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Housekeeping Instructions

• This webinar will be recorded and available for viewing on the NAA website

• Please use the ‘Chat’ function to engage with us throughout the webinar and 
to ask any questions. 

• Closed Captioning (CC) is available.



World Patient Safety Day 2024

• World Patient Safety Day is one of the World Health 
Organization’s global public health days

• The 2024 theme is improving diagnosis for patient safety

Presenter Notes
Presentation Notes
Image downloaded from the WHO's campaign materials for World Patient Safety Day, here: https://www.who.int/campaigns/world-patient-safety-day/world-patient-safety-day-2024/campaign-essentials



Framing

• Diagnostic errors are common and costly, and they impact patient safety

• Consider the data:
► 1 in 20 adults will experience a diagnostic error in the outpatient setting every year a

► About 250,000 harmful diagnostic errors occur yearly in U.S. hospitals b

► 79% of diagnostic errors are related to the patient-clinician encounter c

• Organizations can apply tools and strategies to reduce diagnostic errors

a. Singh H, Meyer AN, Thomas EJ. The frequency of diagnostic errors in outpatient care: estimations from three large observational studies involving US adult populations. BMJ 
Qual Saf. 2014 Sep;23(9):727-31.doi: 10.1136/bmjqs-2013-002627. Epub 2014 Apr 17.
b. Gunderson CG, Bilan VP, Holleck JL, Nickerson P, Cherry BM, Chui P, Bastian LA, Grimshaw AA, Rodwin BA. Prevalence of harmful diagnostic errors in hospitalised adults: a 
systematic review and meta-analysis. BMJ Qual Saf. 2020 Dec;29(12):1008-18. doi: 10.1136/bmjqs-2019-010822. Epub 2020 Apr 8. 
c. Singh H, Giardina TD, Meyer AND, Forjuoh SN, Reis MD, Thomas EJ. Types and origins of diagnostic errors in primary care settings. JAMA Intern Med 2013;173(6):418-425. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3690001/. Accessed July 13, 2021.

Presenter Notes
Presentation Notes
Data and citations are from the infographics for the two toolkits that will be discussed on this webinar: ��https://www.ahrq.gov/sites/default/files/wysiwyg/patient-safety/MeasureDx-infographic.pdf��https://www.ahrq.gov/sites/default/files/wysiwyg/patient-safety/resources/diagnostic-toolkit/03-diagnostic-safety-infographic.pdf




AHRQ Tools to Improve Diagnostic Safety

• TeamSTEPPS Diagnosis Improvement Course
► Team strategies and tools for optimizing patient outcomes

• Calibrate Dx
► Self-evaluation tool for clinicians to improve their diagnostic decision-making

• Measure Dx
► Resource to help healthcare organizations detect, analyze, and learn from diagnostic safety events

• Toolkit for Engaging Patients to Improve Diagnostic Safety
► Resource to promote enhanced communication and information sharing within the patient-provider 

encounter to help patients, families, and health professionals work together as partners to improve 
diagnostic safety

Toolkits to be addressed in today’s presentation. 
All tools are available at https://www.ahrq.gov/diagnostic-safety/tools/index.html.

Presenter Notes
Presentation Notes
 https://www.ahrq.gov/teamstepps-program/diagnosis-improvement/index.html



Questions to Run On

• What tools and resources are available to help 
organizations prevent diagnostic errors? 

• What strategies can healthcare organizations implement 
to prevent diagnostic errors?



Share With Us

What type of diagnostic errors are the top priority 
in your organization?



Speaker Welcome

Kelly Smith, PhD
Associate Professor, Institute of Health Policy, Management, & Evaluation 

University of Toronto
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Hardeep Singh, MD, MPH
Co-Chief, Health Policy, Quality and Informatics Program,
Center for Innovations in Quality, Effectiveness and Safety

Michael E. DeBakey VA Medical Center and Baylor College of Medicine



AHRQ Toolkit for Engaging Patients 
To Improve Diagnostic Safety

Kelly M. Smith, PhD
Michael Garron Chair in Patient-Oriented Research and

Chief Scientific Officer, Michael Garron Hospital 
Associate Professor, University of Toronto

September 2024

Presenter Notes
Presentation Notes
In 2019 The Agency for Healthcare Research and Quality (AHRQ) sponsored the development of a Toolkit to Improve Diagnostic Safety by engaging patient and family members. This webinar provides an overview of the toolkit which contains two strategies: Be The Expert On You and 60 Seconds To Improve Diagnostic Safety. 




