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1. Describe how the complex healthcare system leads to
error or injury

2. Compare and contrast different investigation and
analysis methods

3. Implement changes to the current investigation process
used at your facility
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Sociotechnical Models SOLUTIONS”
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Holden RJ, Carayon P, Gurses AP, Hoonakker P, Hundt AS, Ozok AA, Rivera-Rodriguez AJ. SEIPS 2.0: a human factors
framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86.



IHI Framework for Safe, Reliable, and Effective Care

Culture

Psychological Accountability
Safety

Leadership

Reliability Continuous

Engagement of
Patients & Family

Learning

Learning System

Measurement

Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A Framework for Safe, Reliable, and Effective Care.
White Paper. Cambridge, MA: Institute for Healthcare Improvement and Safe & Reliable Healthcare; 2017.
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Role of Organization Leaders

Encouraged
my staff

Promote learning

Motivate staff to uphold a fair and
just safety culture

Provide a transparent environment in
which patient safety events are
honestly reported

Model professional behavior

Remove intimidating behavior that
might inhibit a culture of safety

Provide the resources and training
necessary to take on improvement
initiatives




THE QUALITY JOURNEY

By Mark R. Chassin and Jerod M. Loeb

The Ongoing Quality Improvement
Journey: Next Stop, High
Reliability

Safer Together

A National Action Plan to
,‘,::J;;:;ﬁ';iﬁ:?x;‘f::e; High-Reliability Healch Care: Getting There AdVanCC Patient Safety
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the National Steering Committee for Patient Safety

as a collaboration among 27 national organizations
committed to advancing patient safety. r
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Recommendation 13. Facilitate both intra- and inter-organizational

learning. All health care organizations must take steps to become

collaborative learning organizations by using high-reliability principles,
ensuring robust learning feedback loops, and engaging with established local, r

regional, state, or national learning systems.

Tactic 13b. Develop and implement processes to systematically learn from safety events, including
input from patients, families, care partners, and health care professionals at the point of care.

Integrate lessons learned into the process of setting goals and priorities for interventions to
improve patient safety.

Chassin MR, Loeb JM. The ongoing quality improvement journey: next stop, high reliability. Health Aff (Millwood). 2011 Apr;30(4):559-68.
Chassin MR, Loeb JM. High-reliability health care: getting there from here. Milbank Q. 2013 Sep;91(3):459-90.

National Steering Committee for Patient Safety. Safer Together: A National Action Plan to Advance Patient Safety. Boston, Massachusetts:
Institute for Healthcare Improvement; 2020. Available at www.ihi.org/SafetyActionPlan.
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Learning about and analyzing events
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Safety event reporting in healthcare SOLUNGS

Patients, frontline healthcare workers become aware of a problem or concern and file a
report

Collect information on the issue (who, what, where, and why)

Analyze what happened in the individual incident

Develop ways to reduce the likelihood of it happening again

Aggregate data and prioritize which aspects of a healthcare system need to be addressed




Adapted from:

Battles JB, Kaplan HS,
Van der Schaaf TW,
Shea CE. The attributes
of medical event-
reporting systems:
experience with a
prototype medical
event-reporting system
for transfusion
medicine. Arch Pathol
Lab Med. 1998
Mar;122(3):231-8.

Accidents
Adverse events

Near misses
Dangerous situations
Errors

Deviations

Precursor events
Hazards

Missed opportunities




Patient Safety Events
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~ e
Hazardous or Close call, ;
“‘unsafe” “near miss,” or
condition L good catch L

Adverse event

No-harm event [ Sentinel }

Event

Did not reach the patient

Reached the patient



Table 1. Advantages and Disadvantages of Methods Used to Measure Errors and Adverse Events in Health Care

Error Measurement Method

Examples*

Advantages

Disadvantages

Morbidity and mortality
conferences and autopsy

Malpractice claims analysis

Error reporting systems

Administrative data analysis

Chart review

Electronic medical record

Observation of patient care

Clinical surveillance

16-21

29-35

36-40

4] —44

45, 46

47 -50

Can suggest latent errors
Familiar to health care providers and
required by accrediting groups

Provides multiple perspectives
(patients, providers, lawyers)

