Medical Education Chief Executive Officer
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Background

In 2014, the American Association of Medical Colleges (AAMC) published the Core Entrustable Pro-
fessional Activities (EPAs) for Entering Residency: Curriculum Developers’ Guide as a framework for
advancing competency-based medical education. Both MD-granting and DO-granting medical schools are
called to use the EPAs and the curriculum tools to enhance the quality of education and to think differ-
ently about assessment within their respective institutions. As we enter into the next phase of the single
accreditation in graduate medical education, it is imperative that osteopathic medical schools adequately
prepare graduates to meet these performance outcomes and ensure their competiveness in the residency
application process.

The AAMC has moved forward with a demonstration phase at 10 pilot schools in order to test the feasi-
bility of the EPAs and to learn about the challenges, opportunities, and best practices in implementation.
Learning communities, with representation from both the Liaison Committee for Medical Education
(LCME) and the Commission on Osteopathic College Accreditation (COCA), accredited medical schools,
were subsequently established to extend the network of medical educators involved in the conversation to
guide promising practices in curriculum, faculty development, entrustment, and assessment. The AAMC
process is designed to promote an open dialogue across a broad range of stakeholders to help guide the
evolution of EPAs in the years ahead.

Overview

AACOM established an EPA Steering Committee in the fall of 2015 with the goal of advancing the
implementation of EPAs within undergraduate osteopathic medical education. The committee consists of
13 members from osteopathic medical schools, many of whom hold leadership positions in a broad range
of areas including curriculum, assessment, clinical education, and faculty development. A student repre-
sentative of the Council of Osteopathic Student Government Presidents (COSGP) is also a member of the
committee and offers an important voice for students in guiding the work of the committee. Representa-
tive school liaisons, appointed by their respective deans, provide insight and feedback from each school
and have contributed through survey responses, a webinar meeting, and email feedback on the osteopathic
adaptations for each EPA. Lastly, representatives from the Educational Council on Osteopathic Principles
(ECOP) offered valuable consultation in developing the Osteopathic Considerations for Core Entrustable
Professional Activities (EPAs) for Entering Residency.

The AACOM EPA Steering Committee was charged with the task of examining the relevance and appro-
priateness of the EPAs to osteopathic medical education and identifying a strategy for moving forward.
The initial work of the committee was to review and adapt the core EPAs to address osteopathic-specific
skills and practice essential to entering residency. The committee began by conducting a needs assess-
ment of all osteopathic schools to determine the baseline understanding of EPAs and to identify progress
that had been made within individual schools to address the EPAs in the curriculum or in their assessment
of students. Each steering committee member was assigned to serve as the lead contact with designated
school liaisons to ensure that all schools had input into the process. Working meetings were held with
steering committee members throughout the year; additional webinar and telephone meetings were con-
ducted with individual school liaisons to obtain feedback on work products.

The committee carefully deliberated and considered several approaches to adapting the existing EPAs

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 8
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including: (1) creating a distinct osteopathic EPA document, (2) adding an additional EPA that described
osteopathic-specific skills and practices, or (3) integrating osteopathic elements into the existing 13
EPAs. The option to integrate osteopathic-specific skills and practices into the existing document was
determined to be consistent with national efforts to promote collaboration and was seen as important to
ensuring the competiveness of our osteopathic student graduates as they enter residency. Additionally, the
integration of osteopathic philosophy into the EPAs is consistent with the practice of osteopathic medi-
cine, a practice of medicine that approaches the patient as an integrated whole of mind, body, and spirit.
Rather than listing all the osteopathic elements of patient care in an additional EPA, and thus relegating
osteopathic medicine to a professional activity, the AACOM Steering Committee felt that the existing

13 EPAs reflected the practices of an osteopathic physician, with the addition of osteopathic elements to
reflect the distinctive approach.

The committee reviewed each of the 13 EPAs and considered changes that represented essential osteo-
pathic skills and practices for entering residents. The draft document was sent to the school liaisons and
the feedback from all schools was carefully considered and integrated into the final document by the
steering committee. Adaptations were made to each of the existing EPAs; the osteopathic considerations
are noted in italics in three sections: (1) description of activity, (2) most relevant domains of competence,
and (3) competencies within each domain critical to entrustment decisions.

The Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Resi-
dency is offered as a tool to guide the implementation of EPAs in osteopathic medical education. Schools
may choose to adopt the recommendations as offered, add school-specific adaptations, or move forward
with a novel approach. The document is seen as a living document that will evolve over time as osteo-
pathic schools gain experience and establish best practices for implementation.

As we enter the next phase of the project, the EPA steering committee and school liaison group will
continue to collaborate in the year ahead to identify strategies to support schools in the process of imple-
mentation. The committee will seek and disseminate information about resources, best practices, and
lessons learned as they emerge from our community of schools and from the efforts of the AAMC. There
is a clear need to share common resources for faculty development, curriculum mapping, and assessment
strategies. It is the goal of AACOM to continue to be a leader in supporting schools in this effort.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 9
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Osteopathic Competencies, Milestones, and EPAs Framework

To allow all colleges of osteopathic medicine to work toward a single set of standards, which graduates
must meet to enter residency, a common vocabulary must exist. Therefore, as related to these standards,
competencies are observable characteristics or qualities of graduating students that integrate knowledge,
skills, attitudes, and behaviors. The progression of a student toward competence can be measured using
milestones. Milestones describe the progression of a learner toward an expected level of proficiency in
their competency development. Finally, the notion of entrustment must be understood.

One of the first questions that emerged from the Association of American Medical Colleges (AAMC)
pilot was about the concept of entrustment. The Entrustment Working Group decided on a few guiding
principles. Entrustment should: (1) include longitudinal formative relationships with faculty, (2) be based
on robust data collection, and (3) include early and ongoing assessment of trustworthiness, especially the
following components of trustworthiness: truthfulness, consciousness, and discernment (Kennedy, et al.
2008 ). The idea of trust reflects a dimension of competence that reaches further than observed ability. It
includes the real outcome of training—that is, the quality of care.

Entrusting a critical activity should lead to the trainee being granted responsibility based on competency
and trustworthiness. Entrustment could range from pre-entrustment (ability to observe only or act in a
supervised manner) to full entrustment (once sound feedback has confirmed a critical number of times
that all went well, the entrustment can be formalized and considered a qualification to act independently
or unsupervised). Thus, entrustable professional attributes (EPAs) are units of work, tasks, or responsi-
bilities that graduating students can be entrusted to carry out.

EPAs encompass the integration of multiple competencies as shown in Table 1. AACOM has modified
the functions proposed in the original work of the AAMC’s Core Entrustable Professional Activities for
Entering Residency Curriculum Developers’ Guide, 2014 to include pertinent, distinctively osteopathic
components, as appropriate.

EPAs are assessed as an observable workplace task or responsibility that a graduate will perform (mea-
sured in various contexts) once they have attained competence in each of the requisite functions. A gradu-
ate may function unsupervised for a specific EPA in one context, for example in an inpatient setting, but
not function unsupervised in another context, such as in an outpatient setting. Each EPA can be assessed
by measuring functions or subunits of the task or responsibility. Entrustment decisions are complex and
require multiple measures across the various contexts. There is a progression to completion of each EPA
from unsupervised to supervision of others.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 10
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Table 1: Examples of Osteopathic Components Added to EPAs

EPAs
(activities of work)

Competencies
(together describe expectations of a physician)

EPA 1: Gather a history and perform a physical
examination.

Functions include (but are not limited to):

a. Perform a complete and accurate physical
exam, including an osteopathic structural
exam.

b. Identify, describe and document abnormal
physical exam findings including osteopath-
ic structural findings (e.g. somatic dysfunc-
tion, TART, etc.)

Osteopathic Principles and Practices: Approach
the patient with recognition of the entire clinical
context; Use OPP to perform competent physi-
cal, neurologic, and structural exams.

Patient Care: Gather accurate data related to
the patient encounter.

Professionalism: Demonstrate awareness of
issues of culture, religion, age, etc.

Interpersonal Communication Skills: Establish
the physician-patient relationship; conduct a
patient-centered interview.

EPA 5: Document a clinical encounter in the
patient record.

Functions include (but are not limited to):
a. Filter, organize, and prioritize information.

b. Record documentation so that it is timely
and legible.

c. Document a procedural note including an
OMM procedural note.

Osteopathic Principles and Practices: Appropri-
ately document somatic dysfunction related to
primary medical diagnoses assessing for TART;
communicate and document treatment details.

Patient Care: Record patient information in an
accurate, organized, and logical manner appro-
priate to the clinical situation.

Interpersonal and Communication Skills:
Maintain accurate, comprehensive, timely and
legible medical records.

Assessed in different contexts and measured
based on level of supervision and trust.

Assessed using development milestones or
levels of proficiency.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016
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How to Use This Document

Content

In this document, faculty will find the 13 EPAs adapted to better pertain to osteopathic medical education.
These osteopathic EPAs describe what all osteopathic physicians should be expected to perform without
direct supervision on day one of residency. EPAs are generalizable skills and required of all osteopathic
residents regardless of any specific discipline. For each EPA, faculty will find the following sections:

*  Description of the 13 EPAs with key functions
* List of most relevant domains of competence

e List of competencies within each domain, defined by both the ACGME and AOA, critical to entrust-
ment decisions

Tables of milestones, narrative descriptions, and vignettes can be found in the AAMC’s Core Entrust-
able Activities for Entering Residency: Curriculum Developers Guide and the AAMC’s Core Entrustable
Activities for Entering Residency: Faculty & Learners’ Guide.

Using the Guide for Curriculum Design and Assessment

The EPA descriptions and the tables of competencies should serve as the basis for curriculum develop-
ment, for both MD-granting as well as DO-granting medical schools. Schools intending to utilize these
EPAs will need to address their implementation into the curriculum and their assessment. As schools
incorporate EPAs and use this guide, the following questions may frame discussions about the school’s
curriculum:

*  Who will teach the content?

e What will be the content?

e Where will the teaching/assessment be conducted?
*  When will the content be taught/assessed?

*  How will the content be taught/assessed?

*  Who will make the entrustment decision?

¢ How and when will that entrustment decision be made?

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 12
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Using the Guide for Faculty Development

Faculty can use this guide as a reference for their own development in both pre-clinical as well as clinical
settings. As faculty critically review course content and curriculum, incorporating EPAs will undoubtedly
challenge faculty and help them expose new opportunities to engage learners. This document is designed
for those involved in curriculum development, and may also assist clinical teaching faculty to better ap-
preciate their own educational input as it applies to the development of osteopathic trainees.

Using the Guide for Learners’ Development

Osteopathic student learners can also use this document to understand the rationale and framework of
what is expected of them during their four years and by the time they graduate. The EPA descriptions
provide concrete and actionable skills required of them upon graduation, providing them with direction as
they progress through their training as osteopathic medical students.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 13
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Core Entrustable Professional Activities (EPAs)

EPA 1: Gather a history and perform a physical examination.

1. Description Day one residents should be able to perform an accurate, complete or focused history and physical exam
of the activity in a prioritized, organized manner without supervision and with respect for the patient. The history and
physical examination should be tailored to the clinical situation and specific patient encounter. This data

gathering and patient interaction activity serves as the basis for clinical work and as the building block
for patient evaluation and management. Learners need to integrate the scientific foundations of medicine
with clinical reasoning skills to guide their information gathering.

Functions

History
¢ Obtain a complete and accurate history in an organized fashion.

¢ Demonstrate patient-centered interview skills (attentive to patient verbal and nonverbal cues,
patient/family culture, social determinants of health, need for interpretive or adaptive services;
seeks conceptual context of illness; approaches the patient holistically and demonstrates active
listening skills).

* |dentify pertinent history elements in common presenting situations, symptoms, complaints, and
disease states (acute and chronic).

¢ QObtain focused, pertinent histories in urgent, emergent, and consultative settings.

¢ Consider cultural and other factors that may influence the patient’s description of symptoms.

¢ |dentify and use alternate sources of information to obtain history when needed, including but
not limited to family members, primary care physicians, living facility, and pharmacy staff.

* Demonstrate clinical reasoning in gathering focused information relevant to a patient's care.

¢ Demonstrate cultural awareness and humility (for example, by recognizing that one’s own cul-
tural models may be different from others) and awareness of potential for bias (conscious and
unconscious) in interactions with patients.

Physical Exam
e Perform a complete and accurate physical exam, including an osteopathic structural exam, in
logical and fluid sequence.

¢ Perform a clinically relevant, focused physical exam pertinent to the setting and purpose of the
patient visit.

* |dentify, describe, and document abnormal physical exam findings, including osteopathic struc-
tural findings (e.g. somatic dysfunction, TART, etc.).

¢ Demonstrate patient-centered examination techniques that reflect respect for patient privacy,
comfort, and safety (e.g., explaining physical exam maneuvers, telling the patient what one is do-
ing at each step, keeping patients covered during the examination).

2. Mostrelevant | ] Patient Care [0 Systems-Based Practice
domains of VI  Knowledge for Practice [ Interprofessional Collaboration
competence L] Practice-Based Learning and Improvement L] Personal and Professional Development
M Interpersonal and Communication Skills VI Osteopathic Principles and Practice (OPP)
I  Professionalism
3. Competencies AAMC Competencies AACOM Competencies
COMITI OO PC 2 P 0PP1 P7
domain critical KP 1 P3 OPP3 Ics 1
fo entrustment ICS 1 P5 MK 3 Ics 2
decisions ICS 7 PC1

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 14
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EPA 1: Expected Behaviors for a Pre-Entrustable Learner

The learner at this level demonstrates underdeveloped skill in history gathering, manifested as errors of
omission or commission in gathering information. The learner may also incorrectly perform physical
exam maneuvers and may miss key physical exam findings, including osteopathic structural exam find-
ings. These gaps in demonstrated skill may be due to a limited ability to filter, prioritize, and connect
pieces of information to each other; to prior clinical encounters; or to existing factual knowledge. The pre-
entrustable learner may make decisions based on intuition or a limited ability to develop relevant mental
models rather than on appropriate information. The learner inconsistently demonstrates use of patient-
centered information gathering and physical exam skills, and may either generalize based on a patient’s
background or pay inadequate attention to the patient’s individual background.