"Just listen to your patient, 
he is telling you the diagnosis."

- Sir William Osler

Presenter Notes
Presentation Notes
This quote from Sir William Osler, who is also commonly referred to as the Father of Modern Medicine, emphasizes the importance of communication in the patient-provider encounter, in particular the importance of listening to patients’ description of their illness, to arrive at an accurate diagnosis.1

The patient is both an essential and often underutilized member of the diagnostic team. Our goal as providers must be to partner with patients to improve the accuracy, timeliness, and effective communication of our diagnoses to optimize the quality and safety of healthcare. One simple way to achieve this goal is to bridge some of the common communication challenges in our practice.  



How can Patient Engagement improve 
Diagnostic Safety?

What can patients do?
 Tell their story fully and completely and 

clearly​

 Provide accurate information about their 
symptoms​

 Speak up if they feel they have not been 
heard​

 Ask questions to clarify the information 
shared​

 Use a checklist of tests, symptoms, 
concerns, or physicians consulted​

What can clinicians do?
 Listen to patient​s

 Support patients in effectively sharing their 
symptoms.

 Ask patients what they think is going on​

 Conduct a thorough history and physical 
examination

 Set a visit agenda

 Know patients and their history, and read prior 
notes 

 Integrate "pre-work" for patients (e.g. 
symptoms; history of present illness; labs)

Presenter Notes
Presentation Notes
At the start of the project an environmental scan was conducted which identified several things patients and providers can do to improve diagnostic safety. 

For patients, one of the key strategies that is recommended by both patients and providers is to ensure that patients tell their illness story (or history) fully and completely2-7: 
Providers often report that patients sometimes withhold information initially that could have helped them make a diagnosis faster or would have resulted in a different diagnosis. 
Patients also report that they do not feel heard by their providers, which may also lead to a breakdown of information sharing during the clinical encounter. Strategies that have been recommended for patients to help them partner in diagnosis include using checklists or other structured communication tools that help patients remember and convey their symptoms, concerns, and history of their current problem to the provider in a clear and concise way.

In addition, there are things providers can do to help improve diagnosis, specifically related to engaging patients and their families2,3,8-13: 
Strategies such as deep and reflective listening are central to clear communication within the encounter. Setting a visit agenda in collaboration with the patient also has been demonstrated to improve communication, particularly when that agenda allows patients to share what is most concerning to them. 
And being prepared for the patient visit by checking any pre-labs and reviewing the patient’s clinical history before the encounter can also enhance diagnostic accuracy, particularly when coupled with time for reflective listening.





Toolkit Strategies

Presenter Notes
Presentation Notes
Based on environmental scan findings, our approach to the Toolkit focused on paired tools  - meaning, if we gave an intervention focused on patients, we also provide clinicians and practice staff complimentary tools to support the family and patient.

The final Toolkit therefore has two main strategies – one intended for patients and a complimentary strategy for providers. With the Be The Expert On You strategy, patients are provided with a note sheet to help them tell their story in a clear, concise way. The note sheet can also serve as a prompt for patients so they don’t forget important information. 

Coupled with this note sheet, the 60 Seconds To Improve Diagnostic Safety strategy aims to support providers in fostering an environment for patients to share their story united with a receptive environment for active and reflective listening. By using the first minute of the encounter as the ”patient’s minute,” the clinicians can allow patients to share their story, their illness “history,” with their provider uninterrupted. 

Together, these interventions support a collaborative dialogue and an accurate diagnosis. 




The Be The Expert On You 
Strategy

Presenter Notes
Presentation Notes
Let's first look at the Toolkit’s patient-facing strategy. 