Can detect latent errors

Can detect latent errors

Provide multiple perspectives over time

Can be a part of routine operations

Utilizes readily available data

Inexpensive

Utilizes readily available data
Commeonly used

Inexpensive after initial investment
Monitors in real time
Integrates multiple data sources

Potentially accurate and precise

Provides data otherwise unavailable

Detects more active errors than
other methods

Potentially accurate and precise
for adverse events

Hindsight bias

Reporting bias

Focused on diagnostic errors
Infrequently and nonrandomly utilized
Hindsight bias

Reporting bias

Nonstandardized source of data

Reporting bias
Hindsight bias

May rely upon incomplete and
inaccurate data

The data are divorced from
clinical context

Judgements about adverse events
not reliable

Expensive

Medical records are incomplete

Hindsight bias

Susceptible to programming and/or
data eniry errors
Expensive to implement
Not good for detecting latent errors
Expensive
Difficult to train reliable observers
Potential Hawthome effect
Potential concerns about confidentiality
Possible to be overwhelmed
with information
Potential hindsight bias
Not good for detecting latent errors

Expensive
Not good for detecting latent errors

Thomas EJ, Petersen LA. Measuring errors and adverse events in health care. J Gen Intern Med. 2003 Jan;18(1):61-7.
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RCA?

Improving Root Cause
Analyses and Actions
to Prevent Harm

Version 2. January 2016

é‘%{@ NPSF National Patient Safety Foundation

268 Summer Street | Boston, MA 02210 | 617.391.9900 | wwrw.npsforg

NPSF. RCAZ2: Improving Root Cause
Analyses and Actions to Prevent Harm.
2016.
http://www.ihi.org/resources/Pages/Tool
s/RCA2-Improving-Root-Cause-
Analyses-and-Actions-to-Prevent-

Harm.aspx



http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

Figure 2. Individual RCA? Process

—  Event, hazard,

72 hours

Typically a single RCA? team is
responsible for the entire review
process, however, if different staff

Y7

—

system vulnerability

Risk-based
prioritization

What happened?
Fact finding and flow
diagramming

k___——-"‘__—{(_\
Il

is used for these RCA® review
phases it is recommended that a
core group of staff from the RCA®
team participate on all phases for
consistency and continuity.

S

Development of
causal statements

!

W

Identification of solutions
and corrective actions

Implementation

!

The RCA? team is not usually
responsible for these activities.

A
Measurement

!

W
Feedback

Immediate actions are taken to care for the
patient, maks the situation safe for others, and
saquester equipment, products, or materials.

Patient safety, risk or quality management is
typically responsible for the prioritization; for con-
sistency one person is assigned responsibility for
applying the risk matriz. See Appendix 1.

72 hours

Multiple meetings of 1.5 to 2 hours may be
required to: prepare and conduct interviews (see
Appendix 3); wisit the site; review equipment or
devices; and prepare the report.

NPSF. RCA2: Improving Root Cause
Analyses and Actions to Prevent Harm.
2016.
http://www.ihi.org/resources/Pages/Tool
s/RCA2-Improving-Root-Cause-
Analyses-and-Actions-to-Prevent-

Harm.aspx

Mznagers/supervisors responsible for the
processes or areas should be invited to provide
feedback for the team's consideration.

Sea Appendix 2 for suggested Triggering
Questions.

Sea Appendix 6 for the Five Rules of Causation.

Patients/families and managers/supervisors
responsible for the process or area should be
provided feedback and consulted for additional
ideas; however they should not have final deci-
sion suthority over the team's work. See Figure 3

for the Action Hierarchy.
30-45 days

A responsible individual with the authority to act,
not a team or committes, should be responsible
for ensuring action implementation.

Each action should have a process or outcome
measure identifying what will be measured, the
expected compliance level, and the date it will be
measured. An individual should be identified who
will be respensible for measuring and reporting
on action effectivenass.