EPA 1: Expected Behaviors for an Entrustable Learner

The learner at this level is routinely able to gather an accurate complete history and can also gather a
focused history in an urgent, emergent, or consultation setting. When necessary, the learner identifies and
uses alternative sources of information beyond the patients themselves and ensures appropriate commu-
nication by using interpreter services when necessary. The entrustable learner can perform an accurate
complete physical exam or a focused physical exam pertinent to the patient visit, identify and document
abnormal findings, including osteopathic structural exam findings, and describe such findings to team
members. For the entrustable learner, analytic reasoning and the abilities to activate prior foundational
knowledge and prior clinical experience underlie the choice of either a complete or a focused history and
physical exam, and guide the gathering of information relevant to the patient’s care. The learner at this
level consistently uses patient-centered interview skills and physical exam techniques that, even under
conditions of stress or fatigue, demonstrate respect for patients, insight about patients’ emotional re-
sponses, sensitivity toward each patient’s unique background and needs, and the ability to communicate
bi-directionally.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 15
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EPA 2: Prioritize a differential diagnosis following a clinical encounter.

1. Description To be prepared for the first day of residency, all physicians need to be able to integrate patient data to

of the activity formulate an assessment, developing a list of potential diagnoses that can be prioritized and lead to
selection of a working diagnosis. Developing a differential diagnosis is a dynamic and reflective process
that requires continuous adaptation to avoid common errors of clinical reasoning such as premature
closure.

Functions

¢ Synthesize essential information from the previous records, history, physical exam, including an
osteopathic structural exam, and initial diagnostic evaluations.

¢ [Integrate information as it emerges to continuously update differential diagnosis.

¢ |Integrate the scientific foundations of medicine with clinical reasoning skills to develop a dif-
ferential diagnosis and a working diagnosis.

* Integrate musculoskeletal considerations that may lead to somatic dysfunction and somato-
visceral findings as they may relate to disease or health promotion.

* Engage with supervisors and team members for endorsement and verification of the working
diagnosis in developing a management plan.

¢ Explain and document the clinical reasoning that led to the working diagnosis in a manner that is
transparent to all members of the health care team.

¢ Manage ambiguity in a differential diagnosis for self and patient and respond openly to ques-
tions and challenges from patients and other members of the health care team.

2. Most relevant I Patient Care [J Systems-Based Practice
domains of M  Knowledge for Practice ] Interprofessional Collaboration
(I HHE V Practice-Based Learning and Improvement I Personal and Professional Development
M Interpersonal and Communication Skills V] Osteopathic Principles and Practice (OPP)
[J Professionalism
3. Competencies AAMC Competencies AACOM Competencies
:;.:;n each PC2 KP 4 OPP 4 (c) pPc2
in critical PC 4 IcS 2 0PP 4(d) MK 1
to entrustment KP 2 PBLI 1 0PP4(g) MK 2
decisions KP 3 PPD 8

EPA 2: Expected Behaviors for a Pre-Entrustable Learner

The learner at this level approaches assessment of a patient problem largely from a rigid template based
on associations made between symptoms or physical exam findings and diagnoses and is unable to per-
form an osteopathic structural examination with the goal to discern possible imbalances of the physiologi-
cal, autonomic, and biomedical processes contributing to the disease process(es). This learner may not
gather all pertinent information from the patient’s history or physical exam findings, leading to a differen-
tial diagnosis that is too narrow or contains inaccuracies. The learner at this level has a limited ability to
filter, prioritize, and make connections between information gathered from primary and secondary sources
including the patient’s history, physical exam, and diagnostic evaluations, such as laboratory and radio-
graphic studies, including those related to the autonomic, lymphatic, and vasculature systems. Addition-
ally, this learner has a limited ability to identify and reflect on pertinent information as it emerges in order
to continuously update the differential diagnosis and avoid errors of clinical reasoning, such as premature
closure.
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The pre-entrustable learner may overly rely on supervisors and team members for development of the
differential diagnosis and selection of a working diagnosis and may not be able to articulate a cohesive
management plan. When this learner does offer a management plan, it may not be sufficiently inclusive
of all items in the differential, thereby missing confirmation or disconfirmation of important diagnoses.
The pre-entrustable learner may also create and carry out a management plan without the required prior
endorsement and/or verification of the working and differential diagnosis from supervisors. The manage-
ment plans developed by the learner may, thus, include a broad range of diagnostic evaluations that are
not tailored to the prioritized differential diagnosis; plans may disregard pre-test probability or relevant
system factors.

The pre-entrustable learner has little insight into his or her limitations and may not be aware when his or
her knowledge is insufficient for the situation at hand, leading to over- or underestimation of abilities and
uneasiness when questioned by the patient or supervisor. This learner may come to premature closure. He
or she may not be comfortable acknowledging ambiguity and may not ask other health care providers on
the team, including supervising physicians, nursing, or other staff, for help. The pre-entrustable learner
may fail to document or may incompletely document the reasoning that led to the assessment and plan,
which have errors that would be apparent to other team members.

EPA 2: Expected Behaviors for an Entrustable Learner

The individual at this level approaches development of the differential and working diagnosis of a patient
problem with the ability to link the osteopathic structural examination with the goal to discern pos-

sible imbalances of the physiological, autonomic, and biomedical processes contributing to the disease
process(es) along with current findings to prior clinical encounters. The individual gathers pertinent in-
formation including those related to the autonomic, lymphatic, and vasculature systems not only from the
patient but also from the patient’s record and past history, using all the available data to propose a relevant
set of differential diagnoses, neither too broad nor too narrow. This learner can usually understand how

to relate current and emerging information to continuously update the differential diagnosis and is able to
avoid most errors of clinical reasoning, such as premature closure.

The learner at this level has an understanding of their individual knowledge, strengths, and weaknesses.
Entrustable learners know when to consult supervisors and team members in the development of their
differential diagnosis and selection of a working diagnosis, and can usually articulate a cohesive manage-
ment plan that takes into account the items in the differential diagnosis. This learner engages with supervi-
sors and team members for endorsement and verification of the working diagnosis in developing a man-
agement plan tailored to the prioritized differential diagnosis.

The entrustable learner is comfortable with some ambiguity, manifested as an ability to respond to ques-
tions or challenges from the patient, family, or supervisor in a professional manner, even when uncertain
about the answer. This learner feels comfortable seeking assistance from other members of the health care
team. The learner’s documentation demonstrates evidence of clinical reasoning so that other providers
will be able to ensure continuity of care for the patient.
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EPA 3: Recommend and interpret common diagnostic and screening tests.

1. Description This EPA describes the essential ability of the day one resident to select and interpret common diagnos-
of the activity tic and screening tests* using evidence-based and cost-effective principles as one approaches a patient
in any setting.
Functions

* Recommend first-line, cost-effective diagnostic evaluation for a patient with an acute or chronic
common disorder or as part of routine health maintenance.

¢ Provide a rationale for the decision to order the test.

¢ Incorporate cost awareness and principles of cost-effectiveness and pre-test/post-test prob-
ability in developing diagnostic plans.

¢ Interpret the results of basic diagnostic studies (both lab and imaging); know
e Common lab values (e.g., electrolytes).

¢ Understand the implications and urgency of an abnormal result and seek assistance for inter-
pretation as needed.

¢ Elicit and take into account patient preferences in making recommendations.

*Common diagnostic and screening tests include the following:

Plasma/serum/blood studies

Arterial blood gases Culture and sensitivity HIV antibodies
Bilirubin Electrolytes HIV viral load
Cardiac enzymes Glucose Lipoproteins
Coagulation studies Hepatic proteins Renal function tests
CBC HgbAlc RPR

Urine studies Body fluids (CSF, pleural, peritoneal)

Chlamydia Cell counts

Culture and sensitivity Culture and sensitivity

Gonorrhea Protein(s)

Microscopic analysis

U/A dipstick
2. Mostrelevant | [/] Patient Care M Systems-Based Practice
domains of M  Knowledge for Practice (] Interprofessional Collaboration
competence M Practice-Based Learning and Improvement L] Personal and Professional Development
L1 Interpersonal and Communication Skills [ 1 Osteopathic Principles and Practice (OPP)
M  Professionalism
3. Competencies AAMC Competencies AACOM Competencies
\(;vnthu_l each : PC 4 KP 1 PC1 PC5
omain critica PC5 KP 4 PC 4 (b) MK 3
:lo eflt_rustment PC7 PBLI 9 PC 4(f) PBLI 4
ecisions PC9 SBP 3 PC 4 (h) SBP 3
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EPA 3: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner can recommend a standard set of studies for the patient and can provide a list
of additional labs and imaging examinations thought to be useful for that particular patient. However, the
learner is limited in their ability to discuss which panel(s) or individual lab value(s) or imaging studies are
most important for specific patients. Additionally, the learner has difficulty justifying each recommenda-
tion and does not appear to have considered the impact a false-positive or false-negative test might have
on the patient’s work-up.

At this level, the learner may not always provide the rationale for the recommended evaluation, and when
they do, the rationale often does not include (1) considerations of pertinent risk factors identified from the
history, physical, and osteopathic structural examination, (2) other determinants of health that may modify
the patient’s risk profile, (3) considerations of pre-test and post-test probabilities, or (4) considerations of
costs either overall or out-of-pocket. Additionally, there is limited evidence that patient preferences have
been factored into the recommendations.

When test results are received, the pre-entrustable learner may misinterpret common insignificant or ex-
plainable abnormalities as important or may fail to recognize important abnormalities and their urgency.

EPA 3: Expected Behaviors for an Entrustable Learner

The entrustable learner provides an initial plan for laboratory tests and imaging studies that are targeted
to the most important working diagnoses when discussing the next steps in a patient’s care after a thor-
ough history, physical, and osteopathic structural exam. This learner is able to provide a rationale for each
test. The learner provides information to the supervisor and other members of the health care team that
attempts to place the patient’s risk factors and clinical presentation in context and considers the patient’s
resources and preferences in making recommendations. The learner demonstrates cost awareness and at-
tempts to apply cost-benefit considerations that are specific to the patient’s condition, demographics, and
ability to pay.

For common diagnostic tests, the learner at this level can cite relevant information on the likelihood
and interpretation of a positive test. This learner also incorporates the patient’s demographics and health
behaviors into their recommendations for screening and diagnostic evaluations. At this level, the learner
provides clear rationales for his or her diagnostic recommendations.

The entrustable learner methodically reviews each test and imaging result, interpreting the cause and
urgency of abnormal values, and seeking help for interpretation of tests that are beyond their scope of
knowledge. The entrustable learner notes and attempts to interpret results that are unexpectedly normal.
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EPA 4: Enter and discuss orders and prescriptions.

1. Description
of the activity

Writing safe and indicated orders is fundamental to the physician’s ability to prescribe therapies or
interventions beneficial to patients. It is expected that physicians will be able to do this without direct
supervision when they matriculate to residency. Entering residents will have a comprehensive under-
standing of some but not necessarily all of the patient’s clinical problems for which they must provide
orders. They must also recognize their limitations and seek review for any orders and prescriptions they
are expected to provide but for which they do not understand the rationale. The expectation is that learn-
ers will be able to enter safe orders and prescriptions in a variety of settings (e.g., inpatient, ambulatory,
urgent, or emergent care).

Functions

Demonstrate an understanding of the patient’s current condition and preferences that will
underpin the orders being provided.

Demonstrate working knowledge of the protocol by which orders will be processed in the envi-
ronment in which they are placing the orders.

Compose orders efficiently and effectively, such as by identifying the correct admission order
set, selecting the correct fluid and electrolyte replacement orders, and recognizing the needs
for deviations from standard order sets.

Compose prescriptions in verbal, written, and electronic formats.

Recognize and avoid errors by using safety alerts (e.g., drug-drug interactions) and information
resources to place the correct order and maximize therapeutic benefit and safety for patients.

Attend to patient-specific factors such as age, weight, allergies, pharmacogenetics, and co-
morbid conditions when writing or entering prescriptions or orders.

Discuss the planned orders, including those for osteopathic manipulative medicine (OMM),
and prescriptions (e.g., indications, contraindications, risks) with patients and families and use
a nonjudgmental approach to elicit health beliefs that may influence the patient’s comfort with
orders and prescriptions.

2. Most relevant I Patient Care ] Systems-Based Practice
domains of [0 Knowledge for Practice ] Interprofessional Collaboration
(I HHE M Practice-Based Learning and Improvement [J Personal and Professional Development
M Interpersonal and Communication Skills ] Osteopathic Principles and Practice (OPP)
M  Professionalism
3. Competencies AAMC Competencies AACOM Competencies
cobi Ay PC 2 PBLI 1 OPP6
domain critical PC5 PBLI 7 PC6
to entrustment PCH IcS 1
decisions SBP 3
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EPA 4: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner has difficulty filtering and synthesizing key information from a patient’s his-
tory and physical examination, including the osteopathic structural exam, to inform an understanding of
a patient’s condition in a manner that enables safe and effective prioritization in ordering tests and thera-
pies. The learner fails to consider non-pharmacologic and preventive strategies and adopts a “shotgun”
approach to orders, casting a wide, unfocused net that may, nonetheless, miss key tests needed and mini-
mally considers costs of orders. The pre-entrustable learner acts impulsively in placing orders rather than
pausing to consider the big picture and waiting for cause and effect to play out from earlier orders.

This learner feels compelled to act and can be impatient and non-reflective. The learner does not take into
account patient preferences when placing orders and is often focused on personal needs and desire for
information. The learner does not recognize when to tailor or deviate from a standard order set.

The pre-entrustable learner can be defensive when questioned about orders and may be unable to clearly
articulate the rationale behind the orders. The learner may be overly confident in plans and may not seek
sufficient review of orders despite limited experience. This learner may place orders without communicat-
ing with the rest of the team and/or patients and families regarding plans.

The learner, although technologically facile, has little ability to navigate the order-entry system and does
not understand alerts or other system features that can aid the selection of order sets. The pre-entrustable
learner may not follow established protocols for placing and carrying out orders within the system in
which they are being placed. Common errors in prescription writing and entry are made, with limited
double-checking or knowledge of how to verify drug dosages, names, and interactions.