The Be The Expert On You note sheet is an agenda setting tool that will help patients prepare for their visit. It allows patients and their families to become more fully engaged in their medical appointments by sharing important information that will assist in finding an accurate and timely diagnosis. 

The note sheet aims to solicit key information from patients, including why they are at the visit, what – if any – changes in their health they have had since their last visit, questions they may have about tests, treatments, medicines, or other health considerations, whether they have seen any other health providers since they were last at our clinic, and a final question to help patients share what is really on their minds, what is concerning them about their health. 

When this note sheet was pilot tested, providers noted that the "What are you worried about" question elicited important information from patients they might not have otherwise shared. 

It is important for all staff and providers to be familiar with the note sheet and to be ready to help patients if they need it. 




60 Seconds To Improve 
Diagnostic Safety Strategy

Presenter Notes
Presentation Notes
Now let's look at the provider-facing strategy. 

Studies show that patients are interrupted by their providers in the first 11 to 18 seconds of telling their diagnostic story. Deep listening and reflective practice are components of mindful medical practice grounded in the adage that the patient’s story begins the diagnostic process. Even the best communicators and diagnosticians can fall short when they are faced with a huge patient panel and a busy schedule with competing administrative and clinical demands.6,10

The goal with the 60 Seconds To Improve Diagnostic Safety strategy is to practice deep and reflective listening for one minute at the start of the encounter. Allowing the patient to tell his or her story without interruption gives providers the opportunity for a diagnostic pause, that point in the encounter where providers can reflect on the information the patient is sharing coupled with the information from the medical record and direct observation. In this way, providers can pick up on contextual cues that aid in establishing a working diagnosis or identifying when there may be changes in a patient's chronic health condition.10-12,14-16

With 60 Seconds To Improve Diagnostic Safety strategy, providers listen, ask questions that deepen understanding, and avoid jumping prematurely to advice or judgments.12,15 This approach helps avoid premature closure and anchoring biases that lead to diagnostic errors in primary care.






How Does 60 Seconds To 
Improve Diagnostic Safety 

Work?

Presenter Notes
Presentation Notes
The 60 Seconds To Improve Diagnostic Safety strategy allows you the time to practice reflectively through deep and active listening. One reflective practice we recommend is the Ask, Listen, and Act strategy:

ASK: Questions are the path to discovery. Questions convey value, so how do I ask the right questions of the right people at the right time to achieve a safe diagnosis?
LISTEN: Questions are only meaningful if I listen actively through mindful engagement to the responses. What can I learn from actively listening? How do I integrate what I hear with what I already know to ask what else can it be?
ACT: Asking and listening are followed by thoughtful action with patient perspectives and a plan for assessment. What actions will help contribute to a safe diagnostic process to plan actions that can lead to better health?

The diagnostic process and reflection have similar goals. Both derive from a spirit of inquiry, that is, from asking questions. Reflection is a form of diagnostic calibration. It questions overconfidence, premature closure, confirmation bias, contrary evidence, and other barriers to reliable conclusions. 

Have we asked the right questions? Have we leveraged information from all team members? Have we considered the perspectives from the patient and family? This thoughtful deliberation can help make sense of the disparate pieces of information that are part of the diagnostic process and lead us to consider other sources of information and examine both consequences and alternatives. What do I see that I did not see before?

The 60 Seconds To Improve Diagnostic Safety allows you the TIME during the encounter to LISTEN and process so that you can ask deeper probing questions and reflect on the information patients share. 





60s for Diagnostic Safety  
How Do I Get Started?

Ask
• What brings you in today?
• I would like to hear from you about 

how you are doing.

Listen
• Actively listen, encouraging 

engagement with "uh huhs"
• Write notes and make eye contact to 

show you are listening.

Act
• Use the information shared to 

cocreate a care plan.
• Ask additional questions to clarify 

information shared.

Presenter Notes
Presentation Notes
At this point, you may be wondering how giving 60 seconds to a patient or family member to share their perspectives on their health concerns can help you with diagnosis. 

Here is how it works:

ASK the patient "What brings you in today?" Remember, be curious. You can also use this opportunity to review the note sheet and thank the patient for completing it. 

