
Did you know...

57%
of all diagnostic 

failures happen in 
ambulatory care.1

1 in 20
patients who attend a 

primary care appointment 
this year will experience a 

diagnostic error.2

79% of diagnostic
errors are related to the 
patient-clinician encounter.3

up to 

56%
of these errors are related to
miscommunication during the 
patient-clinician encounter.3

Optimize diagnostic safety by 
engaging patients and families.

Encourage patients to share their  
story with the Be The Expert On You 

note sheet.

Build a collaborative environment 
using the 60 Seconds To Improve 

Diagnostic Safety strategy.
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