EPA 4: Expected Behaviors for an Entrustable Learner

The entrustable learner is able to synthesize the information at hand from the patient’s history, physical
exam, including the osteopathic structural exam, and review of existing studies to reach an understanding
of the patient’s current condition. The learner considers non-pharmacologic interventions and preventive
health options, as well as patient preferences and desires with respect to expectations for diagnostic and
therapeutic next steps.

With this big picture perspective, the entrustable learner is able to parsimoniously place orders in a
thoughtful, stepwise process, awaiting results from one set of studies before making a decision to order
additional tests. The learner is flexible in their thinking, and when faced with an unexpected result from a
study, is able to interpret the result and adjust plans for next steps.

The learner communicates with patients as results become available and engages with patients when
considering starting new medications or other treatments. When a patient asks about other options, the
entrustable learner is able to articulate the risks and benefits of a given approach and to consider alterna-
tives. The entrustable learner considers special patient demographics that may dictate a particular care
pathway.

This learner is able to effectively use care pathways and algorithms, yet can recognize when deviation

is needed. The learner is also able to recognize and effectively use the safety alerts within the electronic
medical record. When the entrustable learner is faced with a diagnostic or therapeutic need that is unfa-
miliar or that she is not comfortable with, they seek the help of more experienced health care providers or
other osteopathic resources for guidance.
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EPA 5: Document a clinical encounter in the patient record.

1. Description
of the activity

Entering residents should be able to provide accurate, focused, and context-specific documentation of
a clinical encounter in either written or electronic formats. Performance of this EPA is predicated on the
ability to obtain information through history, using both primary and secondary sources, and physical
exam in a variety of settings (e.g., office visit, admission, discharge summary, telephone call, email).
Documentation is a critical form of communication that supports the ability to provide continuity of care
to patients and allows all health care team members and consultants to:

Understand the evolution of the patient’s problems, diagnostic work-up, and impact of therapeu-
tic interventions.

Identify the social and cultural determinants that affect the health of the patient.
View the illness through the lens of the patients and family.

Incorporate the patient’s preferences into clinical decision making.

The patient record is a legal document that provides a record of the transactions in the patient-physician
contract.

Functions

Filter, organize, and prioritize information.
Synthesize information into a cogent narrative.
Record a problem list, working and differential diagnosis and plan.

Choose the information that requires emphasis in the documentation based on its purpose (e.g.,
Emergency Department visit, clinic visit, admission History and Physical Examination).

Document an osteopathic structural exam.
Document a procedural note, including an OMM procedure note.
Comply with requirements and regulations regarding documentation in the medical record.

Verify the authenticity and origin of the information recorded in the documentation (e.g., avoids
blind copying and pasting).

Record documentation so thatit is timely and legible.

Accurately document the reasoning supporting the decision making in the clinical encounter for
any reader (e.g., consultants, other health care professionals, patients and families, auditors).

Document patient preferences to allow their incorporation into clinical decision making.

2. Most relevant
domains of
competence

Patient Care

Knowledge for Practice

Practice-Based Learning and Improvement
Interpersonal and Communication Skills

RROOX

Professionalism

VI Systems-Based Practice

(1 Interprofessional Collaboration

[J Personal and Professional Development
1 Osteopathic Principles and Practice (OPP)

3. Competencies
within each
domain critical
to entrustment
decisions

AAMC Competencies

PC 4 ICS5
PC6 Pa
ICS1 SBP 1
ICS 2

AACOM Competencies

OPP3(J)
OPP6 (e)
PC6
I€S 3
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EPA 5: Expected Behaviors for a Pre-Entrustable Learner

Documentation follows a standard template regardless of the intended audience or purpose of the com-
munication. Availability of documentation may be delayed and may be missing necessary elements, but
may also include unnecessary or redundant information, inaccurate information from cutting and past-
ing pieces of the electronic health record (EHR), as well as prohibited abbreviations. The note may not
include date, time, and signature, as well as other institutionally required information. Written forms are
not always legible.

Documentation of the history does not demonstrate pursuit of primary or secondary sources to fill gaps.
Documentation of part of the physical examination, including the osteopathic structural exam, and/

or laboratory values may not be verifiable by others. The note reflects lack of time or skill, or both, or
frustration in navigating the system to piece together various sources of information required for accuracy
(e.g., medication reconciliation is not accurate and complete) and does not identify gaps in care when they
occur. Clinical reasoning is not reflected in the note, and laboratory values may be interpreted literally or
inaccurately. Management plans are based on directives from others and limited help-seeking behaviors
often leave gaps in understanding.

If OMM was performed, a procedural note was absent or incomplete. Communication may be unidirec-
tional or may not consider the patient’s cultural context or health beliefs, resulting in plans that may not
address patient preferences.

EPA 5: Expected Behaviors for an Entrustable Learner

The learner at this level provides documentation that is adapted to the intended audience or purpose of the
communication. The documentation is timely and comprehensive and tells a cogent patient story without
excessive detail. The notes include only acceptable abbreviations and date, time, and signature, as well as
other institutionally required information. The written forms are always legible.

The entrustable learner’s documentation of the history demonstrates accurate use of primary or second-
ary sources to fill in any gaps. The documentation of the physical examination and laboratory values is
verifiable by others. The notes demonstrate successful navigation of the medical system by identifying
problems when they arise and documenting engagement of those who can help resolve them. Clinical rea-
soning is documented and reflects a combination of thought processes and an interpretation of osteopathic
structural exam findings.

If OMM was performed, it is appropriately documented in the note. Discussions with other providers are
noted as such. The entrustable learner interprets basic laboratory values accurately and uses them to in-
form the management plan. The communication with patients occurs in a bidirectional manner, highlights
patient preferences in the documentation, and integrates those preferences into the plan.
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EPA 6: Provide an oral presentation of a clinical encounter.

1. Description The day one resident should be able to concisely present a summary of a clinical encounter to one or

of the activity more members of the health care team (including patients and families) in order to achieve a shared
understanding of the patient’s current condition. A prerequisite for the ability to provide an oral pre-
sentation is synthesis of the information, gathered into an accurate assessment of the patient’s current
condition.

Functions

e Present information that has been personally gathered or verified, acknowledging any areas of
uncertainty.

¢ Provide an accurate, concise, and well-organized oral presentation.
¢ Adjustthe oral presentation to meet the needs of the receiver of the information.

e Assure closed-loop communication between the presenter and receiver of the information to
ensure that both parties have a shared understanding of the patient’s condition and needs.

2. Most relevant [J Patient Care [] Systems-Based Practice
domains of [J  Knowledge for Practice L] Interprofessional Collaboration
competence M Practice-Based Learning and Improvement M Personal and Professional Development
M  Interpersonal and Communication Skills [] Osteopathic Principles and Practice (OPP)
I Professionalism
3. Competencies AAMC Competencies AACOM Competencies
within each PC 2 P1 ICS 4
domain critical PBLI 1 P3 IPC7
to entrustment ICS 1 PPD 4
decisions ICS 2 PPD 7
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EPA 6: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner follows a rigid template when presenting, failing to take cues from the receiv-
er of information to ensure that there is a shared understanding of the information being conveyed. The
learner often rushes ahead and fails to pause in the presentation at appropriate inflexion points to allow for
input or discussion.

The presentation is often not concise or well organized around the chief complaint or primary patient care
issue being presented. The presentation wanders to include extraneous information that is not immedi-
ately relevant and fails to incorporate factors and findings that relate to structure, function, mental status/
psychosocial factors, and/or disability that may impact clinical outcome. The pre-entrustable learner does
not tailor the presentation to meet the needs of the receiver of the information, often using many acro-
nyms and medical jargon, nor are they able to adjust the presentation appropriately for varying contexts of
patient care (e.g., emergent versus ambulatory settings).

When queried about information presented about which they are unsure, the learner can become defensive
or can sometimes even confabulate information in order to cover uncertainty. The learner may also fail to
retrieve some piece of evidence that is being requested. The learner at this level tends to accept informa-
tion contained in the medical record and include it in the presentation without personally verifying it.

The pre-entrustable learner can be either under- or overconfident in presentations, leading to a lack of
comfort with the recommendations from other members of the health care team and/or patients and their
family members. At the conclusion of the presentation, the learner does not ensure that there is closed-
loop communication with verbal expression by all parties verifying the agreed-upon next steps and plan.

EPA 6: Expected Behaviors for an Entrustable Learner

The entrustable learner is a skilled communicator who understands that the oral presentation serves an
important function in medical care and is able to adjust their presentation appropriately for the receiver of
information (e.g., faculty, patient/family, team members), for the context of the presentation (e.g., emer-
gent versus ambulatory), and for the emotional intensity of the presentation.

The learner actively engages the patient, family, and other team members in the presentation and does not
shy away from difficult or stressful issues. This learner tells the patient’s story accurately and efficiently
and can make a cogent argument to support the proposed management plan including factors and find-
ings that relate to structure, function, mental status/psychosocial factors, and/or disability that may impact
clinical outcome.

The learner usually feels comfortable with uncertainty and readily acknowledges gaps in the knowledge
and skills needed to manage a given patient. The learner reflects on areas of uncertainty and seeks addi-
tional information and assistance as needed.

The entrustable learner engages consistently in bidirectional communication that ensures a shared un-
derstanding of information and avoids unnecessary medical jargon. The learner filters, synthesizes, and
prioritizes information into broad categories and can recognize patterns while presenting findings, result-
ing in a concise, well-organized presentation. The entrustable learner is sensitive to issues of privacy and
confidentiality when discussing patients.
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EPA 7: Form clinical questions and retrieve evidence to advance patient care.

1. Description On day one of residency, it is crucial that residents be able to identify key clinical questions in caring for
of the activity patients, identify information resources, and retrieve information and evidence that will be used to ad-
dress those questions. Day one residents should have basic skill in critiquing the quality of the evidence
and assessing applicability to their patients and the clinical context. Underlying the skill set of practicing
evidence-based medicine is the foundational knowledge an individual has and the self-awareness to

identify gaps and fill them.

Functions

¢ Develop a well-formed, focused, pertinent clinical question based on clinical scenarios or real-
time patient care.

¢ Demonstrate basic awareness and early skills in appraisal of both the sources and content of
medical information using accepted criteria.

¢ |dentify and demonstrate the use of information technology to access accurate and reliable
online medical information.

* Demonstrate basic awareness and early skills in assessing applicability/generalizability of
evidence and published studies to specific patients.

* Demonstrate curiosity, objectivity, and the use of scientific reasoning in acquisition of knowl-
edge and application to patient care.

e Apply the primary findings of one’s information search to an individual patient or panel of
patients.

e Communicate one’s findings to the health care team (including the patient/family).

¢ Close the loop through reflection on the process and the outcome for the patient.

2. Most relevant [J Patient Care [] Systems-Based Practice
domains of M Knowledge for Practice L] Interprofessional Collaboration
SRR E V Practice-Based Learning and Improvement [J Personal and Professional Development
[J] Interpersonal and Communication Skills [J Osteopathic Principles and Practice (OPP)
[J Professionalism
3. Competencies AAMC Competencies AACOM Competencies
Wlthll:l eatfh_ KP 3 PBLI 6 PC4 PBLI 3
domain critical KP 4 PBLI 7 PBLI 1 PBLI 4
to entrustment PBLI 1 PBLI 9 PBLI2 PBLI 5
decisions PBLI 3 ICS 2
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EPA 7: Expected Behaviors for a Pre-Entrustable Learner

The learner at this level often relies more on linear thinking than does a more advanced learner, has less
experience to draw on, and is less aware of their own knowledge limitations. The pre-entrustable learner
may be overly focused on the individual patient, less aware of or attentive to trends or understanding
about populations and communities of patients, and may in general jump to conclusions or generaliza-
tions without fully understanding the complexity of the situation or the types of information or evidence
needed.

This learner may have an underdeveloped mental model of the problem even after multiple iterations of
the problem-solving cycle, and even with sufficient prior knowledge in place, may not be able to activate
it to their advantage in problem solving. This learner needs improvement in the ability to both retrieve and
assess relevant evidence. Finally, this learner is not always able to translate new findings into the care of
the patient or a panel of patients.

EPA 7: Expected Behaviors for an Entrustable Learner

The learner at this level routinely identifies situations in patient care in which additional information is
needed based on assessment of their own knowledge gaps and patient needs. The learner formulates fo-
cused, pertinent clinical questions based on clinical scenarios, or real-time care of a patient or panel of pa-
tients and is willing and able to take the time to identify appropriate evidence to answer those questions.

This learner is able to focus his or her cognitive processes on discerning relevant factors, identifying the
unknowns, and developing knowledge for generating a solution via just-in-time learning. When gaps in
personal knowledge are identified, the learner takes steps to address those gaps in order to maintain a suf-
ficient biophysical, clinical, epidemiological, and social-behavioral scientific knowledge base that can be
applied to patient care activities.

This learner demonstrates skill in appraising sources, using information technology appropriately, and
generating a manageable volume of information. The learner is able to assess the applicability and gener-
alizability of the information. When gaps in the evidence are identified, the entrustable learner takes steps
to “close the loop” to determine ways to improve care.
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EPA 8: Give or receive a patient handover to transition care responsibility.

1. Description
of the activity

Effective and efficient handover communication is critical for patient care. Handover communication
ensures that patients continue to receive high-quality and safe care through transitions of responsibility
from one health care team or practitioner to another. Handovers are also foundational to the success of
many other types of interprofessional communication, including discharge from one provider to another
and from one setting to another. Handovers may occur between settings (e.g., hospitalist to PCP, pediat-
ric to adult caregiver, discharges to lower-acuity settings) or within settings (e.g., shift changes).

Functions for transmitter of information

Conduct handover communication that minimizes known threats to transitions of care (e.g., by
ensuring you engage the listener, avoiding distractions).

Document and update an electronic handover tool.
Follow a structured handover template for verbal communication.

Provide succinct verbal communication that conveys, at a minimum, illness severity, situation
awareness, action planning, and contingency planning.