Feedback should be provided to the CED/board,
service/department, staff involved, patient andfor
patient’s family, the organization, and the patient
safety organization (if relevant).


http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx
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http://www.ihi.org/resources/Pages/Tools/RCA2-Improving-Root-Cause-Analyses-and-Actions-to-Prevent-Harm.aspx

ATW HEALTH
\I/ soLuTIONS"

Contributing Factor Analysis

“What” Factors (events) “Why"” Factors (causes)

Initial Conditions @
5

Evenf _— E g L

Facts l__] ' |

|n|f|qf|ng T O i ;
Event Organizational Latent
\ Factors Organizational
Weaknesses
\ J
‘ Final . ' ™
@ o Final Event® , .
. Consequence Direct Cause B&W Technical Services Pantex.
< > : ¢ Causal Factors Analysis: An
: Approach for Organizational
Test of Direct Cause: if removed, Learning. Amarillo, TX: B&W
final event does not occur Pantex; 2008. p. 71
(_ Consequence - Final Event - Direct Cause '




What’s next?
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What is a Diagnostic Error? SOLUTIONS"

The failure to:

IMPROVING _
sl oSN (@) establish an accurate and

HEALTH CARE . _
[imely explanation of the
patient’s health problem(s)

or

(b) communicate that explanation
to the patient

National Academies of Sciences, Engineering, and Medicine. Improving diagnosis in health care.
Washington, DC: The National Academies Press. 2015.



Failure of Engagement Failure in Information Gathering
Failure in Information Integration
Failure in Information Interprefation

Where Failures in the Diagnostic Process Occur

Failure to Establish an Explanation for the Health Problem
Failure to Communicate the Explanation

ATION INTEG
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SO \WTERPRETATIo /0,

Patient THE

E{nglat%ecswifh DIAGNOSTIC
it PROCESS

Patient
Experiences

a Health
Problem

THE WORK SYSTEM
» Dizagnostic Team Members
» Tasks

« Technologies and Tools

» Organization

« Physical Environment

+ External Environment

Communication

of the Diagnosis st ot

The explanation of The planned path of Patient and

the health pioblem care based on the System Outcomes

that Is communicated  diagnosis Lzarning from

to the patient diagnostic errors,
n2ar mus:
accurate, fi
diagnoses

TIME

National Academies of Sciences, Engineering, and Medicine. 2015. Improving diagnosis in health care. Washington,

DC: The National Academies Press.




Joint Commission Most Commonly Reviewed Sentinel Event Types

Leading Sentinel Events (2019 — 2023)

Fall
Wrong site I 3%
2023 Unintended retention of a foreign object | 8%
Assault/rape/sexual assault/homicide m—— 3%

Delay in treatment = 6%

48%

= WL
Delay in Treatment o= %
2022 Unintended Retained Foreign Object s 6%

(+] . -
Wrong Surgery s 6% Available online at:

Suicide e 5% https://www.jointcommission.org/resources

Fall s /| ()%, [patient-safety-topics/sentinel-
event/sentinel-event-data-event-type-by-

Wrong Surgery s 10% y
2021 Delay in Treatment =o—— 9% year/
Unintended Retained Foreign Object oo 3%,

Suicide = g%

Fall 21%
Unintended Retained Foreign Object 13%
2020 Wrong Surgery m——— ] )%
Suicide 10%
Delay in Treatment 9%

Fall = | 99/,
Unintended Retained Foreign Object - —————— | 5%,
2019 Wrong Surgery  n—— | 1%,
Suicide msss———— | | Y,

Delay in Treatment me————sss——— 37,



https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/sentinel-event-data-event-type-by-year/
https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/sentinel-event-data-event-type-by-year/
https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/sentinel-event-data-event-type-by-year/
https://www.jointcommission.org/resources/patient-safety-topics/sentinel-event/sentinel-event-data-event-type-by-year/

Delay in Treatment

Sentinel events classified as delay in treatment continued to decrease in 2023 as
compare to 2022 and 2021. Outcomes associated with delays in treatment largely

resulted in death (69%) followed by severe harm (26%) and permanent harm (5%).

Number of Sentinel Events Classified as
Delay in Treatment (2019-2023)

111--.___103

\
81
714 —71

2019 2020 2021 2022 2023

Of delay in treatment sentinel events in 2023, 57% were associated with delays in
care/response to a decompensating condition and 31% were due to a missed

diagnosis.

