
Behaviors 
Requiring 
Corrective 
Response

Reports errors in a 

disrespectful or

misleading manner

Displays frustration at

system improvement

efforts

Places self or others at

risk of injury or adverse

event

Avoids discussing or

reporting errors; attempts

to cover up errors

Demonstrates

defensiveness or places

blame

Key Functions with Related 
Competencies

Identify and report actual and 
potential ("near miss") errors in 
care using system reporting 
structure (e.g., event reporting 
systems, chain of command 
policies)

KP1 ICS2 P4 PPD5
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 conference, 
failure modes and effects analyses, 
improvement projects)

PBLI4 PBLI10
Engage in daily safety habits (e.g., 
accurate and complete 
documentation, including allergies 
and adverse reactions, medicine 
reconciliation, patient education, 
universal precautions, hand 
washing, isolation protocols, falls 
and other risk assessments, 
standard prophylaxis, time-outs)

SBP4
Admit one's own errors, reflect on 
one's contribution, and develop an 
individual improvement plan

P4 SBP5

 Developing Behaviors 
(Learner may be at different levels within 

a  row.)
Expected Behaviors for an 

Entrustable Learner
Superficial understanding

prevents recognition of real

or potential errors

Identifies and reports

actual and potential

errors

Demonstrates

structured approach to

describing key elements

of patient safety 

concerns

Identifies and reports patient safety

concerns in a timely manner using

existing system reporting structures

(e.g., event reporting systems, chain

of command policies)

Speaks up to identify actual and

potential errors, even against

hierarchy

Passively observes system

improvement activities in the 

context of rotations or

learning experiences

Participates in system

improvement activities

when prompted but may 

require others to point

out system failures

Actively engages in efforts to identify 

systems issues and their solutions

Requires prompts for

common safety behaviors

Demonstrates common

safety behaviors

Engages in daily safety habits with 

only rare lapses

Requires prompts to reflect

on own errors and their

underlying factors

May not recognize own

fatigue or may be afraid to

tell supervisor when fatigued

Identifies and reflects

on own contribution to

errors but needs help

developing an

improvement plan

Identifies and reflects on the

element of personal responsibility for

errors

Recognizes causes of lapses, such

as fatigue, and modifies behavior or

seeks help

System 
failures 

and 
culture of 

safety

EPA 13

EPA 13: Identify System Failures and Contribute to a Culture of Safety and Improvement
An EPA: A unit of 

observable, measurable 
professional practice 

requiring  integration of 
competencies

Underlying entrustability
for all EPAs are 

trustworthy habits, 
including truthfulness, 
conscientiousness, and 

discernment.
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This schematic depicts 
development of proficiency in 

the Core EPAs. It is not
intended for use as an 

assessment instrument. 
Entrustment decisions should 
be made after EPAs have been 
observed in multiple settings 
with varying context, acuity, 

and complexity and with 
varying patient characteristics.