Elicit feedback about the most recent handover communication when assuming primary respon-
sibility of the patients.

Demonstrate respect for patient privacy and confidentiality.

Functions for receiver of information

Provide feedback to transmitter to ensure informational needs are met.
Ask clarifying questions.
Repeat back to ensure closed-loop communication.

Ensure that the health care team (including patient/family) knows that the transition of responsi-
bility has occurred.

Assume full responsibility for required care during one’s entire care encounter.

Demonstrate respect for patient privacy and confidentiality.

2. Most relevant M Patient Care [] Systems-Based Practice
domains of [J  Knowledge for Practice L] Interprofessional Collaboration
SRR E V Practice-Based Learning and Improvement [J Personal and Professional Development
M  Interpersonal and Communication Skills [J Osteopathic Principles and Practice (OPP)
M Professionalism
3. Competencies AAMC Competencies AACOM Competencies
within each PC8 IcS 2 PC 4 (i)
domain critical PBLI 5 ICS 3 PBLI 4
to entrustment PBLI 7 P3 IcS 4
decisions P6
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EPA 8: Expected Behaviors for a Pre-Entrustable Learner

When giving handover communication, this learner is inconsistent in the application of a standardized
format, leading to errors of omission and/or commission in the verbal and written versions of the hand-
over. Because the learner at this level may not be able to prioritize the information to be communicated,
they often present data in an unfiltered manner, resulting in a low “signal-to-noise” ratio.

The pre-entrustable learner’s choice of setting in which to conduct the handover does not reflect aware-
ness of established characteristics of high-quality handover communication (e.g., finding a setting that
minimizes interruptions and distractions). This learner also focuses on his or her own tasks to the exclu-
sion of the big picture, demonstrating minimal “situation awareness” about the overall team workload or
other factors that may influence the receiver of the information.

When functioning as a receiver of handovers, the pre-entrustable learner does not ask clarifying questions,
anticipate patient events, or verbalize understanding.

EPA 8: Expected Behaviors for an Entrustable Learner

When giving handover communication, the entrustable learner is able to consistently follow a standard-
ized format, providing, at a minimum, for each patient: (1) illness severity, (2) action planning, and (3)
contingency planning. This learner can modify the template to suit specific patient, team, and contextual
variables.

The entrustable learner is able to update and effectively use the computerized handoff tool to comple-
ment handover communication. The learner can organize the content of verbal communication about each
patient to prioritize the information for the recipient of the handover. The entrustable learner conducts
patient handovers in settings and in manners that reflect awareness of established characteristics of high-
quality handover communication (e.g., in an appropriate environment for handovers, minimizing distrac-
tions and interruptions, using closed-loop communication, and taking into account the workload of the
other team members and the oncoming provider).

When functioning as a receiver of handovers, the entrustable learner demonstrates active listening and
asks clarifying questions. Further, the entrustable learner uses summarizing and repeat-back techniques to
ensure closed-loop communication.
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EPA 9: Collaborate as a member of an interprofessional team.

1. Description
of the activity

Effective teamwork is necessary to achieve the Institute of Medicine competencies for care that is safe,
timely, effective, efficient, and equitable. Introduction to the roles, responsibilities, and contributions of
individual team members early in professional development is critical to fully embracing the value that
teamwork adds to patient care outcomes.

Functions

Identify team members’ roles and the responsibilities associated with each role.
Establish and maintain a climate of mutual respect, dignity, integrity, and trust.

Communicate with respect for and appreciation of team members and include them in all
relevant information exchange.

Use attentive listening skills when communicating with team members.
Adjust communication content and style to align with team-member communication needs.

Understand one’s own roles and personal limits as an individual provider and seek help from the
other members of the team to optimize health care delivery.

Help team members in need.
Explain to team members appropriate utilization of 0MM and OPP in the treatment of patients.

Prioritize team needs over personal needs in order to optimize delivery of care.

2. Most relevant [] Patient Care M Systems-Based Practice
domains of [J  Knowledge for Practice M Interprofessional Collaboration
I D [ Practice-Based Learning and Improvement ] Personal and Professional Development
M  Interpersonal and Communication Skills [ ] Osteopathic Principles and Practice (OPP)
M  Professionalism
3. Competencies AAMC Competencies AACOM Competencies
within each ICS 3 IPC1 PC6 IPc1
domain critical Ics 7 IPC2 1cs 4 IPC2
ensiment P ICS 2/IPC 3 SBP1 IPC3
ecisions SBP 2 SBP?2 IPC 4
SBP 3 IPC5
SBP 4 IPC6
SBP5 IPC7
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EPA 9: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner is at a stage of identity development where they are concerned about and
focused on personal performance, making it difficult to recognize and prioritize team goals over personal
ones. The pre-entrustable learner identifies the roles of other team members but only fully understands
and appreciates the contributions of other physicians. Therefore, the pre-entrustable learner usually seeks
answers from physicians and adheres only to their recommendations and directives.

The pre-entrustable learner has a limited ability to appreciate the importance of other team members and
the role of diversity and inclusion in team-based care. Their communication is largely unidirectional in
response to a prompt, and is template driven with limited ability to modify content based on audience,
venue, receiver preference, or type of message. The learner at this level has difficulty reading theirer own
emotions and struggles with anticipating or reading others’ emotions. The learner is thus unable to man-
age strong emotions of themselves or others. The learner may demonstrate lapses in professionalism such
as disrespectful interactions, particularly in times of stress and fatigue.

The pre-entrustable learner functions as a passive member of the team and acts independently of input
from team members, patients, and families. As a result, the pre-entrustable learner is unaware of resourc-
es available to and needed by patients, which limits their ability to help coordinate their care with other
members of the interprofessional team.

EPA 9: Expected Behaviors for an Entrustable Learner

The entrustable learner actively strives to integrate themselves into the team. This learner recognizes the
value and contributions of all team members and seeks their input and help as needed. The entrustable
learner keeps other team members informed.

The learner enjoys good interactions with team members based on ability to adapt their communication
strategies to the needs of the recipient in content, style, and venue. The learner at this level listens actively
and elicits ideas and opinions from all team members. The learner anticipates and responds to emotions in
typical situations.

Other team members perceive their style of interaction as professional, and the learner rarely shows lapses
in professional conduct. These lapses tend to occur only in unanticipated situations that evoke strong
emotions, when even entrustable learners may have some difficulty managing the situation. When the
occasional lapse occurs, however, the entrustable learner has the insight to grow from the experience by
using what they learn to anticipate and manage future triggers.

The entrustable learner generally works toward achieving team goals, though this is sometimes more
difficult when personal goals compete with team goals. The learner involves patients, families, and other
members of the interprofessional team in goal setting and care plan development. The entrustable learner
shares their knowledge of community resources with patients and is actively involved in care coordina-
tion.
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EPA 10: Recognize a patient requiring urgent or emergent care and initiate
evaluation and management.

1. Description The ability to promptly recognize a patient who requires urgent or emergent care, initiate evaluation and

of the activity management, and seek help is essential for all physicians. New residents in particular are often among
the first responders in an acute care setting, or the first to receive notification of an abnormal lab or
deterioration in a patient’s status. Early recognition and intervention provides the greatest chance for
optimal outcomes in patient care. This EPA often calls for simultaneously recognizing need and initiating
a call for assistance. Examples of conditions for which first-day interns might be expected to recognize,
initiate evaluation and management, and seek help include the following:

e Chest pain

¢ Mental status changes

e Shortness of breath and hypoxemia

e Fever

¢ Hypotension and hypertension

e Tachycardia and arrhythmias (e.g., SVT, Afib, heart block)

e Qliguria, anuria, urinary retention

¢ Electrolyte abnormalities (e.g., hyponatremia, hyperkalemia)

¢ Hypoglycemia and hyperglycemia
Functions

¢ Recognize normal vital signs and variations that might be expected based on patient- and
disease-specific factors.

* Recognize severity of a patient’s illness and indications for escalating care.
¢ |dentify potential underlying etiologies of the patient’s decompensation.

¢ Apply basic and advanced life support as indicated.

o Startinitial care plan for the decompensating patient.

* Engage team members required for immediate response, continued decision making, and nec-
essary follow-up to optimize patient outcomes.

¢ Understand how to initiate a code response and participate as a team member.

¢ Communicate the situation to responding team members.

* Document patient assessments and necessary interventions in the medical record.
* Update family members to explain patient’s status and escalation-of-care plans.

¢ C(larify patient’s goals of care upon recognition of deterioration (e.g., DNR, DNI, comfort care).

2. Most relevant V] Patient Care L] Systems-Based Practice
domains of [0 Knowledge for Practice (] Interprofessional Collaboration
(AT TACIED [1 Practice-Based Learning and Improvement L1 Personal and Professional Development
M Interpersonal and Communication Skills [ 1 Osteopathic Principles and Practice (OPP)
[] Professionalism
3. Competencies AAMC Competencies AACOM Competencies
within each ICS 3 IPC 1 PC6 SBP4 IPC4
domain critical ICS 7 IPC 2 ICS 4 SBP5 IPC5
perement P ICS 2/IPC 3 SBP 1 IPC 1 IPC 6
ecisions SBP 2 SBP2 IPC2 IPC7
SBP3 IPC3
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EPA 10: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner has an incomplete understanding of personal limitations. This may result in
an overestimation of personal ability, dismissal of concerns that other health care team members express
about a deteriorating patient, and delay in responding to or asking for help for a patient in need of urgent
or emergent care. The pre-entrustable learner has difficulty gathering, filtering, and prioritizing the critical
data for a patient. Consequently, this learner has difficulty communicating clinical encounters in a concise
and efficient manner.

This learner has gaps in their medical knowledge and inconsistently applies the knowledge the learner
does have. Consequently, the pre-entrustable learner fails to recognize variations of vital signs that may
occur with age or various disease states. This learner may also inconsistently order and interpret test
results, delaying reassessment and further testing or therapeutic interventions. Gaps in medical knowledge
make it challenging for them to anticipate next steps for patients requiring urgent or emergent care.

Additionally, this learner does not understand the health care system, and therefore, may have difficulty
mobilizing the skills and abilities of team members or using escalation in care policies and procedures.
The pre-entrustable learner communicates in a unidirectional manner without seeking input from the pa-
tient, family members, or health care team members. Following the urgent or emergent interventions, the
pre-entrustable learner may demonstrate a defensive and/or argumentative attitude in debriefing sessions.

EPA 10: Expected Behaviors for an Entrustable Learner

The entrustable learner responding to an urgent or emergent patient condition has insight into their per-
sonal limitations. As this learner encounters new scenarios, they will seek help from colleagues, members
of the health care team, and supervisors. Additionally, this learner uses information from credible sources
(e.g., the electronic health record, or EHR) to aid in decision making.

The entrustable learner has the ability to gather, filter, and prioritize information such as vital signs, fo-
cused physical exam, past medical history, recent tests or procedures, and medications to form a focused
differential diagnosis, initiate interventions, and drive early testing decisions in the urgent or emergent set-
ting. The entrustable learner can anticipate next steps in care, efficiently communicate the patient scenario
to the health care team, interact with other team members based on an understanding of their roles and
skills, and facilitate initial tests and interventions to stabilize the patient.

During the urgent or emergent episode of care, this learner facilitates early bidirectional communication
with the patient, patient families, and health care team members to allow for shared decision making.
After the encounter, the entrustable learner seeks guidance and feedback from the health care team to
improve future patient care.
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EPA 11: Obtain informed consent for tests and/or procedures.

1. Description
of the activity

All physicians must be able to perform patient care interventions that require informed consent. From day
1, residents may be in a position to obtain informed consent for interventions, tests, or procedures they
order or perform (e.g., immunizations, central lines, contrast and radiation exposures, blood transfusions,
and OMM). Of note, residents on day 1 should not be expected to obtain informed consent for procedures
or tests for which they do not know the indications, contraindications, alternatives, risks, and benefits.

Functions

¢ Describes the indications, risks, benefit alternatives, and potential complications of the

procedure.

e Communicates with the patient/family and ensures their understanding of the indications, risks,
benefit alternatives, and potential complications.

* Creates a context that encourages the patient/family to ask questions.

e Enlists interpretive services when necessary.

¢ Documents the discussion and the informed consent appropriately in the health record.

¢ Displays an appropriate balance of confidence with knowledge and skills that puts patients and

families at ease.

¢ Understands personal limitations and seeks help when needed.

2. Most relevant
domains of
competence

Patient Care

Knowledge for Practice

Practice-Based Learning and Improvement
Interpersonal and Communication Skills
Professionalism

RROOX

I Systems-Based Practice

(] Interprofessional Collaboration

VI Personal and Professional Development
] Osteopathic Principles and Practice (OPP)

3. Competencies
within each
domain critical
to entrustment
decisions

AAMC Competencies

PC3 ICS5
PC6 ICS7
PC7 SBP 3
ICS1 PPD 7

AACOM Competencies
PC4 PBLI 4
Ics1 SBP3
Ics 2 SBP5
I€s 3
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EPA 11: Expected Behaviors for a Pre-Entrustable Learner

The pre-entrustable learner regards obtaining informed consent as a task to be performed based on the
directive of others. This learner lacks understanding of at least some key elements of informed consent
(indications, contraindications, risks, benefits, and alternatives) or knows the elements that should be
addressed but does not know the specifics for the given procedure. As a result, conversations with the pa-
tient/family often have critical errors of omission. The learner also frequently uses medical jargon, further
limiting the ability of patient/family to understand and make an informed decision.

Conversations with patients and families are unidirectional, with the learner describing what they know
about the procedure and then providing the form for the patient to sign, without first inviting questions or
discussion. If patients raise issues around preferences on their own, the learner at this level will respect
them; however, this learner does not solicit preferences that might relate to the procedure absent the pa-
tient’s prompt.

The pre-entrustable learner does not consistently enlist interpretive services when needed, especially if the
family does not make an explicit request. The learner at this level also often misses emotional cues from
patients, such as anger, fear, or frustration, leaving them unaddressed. The inability of the learner to rec-
ognize emotional cues and the lack of knowledge to answer patient questions (e.g., about risks and ben-
efits) may result in patients experiencing an erosion of trust and a request to talk to a more senior member
of the team before signing the form. Alternately, the patient may sign without truly being informed.

