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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.
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World Patient Safety Day 2024

I ing di is
e World for pationt safoty
N Patient Safety
Day 17 September 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
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® Diagnostic errors are common and costly, and they impact patient safety

® Consider the data:
» 1in 20 adults will experience a diagnostic error in the outpatient setting every year @
» About 250,000 harmful diagnostic errors occur yearly in U.S. hospitals °
» 79% of diagnostic errors are related to the patient-clinician encounter ¢

® 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/bmjqgs-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/bmjqgs-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.
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 https://www.ahrq.gov/teamstepps-program/diagnosis-improvement/index.html


Questions to Run On
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® What tools and resources are available to help
organizations prevent diagnostic errors?

®* What strategies can healthcare organizations implement
to prevent diagnostic errors?
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What type of diagnostic errors are the top priority
in your organization?
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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
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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

<" % | AnRa
g.; Agency for Healthcare Researchand Quality
: Advancing Excellence in Health Care @ www.ahrq.gov


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.  


What can patients do?

v" Tell their story fully and completely and
clearly

v 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

v
v

v

What can clinicians do?

Listen to patients

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 iliness; 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.




e

Optimize diagnostic safety by
engaging patients and families.

Encourage patients to share their Build a collaborative environment
story with the Be The Expert On You using the 60 Seconds To Improve
note sheet. Diagnostic Safety sirategy.

.

AHR®

Agency for Healthcare Researchand Quimilhty
Advancing Excellence in Health Care @ winw.ahrg.gov
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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. 



Mﬁw wu nuu-um-na Quin ity

Patient Name

Be the expert on you. |~

Date

Your provider needs your help to make a safe diagnosis and care plan.
Please answer these five questions before your visit.

Why are you here today?
0O New problem O Followup O Medicine refill O Something else

Has there been a change in how you are feeling since your last visit?
OYes 0ONeo

When did it startz 00 Days 0O Weeks O Longer

How does it affect vou?

A

Have you seen anyone else about your health?
OYes 0ONo

Whom did you see?

Do you have questions about...
O Medicines? O Tests? O Treatments: [ Something else?

What are you worried about?

@
b
Q
F2-
3

ey "'_‘h | Be ready to share this

ks Agencyfo Heskhcars information with your provider. Thank you for being
Toolkit for Engaging Paticnts | ATIRQ Publication No. 21-0047-2-FF part of the care team.
To lmprove Disgnostic Safety | August 2021



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. 



i
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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.





<" % | AnRa
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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. 




Ask Listen

« What brings you in today? « Actively listen, encouraging
« | would like to hear from you about engagement with "uh huhs"

how you are doing. » Write notes and make eye contact to
show you are listening.

MMWHH“MMM
Hmummmlﬂ:m: Care @ wanw. :hrq.n:rr

* Use the information shared to
cocreate a care plan.

 Ask additional questions to clarify
information shared.
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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.     
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Engaging Patients To Improve o
Diagnostic Safety Toolkit Roadmapgo o

‘This Implementation Roadmap provides an overview of the steps for implementation
and the toolkit materials you will need to use at each step.

Step 1: Prepare Your O

Toolkit Infographic provides statistics about incidents of diagnostic
errors that are usefl to engage leadership and raise awareness of the
problem.

Orient leaders to the change

Toolkit Webinar helps teams get started with the toolkits implementation.
It should help vour team identity how the toolkit may need to be adapted
10 work with your practice’s workflow and unique patient population.

Idenrify your change ream

Step 2: Make a Plan

~
=>| Be The Expert On You Be The Hxpert On You Planning Worksheet provides key qc
to help your team plan how your team will implement the Be The
Expert On You note sheet.
J
~
2| 60 Seconds To Improve 60 Seconds To Tmprove Diagnostic Safety Planning Worksheet
Diagnosis provides key questions 1o help your team plan how your provider 1ean
{ willimpl the 60 Scconds to Improve Diagnostic Safery stratcgy,
N
L= | Evaluation Planning Evaluation Planning Workshect provides your team with ideas of how

to measure success of the toolkit and its impact on patients, providers,
and your practice.

ep 3: Train Your Team

| Train staft A One-Page Handout for Staff Training can be used to help
statf get comfortable introducing the Be The Expert On You note sheet

acludles a sample script and tips on how o get started.

1o patients, It

> | Train providers Provider Training $lides is a short slide presentation with speaker’s
notes to help train your providers on how o get starred.

~
- ( Orient your practice Practice Orientation and Training Slides can be adapted to how your
practice is impl the toalkit, Use these slides to orient your
whale practice or break them up to focus on training different team
members (e.g., front desk staff, medical assistants, nurses, providers).
Toolkit for Engaging Pitients
pHot e To Jingeune Diagiustic Sakty

A



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.


