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Presentation Agenda

• National Progress in Hospital Safety 
► Measurable improvement, but some harm persists

• AHRQ Research and Implementation Programs
► Applicability to Improving Diagnosis

• Improving Diagnosis in Medicine Research Summit
► Plan for the Day



National Hospital-Acquired Condition (HAC) rate:
2010 to 2014 (interim data) 
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Unprecedented Improvements in 
Hospital Safety and Measurable Impact 

17% reduction 
in HACs 87,000 lives 

saved 2.1 million 
patient harms 

avoided 

$19.8 billion in 
savings 

Saving Lives and Saving Money: Hospital-Acquired Conditions Update Interim Data From National 
Efforts To Make Care Safer, 2010-2014 : http://www.ahrq.gov/news/newsroom/press-
releases/2015/saving-lives.html



Patient Safety in the United States:  
National Progress, but Harm Persists

2010: 145 Harms/1,000 Discharges

2011: 142 Harms/1,000 Discharges

2012: 132 Harms/1,000 Discharges

2013: 121 Harms/1,000 Discharges

2014: 121 Harms/1,000 Discharges 



How AHRQ Makes a Difference

• AHRQ invests in research and evidence to 
understand how to make health care safer and 
improve quality

• AHRQ creates materials to teach and train 
health care systems and professionals to 
catalyze improvements in care

• AHRQ generates measures and data used to 
track and improve performance and evaluate 
progress of the U.S. health system
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A Sample of AHRQ Supported
Dx Studies in Primary Care 

• Determine types of diseases missed and processes involved in 
confirmed Dx error cases using EHR triggers 
(unexpected return visits after initial primary care visit) Singh et al., 2013

• Conduct survey of physicians for recall of Dx error using a phase-
based taxonomy (e.g., history taking, examination, tests, referrals, 
follow-up) to determine perceived causes, seriousness, and 
frequency Schiff et al., 2009 

• Identify diagnostic pathways (involving Dx testing, processes, 
prescriptions, referral, and follow-up) using EHR data to study 
undifferentiated abdominal pain Rao et al., in process



Patient Safety Tools and Resources

http://www.ahrq.gov/professionals
/quality-patient-safety/patient-
safety-resources/



AHRQ Products Applicable to
Improving Diagnostic Safety

• Improving Your Office Testing 
Process: Toolkit for Rapid-
Cycle Patient Safety and 
Quality Improvement

• TeamSTEPPS

• Questions Are the Answer

• Hospital Guide to Patient 
and Family Engagement



Improving Your Office Testing Process: Toolkit for Rapid-Cycle 
Patient Safety and Quality Improvement

(relevant to Goals  4 & 5)

• Toolkit helps medical offices assess and improve the 
process they use to manage patient testing and follow-
up 

• Includes surveys, survey scoring sheets, and patient 
handouts
► Surveys of office readiness, testing processes,                                      

and patient engagement (English and Spanish) 
► Tools for planning, chart audit, and                                                 

electronic health record evaluation 
► A patient handout (English and Spanish)

• Users can choose among these surveys and tools to 
select the ones that apply to their office



Improving Diagnosis in Medicine 
Research Summit

“Plan for the Day”

• Morning plenary session to set the stage

• Breakout sessions to address important topics and potential solutions:  

► Use of Data and Measurement 
► Health IT’s Role 
► Organizational Factors and their Impact 

► Cross-cutting 
o Patient and Family Engagement 
o Professional Education and Training

• Highlights in afternoon, full-group session in order to “reassemble” 
parts of the system and consider next steps
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