Finally, documentation of the informed consent frequently has errors of commission or omission and/or
deviates from policy (e.g., not timed, dated, signed by patient and physician, all sections completed).

EPA 11: Expected Behaviors for an Entrustable Learner

The entrustable learner understands the importance of the informed consent process in the patient-doctor
relationship and for shared decision making. This learner understands the key elements of informed con-
sent (indications, contraindications, risks, benefits, and alternatives) and begins the process prepared with
the specifics for the given procedure. As a result, conversations with the patient/family rarely have errors
of omission. The entrustable learner tends to avoid medical jargon in an attempt to maximize the patient’s
and family’s ability to understand and make an informed decision.

Conversations with patients and families are bidirectional, with the learner sharing their knowledge about
the procedure, walking the patient/family through the elements of the informed consent, and then inviting
questions and/or discussion. The learner at this level enlists interpretive services as needed, even when
not explicitly requested by the patient or family. During the conversation, learners at this level will seek to
understand the patient’s and family’s preferences about the procedure.

By recognizing and discussing patient or family preferences, the learner engages the patient and/ or fam-
ily in shared decision making. Additionally, the learner at this level generally can recognize emotional
cues from patients, such as anger, fear, or frustration, and address them or seek help from supervisors in
addressing them. The learner’s knowledge and concern for the patient’s input demonstrates the confidence
necessary to put the patient at ease.

Finally, documentation of the informed consent rarely has errors of omission and is consistent with the
policy of the institution (e.g., timed, dated, signed by patient and physician, all sections completed).
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EPA 12: Perform general procedures of a physician.

1. Description
of the activity

All physicians need to demonstrate competency in performing a few core procedures on completion of
medical school in order to provide basic patient care. These procedures include:

Basic cardiopulmonary resuscitation (CPR)
Bag and mask ventilation

Venipuncture

Inserting an intravenous line

Osteopathic manipulative medicine (OMM)

Functions

Demonstrate the technical (motor) skills required for the procedure.

Understand and explain the anatomy, physiology, structure and function relationships, in-
dications, risks, contraindications, benefits, alternatives, and potential complications of the
procedure.

Communicate with the patient/family to ensure pre- and post-procedure explanation and
instructions.

Manage post-procedure complications.

Demonstrate confidence that puts patients and families at ease.

2. Most relevant M Patient Care I Systems-Based Practice
domains of [J  Knowledge for Practice L] Interprofessional Collaboration
SRR E [J Practice-Based Learning and Improvement VI Personal and Professional Development
M Interpersonal and Communication Skills ] Osteopathic Principles and Practice (OPP)
v Professionalism
3. Competencies AAMC Competencies AACOM Competencies
Wlthll:l eatfh_ PC1 P6 OPP 3 Ics 1
domain critical PC7 SBP 3 OPP 4 Ics 3
to entrustment ICS 5 PPD7 PC3
decisions ICS 6
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EPA 12: Expected Behaviors for a Pre-Entrustable Learner

The learner at this level approaches a procedure as a mechanical task to perform, often at the behest of
others, without understanding the context (such as patient-specific factors, indications, contraindications,
risks, benefits, alternatives). This learner uses medical jargon that limits the patient’s ability to verbalize a
clear understanding of why the procedure is being done; this can impede shared decision making.

Additionally, the pre-entrustable learner may not be aware of potential complications of the procedure

or may minimize or miss them. The pre-entrustable learner usually lacks confidence in their knowledge,
making them uneasy when questioned by the patient. This, in turn, may prompt the patient to ask about
previous experience with this procedure or even request a more experienced provider. Conversely, the
pre-entrustable learner may overestimate individual skill. This may result in potential harm to the patient,
both physically if the learner attempts a procedure without proper skill and emotionally if trust is eroded.

This learner’s mechanical skills in the procedure are often inconsistent, resulting in an inability to reliably
complete the procedure. This may include inconsistent use of universal precautions and aseptic technique.
This learner’s skill level may also require such intense focus on the task that the learner is unable to attend
to the emotional response of the patient (e.g., pain, fear, frustration, anger). Finally, this learner’s docu-
mentation of procedures may be incomplete or absent.

EPA 12: Expected Behaviors for an Entrustable Learner

The learner at this level understands both the skill required and the context of a procedure such as patient-
specific factors, indications, contraindications, risks, benefits, and alternatives. The entrustable learner
avoids medical jargon in communicating the indications, risks, benefits, and complications of a procedure
to the patient. This enables the patient to verbalize a clear understanding of why the procedure is being
done and to participate in shared decision making about the procedure.

Additionally, the entrustable learner knows and recognizes complications of the procedure and how to
mitigate them. The learner at this level has confidence commensurate with his or her knowledge and skill,
thus putting patients at ease during the procedure.

This learner’s mechanical skills in the procedure are consistent and reliable in most situations, and this
learner knows when to get help for procedures or situations beyond his or her abilities (e.g., placing an
IV in a neonatal intensive care patient). The learner consistently uses universal precautions and aseptic
technique. This learner’s skill level allows him or her to simultaneously pay attention to the procedure
and the patient’s emotional response (e.g., pain, fear, frustration, anger). Finally, the entrustable learner’s
documentation of procedures is usually complete and timely.
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EPA 13: Identify system failures and contribute to a culture of safety and

improvement.

1. Description
of the activity

Since the publication of the Institute of Medicine (I0M) reports To Err is Human and Crossing the Quality
Chasm, the public has been focused on the need to improve quality and safety in health care. Prevent-
ing unnecessary morbidity and mortality requires health professionals to have both an understanding of
systems and a commitment to their improvement.

This commitment must begin in the earliest stages of health professional education and training.
Therefore, this EPA is critical to the professional formation of a physician and forms the foundation for a
lifelong commitment to systems thinking and improvement.

Functions

¢ Understand systems and their vulnerabilities.
¢ |dentify actual and potential (“near miss”) errors in care.
e “Speak up”inthe face of real or potential errors.

¢ Use system mechanisms for reporting errors (e.g., event reporting systems, chain of command
policies).

* Recognize the use of “workarounds” as an opportunity to improve the system.

¢ Participate in system improvement activities in the context of rotations or learning experiences
(e.g., rapid-cycle change using plan-do-study-act cycles; root cause analyses; morbidity and
mortality conferences; failure modes and effects analyses; improvement projects).

¢ Engage in daily safety habits (e.g., universal precautions, hand washing, time-outs).

e Admit one’s own errors, reflect on one’s contribution, and develop an improvement plan.

2. Most relevant [] Patient Care M Systems-Based Practice
domains of M Knowledge for Practice L] Interprofessional Collaboration
I D M Practice-Based Learning and Improvement ] Personal and Professional Development
M  Interpersonal and Communication Skills [ ] Osteopathic Principles and Practice (OPP)
M  Professionalism
3. Competencies AAMC Competencies AACOM Competencies
within each KP 1 P4 MK 3 P4
domain critical PBLI 4 SBP 4 PBLI 3 SBP 3
to e!n-rustment PBLI 10 SBP5 ICS 4 SBP5
decisions ICS 2
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EPA 13: Expected Behaviors for a Pre-Entrustable Learner

The learner at this level either does not understand systems or has a superficial understanding that pre-
vents recognition of real or potential errors. Common safety behaviors, such as the use of universal
precautions or hand washing, require external prompts because they are not yet a matter of habit. Because
these learners do not yet understand the systemic implications of safety behaviors, they are easily frustrat-
ed and may see them as overly burdensome (e.g., when asked to wash hands when going into a patient’s
room for a couple of seconds to answer a patient’s question).

Additionally, the pre-entrustable learner tends to be a passive observer on the team and is dependent on
external sources to identify safety risks, even when they are the cause of the risk. When confronted with
their role in a real or potential error, the learner becomes defensive and tends to blame others or the sys-
tem for a lack of support. The pre-entrustable learner is unlikely to submit an occurrence or event report
unless prompted and required to do so by supervisors. While this learner is invested in caring for indi-
vidual patients, they do not recognize how problems in that care may be generalizable to populations of
patients. Participation in identifying system solutions or in carrying out improvement plans also requires
external prompting. This learner takes a passive role in improvement activities, generally simply doing
what they are told to do.

The pre-entrustable learner tends to be rigid and rules-based, especially in communication. Thus, this
learner would be hard-pressed to question a supervisor, even when questioning is warranted by an im-
minent unsafe behavior. When errors do occur, the pre-entrustable learner avoids conversations about
them, and tends to develop workarounds that ease their own burden of future work without improving the
system for others. Finally, this learner may not recognize their own symptoms of fatigue, or fears conse-
quences of disclosing such symptoms to a supervisor, thus increasing risk of harm events.

EPA 13: Expected Behaviors for an Entrustable Learner

The learner at this level understands systems well enough to identify real errors and some potential errors.
The entrustable learner performs common safety behaviors, such as hand washing and universal precau-
tions, with rare lapses (mostly when stressed or rushed). He or she understands the implications of these
behaviors both to the individual patient and to the population of patients in the system (that is, the practice
or institution).

The learner at this level is an active member of the team, understanding and taking responsibility for their
role in errors when they occur. Because this learner has learned to build into their routine “slowing down”
to engage in reflection on practice, they often identify system errors or opportunities for improvement

on their own. However, the learner also relies on external sources for information on their own practice,
especially for populations. The entrustable learner also looks to other members of the team for help under-
standing the root causes of quality or safety issues and identifying the solutions. This learner understands
the importance of error reporting and almost always does so whenever they identify an error. The learner
actively participates in improvement efforts and in identifying systems issues and their solutions, recog-
nizing the importance of learning from individual events when they have implications for populations.

The entrustable learner is an active listener. The learner understands the importance of communication
about errors, and can create a narrative that is compelling, accurate, and succinct to motivate others on
the health care team. The entrustable learner;s understanding of the need to prevent errors propels them to
question or challenge others on the team, including supervisors, when concerned that an error is about to
occur, even if this means overcoming fears of the supervisor’s response. Finally, this learner recognizes
their own symptoms of fatigue and can moderate behavior accordingly or seek help when needed, thus
decreasing the risk of harm events.
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Appendix A
Bulleted List of Expected Behaviors for
Pre-Entrustable and Entrustable Learners

EPA 1: Gather a history and perform a physical examination.
Expected behaviors for a pre-entrustable learner
* Information gathering and physical exam maneuvers:

o Qathers either insufficient or overly exhaustive information.

o Incorrectly performs physical exam maneuvers.

o Misses key physical exam findings including structural exam findings.

o Does not seek or is overly reliant on secondary data.

o Uses medical jargon or other examples of ineffective communication techniques.
*  Scientific foundation and/or reasoning skills:

o Limited ability to filter, prioritize, and connect pieces of information to each other or to previous
clinical encounters.

o May be less observant of important information or trends; focused on individual patients, poten-
tially without attention to that patient’s community or background.

> May jump to conclusions without probing first (that is, shortcut the scientific method).

o Lack of experience results in limited ability to develop clinical mental models, which limits abil-
ity to gather relevant information and/or perform appropriate maneuvers.

o Demonstrates low activation of prior knowledge, either because they lack it or because they do
not use it to their advantage in problem solving.

¢ Patient-centered skills:

o May demonstrate disrespectful interactions with patients, because of stress, fatigue, or unaware-
ness (e.g., forgetting to keep patient draped).

o May generalize based on patient’s age, gender, culture, race, religion, disabilities, and/or sexual
orientation.

Expected behaviors for an entrustable learner

* Information gathering and physical exam maneuvers:
o Obtains a complete and accurate history in an organized fashion.

o Identifies pertinent history elements in common presenting situations, symptoms, complaints,
disease states (acute and chronic).

o Obtains focused, pertinent histories in urgent, emergent, and consultation settings.

o Identifies and uses alternate sources of information to obtain history when needed, including
from family members, primary care physicians, living facilities, and pharmacies.

o Performs a complete and accurate physical exam, including a structural exam, in logical and
fluid sequence.
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o Performs a clinically relevant, focused physical exam pertinent to the setting and focus of the
patient visit.

o Identifies, describes, and documents abnormal physical exam findings.
*  Scientific foundation and/or reasoning skills:
o Demonstrates clinical reasoning in gathering focused information relevant to a patient’s care.
o Links current findings to those from previous patients.
o Uses analytic reasoning and activation of prior knowledge to guide process.
» Patient-centered skills:

o Demonstrates patient-centered interview skills (attentive to patient verbal and nonverbal cues,
patient/family culture, social determinants of health, need for interpretive or adaptive services;
demonstrates active listening skills).

o Demonstrates patient-centered examination techniques that reflect respect for patient privacy,
comfort, and safety (that is, explaining physical exam maneuvers, telling the patient what the
physician is doing at each step, keeping patients covered during the examination).
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EPA 2: Prioritize a differential diagnosis following a clinical encounter.

Expected behaviors for a pre-entrustable learner

*  Approaches assessment of patient problem from a rigid template, leading to creation of differential
diagnoses that are too narrow or contain inaccuracies:

o May have a limited ability to filter, prioritize, and make connections between sources of perti-
nent information.

o May be unable to perform a structural examination with the intent to discern possible imbal-
ances of the physiological, autonomic and biomedical processes contributing to the disease
process(es).

o May struggle to continuously update a differential diagnosis.
o May make errors in clinical reasoning, such as premature closure.

o May recommend a broad range of diagnostic evaluations that are not tailored to the prioritized
differential diagnosis.

e May rely too much on supervisors and other team members in creating a differential diagnosis and
selecting a working diagnosis.

»  Offers management plans that may miss confirmation or disconfirmation of important diagnoses
including those related to the autonomic, lymphatic and vasculature systems. May develop a manage-
ment plan without required endorsement or verification.

* Has little insight into limitations and may over- or underestimate their own abilities.
*  May not be comfortable with ambiguity.

e May not completely document reasoning so that other team members can understand what led to their
assessment.

Expected behaviors for an entrustable learner
e Can link current findings, including structural exam findings, to prior data in approaching a patient
assessment.

