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Diagnostic Safety and Quality Webinar Series: 
Overview and Implications for Hospitals
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Webinar Reminders

Accessing the Audio 

• If you are using computer audio, please select that option in the audio options pop up. 

• If you are joining by phone, please dial in using the Toll Free 800 number provided. Then enter the Meeting ID when 
prompted, then your Participant ID. 

⎻ The Meeting ID can be found in the confirmation email or in the Zoom meeting by clicking the audio button in the 
bottom left-hand corner. 

⎻ The Participant ID can be found in the audio options in the bottom left-hand corner. 

⎻ If you forgot to enter the Participant ID when dialing in, please dial # then your Participant ID again followed by #.

Use of the Zoom Chat Function

• The Town Hall Call includes a live Q&A during the presentation; therefore, we do not monitor the chat for questions. 
Please reserve the Zoom Chat Function for reporting technical issues only.

Accessing the Slides & Recording

• Following each session, a copy of the slides and recording will be posted and available for download on the Leapfrog 
website here: https://www.leapfroggroup.org/survey-materials/town-hall-calls
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Q & A

Participants will be able to ask questions during the presentation. Please select the Q&A icon at 
the bottom of your screen:

• Once the icon has been selected a Q&A box will appear for you to type your questions.

• All participants will be able to view the questions and answers during the duration of the webinar.

⎻ You will be receiving responses in real time from a member of our team.

⎻ We will include a transcript of the Q&A on the Leapfrog website here: https://www.leapfroggroup.org/survey-
materials/town-hall-calls

⎻ Some questions may be answered live – please pay close attention.

Following the presentation we will have a live Q&A session. Please use the Raise Hand icon at the 
bottom of your screen: 

• Once the icon has been selected you will be placed in the que. When it is your turn to ask your question, you will receive 
a prompt from the host asking you to unmute yourself.

3© The Leapfrog Group 2023 

https://www.leapfroggroup.org/survey-materials/town-hall-calls
https://www.leapfroggroup.org/survey-materials/town-hall-calls


Introductions

Jill Dykstra-Nykanen, RN, MSN, 
CPHQ
Assistant Vice President Orlando 
Health

Chief Quality Officer, Orlando 
Health Arnold Palmer Hospital for 
Children
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Mark Graber, MD, FACP
Founder and President Emeritus
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Leapfrog’s New National Initiative for Hospitals

5

A national initiative to publicly report and recognize hospitals for 
preventing patient harm due to diagnostic errors.

Progress:

• Published Recommended Practices Report describing 29 options for 
hospitals looking to reduce diagnostic errors

• Measured implementation progress in pilot survey of 95 hospitals across 
the country

This fall:

• Introducing new process and measures for inclusion in the 2024 
Leapfrog Hospital Survey – not scored or publicly reported
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CONFIDENTIAL

Leapfrog
Webinar #3: Case Study in Improving the 
Safety and Quality of Diagnosis in Hospitals

Presented by 

Jill Dykstra-Nykanen, RN, MSN, CPHQ

Assistant Vice President Orlando Health

Chief Quality Officer, Orlando Health Arnold Palmer 

Hospital for Children
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CONFIDENTIAL
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To improve the 

health and quality 

of life of the 

individuals and 

communities 
we serve.

ORLANDO HEALTH
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At-A-Glance
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Awards and Recognitions
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CONFIDENTIAL

Orlando Health Arnold Palmer Hospital for Children

• Orlando Health Arnold Palmer 
Hospital is a156-bed free standing 
Pediatric facility 
• Region’s only Pediatric Level 

One Trauma Center and the 
first American College of 
Surgeons' Level One 
Children’s Surgery Center

• Approximately 60,000 ED Visit 
annually

• Approximately 1,300 Trauma 
admissions annually

• Approximately 6,200 OR 
procedures annually

• Connected via a bridge to 
OHWPH and their 149-bed, 
Level IV NICU 

11



CONFIDENTIAL

Recognizing Excellence in Diagnosis
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Implementation Scale
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Not under 

consideration

No discussions 

about 

implementing 

this practice

Exploring and 

Preparing

Discussions have 

started and 

additional staff 

being recruited

Planning and 

Resourcing

Implementation 

strategy formed; 

resources in 

place

Implementing 

and 

Operationalizing

Recent implementation 

of some or all the 

elements of this practice 

in one or more units

Fulling 

Implemented 

and Evaluating 

Impact

House wide 

implementation 

of all elements
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Practice 1.4B – 
Measure and 
monitor diagnostic 
safety outcomes

Senior administrative leaders put processes 
and structures in place to identify, track, 
and analyze diagnostic errors, including 
errors that result in harm or death, with a 
focus on high-risk areas of the hospital (e.g., 
EDs, labor and delivery units, critical care 
units), and regularly communicate 
performance and progress on improvement 
initiatives with their board of directors
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Resources and strategies for implementation
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Electronic Trigger Tools

Measurement

Monitoring

Outcomes

Safe and Easy to use 

reporting

Team Members and 

Patients

Psychological Safety is 

key!