Delay in Treatment Sub-Types (2023)

Other
Misdiagnosis 2%
5%
Abnormal test result
not addressed Missed :
- " ‘ Delay in
1agnosis care/response

31%

57%

Available online at:
https://www.jointcommission.org/resources
[patient-safety-topics/sentinel-
event/sentinel-event-data-event-type-by-

year/
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Context factors

+ Internal transfer of care
= Multiple transfers if care in ED + Triage failure Knowledge deficits

« ED very busy « EP1 failure to fully assess = By Radiology Resident
« RACQITO patient on admission to ED « By EP2

« Domestic issues with EP2 # Transition of care failures
# Distraction error

The goal of analysis is to
understand and learn why
what people did made
sense to them at the time

' with the intent to improve
System failure
» By EPs « Triage cueing s Dysphoria s CT scanner down the SyStem (pe.ople’
+ Anchoring and failure to adjust + Negative processes, pO|IC|eS, culture,
« Premature diagnostic closure perception of infrastructure) in order to
« Fundamental attribution error ‘difficult patient i i
I o decrease the likelihood of
& Fostenaor proDaoi errar
y d errors.

« Confirmation bias

= Search satisficing

+ Diagnosis momentum

# Déformation proffessionelle
+ Posterior probability error

= Fatigue

» Errors of omission

* Authority gradient

» Cender attribution bias

Croskerry P. The Cognitive Autopsy. Oxford: Oxford University Press; 2020, p. 87.



Issue Brief

Operational
Measurement
of Diagnostic
Safety:

State of the
Science

s Agency for Healthcare BJSTT=113

Research and Quality SAFETY

Singh H, Bradford A, Goeschel C. Operational Measurement of Diagnostic Safety: State of the Science. Rockville, MD: Agency for Healthcare Research and Quality;
April 2020. AHRQ Publication No. 20-0040-1-EF. https://www.ahrg.gov/patient-safety/reports/issue-briefs/state-of-science.html



https://www.ahrq.gov/patient-safety/reports/issue-briefs/state-of-science.html

Low

Current Availability and/or Accessibility of Data Source Involved

Mining Random chart

administrative review

billing data Review of
incident
reports

Morbidity
& mortality
conferences

Review of
malpractice
claims

Institutional
peer review
processes

Selective chart
review (highisk
cohorts)

Review of
solicited brief
reports from
clinicians

E-rigger
enhonceg chart
review

Advanced data
science methods

using EHR data
(e.g-. NLP)

Review of

autopsy reports

Review of
solicited
reporfs from
patients

Exploratory ]

Stage of Development of Methodology

Singh H, Bradford A, Goeschel C. Operational Measurement of Diagnostic Safety: State of
the Science. Rockville, MD: Agency for Healthcare Research and Quality; April 2020. AHRQ
Publication No. 20-0040-1-EF. https://www.ahrg.gov/patient-safety/reports/issue-briefs/state-

of-science.html
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Table 3. Implementation Readiness of Diagnostic Safety Measurement Strategies
and Estimated Yield Relative to Effort

Current Potential
Availability and/
or Accessibility of | Estimated Yield

Stage of
Data Source Relative to Effort

Measurement Strategy Development

Review of solicited reports from patients | Exploratory Low Medium
Advanced data science methods using Exploratory Low Very large
EHR data (e.g., NLP)

Mining administrative billing data Exploratory High Very smalll
E-trigger enhanced chart review Moderate Moderate Very large
Institutional peer review processes Moderate High Medium
Morbidity and mortality conferences Moderate High Medium
Review of solicited brief reports from Moderate Moderate Very large
clinicians

Selective chart review of high-risk Mature High Large
cohorts

Random chart review Mature High Very small
Review of autopsy reports Mature Low Large
Review of malpractice claims Mature High Medium
Review of incident reports Mature High Smalll




Common Formats for Event Reporting - Diagnostic Safety Version 1.0

Event ID:

AHRQ Common Formats for Event Reporting — Diagnostic Safety Version 1.0
Patient Safety Event Report

AHRQ Common Formats for Event Reporting — Diagnostic Safety Version 1.0 h
Event Description

DIAGNOSTIC SAFETY
DIAGNOSTIC SAFETY
Use this form to gather information about a Diagnostic Safety Event for patient safety and quality improvement purposes.