*  QGathers pertinent information, including those related to the autonomic, lymphatic and vasculature
systems, and proposes a relevant differential diagnosis that is neither too broad nor too narrow.

e Can usually integrate current and emerging information to continuously update the differential diag-
Nosis.

e Understands limits of knowledge and personal strengths and weaknesses.

e Understands when to consult supervisors and team members for endorsement and verification of a
working diagnosis and for developing a tailored management plan.

e Canusually articulate a management plan based on the well-reasoned differential and working diag-
noses.

* Has insight into limitations and is comfortable with ambiguity:
o Can respond to questions and challenges from patients and team members.
o Is comfortable seeking assistance from other members of the health care team.

*  Provides complete and succinct documentation so that other providers have evidence of their clinical
reasoning to ensure continuity of care.
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EPA 3: Recommend and interpret common diagnostic and screening tests.

Expected behaviors for a pre-entrustable learner

* Recommends standard templates or order sets for patient evaluation but may not be able to explain
the role of each study in screening, diagnosis, management, or follow-up.

» Fails to consider pertinent risk factors identified in the history, physical and osteopathic structural
examination or other determinants of health that may modify a patient’s risk profile.

* Identifies key diagnostic tests for some, but not all, common acute and chronic conditions.

*  Frequently recommends unnecessary tests or tests with minimal or no pre-test probability for patients
with common acute or chronic conditions.

e Has difficulty articulating how the test results will affect diagnosis, management, or risk stratification.

»  Understands concepts of sensitivity and specificity, but diagnostic test recommendations do not con-
sistently take these into account.

» Has difficulty integrating pre-test and post-test probabilities with patient risk factors in recommending
screening and/or diagnostic evaluations.

*  May repeat diagnostic or screening tests at intervals that are too frequent or too lengthy.

*  Describes diagnostic plan to the patient but without soliciting or taking into account patient prefer-
ences in making recommendations.

* Infrequently includes consideration of costs or patient resources in the rationale for diagnostic evalua-
tion recommendations.

* Fails to identify or respond to all critical values.

e May misinterpret common lab values and overreact to normal or readily explainable variations, fail to
recognize important abnormalities, or fail to recognize inappropriately normal findings.

Expected behaviors for an entrustable learner
* Recommends reliable, cost-effective tests when indicated for screening or evaluating patients with
common acute or chronic conditions.

* Considers pertinent risk factors identified in the history, physical and osteopathic structural examina-
tion or other determinants of health that may modify a patient’s risk profile.

* Is able to explain how the results of each test will influence diagnosis, management, and health-risk
stratification and subsequent evaluation.

* Incorporates knowledge of sensitivity and specificity and pre-test and post-test probabilities along
with patient risk factors in recommending tests.

*  Consistently discusses diagnostic plans with the patient, and provides evidence that patient prefer-
ences have been solicited and factored into decision making.

e Includes in the rationale for recommendations some consideration of costs and patient resources.
»  Correctly interprets abnormal laboratory and imaging findings for common tests.

e Identifies critical values and responds correctly and with commensurate urgency by (a) initiating
confirmatory or corrective measures or (b) notifying the health care team for assistance in recognition
of his or her own limitations.

e Is able to distinguish common, insignificant abnormalities from clinically important abnormalities.
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EPA 4: Enter and discuss orders and prescriptions.

Expected behaviors for a pre-entrustable learner

L]

Is unable to filter and synthesize history and physical and structural examination information to
inform an understanding of a patient’s condition that enables prioritization of correct diagnostics and
orders.

Focuses on one’s own desire for information, sometimes ignoring patient preferences as a result (e.g.,
orders a CT scan when an ultrasound might have sufficed despite patients’ expressed concern to avoid
radiation).

May focus on a single abnormality at the expense of putting all of the pieces together; has a “shot-
gun” approach to ordering tests.

Misses subtle signs and/or physical exam findings that should guide orders.

Understands general order sets but does not recognize when the need arises to tailor or deviate from
the standard order set.

Does not consider non-pharmacologic and preventive strategies, cost of orders (e.g., tests, drugs/pre-
scriptions) or patient factors (e.g., culture).

Views cost-containment efforts as externally mandated and interfering with the doctor-patient rela-
tionship.

Is defensive when questioned about orders and is unable to articulate the rationale behind them (they
don’t know what they don’t know).

May demonstrate overconfidence by not seeking review of orders even when their experience is lim-
ited.

Acts impulsively in placing orders rather than pausing to consider the big picture and waiting for
cause and effect to play out from earlier orders. Feels compelled to act.

Places orders without communicating with the rest of team, patient, and family regarding plans; com-
munication style is unidirectional (“Here is what we are doing...”).

Does not involve patient as integral member of team in shared decision making.

Does not understand the system; may ignore alerts; may not be able to navigate system or may know
the mechanics of the system but not how to apply them (e.g., can find an order set but is unsure what
order set is ideal or needed).

Does not follow established protocols for placing and carrying out orders within a given system.

Has not developed the habits of safe prescription writing, including doing a double check of patient
weight, age, renal function, co-morbidities, dose, and/or interval.

May rely excessively on technology to highlight drug-drug interactions and/or risks without under-
standing why there is an interaction (e.g., smartphone or EHR suggests an interaction, but the learner
cannot explain why).

Expected behaviors for an entrustable learner

Is able to filter and synthesize information (e.g., history, signs, symptoms, structural exam findings) to
identify or clarify the condition(s) they are addressing with their orders/prescriptions.

Recognizes patterns and takes into account the “big picture” when ordering diagnostics and/or thera-
peutics.

Considers patient’s preferences and non-pharmacologic interventions and preventive health options in
placing orders.
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* Communicates recommendations to patients, families, and the health care team.

* Recognizes limitations and seeks help in a manner that places the needs of patients above one’s own
sense of autonomy.

*  Demonstrates flexibility in thinking; accepts questions as learning opportunities and considers other
possibilities.

* Has a parsimonious, reasoned approach to placing orders (e.g., waits for contingent results before
ordering more tests).

*  Routinely reflects on how the results of a test will influence clinical decision making and, conversely,
on the potential consequences of not doing a test.

* Articulates the risks and benefits of what they are ordering (e.g., drugs, tests).

*  Considers the costs of their orders and the patient’s ability and willingness to proceed with the plan.
Can adapt plan based on the patient’s unique demographic, cognitive, physical, cultural, socioeco-
nomic, or situational needs.

*  Engages in bidirectional communication with patients, their families, and members of the health care
team.

»  Uses treatment guidelines and algorithms consistently but recognizes or asks for help when the pa-
tient’s condition requires deviation from them.

* Responds to the EHR’s safety alerts and understands the rationale for them.

»  Uses electronic resources to fill in gaps in knowledge and inform safe order writing and entry (e.g.,
drug-drug interactions, treatment guidelines, etc.).
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EPA 5: Document a clinical encounter in the patient record.
Expected behaviors for a pre-entrustable learner
*  Communicates and documents using a template with limited ability to adjust or adapt based on audi-

ence, context, or purpose.

*  Makes errors of omission and/or commission when documenting and may not document the use of
primary or secondary sources important to the encounter.

» Fails to appropriately document osteopathic structural examination or procedural note when perform-
ing OMM.

*  May miss some required elements of written documentation, such as date, time, signature, or other
institutionally required elements.

e May create handwritten documentation that is difficult to read.

*  Demonstrates difficulty meeting needed turnaround time for documentation, limiting its availability to
other team members engaged in a patient’s care.

* Communicates in a unidirectional manner without actively soliciting or recording patient preferences.

*  Does not typically document clinical reasoning in notes, and interpretation of laboratory values may
be literal or inaccurate.

*  Demonstrates limited help-seeking behavior to fill gaps in knowledge, skill, and experience, resulting
in the learner relying on directives from others to manage patients’ care.

*  Demonstrates frustration with documentation systems (e.g., the EHR) due to a superficial understand-
ing of systems rather than seeing opportunities to engage in system improvement.

* Isin early stages of identity formation as a physician, which lead to a more passive role in care activi-
ties.

Expected behaviors for an entrustable learner

e Adjusts and adapts communication and documentation to audience, context, or purpose.

*  Provides documentation that is comprehensive and contains important information without unneces-
sary details or redundancies.

*  Appropriately documents and interprets osteopathic structural examination findings and includes a
procedural note when OMM is performed.

*  Provides documentation that includes institutionally required elements (e.g., date, time, and signature).
*  Creates legible handwritten documentation.
*  Enters documentation in a timely manner to make it readily available to other team members.

e Communicates in a bidirectional manner, allowing solicitation of patient preferences, which are
recorded in the note.

*  Documents clinical reasoning in notes, and interpretation of laboratory values is typically accurate.

*  Engages in help-seeking behavior to fill gaps in knowledge, skill, and experience, enabling the devel-
opment and documentation of management plans aligned with the patient’s needs.

*  Demonstrates a general understanding of documentation systems that leads to the identification of
opportunities to engage with others in system improvement.

*  Documents one’s role(s) in all team care activities in the patient record.
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EPA 6: Provide an oral presentation of a clinical encounter.

Expected behaviors for a pre-entrustable learner

L]

Tends toward unidirectional communication so may ignore the patient/family while presenting.

Often fails to verify the information being presented and/or to obtain additional information from
patient, family, and other team members.

Avoids obtaining sensitive information from the history and does not follow up on ambiguous infor-
mation.

Uses medical jargon and acronyms without clarifying meaning or ensuring a shared understanding.

Does not distill the presentation or focus on the most relevant information (e.g., last sentence of all
presentations of the history of present illness (HPI) is “Patient denies fevers, night sweats, and chills,”
regardless of presenting signs or symptoms).

Fails to incorporate critical factors and findings that relate to structure, function, mental status/psy-
chosocial factors, and/or disability that impact clinical outcome.

Uses a template rigidly for all presentations without adapting to context of patient care or receiver of
information (e.g., failing to tailor the presentation of an urgent or emergent patient issue to a briefer
format with only immediately relevant information or adjusting communication style for a patient’s
family member as opposed to the health care team).

Does not generally match the needs of the communication to the tool of communication (e.g., in per-
son, phone, email).

May present in a disorganized and incoherent fashion.

Does not generally adjust presentation based on real-time verbal and nonverbal feedback from listener
(e.g., a quizzical look suggesting a lack of understanding on the part of the receiver of the informa-
tion).

Does not ensure a shared understanding between the presenter and receiver of information at the con-
clusion of the presentation.

May confabulate information to respond to questions the learner is unable to answer.

Lacks situational awareness when discussing patients and presenting sensitive patient information
(e.g., presenting in an elevator or in a loud voice in a public place).

Presents information without personally verifying or acknowledging the source. Takes all informa-
tion in the chart at face value, reporting it back sometimes without fully understanding and without
questioning inconsistencies.

Demonstrates either a lack of confidence or more confidence than merited by capabilities.

At times reacts defensively when interrupted during case presentation (e.g., stating, “I’m going to get
to that in a minute,” when questioned midway during a presentation).

Expected behaviors for an entrustable learner

L]

Can filter, synthesize, and prioritize information and recognize patterns, resulting in a concise, well
organized, and accurate presentation.

Incorporate critical factors and findings that relate to structure, function, mental status/psychosocial
factors, and/or disability that impact clinical outcome.

Engages in bidirectional communication that ensures a shared understanding of a presentation.

Avoids medical jargon.
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*  Adjusts the presentation for the receiver of information (e.g., faculty, patient/family, team members)
and for the context of the presentation (e.g., emergent versus ambulatory).

* Actively engages patient, family, and other team members in the presentation.
*  Does not shy away from difficult or stressful issues in obtaining or presenting the information.
* Can efficiently tell a story and make an argument to support the plan.

* Acknowledges gaps in knowledge base and/or skills in managing a given patient presentation or con-
dition and seeks help.

» Reflects on areas of uncertainty and seeks additional information.
*  Acknowledges gaps in information without becoming defensive or confabulating information.

e Respects patient privacy and confidentiality by demonstrating situational awareness when discussing
patients.

*  Demonstrates a level of confidence commensurate with knowledge and skills that puts others at ease
(e.g., less certain in emergent settings and more comfortable in an ambulatory setting).
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EPA 7: Form clinical questions and retrieve evidence to advance patient care.
Expected behaviors for a pre-entrustable learner

*  Asks relevant clinical questions:

o Has more-limited experience, which results in linear, less complex thinking in terms of analyti-
cal skills.

o Focuses on individual patients, which may result in missing important information or trends in
populations or panels of patients.

o May jump to conclusions without probing first (that is, shortcut the scientific method).

o Lacks awareness of limitations and gaps in own scientific knowledge (that is, biophysical, clini-
cal, epidemiological, social-behavioral) and how to get help to improve.

o Lacks experience, which results in limited ability to develop clinical mental models and thus
limits ability to form appropriate questions and solve them.

o Demonstrates low activation of prior knowledge, either because they lack it or they do not use it
to their advantage in problem solving.

e Retrieves and assesses evidence:

o Is unable to manage the volume of possible evidence for review due to lack of focus in question
or inability to match evidence to type of question.

o Has limited ability to judge quality of evidence, applicability, and/or generalizability.

o Isunable to identify gaps/limitations in literature, and is unable or unwilling to think about ways
to close gaps.

o Accepts findings of studies without critical appraisal.
o Is unfamiliar with or unwilling to use new information/informatics technologies.
*  Reports or applies evidence to effect change or improvement:
o Does not attempt to apply evidence to one’s patients.
o Does not discuss findings with team or patient.
Expected behaviors for an entrustable learner
* Routinely identifies the need to ask for help or seek new information in the context of the clinical set-
ting, based on awareness of one’s own knowledge gaps and patient needs.

* Maintains a sufficient biophysical, clinical, epidemiological, and social-behavioral scientific knowl-
edge base that can be translated to patient care activities.

*  Asks relevant clinical questions:

o Develops well-formed, focused, pertinent clinical question based on clinical scenarios, real-time
care of a patient or a panel of patients.

o Demonstrates curiosity, objectivity, scientific reasoning.

o Is able to focus cognitive processes on discerning relevant factors, identifying the unknowns,
and developing knowledge for generating a solution via just-in-time-learning.