Ensure data from various 

sources are used to identify 

diagnosis related harm

Case reviews

RCA, M&M 

conferences, PIPS 

reporting
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Practice 1.2C – Target training and education to nurses, pharmacists, and 
allied health professionals
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Targeted training specific to 

the diagnostic process 

Targeted training to nurses, 

pharmacists, and allied 

health professionals through 

interprofessional patient 

rounds
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Education
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National Collaborative 

Learning Session 

“Watch Parties”

Roaming clinics to 

review bundle 

elements and 

diagnostic testing 

process

Annual presentation to 

new Residents/Fellows

Peer-to-Peer 

collaboration

Tools/Pathways
Sepsis-focused 

webinars

Monthly compliance 

and outcomes results 

distributed to all units 

for targeted QI support 

and retraining
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Practice 1.2D – Make it easy for hospital staff to report diagnostic errors and 
concerns

20

1

Staff training on 
how and when 

to report 
diagnostic 
errors and 
concerns. 

2

A formal protocol 
for investigating 

and responding to 
staff-reported 

diagnostic errors, 
concerns, or 

questions. 

3

A formal 
protocol for 

notifying 
clinicians 

involved in the 
patient’s care. 

4

A formal 
protocol for 

non-punitively 
including 
involved 

clinicians in 
investigations. 

5

An emphasis on 
transparency. 

6

A formal protocol 
for soliciting 

feedback from 
hospital staff on 

the psychological 
safety and 

usability of the 
process.

The hospital has a formal process in place for staff to report diagnostic errors and 

concerns (e.g., breakdowns in communication, breakdowns in the diagnostic 

process). The process encourages psychological safety and staff adoption (the 

process is safe and easy to use) and should include all the following: 
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Strategies to implement
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Resources

Easy to use system to 

facilitate timely 

reporting

Senior administrative 

leader review; 

retraining where 

indicated

Risk reporting + CQO 
Champion = 

SUCCESS!

Training for Medical 
Residents and 

Fellows
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Thank you!

Jill Dykstra-Nykanen, RN, MSN, CPHQ
AVP, OH & CQO, OHAPH

Jill.Dykstra-Nykanen@orlandohealth.com
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Implementing Diagnostic 
Safety

Divvy K. Upadhyay, MD MPH

Geisinger

Twitter: @Divvykant

Email: dkupadhyay@geisinger.edu



• Takes a village – always. 

Acknowledgements Predominantly rural
1 Million + patients
Integrated
100+ years old 

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



Who are we? What do we 
do?

Slido.com; #1739541

Risk Manager? Patient Safety officer/liaison? Patient advocate, Quality 
team member, CMO, C-suite professional, patient, clinician, nurse, 

payor, insurance professional?

Audience Engagement

What are diagnostic errors? 
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• A healthy 12-year-old boy, Rory, 
cut his arm during a basketball 
game in school (Day 1). 

• The next day (Day 2), he woke 
up with symptoms of vomiting 
and leg pain. Visited pediatrician 
- mottling. Sent to ED for GI bug/ 
dehydration. 

CASE #1
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• Rory continued to worsen 
and was again taken to the 
ED again (Day 3), after 
which he was admitted to 
the ICU. 

• Diagnosed with 
streptococcal sepsis and 
multi-organ failure the 
following day (Day 4). 

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



• Patient – provider encounter (elicitation of history, inadequate 
physical exam, or the actual clinical assessment – joining the dots to 
make the diagnosis)

• Diagnostic test interpretation or the testing process (diagnosis or 
interpretation by a pathologist or radiologist + how specimens or 
images are processed)

• Follow-up and tracking issues (delayed or missed follow-up of 
abnormal lab or radiology findings)

• Issues attributable to patient non-compliance or other patient factors

• Issues attributable to missed or dropped referrals

Where were the opportunities missed?
Slido.com; #1739541
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• 47-year-old woman, presented with persistent cough at an ED in 
October 2006. Her physician ordered a chest X-ray to rule out 
pneumonia. Physician determined that it was normal, and he 
diagnosed the patient with an upper respiratory infection. 