Be The Expert On You
Planning Worksheet

When planning your implementation, be sure to have the following materials available so that vou
can adapt them to your practice’s plan.
[0 Be The Expert On You Note Sheet ) One-Page Handout for Staff Training,

[0 Evaluation Planning Worksheet [ Practice Orientation and Training slides
~
Set scope
[0 Which patients will reccive the Share Your Story straregy?
O All patients? O Patients with select diagnoses?
O Patients with acute visits? O Telehealth visits? )

Establish workflow
O When will you give patients the note sheet? O Before visit 0 Ar visit intake
o

How will you give patients the note sheer?

Olnperson O Email O Patient portal - O Other

Wheo will give patients the note sheet?

How will the note sheer be explained to the patient?

Will you adapr and use the One-Tage Handourt for Staff Training?

Will you ask staff to help patients fill our the note sheer?

Will the note sheet be collected after the visit, or will it remain with the parient?
Will you document the note sheer in the EHR? How and where?

Will you print the note sheet and poster in the office or order printing?

Wheo will be responsible for maintaining a supply?

Do you need Spanish versions?

Review and adapt the Practice Orientation and Training Slides to reflect your
chosen workflow (Slides 11-13), plans for evaluation (Slide 14), and next steps

Sli 5)of it
L (Slide 15) of the Toolkit )

~
Encourage use of the strategy
[l How will you encourage patients to use the note sheet?
[l How will you encourage or facilitate use of the note sheet by patients who are not

interested in participating?

oooooooooo

A
~
Determine training plan
L How will you train providers and staff?
1 Who will provide the training?
1 When will the training be conducted? y,

for Fesgaging Parienes
apeeae Diagraontlc Safety

| m AHRQ Publicaricn Nos, 210047 -
4 Apey b e
s tery

Augua 202

60 Seconds To Improve £
Diagnostic Safety %
Planning Worksheet

When planning your implementation, be sure to have the following materials
available so thar you can adapt them to your practice’s plan

[0 Provider Training slides

O Ewvaluation Planning Worksheer

O Praciice Oricntation and Training slides

~

Set scope

O With which patients will you use the 60 Seconds To Improve Diagnostic Safety
strategy?

[ All patients? [0 Partients with select diagnoses?
[0 Patients with acute visits? [0 Telehealth visits? )
~

Establish workflow and adapt training materials

O How will you time the patient’s story?

[ How will you advise providers to address patients who talk about more than can be
handled during their visit?

O How will you document the 60 Seconds To Improve Diagnostic Safety strategy in
the medical record?

O How will you evaluare success?

O Review and modify the Practice Orientation and Training Slides to reflect your
chosen workflow (Slides 11-13), plans for evaluation (Slide 14), and next steps
(Slide 15) for the Toolkit.

[l Review and modify the Provider Training slides to reflect your plans for evaluation
(Slide 16) and next steps (Slides 17-18) for the 60 Seconds To Improve Diagnostic
Safery straregy.

A
~

Encourage use of the strategy

LI How will providers support patients to share their story for one minute?

LI How will providers encourage patients who are reluctant to talk for one minute?

L How will you advise on timeline and next steps? )

~

Determine training plan

£ How will you train providers and staff?

0 When you train providers? Set a dare and a time for the training.

1 Who will provide the training? )

";ih AHRC Publcarion No, 2100474 5F | Toolkit for Eagaging Patients
4 drmrr s Mgt 2021 | T Lipeone Disgrostic Safery

Agency for Healthcare Researchand Quimilhty
Advancing Excellence in Health Care @ winw.ahrg.gov
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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.  


Staff Training

) B Be Silent for 60 Seconds

What is Be The Expert On You?
= A way to help patients be ready to talk to their provider about their health.
= A strategy to improve our practice’s diagnostic safety.

What do | need to do?
= Make sure you understand the contents of the Be The Expert On You note sheet and
why we are using it.

= Explain to patients what they need to do and why. . Get Cco mfo rta b I e.
= Quickly review the note sheet for completion during r I3
= Help partients complete the note sheer if they are having trouble. e P u t away ph ones 9

Bl ) ool hu ricoe shuet Yo putividi? other distraction® .0 Engaging Patients To

= Use these sample scripts to practice introducing the Be The Expert On You note sheet.
= Adapt the scripts to make them your own a CI - -
“Our practice is working to improve patient safery and dingnosis, and we need yowr belp. [Insert ose you r eyes = I m p rove D I ag n ostl c s afety
provider name] wonld like you to fill our this note sheet as much as you can before you see bimy/her.
This will help us get the whole story of what is going on with you and make the most of your time
with us.”