¢ Retrieves and assesses evidence:

o Demonstrates awareness and early skill in appraisal of sources and content of medical informa-
tion.

o Uses info technology to gather and assess information.
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o Acquires a manageable volume of information.
o Assesses applicability/generalizability of the information.
» Reports or applies evidence to effect change or improvement:

o Applies findings by communicating with team and with patient, and changes approach to patient
care if necessary.

o Reflects on the process by which questions are identified and answered and seeks to improve
(may need guidance in understanding subtleties of the evidence).
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EPA 8: Give or receive a patient handover to transition care responsibility.

Note: this list applies to both the provider and receiver of information.

Expected behaviors for a pre-entrustable learner

Uses rigid rules of communication (e.g., a handover template) but cannot adjust based on the audi-
ence and/or context.

Documents patient information in written or electronic handover tools incompletely with errors of
both omission and commission.

Demonstrates variability in transfer of information regarding content, accuracy, efficiency, and syn-
thesis.

May miss key aspects of the ideal handover, including verbalizing the patient’s illness severity and/or
providing action planning and/or contingency planning.

Demonstrates minimal situation awareness of the team’s total work load or of the circumstances of
the individual to whom one is transferring care.

Is unable to organize, prioritize, and anticipate patient care needs consistently.

Demonstrates minimal awareness of known threats to handover communication (e.g., interruptions
and distractions).

Focuses on one’s own handover responsibilities with minimal awareness of the workload and concur-
rent responsibilities of the remainder of the team.

Expected behaviors for an entrustable learner

Uses a template for the handover communication but can adapt based on patient, audience, setting, or
context, including patient disabilities or language barriers.

Generally documents patient information without errors of omission and/or commission.
Consistently transfers information regarding content, accuracy, efficiency, and synthesis.
Organizes and prioritizes information for handover communications.

Provides key aspects of the ideal handover to the recipient, including verbalizing the patient’s illness
severity and/or providing action planning and/or contingency planning.

Demonstrates situation awareness of both the team’s total work load and the circumstances of the
individual to whom one is transferring care.

Demonstrates awareness of known threats to handover communication (e.g., interruptions and distrac-
tions) by paying attention to the timing and location of the handover communication.
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EPA 9: Collaborate as a member of an interprofessional team.

Expected behaviors for a pre-entrustable learner

L]

Prioritizes one’s own goals over those of the team.

Demonstrates limited understanding of the roles of other team members besides physicians (e.g.,
seeks counsel from the other physicians to the exclusion of other team members).

Typically communicates in a unidirectional manner and in response to a prompt.

Displays limited ability to modify communication based on audience, venue, receiver preference, or
type of message.

Demonstrates difficulty reading one’s own emotions and struggles to anticipate or read the emotions
of others.

Succumbs to lapses in professionalism particularly when stressed or tired.
Is typically a more passive member of the team.

Has limited interaction with other team members, with the unintended consequence of not being able
to optimally support patients through transitions of care.

Expected behaviors for an entrustable learner

Acts as an active and integrated member of the team who in most situations prioritizes team goals
over one’s own professional goals.

Understands the roles of other team members, seeks their counsel, actively listens to their recommen-
dations, and incorporates them into practice.

Typically communicates in a bidirectional manner and keeps all team members informed and up to date.

Modifies and adapts communication content and style based on audience, venue, receiver preference,
or type of message.

In most situations, is able to read one’s own emotions and anticipates and reads the emotions of others.
Maintains a professional demeanor in all but the most trying of circumstances.

Actively engages with the patient and other team members to coordinate care and provide for seam-
less transitions between care providers and from one setting to another.
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EPA 10: Recognize a patient requiring urgent or emergent care and initiate evalua-
tion and management.

Expected behaviors for a pre-entrustable learner

L]

Does not recognize age appropriateness of trends in and variations of patients’ vital signs.
May dismiss concerns of patient deterioration by team members (e.g., nurses, families).
Is easily distracted by multiple problems and has difficulty prioritizing for efficient patient care.

Does not demonstrate an understanding of the roles and responsibilities of each member of the health
care team.

Demonstrates limited ability to gather, filter, prioritize, and connect pieces of information (e.g., vital
signs, focused physical exam, pertinent medical history, recent test or procedures, medications) to
form a patient-specific differential diagnosis, initiate interventions, and drive testing decisions.

Requires supervisors and/or other members of the team to initiate correct interventions and testing in
an urgent or emergent setting.

Inconsistently orders and interprets test results delaying reassessment and further testing or interven-
tions.

Delays seeking help due to pride, anxiety, fear, and/or an inadequate awareness of personal limita-
tions.

Provides unidirectional communication with health care team and family regarding goals of care and
treatment plan.

Provides superfluous and/or incomplete patient information to responding members of the health care
team.

Demonstrates errors of omission when documenting the clinical encounter in the medical record.

May become defensive and/or argumentative during debriefing sessions of the clinical encounter.

Expected behaviors for an entrustable learner

L]

Recognizes age appropriateness of, trends in, and variations of patients’ vital signs.

Actively listens to and elicits feedback from team members (e.g., nursing, family members) regarding
concerns about patient deterioration to determine next steps.

Adheres to institutional procedures and protocols regarding escalation of patient care.

Uses the health care team members according to their roles and responsibilities to increase task ef-
ficiency in dealing with urgent or emergent patient conditions.

Gathers, filters, prioritizes, and connects pieces of information (e.g., vital signs, focused physical
exam, pertinent medical history, recent test or procedures, medications) to form a patient-specific dif-
ferential diagnosis, initiate interventions, and drive testing decisions.

Initiates interventions and tests with frequent reassessment to determine level of help needed and to
anticipate next steps.

Interprets common test results to anticipate and respond to early clinical deterioration.

Understands and recognizes personal limitations, emotions, and personal biases and seeks help when
needed.

Demonstrates bidirectional communication with health care team and family regarding goals of care
and treatment plan that leads to shared decision making.
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*  Provides a focused and concise presentation of accurate patient information to responding members
of the health care team.

*  Completes documentation in the medical record of the clinical encounter.

*  Seeks guidance and feedback from supervisors after the clinical encounter.
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EPA 11: Obtain informed consent for tests and/or procedures.

Expected behaviors for a pre-entrustable learner

L]

May be complacent in the informed consent process due to a lack of understanding of its importance
in shared decision making.

Obtains informed consent only on the directive of others.

Does not demonstrate an understanding of the key elements of informed consent (indications, con-
traindications, risks, benefits, alternatives) or may know the elements but not the specifics for the
procedure for which consent is being sought.

May let personal biases interfere with the informed consent process (e.g., history of bad experience
with the procedure results in overemphasis of risks).

May make errors of omission in communicating with patients and families about consent.
Uses medical jargon frequently in conversations with patients and families.

Uses unidirectional communication strategies that is, provides information and then requests signa-
ture on consent form.

Does not solicit patient preferences.
Is unable to read emotional cues in others.

Provides documentation with errors of both commission and omission.

Expected behaviors for an entrustable learner

Understands the importance of informed consent to rapport building and shared decision making.

Demonstrates an understanding of the elements of informed consent generally (indications, contrain-
dications, risks, benefits, alternatives) and the specifics of these elements for the procedures for which
consent is being sought.

Provides complete information to patients and families.
Avoids medical jargon in communicating with patients and families.

Uses bidirectional communication to both inform patients and families and seek their input and ques-
tions.

Solicits patient/family preferences to engage them in shared decision making.

Recognizes emotional cues in others (e.g., fear, anger, anxiety) and can address them in real time or
seek help from others on the health care team.

Demonstrates confidence commensurate with skills.
Seeks guidance from superiors around areas of uncertainty.

Documents the informed consent in a complete and timely fashion.

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 55



Return to Table of Contents

EPA 12: Perform general procedures of a physician.

Expected behaviors for a pre-entrustable learner

*  Approaches procedures as mechanical tasks to be performed and often initiated at the request of others

*  May not understand key issues in performing OMM and other procedures, such as:

o

o

o

o

o

o

Patient-specific factors
Indications
Contraindications
Risks

Benefits

Alternatives

*  Demonstrates limited knowledge of complications of procedures or how to minimize them.

* Has inconsistent mechanical skills and may not be able to reliably complete the procedure.

*  Does not consistently demonstrate patient-centered skills in performing procedures:

o

o

Uses medical jargon or other examples of ineffective communication techniques.

May be unable to read emotional response from the patient during the procedure because of
focus on the task.

Does not engage patients in shared decision making about the procedure.

Demonstrates a lack of confidence that results in an increase in patient’s stress or discomfort or
overconfidence that erodes trust with the patient if the learner struggles with the procedure.

»  Uses universal precautions and aseptic technique inconsistently.

* Incompletely writes or enters required documentation or neglects to write or enter required documen-
tation in the patient’s health record.

Expected behaviors for an entrustable learner

* Demonstrates the necessary preparation required for performance of procedures.

*  Demonstrates and applies understanding of key issues in performing procedures, including OMM,
such as:

o

o

o

o

o

o

Patient-specific factors
Indications
Contraindications
Risks

Benefits

Alternatives

»  Knows and takes steps to mitigate complications of procedures.

*  Demonstrates reliable mechanical skills in performing procedures in most situations and knows when
to seek help for procedures or situations beyond the learner’s abilities.

» Uses universal precautions and aseptic technique consistently.

*  Demonstrates patient-centered skills in performing procedures.

* Avoids medical jargon such that patients are able to verbalize understanding of the procedure.
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» Participates in shared decision making with patients about procedures.
* Has confidence commensurate with level of knowledge and skill that puts patients at ease.
*  Simultaneously pays attention to both the procedure and the patient’s emotional response.

e Creates required documentation that is usually complete and timely.
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EPA 13: Identify system failures and contribute to a culture of safety and
improvement.

Expected behaviors for a pre-entrustable learner

*  Does not recognize potential errors and often misses real errors.

* Isinconsistent in demonstrating common safety behaviors (e.g., universal precautions, hand washing).
*  May get frustrated by system requirements and see them as a burden.

* Tends to be passive observer on the team.

* Requires others to point out systems failures.

*  May become defensive or blame the system when faced with an error.

* Does not recognize generalizability of lessons from understanding errors.

e Participates in system improvements only when externally prompted to do so.

»  Uses rigid and rules-based communication that prevents “speaking up,” especially when a superior is
involved in an error or potential error.

* Does not recognize one’s own fatigue or is afraid to tell superiors when fatigued.

Expected behaviors for an entrustable learner

* Identifies real and potential errors.

*  Performs common safety behaviors (e.g., universal precautions, hand washing).

*  Understands the importance of error prevention both to individual patients and to systems.
» Takes responsibility for one’s role in errors.

*  Takes time to “slow down” and reflect on one’s work.

e Still relies on external sources of information to understand one’s population of patients.

* Reports real and/or potential errors when they occur using the system reporting structure.
e Participates in improvement activities voluntarily.

*  Speaks up when concerned about a potential error, even if that means questioning or challenging a
Supervisor.

* Recognizes one’s own symptoms of fatigue and moderates behavior or seeks help.
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Appendix B
Osteopathic Core Competencies for Medical Students (Abridged)

l. Osteopathic Principles and Practices

1.

8.

Approach the patient with recognition of the entire clinical context including mind-body and
psychosocial interrelationships.

Use the relationship between structure and function to promote health.

Use osteopathic principles and practices (OPP) to perform competent physical, neurologic, and
structural examinations, incorporating analysis of laboratory and radiology results, diagnostic
testing, and physical examination.

Diagnose clinical conditions and plan patient care.
Perform or recommend osteopathic manipulative medicine (OMM) as part of a treatment plan.
Communicate and document treatment details.

Collaborate with OMM specialists and other health care providers to maximize patient treatment
and outcomes, as well as to advance OMM research and knowledge.

Evaluate the medical evidence concerning the utilization of OMM.

Il. Medical Knowledge

1.

2.
3.

Articulate basic biomedical science and epidemiological and clinical science principles related to
patient presentation.

Apply current best practices in osteopathic medicine.

Physician interventions.

I1l. Patient Care

L.

5.
6.

Gather accurate data related to the patient encounter.

Develop a differential diagnosis appropriate to the context of the patient setting and findings.
Implement essential clinical procedures.

Form a patient-centered, interprofessional, evidence-based management plan.

Health promotion and disease prevention (HPDP).

Documentation, case presentation, and team communication.

IV. Interpersonal and Communication Skills

1.
2.
3.

Establish and maintain the physician-patient relationship.
Conduct a patient-centered interview.

Demonstrate effective written and electronic communication in dealing with patients and other
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health care professionals.
4. Work effectively with other health professionals as a member or leader of a health care team.
V. Professionalism

1. Knowledge: Demonstrate knowledge of the behavioral and social sciences that provide the
foundation for the professional competency including medical ethics, social accountability and
responsibility, and commitment to professional virtues and responsibilities.

2. Humanistic behavior: Demonstrate humanistic behavior including respect, compassion, probity,
honesty, and trustworthiness.

3. Primacy of patient need: Demonstrate responsiveness to the needs of patients and society that
supersedes self-interest.

4. Accountability: Demonstrate accountability to patients, society, and the profession including the
duty to act in response to the knowledge of professional behavior of others.

5. Continuous learning: Attain milestones that indicate a commitment to excellence (i.e., through
ongoing professional development as evidence of a commitment to continuous learning).

6. Ethics: Demonstrate knowledge of and the ability to apply ethical principles in the practice and
research of osteopathic medicine, particularly in the areas of provision or withholding of clinical
care, confidentiality of patient information, informed consent, business practices, the conduct of
research, and the reporting of research results.

7. Cultural competency: Demonstrate awareness of and proper attention to issues of culture, reli-
gion, age, gender, sexual orientation, and mental and physical disabilities.

8. Professional and personal self-care: Demonstrate understanding that he/she is a representative of
the osteopathic profession and is capable of making valuable contributions as a member of this
society; lead by example; provide for personal care and well-being by utilizing principles of well-
ness and disease prevention in the conduct of professional and personal life.

