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The Fundamentals of 
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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 queue. 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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Learning Objectives

1. What are diagnostic errors, and how do they affect U.S. hospitals?

2. What are the root causes of diagnostic errors?

3. How can quality measurement and public reporting of performance 
promote value-based care that advance accurate and timely 
diagnoses?
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Incidence and Impact 
of Diagnostic Errors
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Defining Diagnostic Error

An event where one or both of the following occurred, with harm or high potential of harm to 
the patient: 

• Delayed, wrong, or missed diagnosis: At least one missed opportunity to pursue or identify an 
accurate and timely diagnosis based on the information that existed at that time. 

• Accurate diagnosis was available but was not effectively communicated to the patient or 
family. 

Adapted from:

 2021 AHRQ Common Formats for Event Reporting – Diagnostic Safety
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Lessons Learned about Dx Error from Malpractice Claims 

Most Common: > 12 Million dx errors/year.

The #1 cause of adverse events causing serious 
harm.

Most Catastrophic: 64% of claims involve 
death or permanent disability (Rank #1).

Most Costly: Estimated national costs in excess 
of $100B/year.

Newman-Toker, D. et al Diagnosis 2019

Newman-Toker, D. Johns Hopins Armstrong Institute for Patient 

Safety and Quality
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ECRI Reports that Diagnostic Error is #1 Patient Safety Concern
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Improving Diagnosis in Health Care 

National Academy of 
Medicine, 2015
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“It is likely that most of us will experience 

at least one diagnostic error in our 

lifetime, sometimes with devastating 

consequences.”



The Emergency Department: Key Area for Improvement

Newman-Toker DE, Peterson SM, Badihian S, et al. Diagnostic Errors in 
the Emergency Department: A Systematic Review [Internet]. Rockville 
(MD): Agency for Healthcare Research and Quality (US); 2022 Dec. 
(Comparative Effectiveness Review, No. 258.)
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With 130 million U.S. ED visits, estimated rates 

for diagnostic error (5.7%), misdiagnosis-related 

harms (2.0%), and serious misdiagnosis-related 
harms (0.3%) could translate to more  than…

7 million harms, and 350,000 patients suffering 
potentially preventable permanent disability or death.



Causes of Diagnostic 
Error
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History
10%

Physical Exam
10%

Tests, Consults
44%

Hypotheses, Synthesis
32%

Follow Up
10%

HARM
Schiff et al. Archives Internal Medicine 2009

Where Harm Occurs in the Diagnostic Process 
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Diagnosis is HARD!   
      10,000 diseases but only 200 symptoms

PATIENT VARIABLES

   Stage of disease

   How it manifests

   How it is perceived

   How it is described

   When help is sought

PHYSICIAN VARIABLES

   Knowledge and experience

   Access to patient data, tests, consults

   Skill in clinical reasoning

   Stress, distractions, mood, time to think

SYSTEM COMPLEXITY

   Disjointed care

   Communication barriers

   Production pressure

   Tight coupling

   Access to care & expertise

                        



BLUNT end

 SHARP end

Patients Clinical Course

SYSTEM

Me

Communication, 

coordination, 

training, policies, 

procedures

 Cognitive

Origins of Diagnostic Error



Patient Stories of 
Diagnostic Errors
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Julia Berg – The Missed Test

Julia Berg was a 15-year-old who was feeling lethargic, with a sore throat and fever. After a long 
diagnostic odyssey culminating in a CT scan, the doctors concluded that it was a gallbladder 
infection. She was admitted and surgery to remove the gallbladder proceeded normally. Soon after 
returning to her hospital room, Julia’s blood pressure dropped, her heart rate increased 
dramatically, and she had pain radiating from her chest—far from the surgical point.

“I tried to point out the monitors to a nurse, but the nurse dismissed me and said that it’s not my 
business to check the monitors,” her mother said. “So I just kept reassuring Julia that everything 
would be okay.”

Nearly immediately, Julia began to code. Welcome was pulled out of the room. Dan, who had left 
to pick up their other daughter, was called back and found a crowd outside Julia’s room.

Four hours after surgery, Julia died.

An autopsy revealed that she had been subject to a raging Epstein-Barr infection, or 
mononucleosis. Although the urgent care clinic recommended a follow-up test for mononucleosis 
to rule out a false negative, the test was never done.
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Society to Improve 

Diagnosis in Medicine – The 

Missed Test
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Alex James – Running Against the Clock

Alex, a 19 year old college student, collapsed on a training run. 

“I suggested that we compare his initial EKG results to a baseline EKG he had done with the Air 
Force ROTC a few months before, but his cardiologist didn’t do the assessment,” John remembers. 
If the hospital had done the comparison; they would’ve seen that his EKG had changed.

“The other thing I noticed was that he had low potassium, but it was just barely below the 
threshold and his doctors weren’t concerned.” Alex’s initial potassium level was 3.4, just 0.2 points 
below the normal level of 3.6.