LISTEN deeply and reflectively to the patient. During this time, you can think about what the patient is relaying to you in context with what you know. This can be from medical history or taking in contextual information about how they patient looks or sounds from a visual assessment. The silence allows you the space to take in more information than just what patients are saying. It allows you the time you need to formulate an action plan or your followup questions. 

Mindful listening is listening with curiosity and inquiry, with the goal of getting information to help understand the patient's situation. It is hard to switch from our mode of listening to respond. Trust is the important byproduct of listening.

ACT on the information shared by the patient or family member. For example, ask additional probing questions or conduct a physical examination to help continue your information gathering. Either way the goal here is to cocreate the next steps of the diagnostic process in partnership with your patients. That way, they will understand their role and what to do next for a safe diagnosis. 

Remember to encourage your patient to engage, for example, by making eye contact and encouraging more dialogue through "uh huhs" and "go ons." You can even encourage use of the Be The Expert On You note sheet to prompt additional discussion. Most patients do not take the full 60 seconds before they have finished, and many providers recognize that the 60 seconds they give the patient has a good return on investment and helps them be more connected during the visit.     







Toolkit Implementation Roadmap

Presenter Notes
Presentation Notes
The next few slides are dedicated to sharing with you practical materials that have been developed as part of the Toolkit for Engaging Patients To Improve Diagnostic Safety that will assist practices in implementing the two strategies. 

Available on the AHRQ website is the  Toolkit Implementation Roadmap. This roadmap is the starting point for implementation and helps local champions plan their strategy for adopting each intervention.



Planning Worksheets 

Presenter Notes
Presentation Notes

As part of the Toolkit, two planning worksheets are available to help teams plan for implementation of the paired strategies: The Be The Expert on You Planning Worksheet and the 60 Seconds to Improve Diagnostic Safety Planning Worksheet. 

Each worksheet provides practical questions and guidance that can help local practice champions establish effective scope, workflow, adoption and use of the strategies.  



Train Your Team

Presenter Notes
Presentation Notes
Once it is time to train your team, there are several helpful materials included in the Toolkit to facilitate implementation. There is a one-page handout for staff training to help staff get comfortable with introducing the Be the Expert On You note sheet to patients. We also provide a short slide presentation with speaker notes to train providers on how to listen deeply for 60 seconds to cultivate presence, attentiveness, and curiosity during the patient encounter. Finally, 
Practice Orientation and Training Slides  are provided and can be adapted to how your practice plans to implement the Toolkit. 



Sample Workflow: Be The Expert 
On You Note Sheet

In Person: Front Desk 
Team introduces the 

note sheet

Telehealth: Send the note sheet 
via the patient portal or e-mail

Patients complete the 
note sheet Patients use note sheet to 

share their story

Presenter Notes
Presentation Notes
There are some helpful tips to consider as you begin using the Toolkit for Engaging Patients To Improve Diagnostic Safety within your organization:

Tip #1: Focus the intervention on select patient populations. For example, choosing patients who are coming in for acute/episodic clinic visits or new problems may be a good place to start. 

Tip #2: It might be helpful to give the patients the note sheet after they finish all other pre-visit paperwork. This approach will help the note sheet stand out from the other papers and allow the patient to keep it with them during their encounter.

Tip #3:  Some patients might have some difficulty completing the note sheet. When rooming patients (or online) it’s a good practice to quickly scan the note sheets. If there is nothing on the page, ask patients if they might want some help and take a minute to help them complete it. This step works well for patients with low literacy. Be sure to do this after the patient is in the encounter room.

Tip #4: Providers may also use the Be The Expert On You note sheet to help prompt patients who may be slow to share or to redirect patients whose stories go too long. The note sheet can also be used to co-create a visit agenda, aiding the patient and the provider in organizing the visit and ensuring questions and concerns get addressed. 





Lessons Learned

Improved 
relationships 
with patients 
leading to 
improved 
experience and 
safety

Enhanced 
connection and 
reduced
technical 
burnout

Clear, concise,
correct, and

complete information 
to make diagnostic 

decisions

A return to the 
joy of healing

Presenter Notes
Presentation Notes
What can organizations expect when implementing the Toolkit for Engaging Patients To Improve Diagnostic Safety?  The Practices that participated in the field testing of these interventions found that between 80 percent and 95 percent of their patients reported improved communication and greater listening, and that the note sheet was useful in preparing them for their visit. 