= IMPORTANT: Please review the instructions and definitions in the Users” Guide before you begin. Terms that appear here
with Capitalized First Letters are defined in the Users’ Guide. 1.0 Definition of Event

Diagnostic Safety Event: One or both of the following occurred, whether or not the patient

Vi - *  Optional: Use the Brief Narrative in Section 5 to provide additional details and/or offer observations (e.g., what went wri was harmed:
Use rs G u I e a n G ossa ry and why, what might be learned from this event)

Delayed, Wrong or Missed Diagnosis: There were one or more missed opportunities to
TABLE OF CONTENTS pursue or identify an accurate and timely diagnasis (or other explanation) of the patient's
health problem(s) based on the information that existed at the time.

Diagnosis Not Communicated to Patient: An accurate diagnosis (or other explanation) of the
patient’s health problem(s) was available, but it was not communicated to the patient

*  The word "patient” includes or means the patient’s parent, guardian, representative and/or family where applicable.

AHRQ Common Formats for Event Reporting — L0 The Accurate (Final) Diagnosis Page 2

Diagnostic Safety Version 1.0

2.0 Details About One Diagnostic Episode with Missed Opportunities Page 5 (includes patient's representative or family as applicable).
i . ) 2.0 Circumstances of Event
3.0 Impact of the Diagnostic Safety Event on the Patient Page 17
2.1 The accurate (final) diagnosis
4.0 Patient and Reporter Data Page 18 211 Accurate (final) diagnasis — diagnostic label with ICD-10 code or explanation of health
problem if not an ICD diagnosis
g A . Page 20 2.1.2 Date accurate (final) diagnosis identified
2.1.3 Accurate (final) diagnosis communicated to patient
2.1.3.1 Accurate (final) diagnosis communicated to patient without delay or other problems
2.1.32 Accurate (final) diagnosis communicated to patient but there were delays/other
problems
2.1.3.3 Unknown or Unclear whether accurate (final) diagnosis communicated to patient
2.1.3.4 Accurate (final) diagnosis not communicated to patient
214 Setting of accurate (final) diagnosis (CDC NHSN Location Code OR setting selected
from the following list)
2141 Virtual care (e.g., video visit, telehealth, email, phone)
2.1.42 Home care
2.1.4.3 Primary care or other general medical outpatient setting (e.g., clinic, office, urgent
care)
2144 Specialty medical care in outpatient setting (e.g., specialty clinic, specialist’s office)
AHRQ Common Formats for Event Reporting - . - o 2.1.45 Mental health/psychiatric specialty care in outpatient setting
Piagnostie Safeg version 1.0 ! Aﬁ AHRg ) 2.1.46 Mobile Emergency Services/EMS
- deeplir it AHRQ Common Formats for Event Reporfing — May 2

gy Diagnostic Safety Version 1.0
o~ . AHRQ Common Formats for Event Reporting — May 2022
i g fiﬁﬂ‘ﬂ Diagnostic Safety Version 1.0

Apncy tor Heaiticara

i

Available online at: https://www.psoppc.org/psoppc_web/publicpages/commonFormatsDSV1.0

25
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Diagnostic Safety Event - Defined

Diagnostic Safety Event: One or both of the following occurred, whether
or not the patient was harmed:

DELAYED, WRONG OR MISSED DIAGNOSIS: There were one or more missed
opportunities to pursue or identify an accurate and timely diagnosis (or other
explanation) of the patient’s health problem(s) based on the information that existed

at the time.

DIAGNOSIS NOT COMMUNICATED TO PATIENT: An accurate diagnosis (or other
explanation) of the patient’s health problem(s) was available, but it was not
communicated to the patient (includes patient’s representative or family as
applicable)

26
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CFER-DS Conceptual Model

First diagnostic episode

Certainty

Setting

Documented diagnosis
Information that could have
led to accurate diagnosis
@ Type of diagnostic process

Contributing factors
Event _ SR
trajectory = Diagnostic episode

N

Diagnostic episode

Diagnostic episode with missed
opportunities

Patient and Accurate final diagnosis

reporter data When it was identified
Communicated to patient
Setting

What lead to discovery or
recognition

Final diagnostic episode

Brief narrative
(optional)

Impact on the patient
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Learning Health System

* Have leaders who are committed to a culture of continuous
learning and improvement.

