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0 Lessons from early research on missed
opportunities in cancer diagnosis

0 Building a robust conceptual foundation
for defining, measuring and reducing
missed opportunities

0 Ongoing work on intervening to reduce
missed opportunities in cancer diagnosis



Obijectives
B

0 Lessons from early research on missed
opportunities in cancer diagnosis

[l



Over a Decade Ago...

01 ‘Diagnostic error’ literature emerged
mostly from US malpractice claims

1 Delayed cancer diagnosis topped the list

0 Key Questions:
OWas the diagnosis missed by someone?
OWoas the delay preventable?
O0Could we have diagnosed the cancer earlier?
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Errors in can

significant har
type of cancer,
encounters in the
of diagnosis, follow

Conclusion
The literature reflects a

errors related to the perf

are likely the most harmful and expensive types of diagnostic errors. We
understand the prevalence, origins, and prevention of errors in cancer

mmon cancers for which early diagnosis offers clear benefit (melanoma
t, colon, and lung).

o Library and PubMed from 1966 until April 2007 for publications that met

inually searched references of key publications. Our search yielded 110
e prospective studies and the remaining were retrospective studies.

were not uncommon in autopsy studies and were associated with
se in malpractice claims. Literature on prevalence was scant. For each
ied preventable errors according to their origins in patient-physician
ing, diagnostic test or procedure performance, pathologic confirmation
atient or test result, or patient-related delays.

nced knowledge of contributory factors and prevention for diagnostic
ance of procedures and imaging tests and emerging understanding of

pathology errors. Howeve
from the clinical encount

rospective studies are few, as are studies of diagnostic errors arising
er and patient follow-up. Future research should examine further the

system and cognitive problems that lead to the many contributory factors we identified, and



Early Work

-z J
0 Evaluated evidence of ‘errors’ in consecutive
tumor registry cases in an integrated system

0 Detailed review of comprehensive EHR to
evaluate diagnostic process in the patient’s
journey across the continuum of care
OData available from primary care, specialty

(secondary) care, ER, hospital, diagnostics
(lab /imaging /pathology), procedures



Colorectal cancer ==
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Opportunities to Initiate Endoscopic Evaluation

for Colorectal Cancer Diagnosis

E [ ] [ ]
D n d o S' o I ‘ e v q I U q t I o n n Ot Hardeep Singh, MD, MPH', Kuang Daci, MD?, Laura A. Petersen, MD, MPH', Clyde Collins, MD?, Nancy J. Petersen, MS', Anila Shethia,
MBA' and Hashem B. El-Serag, MD, MPH*

initiated despite presence "
of one or more clues that
warranted a diagnostic

workup (provider related)

O Two reviewers agreed on
presence of at least one

Delayed diagnosis of colorectal cancer (CRC) is among the most common reasons for ambulatory
diagnostic malpractice claims in the United States. Our objective was to describe missed
opportunities to diagnose CRC before endoscopic referral, in terms of patient characteristics,
nature of clinical clues, and types of diagnostic-process breakdowns involved.

We conducted a retrospective cohort study of consecutive, newly diagnosed cases of CRC
between February 1999 and June 2007 at a tertiary health-care system in Texas. Two reviewers
independently evaluated the electronic record of each patient using a standardized pretested data
collection instrument. Missed opportunities were defined as care episodes in which endoscopic
evaluation was not initiated despite the presence of one or more clues that warrant a diagnostic
workup for CRC. Predictors of missed opportunities were evaluated in logistic regression. The
types of breakdowns involved in the diagnostic process were also determined and described.

Of the 513 patients with CRC who met the inclusion criteria, both reviewers agreed on the
presence of at least one missed opportunity in 161 patients. Among these patients there was
a mean of 4.2 missed opportunities and 5.3 clues. The most common clues were suspected or
confirmed iron deficiency anemia, positive fecal occult blood test, and hematochezia. The odds
of a missed opportunity were increased in patients older than 75 years (odds ratio (OR)=2.3;
95% confidence interval (CI) 1.3-4.1) or with iron deficiency anemia (OR=2.2; 95% C| 1.3-
3.6), whereas the odds of a missed opportunity were lower in patients with abnormal flexible
sigmoidoscopy (OR=0.06; 95% Cl 0.01-0.51), or imaging suspicious for CRC (OR=0.3;
95% Cl 0.1-0.9). Anemia was the clue associated with the longest time to endoscopic referral
(median=393 days). Most process breakdowns occurred in the provider—patient clinical
encounter and in the follow-up of patients or abnormal diagnostic test results.

Missed opportunities to initiate workup for CRC are common despite the presence of many clues
suggestive of CRC diagnosis. Future interventions are needed to reduce the process breakdowns
identified.