“If you have any questions about how to fill out the note sheet, please ask. We will be happy to belp P ra Ct ICe O rien tat on
you. When you finish filling it out, bold onto it to help Be The Expert On You when [insert provider
name| comes in to see you.”

Remember to:
= Remind patients what to do with the note sheer after they have complered it (e.g., keep it
with them until they sce the provider).
= Give support to parients who need it. Not all patients will ask for help - if you see a blank
note sheet during rooming, take a minute to see if you can help the patient complere it.

* Thank the patient for taking the time to complete the note sheet and reinforce its oo m
@ Hi AHRQ Publication No. 21-0047-8-EF

imp«m:uwc. Agency for Healthcare Research and Quality

Advancing Exceliance In Heaith Care @ www.ahrq.gov August 2021 |

Agency for Healthcare Researchand Quimilhty
Advancing Excellence in Health Care @ www.ahrg.gov
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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. 


In Person: Front Desk
Team introduces the
note sheet

4

Patients complete the
note sheet

Patlents use note sheet to
share their story

IIII>

)

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

WWW&HHHH-HM
WWMHMH: Care @ www.ahrg.gov
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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. 




Improved
relationships
with patients
leading to
improved
experience and
safety

Enhanced
connection and
reduced
technical
burnout

Agency for Healthcare Ressarch and Quaility
Advancing Excellence in Health Care @ www.ahrg.gov

Clear, concise,
correct, and
complete information
to make diagnostic
decisions

Areturn 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 DXx:

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

f}mﬂ' AHR®
e : Agenecy for Healthcare Research and Quality

Advancing Excellence in Hnai'lﬁ Care @ www.ahrg.gov



A Learning Health
System for
Diagnostic Safety

Conduct a
Prospective
Risk
Assessment

Gather and Analyze
Data for Learning
Opportunities
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The Safer Dx Checklist:
10 High-Priority Practices for Diagnostic Excellence
(Scenarios are examples of actions to improve the practices)

Health care organization leadership builds a “board-to-bedside” accountability
framework that includes structure, capacity, transparency, time, and resources
to measure and improve diagnostic safety.

Scenario 1: Senior leadership/C-suite establish a multidisciplinary team (e.g., diagnostic safety
committee) charged with identifying and addressing opportunities to reduce errors at the
institutional level. The team includes department leaders and clinical champions.

Scenario 2: Senior leadership/C-suite consistently share diagnostic safety data with the
governance bhoard. This includes quantitative data to measure and track diagnostic safety as well
as narrative patient stories, patterns, and action plans.

Health care organization promotes a just culture and creates a psychologically
safe environment that encourages clinicians and staff to share opportunities to
improve diagnostic safety without fear of retribution.

Scenario: Ensure non-punitive conditions that encourage clinical and non-clinical staff to report
missed opportunities, harms, “good catches,” tips, and lessons related to diagnostic safety. Close
the loop and share information on corrective actions or steps taken to prevent recurrence in a
timely and effective manner.

- Health care organization creates feedback loops to increase information flow about

[=] m]

Y
| |
-
| |

[=] L’

Implementation Status
(Current state of
organization’s practices)

Full

O O O

O 0O 0O

[

The Safer Dx Checklist

10 High-Priority Practices for Diagnostic Excellence

The Safer Dx Checklist is an organizational self-assessment tool with
10 recommended practices to achieve diagnostic excellence.

Why Use the Checklist?

Diagnostic errors (missed, delayed, or wrong diaghoses) involve at
least 1 in 20 US adults annually and lead to considerable harm to
patients of all ages. They also are costly and one of the most
common reasons for malpractice claims. Health care organizations
need pragmatic guidance on where to focus efforts to improve
diagnostic safety.

The Safer Dx Checklist is a synthesis of foundational practices that
health care organizations can use to advance diagnostic excellence.
The checklist provides a framework for organizations to conduct a
self-assessment to understand the current state of diagnostic
practices, identify areas to improve, and track progress toward
diagnostic excellence over time.

The checklist was developed using a rigorous multimethod approach
that included interviews with health care quality and safety leaders,

How to Use the Checklist

1.

Identify a senior leader (e.g.,
chief quality officer, chief
patient safety officer, chief
medical officer, or other
clinician with oversight of
quality) in the organization who
can serve as the champion for
learning and exploration of
diagnostic excellence.