. * Systematically gather and apply evidence in real-time to
(¥ ' guide care.

/ \
; Evidence |
\ /

*  Employ IT methods to share new evidence with clinicians to
improve decision-making.

A //
-

55 "Ch

* Promote the inclusion of patients as vital members of the
learning team.

Ros

* Capture and analyze data and care experiences to improve

Systematically gather and care.

create evidence. * Continually assess outcomes refine processes and training to
create a feedback cycle for learning and improvement.

About Learning Health Systems. Content last reviewed May 2019. Agency for
Healthcare Research and Quality, Rockville, MD. Available online:
https://www.ahrg.gov/learning-health-systems/about.html.



Create a feedback cycle for learning \!I\-/ ATW HEALTH

; . . . SOLUTIONS™
and improving diaghosis

Providing feedback

* Replace the word error with
“diagnostic learning” or “learning
opportunity”

* Non-judgmental, non-punitive
focus on improvement and
coaching

« I|dentify champion at the
department or unit level

Learn from others about new strategies
and what works

Giardina TD, Shahid U, Mushtaq U, Upadhyay DK, Marinez A, Singh H. Creating a Learning Health System for Improving Diagnostic Safety:
Pragmatic Insights from US Health Care Organizations. J Gen Intern Med. 2022;37(15):3965-3972. do0i:10.1007/s11606-022-07554-w
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Organizational approaches SOLUTIONS”

Perspective

Developing Health Care Organizations That
Pursue Learning and Exploration of Diagnostic
Excellence: An Action Plan

Hardeep Singh, MD, MPH, Divwy K. Upadhyay, MBBS, MPH, and Dennis Torretti, MD

THE JOURNAL OF PEDIATRICS * www.jpeds.com ORIGINAL
Abstract
ARTICLES
Redu;mg Errltljrs in ?\agnosis is t%}e p;)\icy lever:
t bi tient safety. LEDE : : . . Tt .
e oo meommen The Diagnostic Error Index: A Quality Improvement Initiative to Identify and
should become a priority for health to many he H H
care organizations, payers, and include (1) i Measu re DlagnOStlc Errors
accrediting bodies; however, external hub to coor
inc_zntivesft pz"ciels- a;f pracftficat' act_icviitietsffe Michael F. Perry, MD"#, Jennifer E. Melvin, MD**, Rena T. Kasick, MD"?, Kelly E. Kersey, BS, CPHQ",
guidance to develop these efforts are as identifyir . 2.3 . 2,5 . . 26 . 2.7
largely absent. In this Perspective,  terventior Daniel J. 1S(z:herzer, MD=°, Manmohan Ké Kamboj, MD*>, Robert Jé Ea]arskl, MD=", Egarey H. Noritz, MD=*, -
the authors highlight ways in which silos while 1 Ryan S. Bode, MD =, Kimberly J. Novak, PharmD”, Berkeley L. Bennett, MD=~, Ivor D. Hill, MD=~, Jeffrey M. Hoffman, MD= ",

and Richard E. McClead, MD?

Objective To develop a diagnostic error index (DEI) aimed at providing a practical method to identify and measure
serious diagnostic errors.

Study design A quality improvement (Ql) study at a quaternary pediatric medical center. Five well-defined do-
mains identified cases of potential diagnostic errors. Identified cases underwent an adjudication process by a multi-
disciplinary QI team to determine if a diagnostic error occurred. Confirmed diagnostic errors were then aggregated
on the DEI. The primary outcome measure was the number of monthly diagnostic errors.

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.

Perry MF, et al. The Diagnostic Error Index: A Quality Improvement Initiative to Identify and Measure Diagnostic Errors. J
Pediatr. 2020 Dec 7:50022-3476(20)31477-3.



Interventions to
Improve the Diagnostic Patient Communication
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"You cannot change the human
condition. But you can change the
conditions in which humans work."

James Reason, Professor of Psychology at the University of
Manchester
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