In addition to improving patient-provider communication and mitigating pitfalls in the diagnostic process related to communication failures, practices should experience other improvements in patient and provider care experiences. These include:
Improved relationships with patients, leading to improved patient experience and patient safety, 
A reduced propensity for diagnostic errors, which is linked directly to improvements in clear, concise, correct, and complete information sharing from the patient, 
An enhanced connection with patients and reduced technical burnout, and  
A return to the joy of healing.12

An evaluation planning tool as well as patient and provider surveys are included in the Toolkit. These materials can help organizations evaluate the local impact of the strategies on patients, providers, and practices.







Measure Dx:
A Resource To Identify, Analyze, and Learn From Diagnostic 

Safety Events

Andrea Bradford, Ph.D.
Hardeep Singh, MD, MPH

CENTER FOR INNOVATIONS IN QUALITY, EFFECTIVENESS & SAFETY (IQUEST)
MICHAEL E. DEBAKEY VA MEDICAL CENTER 
BAYLOR COLLEGE OF MEDICINE, HOUSTON



Foundation for Improvement

Take 
  Actions to 
    Change 
      Practice

Create or Sustain 
Initiatives to Learn and 
Improve

A Learning Health 
System for 
Diagnostic Safety 





Safer Dx Checklist



Introduction to Measure Dx
• AHRQ-funded resource to help health care organizations identify and 

learn from diagnostic safety events
• Grounded in an AHRQ Issue Brief on 
    operational measurement 
• Co-developed with national experts
• Released to the public in July 2022

https://www.ahrq.gov/diagnostic-safety/resources/issue-briefs.html 

https://www.ahrq.gov/diagnostic-safety/resources/issue-briefs.html


Overview of Measure Dx



Case Finding Strategies in Measure Dx

Systematic record review to 
identify learning 

opportunities (n=703)

n = 156 n = 12 n = 14 n = 521



Examples of What Teams Learned



Examples of What Teams Learned



Recommendations from Participants

“Be realistic… it’s very easy to try to bite off more than you 
can handle.”

“Don’t be overwhelmed by the amount. Just start 
somewhere.”

“Try to scope the work so that it’s really feasible… within a 
relatively short amount of time…”

Lesson 1: Start Small



Recommendations from Participants

Lesson 2: Leadership is Key

“Engaging leadership from the top was really key for us”

“Having a good leader was actually kind of nice… getting this 
started and realizing this is important.”

“…the biggest struggles… is just continuing to get buy-in from 
executive leadership.”



Recommendations from Participants

Lesson 3: Work With What You Have

“We systematically track… patient safety events, but how 
much of them are due to diagnostic errors? We do not 
have that part.”

“Adapting your preexisting patient safety and quality 
infrastructure is probably the way to go, without spending 
a ton of money and redesigning… the processes, the 
policies…”



Diagnostic Safety Resources

https://www.ahrq.gov/patient-
safety/settings/multiple/measure-dx.html

Measure DxToolkit for Engaging 
Patients To Improve 
Diagnostic Safety
https://www.ahrq.gov/diagnostic-
safety/tools/engaging-patients-improve.html 

https://www.ahrq.gov/patient-safety/settings/multiple/measure-dx.html
https://www.ahrq.gov/patient-safety/settings/multiple/measure-dx.html
https://www.ahrq.gov/diagnostic-safety/tools/engaging-patients-improve.html
https://www.ahrq.gov/diagnostic-safety/tools/engaging-patients-improve.html
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Implementing Diagnostic Excellence 
Across Systems (IDEAS) Project
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IDEAS supports diagnostic safety across settings and users