9. Honest, transparent business practices.
VI. Practice-Based Learning and Improvement

1. Describe and apply evidence-based medical principles and practices. Interpret features and mean-
ings of different types of data, both quantitative and qualitative, and different types of variables
including nominal, dichotomous, ordinal, continuous, ratio, and proportion.

2. Evaluate the relevance and validity of clinical research.

3. Describe the clinical significance of and apply strategies for integrating research evidence into
clinical practice.

4. Critically evaluate medical information and its sources, and apply such information appropriately
to decisions relating to patient care.

5. Describe and apply systematic methods to improve population health.
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VII. System-Based Practice

L.

The candidate must demonstrate understanding of variant health delivery systems and their effect
on the practice of a physician and the health care of patients.

Demonstrate understanding of how patient care and professional practices affect other health care
professionals, health care organizations, and society.

Demonstrate knowledge of how different delivery systems influence the utilization of resources
and access to care.

Identify and utilize effective strategies for assessing patients.

Demonstrate knowledge of and the ability to implement safe, effective, timely, patient-
centered, equitable systems of care in a team-oriented environment to advance populations and
individual patients’ health.

XIV. Interprofessional Collaboration

1.
2.

Act with honesty and integrity in relationships with patients, families, and other team members.

Respect the dignity and privacy of patients while maintaining confidentiality in the delivery of
team-based care.

Communicate one’s role and responsibilities clearly to patients, families, and others.

Explain the roles and responsibilities of other care providers and how the team works together to
provide care.

Choose effective communication tools and techniques, including information systems and
communication technologies, for facilitating interprofessional discussions and interactions that
enhance team function.

Give timely, sensitive, instructive feedback to others about their performance on the team, and
respond respectfully to feedback from other team members.

Engage other health professionals (appropriate to the specific care situation) in shared patient-
centered problem solving for effective team-based care.
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Appendix C
AACOM Osteopathic Core Competencies Linked to 13 EPAs:
A Crosswalk

Entrustable Professional Activities

1 2 3 4 5 6 1 8 9 10 1" 12 13 | Total
1. Osteopathic Principles and Practices (OPP)

Competencies

OPP 1 X 1
OPP2 0
OPP 3 X X X 3
OPP 4 X X 2
OPP 5 0
OPP 6 X X 2
OPP 7 0
OPP 8 0
II. Medical Knowledge (MK)
MK 1 X 1
MK 2 X 1
MK 3 X X X 3
I11. Patient Care (PC)
PC1 X X 2
PC2 X 1
PC3 X 1
PC4 X X X X 4
PC5 X 1
PC6 X X X X 4

IV. Interpersonal and Communication Skills (ICS)

ICS 1 X X X 3
ICS2 X X 2
ICS3 X X X 3
ICS 4 X X X X X 5

V. Professionalism (P)

P1 0
P2 0
P3 0
P4 X 1
P5 0
P6 1
P7 X X 1
P8 0
P9 0

Continued on next page.
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Continued from previous page

AACOM Osteopathic Core Competencies Linked to 13 EPAs: A Crosswalk.

Entrustable Professional Activities
Competencies
1 2 3 4 5 6 1 8 9 10 1" 12 13 | Total
VI. Practice-based Learning and Improvement (PBLI)
PBLI 1 X 1
PBLI2 X 1
PBLI 3 X X 2
PBLI 4 X X X X 4
PBLI 5 X 1
VII. Systems-based Practice (SBP)
SBP 1 X X 2
SBP2 X X 2
SBP3 X X X X 5
SBP4 X X X 2
SBP 5 X X X X 4
XIV. Interprofessional Collaboration (IPC)
IPC 1 X X 2
IPC 2 X X 2
IPC3 X X 2
IPC 4 X X 2
IPC 5 X X 2
IPC 6 X X 2
IPC 7 X X X 3
Total 7 4 6 2 4 2 6 4 14 14 7 5 6 81
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Appendix D
EPA Resources

AAMC Core EPA Listserv

To join, send a blank email to subscribe-coreepas(@lists.aamc.org.

Original Resource Publication

Association of American Medical Colleges (AAMC). Core Entrustable Professional
Activities for Entering Residency: Curriculum Developers’ Guide. 2014. http://www.aamc.org/cepaer

Journal and Other Articles

The following articles have been posted to the Core EPA listserv. We have categorized the articles ac-
cording to (1) Entrustment, (2) Faculty Development, (3) Curriculum, Implementation, and Assessment,
and (4) Competencies realizing that many articles address more than one of these entities.

Entrustment

Hauer, K.E., Oza, S.K., Kogan, J.R., et al. 2015. How Clinical Supervisors Develop Trust
in Their Trainees: A Qualitative Study. Medical Education, 49 (8):783-795. doi: 10.1111/
medu.12745.

Rekman, J., Gofton, W., Dudek, N., Gofton, T., et al. 2015. Entrustability Scales: Outlining
Their Usefulness for Competency-Based Clinical Assessment. Academic Medicine, 91(2):186-
190. http://doi.org/10.1097/ACM.0000000000001045.

Chen, H.C., van den Broek, W.E.S., ten Cate, O., et al. 2015. The Case for Use of Entrustable
Professional Activities in Undergraduate Medical Education. Academic Medicine, 90(4):431—
436. doi: 10.1097/ACM.0000000000000586.

Blog on Understanding Competency-based medical education: http://academicmedicineblog.
org/understanding-competency-based-medical-education/.

ten Cate, O., Hart, D., Ankel, F., et al. 2016. Entrustment Decision Making in Clinical Train-
ing. Academic Medicine, 91(2):191-198. doi: 10.1097/ACM.0000000000001044.

Carraccio, C., Englander, R., Holmboe, E. S., Kogan, J.R. 2015. Driving Care Quality: Aligning
Trainee Assessment and Supervision Through Practical Application of Entrustable Profes-
sional Activities, Competencies, and Milestones. Academic Medicine, 91(2):199-203. http://doi.
org/10.1097/ACM.0000000000000985.

Hauer, K. E., ten Cate, O., Boscardin, C., et al. 2014. Understanding Trust as an Essential Ele-
ment of Trainee Supervision and Learning in the Workplace. Advances in Health Sciences
Education, 19(3): 435-456. doi: 10.1007/s10459-013-9474-4.

Kennedy, T.J.T., Regehr, G., Baker G.R., et al. 2008. Point-of-Care Assessment of Medical
Trainee Competence for Independent Clinical Work. Academic Medicine, 83(10):S89-S92.
doi:10.1097/ACM.0b013e318183c8b7.

Rekman, J., Gofton, W., Dudek, N., Gofton, T., et al. 2016. Entrustability Scales: Outlining

Osteopathic Considerations for Core Entrustable Professional Activities (EPAs) for Entering Residency, 2016 64


mailto:subscribe-coreepas@lists.aamc.org

Return to Table of Contents

Their Usefulness for Competency-Based Clinical Assessment. Academic Medicine, 91(2):186-
190. doi: 10.1097/ACM.0000000000001045.

LeBlanc, V.R., McConnell, M.M., Monteiro, S.D. 2015. Predictable Chaos: A Review of the Ef-
fects of Emotions on Attention, Memory and Decision Making. Advances in Health Sciences
Education, 20(1):265-282. doi:10.1007/s10459-014-9516-6.

Cruess, R.L., Cruess, S.R., Steinert, Y. 2016. Amending Miller’s Pyramid to Include
Professional Identity Formation. Academic Medicine, 91(2):180-185. doi: 10.1097/
ACM.0000000000000913.

Cruess, R.L., Cruess, S.R., Boudreau, J.D., et al. 2015. A Schematic Representation of
the Professional Identity Formation and Socialization of Medical Students and Resi-
dents: A Guide for Medical Educators. Academic Medicine, 90(6):718—725. doi: 10.1097/
ACM.0000000000000700.

Cruess, R.L., Cruess, S.R., Boudreau, J.D., et al. 2014. Reframing Medical Education to Sup-
port Professional Identity Formation. Academic Medicine, 89(11):1446-1451. doi: 10.1097/
acm.0000000000000427.

Fornari, A., Akbar, S., Tyler, S. 2014. Critical Synthesis Package: Assessment of Professional
Behaviors (APB). MedEdPORTAL Publications. Available from: https://www.mededportal.org/
publication/9902http://dx.doi.org/10.15766/mep 2374-8265.9902. See more at: https://www.
mededportal.org/publication/9902#sthash. Xc7FLY Wg.dpuf.

Gathright, M. 2014. Critical Synthesis Package: Professionalism Mini-Evaluation Exercise
(P-MEX). MedEdPORTAL Publications. https://www.mededportal.org/publication/9929.

Holden, M.D., Buck, E., Luk, J., et al. 2015. Professional Identity Formation: Creating a
Longitudinal Framework Through Time (Transformation in Medical Education). Academic
Medicine, 90(6):761-767. doi: 10.1097/acm.0000000000000719.

Ng, S.L., Kinsella, E.A., Friesen, F., et al. 2015. Reclaiming a Theoretical Orientation to
Reflection in Medical Education Research: A Critical Narrative Review. Medical Education,
49(5):461-475. doi: 10.1111/medu.12680.

Seymour, P., Watt, M. 2015. The Professional Competencies Toolkit: Teaching Reflection
With Flash Cards. Medical Education, 49(5):518. doi: 10.1111/medu.12718.

Swing, S.R. 2007. The ACGME Outcome Project: Retrospective and Prospective. Medical
Teacher, 29(7):648-654. doi: 10.1080/01421590701392903.

Faculty Development

ten Cate, O., Scheel, F. 2007. Viewpoint: Competency-Based Postgraduate Trainings: Can
We Bridge the Gap Between Theory and Clinical Practice? Academic Medicine, 82(6):542-
547. doi:10.1097/ATM.0b013e31805559¢7.

Kogan, J.R., Conforti, L.N., Bernabeo, E., et al. 2015. How Faculty Members Experience
Workplace-based Assessment Rater Training: A Qualitative Study. Medical Education, 49(7):
692-708. doi: 10.1111/medu.12733.

Irby, D.M., O’Sullivan, P.S., Steinert, Y. 2015. Is it Time to Recognize Excel-
lence in Faculty Development Programs? Medical Teacher, 37(8):705-706. doi:
10.3109/0142159x.2015.1044954.

Gingerich, A., Kogan, J., Yeates, P, et al. 2014. Seeing the ‘Black Box’ Differently: Assessor
Cognition From Three Research Perspectives. Medical Education, 48(11):1055-1068. doi:
10.1111/medu.12546.
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Calaman, S., Hepps, J., Bismilla, Z., et al. 2016. The Creation of Standard-Setting Videos
to Support Faculty Observations of Learner Performance and Entrustment Decisions.
Academic Medicine, 91(2):204-209.

Goldszmidt, M., Faden, L., Dornan, T. et al. 2015. Attending Physician Variability: A Model
of Four Supervisory Styles. Academic Medicine, 90(11):1541-1546.

Carraccio, C., Englander, R., Van Melle, E., et al. 2015. Advancing Competency-Based
Medical Education: A Charter for Clinician-Educators. Academic Medicine. doi: 10.1097/
ACM.0000000000001048.

Curriculum, Implementation, and Assessment

Rougas, S., Clyne, B., Cianciolo, A.T., et al. 2015. An Extended Validity Argument for
Assessing Feedback Culture. Teaching and Learning in Medicine, 27(4):355-358. doi:
10.1080/10401334.2015.1077133.

Sargeant, J., Lockyer, J., Mann, K., et al. 2015. Facilitated Reflective Performance Feedback:
Developing an Evidence- and Theory-Based Model That Builds Relationship, Explores
Reactions and Content, and Coaches for Performance Change (R2C2). Academic Medicine,
90(12):1698-1706.

Hauer, K.E., Chesluk, B., Iobst, W., et al. 2015. Reviewing Residents’ Competence: A Quali-
tative Study of the Role of Clinical Competency Committees in Performance Assessment.
Academic Medicine, 90(8):1084—1092.

Durning, S.J., Lubarsky, S., Torre, D., et al. 2015. Considering “Nonlinearity” Across the
Continuum in Medical Education Assessment: Supporting Theory, Practice, and Future
Research Directions. Journal of Continuing Education in the Health Professions, 35(3):232-243.

Crossley, J., Jolly, B. 2012. Making Sense of Work-Based Assessment: Ask the Right Questions,
in the Right Way, About the Right Things, of the Right People. Medical Education, 46(1):28-
37.doi: 10.1111/5.1365-2923.2011.04166.x.

ten Cate, O., Chen, H.C., Hoff, R.G., et al. 2015. Curriculum Development for the Workplace
Using Entrustable Professional Activities (EPAs): AMEE Guide No. 99. Medical Teacher,
37(11):983-1002. doi: CMTE-2015-0576.

Sawyer, T., White, M., Zaveri, P., et al. 2015. Learn, See, Practice, Prove, Do, Maintain: An
Evidence-Based Pedagogical Framework for Procedural Skill Training in Medicine.
Academic Medicine, 90(8):1025-1033.

Donato, A.A., Soo Park, Y., George, D.L., et al. 2015. Validity and Feasibility of the Minicard
Direct Observation Tool in 1 Training Program. Journal of Graduate Medical Education,
7(2):225-229. http://www.jgme.org/doi/abs/10.4300/JGME-D-14-00532.1?ai=x1&ui=2qsg&af=T.

Lown, B.A., Muncer, S.J., Chadwick, R. 2015. Can Compassionate Healthcare be Measured?
The Schwartz Center Compassionate Care Scale™. Patient Education and Counseling,
98(8):1005-1010. doi: 10.1016/j.pec.2015.03.019.

Carraccio, C., Englander, R., Holmboe, E.S., et al. 2016. Driving Care Quality: Aligning Trainee
Assessment and Supervision Through Practical Application of Entrustable Professional
Activities, Competencies, and Milestones. Academic Medicine, 91(2):199-203.

Lineberry, M., Soo Park, Y., Cook, D.A., et al. 2015. Making the Case for Mastery Learning
Assessments: Key Issues in Validation and Justification. Academic Medicine, 90(11):1445-
1450.
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van der Vleuten, C.P.M., Schuwirth, L.W.T., Driessen, E.W., et al. 2015. Twelve Tips for Pro-
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