• Barely a year later, the patient returned to the same hospital after her 
symptoms worsened. CT scan revealed signs of advanced stages of 
lung cancer. Within seven months, the cancer spread- ultimately led 
to the patient’s death in August 2008. 

• 2006 X-ray clearly identified a 1.5 cm nodule in the upper right lung 
of the patient – which was missed. 

Case # 2
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Suffolk County, Ma



• Patient – provider encounter (elicitation of history, inadequate 
physical exam, or the actual clinical assessment – joining the dots to 
make the diagnosis)

• Diagnostic test interpretation or the testing process (diagnosis or 
interpretation by a pathologist or radiologist + how specimens or 
images are processed)

• Follow-up and tracking issues (delayed or missed follow-up of 
abnormal lab or radiology findings)

• Issues attributable to patient non-compliance or other patient factors

• Issues attributable to missed or dropped referrals

Where were the opportunities missed?

Slido.com; #1739541
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• On Sept 25, 20xx, 

late evening the 41-year-old male patient 

presents to ED with:
• Temperature of 100.1°F
• Dizziness
• Nausea
• Abdominal pain
• Sharp headache 
• Decreased urination

• 3.5 hours into the patient’s visit at the ED, temperature spiked to 103 F, which 
later dropped to 101.2°F.

• Patient rated his “severe headache” at 8 on a scale of 1 to 10

• Nurse recorded patient’s recent travel to Africa

CASE#3
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• Investigations: CT scans of “head and abdomen” ordered during the 
ED visit showed no evidence of sinusitis or other conditions such as 
stroke or appendicitis 

• Discharge diagnosis “included sinusitis”

• Patient was prescribed antibiotics, told to take Tylenol, and 
discharged after 4 hours in the ED. 

• Two days later, the patient worsened and returned to the same ED 
and was subsequently admitted to the hospital.

CASE#3

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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US Ebola Patient Zero

• “The fact that Mr. Duncan had traveled to Africa was 
not communicated effectively among the care team, 
though it was in his medical chart,” -Texas 
Presbyterian Health System CEO Berdan 

• “On that visit to the 
Emergency Department, we 
did not correctly diagnose his 
symptoms as those of Ebola. 
For this we are deeply sorry.”

When a misdiagnosis led 
to full page apologies in 
newspapers and a 
testimony in Congress.
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• Patient – provider encounter (elicitation of history, inadequate 
physical exam, or the actual clinical assessment – joining the dots to 
make the diagnosis)

• Diagnostic test interpretation or the testing process (diagnosis or 
interpretation by a pathologist or radiologist + how specimens or 
images are processed)

• Follow-up and tracking issues (delayed or missed follow-up of 
abnormal lab or radiology findings)

• Issues attributable to patient non-compliance or other patient factors

• Issues attributable to missed or dropped referrals

Where were the opportunities missed?
Slido.com; #1739541
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So why these cases? “ The Dx Safety Lens”
Safer Dx Framework: Five Dimensions 
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So these 3 cases take place at your organization. 
You are the CEO/CMO/CQO – what do you do? 
(Coincidentally all took place in the ED)

• Summon your ED chief/ team and ask them to explain how they messed up

• Ask Risk management to handle the case as they routinely handle all 
incident reports i.e. send for PEER REVIEW,  check boxes for TJC + CMS + 
DOH

• Quick safety huddle, reach out to family – empathize and establish 
communication; + make sure clinician(s)/ team involved have the 
resources/support they need

• Task a multi-disciplinary group to review/analyze the case; provide 
feedback to the clinician(s)/team, create learning opportunities and 
identify quality improvement tasks. Disseminate lessons. Close the loop 
with hospital leadership/Board

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



• “few health care organizations have processes in place 
to identify diagnostic errors and near misses in clinical 
practice…but collecting this information, learning from 
these experiences, and implementing changes are 
critical for achieving progress”….