SETTING

USERS

Any healthcare setting

Individual licensed 
clinicians whose scope of 
practice includes diagnosis

Calibrate Dx

Any healthcare setting

QI or patient safety 
teams

Measure Dx

Office-based setting

Clinicians and their 
patients

Toolkit for Engaging Patients To
Improve Diagnostic Safety
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Interested? Contact us:
IDEASproject@rand.org

mailto:IDEASproject@rand.org


Resource-specific considerations

• Four to six clinician participants 
who perform quarterly reviews of a 
sample of their own cases

• Complete brief quarterly surveys 
and provide feedback on the 
resource

• Clinician access to electronic 
health record data for case reviews

• QI team with (1) a clinical lead with 
diagnostic expertise and (2) a 
quality manager with operations 
expertise

• Participate in data collection 
activities, many of which could be 
done during QI meetings or 
scheduled activities

Calibrate DxMeasure Dx

• Two to three clinician participants 
to use the resource in routine 
practice

• Participate in data collection
activities for the evaluation

• Involvement of administrative 
office staff to collect brief, 
anonymous patient surveys

Toolkit for Patient Engagement

Interested? Contact us:
IDEASproject@rand.org

March 2025 June 2025 August 2025

mailto:IDEASproject@rand.org


Why participate in IDEAS?
• Implement innovative methods for advancing

diagnostic safety
• Receive tailored support to implement the AHRQ 

resources
• Flexible training for including resource-specific

materials and tip sheets
• CE credits and ABMS-approved MOC credits
• Hands-on assistance including dedicated email for

questions and “office hours” with content experts
• Learning Collaboratives with other participants
• Feedback on the impact of the intervention (available

to participants at end of study)

• Receive a modest stipend

• Receive a modest stipend
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Interested? Contact us:
IDEASproject@rand.org

mailto:IDEASproject@rand.org
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Question & Answers

Presenter Notes
Presentation Notes
The importance of having the patient and workforce perspective inform our work. See talking points




Let us know!

Based on what you have learned today,

What type of diagnostic errors are the top priority in your 
organization?
 

 

*Please submit your response in the chat 42
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Upcoming Events of Interest
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Upcoming Webinar hosted by The Leapfrog Group
Achieving Diagnostic Excellence: Resources for Hospitals

BY THE LEAPFROG GROUP October 18, 1:00 pm EST- Registration Link
Three-part presentation on resources and strategies available 
to hospitals pursuing diagnostic excellence directly related to 
Leapfrog’s ongoing initiative to recognize hospitals that excel 
at preventing harm from diagnostic errors.

Speakers: 
Courtney Gidengil, MD, MPH, Senior Physician Policy Researcher 
with RAND

Mark Graber, MD, Founder and President Emeritus of the Society 
to Improve Diagnosis in Medicine

Jean-Luc Tilly, MPA, Program Manager at The Leapfrog Group 

 

Presenter Notes
Presentation Notes
Webinar Registration - Zoom

https://leapfroggroup.zoom.us/webinar/register/WN_kbEJhE9FR8CQBOjeXORNUw#/registration


Thank You!

Announcing the Next NAA Monthly National Webinar 

Workforce Safety and Well-Being Webinar Series 
(Session 1): Leadership Strategies that Improve Workforce 

Safety and Well-Being

Tuesday, October 8, 2024 (Noon- 1:00 PM ET)
Registration is open and can be found on the NAA website 

https://cma.ahrq.gov/NAAOCT2024

Stay Connected!
Subscribe to the NAA Listserv Monthly Bulletin 
Email us at NationalActionAlliance@hhs.gov

45

https://urldefense.proofpoint.com/v2/url?u=https-3A__cma.ahrq.gov_NAAOCT2024&d=DwMFAg&c=euGZstcaTDllvimEN8b7jXrwqOf-v5A_CdpgnVfiiMM&r=BKONXlgiRqQrSp35EPUDbTKOiyX_7tClLbAjagjNMAM&m=nZjgx8iWFNYkFw-l_klA5-UBwW9NLQEBQcmy67imOK-Ge7vrnaso03rqcgPPRyvi&s=NDygzy_5GHbyoKFUf1Znz9agK3eoafFtVHTURNH9WbA&e=
https://subscriptions.ahrq.gov/accounts/USAHRQ/subscriber/new
mailto:NationalActionAlliance@hhs.gov
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