Following the study, Alex was sent home with no further instructions—including not to keep 
running, even though such instructions appeared in his medical records. During his follow-up visit 
five days later, he was given a clean bill of health by a doctor in training…Two weeks after that, 
Alex collapsed during a solo run and died. 

The cause of death was sudden cardiac death due to long QT syndrome, a disorder of the heart’s 
electrical activity that causes life-threatening arrhythmias that has been discussed in medical 
literature since the 1980s. Alex had the acquired form, due to potassium depletion, which is not 
uncommon in young men in hot, stressful exercise environments.
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Society to Improve 

Diagnosis in Medicine – 

Running Against the Clock

https://www.improvediagnosis.org/stories_posts/running-against-the-clock-alex-james-story/
https://www.improvediagnosis.org/stories_posts/running-against-the-clock-alex-james-story/
https://www.improvediagnosis.org/stories_posts/running-against-the-clock-alex-james-story/


The Problem with Diagnostic Safety and Quality 
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Everyone is At Risk

Hospitals Are Not Taking Action
• Slow progress in improving diagnostic safety and 

quality

• Key barriers: 

⎻ Where to start?

⎻ Lack of measures and clear goals for improvement



What is Diagnostic Excellence
Use fewest resources

Manage and 

communicate uncertainty 

to patients

Tolerate watchful  

waiting when unfocused 

treatment may be 

harmful
Meyer A and Singh H. JAMA. 2019

Maximize patient 

experiences

Make correct & 

timely diagnosis
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New Care Model – “LEDE” Organizations 
(LEDE = Learning & Exploration of Diagnostic Excellence)

Engage clinicians 

     and patients



Quality measurement 
to advance accurate 
and timely diagnoses
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A New National Initiative for Hospitals
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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 a new measurement framework and process/structural 
measures for inclusion in the 2024 Leapfrog Hospital Survey



Practice Sources: Environmental Scan & Advisory Group Input

Practices derived from four sources:

• Existing measure and intervention

• Review of literature 

• Key informant interviews

• Advisory Group members
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100+ 
Interventions 
narrowed down to 

 Recommended 

Practices29



The Recommended Practices Report

Recommended Practices include:

• Practice statement

• Rationale 

• Resources and Strategies for 
Implementation

• Citations
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Excerpt from Report
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Practices for Hospital Leadership and Systems - Examples
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COMMIT TO 
EXCELLENCE

COMMUNICATION 
WITH PATIENTS

IDENTIFY, ANALYZE, AND 
LEARN FROM ERROR



Practices for the Diagnostic Process  -  Examples
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ENSURE EXPERTS ARE 
AVAILABLE WHEN 
NEEDED

ENSURE INTERPRETERS 
ARE AVAILABLE WHEN 
NEEDED

ADDRESS COGNITIVE ERRORS:

        SECOND OPINIONS

        DECISION SUPPORT 



New Resources and Tools
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PFAC Playbook – SIDM
• Background info about diagnosis and diagnostic errors
• How PFACs can partner with hospital leadership to reduce 

errors in diagnosis

AHRQ Resources
    - 15 White papers on dx error and how to address it
    -       Tools and resources for measurement 

RCA Handbook– Coming Soon !
An authoritative handbook on how to find, study, and 

address  cases involving diagnostic error. 



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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Discussion Questions

Have you had an opportunity to engage with The Leapfrog Group, AHRQ, or the Society to 
Improve Diagnosis in Medicine’s prior publications on the subject of improving diagnostic safety 
and quality?

What other information do you need to help launch your hospital on a path to diagnostic 
excellence?
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The Webinar Series

Webinar #2: Resources and Strategies to Improve the Safety and Quality of Diagnosis in 
Hospitals

October 18, 3:00-4:00 PM ET

Dr. Hardeep Singh, MD, MPH, a patient safety researcher at Center for Innovations in 
Quality, Effectiveness and Safety (IQuESt) based at the Michael E. DeBakey VA Medical 
Center and Baylor College of Medicine, Houston, will describe two new and compelling 
resources for hospitals looking to get started on the path towards diagnosis: Measure 
Dx: A Resource To Identify, Analyze, and Learn From Diagnostic Safety Events, and the 
Safer Dx Checklist, an organizational self-assessment tool with 10 recommended 
practices to achieve diagnostic excellence. The session will include 20 minutes of 
discussion and Q&A.
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The Webinar Series

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

November 28, 3:00-4:00 PM ET

Dr. Divvy Upadhyay, MD, MPH, the Researcher-in-Residence at the Safer Dx Learning Lab 
and scientist in the Division of Quality, Safety and Patient Experience at Geisinger, will 
present his organization’s approach to driving improved diagnostic safety and quality by 
sharing lessons learned across the Geisinger’s health system. The session will include an 
open and frank conversation about how participants can leverage learnings from the 
webinar series to kickstart improvement at their institutions.
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Thank you for joining us 
today.

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