• “health care organizations should promote a non-
punitive culture that values feedback on diagnostic 
performance…”

2015 IOM Report on
 “Improving Diagnosis in HealthCare” 
Recommendations

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23
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Geisinger Committee to Improve Clinical 
Diagnosis (CICD)

Diagnostic Error 
Workgroup 

(2014)

Committee to 
Improve Clinical 
Diagnosis (2017)

Initial Efforts to 
Identify and 

Categorize Errors

Proposed Formal 
Program with Charter 
& Reporting Structure

• Identify clinical 
champions/leaders

• Adopt working definition of 
diagnostic error

• Prioritize areas of 
opportunity

• Define program goals

Program Development

C-Suite Support + multi-stakeholder group
Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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Geisinger CICD – Creating Learning 
Opportunities

Tool 
KitCICD

Review

Department 
Review/

Presentation 
(e.g. M&M, 

clinical 
conference) 

Learning Close the 
Loop

Feedback to 
CICD

Individual 
Provider(s)

Feedback

Action Plan 
(if needed)

Analyze

Identification of 
System Issues

Department& 
Quality Directors

Patient Concerns

Risk 
Management 

Data

Providers
(Hotline/TT/EHR 
Staff message)

EHR- based 
Triggers

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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Sharing Diagnostic Opportunities with 
the Committee to Improve Clinical Diagnosis

• Call Pt Safety Hotline leave 
voicemail. 

• Send Staff Message via 
EMR to POOL: “Diagnostic 
Opportunities”

• Page the group: 
“Diagnostic Opportunities”

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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Patient-Provider 
Encounter 

(History, Physical 
Exam, 

Assessment) 

47%
Diagnostic Test 
Interpretation 

and 
Performance 

(DMI)

20.15%

Follow-up and Tracking 

(Test result) 21%

Referrals 
Patient 
related

DIAGNOSTIC PROCESS BREAKDOWNS - EXAMPLE  
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Cancer?

Patterns, Trends? 
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Taxonomy 

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



DEER Taxonomy
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An Action Plan for Developing LEDE Organizations 
LEDE = Learning & Exploration of Diagnostic Excellence

Implement a 

Virtual Hub 

to coordinate activities

Engage clinicians in activities to 

improve diagnosis

Implement initiatives to generate and 

translate evidence

Singh H, Upadhyay DK, & Torretti D. Developing health care 

organizations that pursue learning and exploration of diagnostic 

excellence: An action plan. Acad Med. 2020 Aug;95(8):1172-1178

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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Variety of work on 
diagnostic safety 
possible  - 
Feedback to 
frontline clinicians 
To 
AI-enabled disease 
management and 
population health 
programs 

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
Town Hall 11-28-23



No shortage of ideas – then what do we 
lack…rather, what do we need?  

• A shared mental model – understanding this subject

• True “patient safety lens” – medico-legal vs. learning health system

• Dedicated resources – to address diagnostic safety. 

• The right thing to do → “You cannot not do it” 

• But is it an organizational priority? 

• Thanks to this work from the Leapfrog Group … it could be! 

• Remember – this is not about the survey – use this as a nudge! 

Divvy K Upadhyay MD MPH for Leapfrog Dx Excellence National 
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• Divvy K Upadhyay MD MPH, Geisinger

• Twitter: @Divvykant
• Email: dkupadhyay@geisinger.edu

Thank you 
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Q & A

Participants will be able to ask questions during the presentation. Please select the Q&A icon at 
the bottom of your screen:

• Once the icon has been selected a Q&A box will appear for you to type your questions.

• All participants will be able to view the questions and answers during the duration of the webinar.

⎻ You will be receiving responses in real time from a member of our team.

⎻ We will include a transcript of the Q&A on the Leapfrog website here: https://www.leapfroggroup.org/survey-
materials/town-hall-calls

⎻ Some questions may be answered live – please pay close attention.

Following the presentation we will have a live Q&A session. Please use the Raise Hand icon at the 
bottom of your screen: 

• Once the icon has been selected you will be placed in the que. When it is your turn to ask your question, you will receive 
a prompt from the host asking you to unmute yourself.
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Proposed Changes to the 2024 Leapfrog Hospital Survey

• Now available on the Leapfrog website: https://www.leapfroggroup.org/survey-
materials/proposed-changes-2024-leapfrog-hospital-survey

• Open for Comment until Midnight ET on December 15, 2023

• Leapfrog is proposing to assess hospital implementation of five evidence-based practices and 
one process measure aimed at reducing harm to patients from errors in diagnosis, including 
delayed, wrong, and missed diagnoses, and diagnoses not communicated to the patient: 

• The five practices will focus on CEO commitment, patient engagement, risk assessment and 
mitigation, convening a multidisciplinary team, and staff training and education. 

• The process measure is focused on closed loop communication of cancer diagnoses to patients or 
their ordering physician. 
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Thank you for joining us 
today.

Questions? Contact the Help Desk at 
https://leapfroghelpdesk.Zendesk.com 
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