Establish a multidisciplinary
team of individuals from
various clinical and non-clinical
disciplines, including quality
and safety, patient




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



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

Prepare for Conduct a Self-
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DIAGNOSES/ERROR TYPES REVIEWED

Sepsis/septic shock Pty

Child physical abuse 4 @\
Infections | |
Biphasic anaphylaxis \ g e=h

Missed follow-up of test results \
Delayed communication of dx

ACTIONS TAKEN AFTER CASE REVIEW
Escalation to leadership

Referral to other quality/safety committee
Feedback to involved clinicians

Feedback to inform clinical care pathways
Routine report to identify cases needing action
Creation of diagnostic error database
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Lesson 1: Start Small

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

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

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




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.”




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 s

a ton of money and redesigning... the processes, the e e A

policies...” | ) &




Engaging Patients To Improve o
Diagnostic Safety Toolkit Roadmapp o

Measure DX:

A Resource to Identify, Analyze, and
Learn From Diagnostic Safety Events

This Implementation Roadmap provides an overview of the steps for implementation
and the roolkit materials you will need to use at each step.

Step 1: Prepare Your Organization

t=> | Orient leaders to the change | Toolkit Infographic provides statistics about incidents of diagnostic
errors that arc useful to engage leadership and raisc awarencss of the
problem.

Tt should help your team identify how the oolkit may nced to be adaptcd
1o work with your practice’s workflow and unique paticnt population.

Step 2: Make a Plan

> | Be The Expert On You Be The Expert On You Planning Worksheet provides key questions
10 help your team plan how your team will implement the Be The
Expert On You note sheet.

<> | 60 Seconds To Improve 60 Seconds To Improve Diagnostic Safety Planning Worksheet

Diagnosis provides key questions to help your team plan how your provider team

will implement the 60 Seconds to Improve Diagnostic Safety stratcgy.

"= | Bvaluation Planning Evaluation Planning Worksheet provides your tcam with ideas of how
10 measure success of the toolkit and its impact on patients, providers,
and your practice.

Step 3: Train Your Team

the Be The Expert On You note sheet
Lm paticnts. Tt includes a sample script and tips on how to e started.

2| Train providers Provider Training Slides is a short slide presentation with speaker’s
notes to help train your providers on how to get started.

—)(Tnm.uﬂ JAnnﬂ’agg Handout for Staff Training can be used to help J
staff gt i i

—)(Drienxyuurpncn'u Jl!mﬁneﬂrim:ml'l‘ninmgsﬁdncmbc:d:pmdmhnwmr ™" 1% i
practice is i ing the toolkit. Use these slides to oricnt your n n H HR®Q
whole practice or break them up to focus on training different team | Agency for Healthcare [ETNIENE
members (c.g., front desk staff, medical assistants , providers). N p Research and Quality M
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Toolkit for Engaging Measure Dx
Patients To Improve

Diagnostic Safety

https://www.ahrg.gov/diagnostic- https://www.ahrqg.gov/patient-
safety/tools/engaging-patients-improve.html safety/settings/multiple/measure-dx.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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IDEAS supports diagnostic safety across settings and users

Toolkit for Engaging Patients To

Improve Diagnostic Safety Measure Dx

Calibrate Dx

SETTING ﬁ Office-based setting % Any healthcare setting Any healthcare setting
Individual licensed
°® e . [ ) H @ ._ @
USERS “'( Cg;:acrl]?gs and their ’." "o‘ gaonr]satlent safety vv? clinicians whose scope of
14 P s practice includes diagnosis

Interested? Contact us:

IDEASproject@rand.org



mailto:IDEASproject@rand.org

Resource-specific considerations

March 2025

Wi

‘June 2025 |

Toolkit for Patient Engagement Measure Dx Calibrate Dx
* Two to three clinician participants * Ql team with (1) a clinical lead with * Four to six clinician participants
to use the resource in routine diagnostic expertise and (2) a who perform quarterly reviews of a
practice quality manager with operations sample of their own cases
* Participate in data collection expertise « Complete brief quarterly surveys
activities for the evaluation * Participate in data collection and provide feedback on the
 Involvement of administrative activities, many of which could be resource
office staff to collect brief, done during QI meetings or « Clinician access to electronic
anonymous patient surveys scheduled activities health record data for case reviews

Interested? Contact us:

IDEASproject@rand.org



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

Interested? Contact us:

IDEASproject@rand.org
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Question & Answers
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Presenter Notes
Presentation Notes
The importance of having the patient and workforce perspective inform our work. See talking points



Let us know!
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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 4o



Upcoming Events of Interest
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Upcoming Webinar hosted by The Leapfrog Group
Achieving Diaghostic Excellence: Resources for Hospitals

ALLIANCE
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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
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Presenter Notes
Presentation Notes
Webinar Registration - Zoom

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

Thank You!
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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/INAAOCT2024

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