[ [ [ ]
I I I I S S e d O p p O r t U n I ty I n Am ] Gastroenterol 2009; 104:2543-2554; doi:10.1038/ajg.2009.324; published online 23 June 2009
0 ° INTRODUCTION that survival in patients with CRC is significantly longer when
0 p q t I e n ts Delayed diagnosis of colorectal cancer (CRC) is among the  the diagnosis is made at a more localized early stage, making

most common reasons for ambulatory malpractice claims  a compelling case for early detection through screening pro-
related to missed and delayed diagnosis in the United States  grams (5). However, most patients with colorectal cancers are

( O 75 ) (1,2). Several randomized controlled trials (3,4) have shown  diagnosed after the onset of cancer-related symptoms (6) and
K— V.
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Lung Cancer

00 2 reviewers
independently agreed on
at least 1 missed
opportunity in 222

(37.8%) of 587 patients

(k = 0.69)

O Failure to act on abnormal
imaging common

0 Median time to diagnosis 132
days (vs. 19 days)
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Characteristics and Predictors of Missed Opportunities
in Lung Cancer Diagnosis: An Electronic Health
Record-Based Study

Flarseyp Singh, Kaoma! Fiimand, Fiimabingy Kadiyalo O Rudoerione, Traber Devi, My M. Ehan,
snl Terry [ Wahi

A B 5 TRATECT

Unﬁmrdn; dalays in anoer diagnoss requies detadod information about timely reoogrition
ared follow-up of =gre and symptoms. This nformation has been diffiodt to ascertain from
paper-based records. We used an ntagrated akectronio health record EEHFD to iduntity charactes-
stics and predictors of missed opportunities for carbier dagnosis of lung canoer.

Mctheds

Using & retrospective cohort design, wae ewsluated 557 patients of primarny long canocer &t two
tertary mre facifties. Two physioans ndapendenty reviewsd sach case, and dissgreamants
wan resoived by consensus. Typa | missed opportunitics. wera defined == failura 10 rooogniza
predafinad cinical :Iu:;lla_mm\:l.rnwﬂadhlzwu: within 7 days. Typs Il missad opportuniics
warne tefined as falwa to complete & requasted folowup adion within 30 days.

Reslts

Rewiewers identriced missed opportunities in 222 (37.8%] of BE7 pationts. Mediari time 1o
diagnasis in cases with and without missed opportunities was 132 days and 13 days, respactively
P« ,001]. Abremral chast xeay was the due most frequently assooatod with type ﬁ'-:nu
opporunites E2%]. Folow-up on abnomal dhest x-my (odds et [0A], 2.07; 35% Cl, 1.04 404131
and complation of first neadla biopsy 10A, 3.02; 6% 0, 1.76 o 518! were assocatad with typa |
missed opporionites. Patient adheranca contributed to 4%, of patents with missed opportunibes

Cenclusion

Presentable: delays in lung manoer diagnosis arose mostly from falure to recognize dooumeniad
sbromnal imaging rasults and faiure 10 complete key diagnostic promedures in a Bmely manner.
Potental sohrions include EHA-basod strategias to improwe recogniion of shnomal imaging and

track pabants with suspectad cnoers

Miseed and delayed cancer diagmicses are ssdated
with mbstanttl dishilty and mes™ '™ and e 2
Frequent crse foramimistony malpradics datms. ™
Lung cancer & both common and keshal and has 2

r.h.ll:.r"r poor peognosks I not diagnossd ear-
I'r =1 although sforts to promose sarbler diag-
nosis and trestment of mng @ncer bave not yet
demonstrated tmproved sarvival outoomes, Te-
semrch & underway o evauate the benefits of
screening i high-risk patients **

Early diagnosis hinges on Hmely recognition
and action on dinicl does"™ ™ Althoogh patient
care-secking delays are well doumented,' ™ * treat-
ment delays may also be related 1o the diagnostic
process. ollowing the paient’s first presentation

o Cin Oneol 28:3307-3375. @ 2000 by Amercan Sooety of Dinca Oneabgy

with sgns and symplome -SRI T py
Ionged walting tmesafier the intil presentation ars
less welll mmderstond, ot some comtriteting fac-
tors Bave been doumented.'™'™™* For In-
stance, msy frontline providers might mis earfy
signs and ympinms of kg encee. Scheduling de-
laps for disgnostic 12ss, poor communication of
abnormal resks, or lest misinterpretation may dso
tmpede the dagnostic work-up. Finally, patients
m:'rT-olldherelJ:-Judied.::pch‘rrneru:lTpTc-
oadures afier the Initial work-up, or they may seek
icre in a difierent heshh system where feir e
mesaits are not avaiiable. Therefon, missed opportu-
mities fior early diagnosts of kang cneer an ooor
due to falkare to recognize polential diagnostic cues
o fathore o complete the diagnodic work-ap i a
ftimefy manner.

8 30 by Aereron Sooey of Ol Onmiogy 109

Singh et al JCO 2010



Test Results Follow-up in EHRs

0 Evaluation of 1,163 outpatient abnormal
lab & 1,196 abnormal imaging test result
alerts

O 7% abnormal labs lacked timely follow-up at 30
days

O 8% abnormal imaging lacked timely follow-up

0 Abnormal results lost to follow-up despite
being read

Singh et al Am J Med 2010 & Singh et al Archives of Int Med 2009



Teamwork & Responsibility!

Team Work

HEALTH CARE REFORM

ORIGINAL INVESTIGATION

Timely Follow-up of Abnormal Diagnostic Imaging
Test Results in an Outpatient Setting

Are Electronic Medical Records Achieving Their Potential?

Hardeep Singh, MD, MPH; Eric J. Thomas, MD, MPH; Shrinidi Mani, BA; Dean Sittig, PhD;
Harvinder Arora, M[}, MPH; Donna Espadas, BS; Myma M. Khan, PhD), MBA; Laura A. Petersen, MDY, MPH

Backgrownd: Given the fragmentation of outpatient care,
timely follow-up of abnormal diagnostic imaging re-
sults remains a challenge. We hypothesized that an elec-
tronic medical record (EMR) that facilitates the trans-
mission and availability of critical imaging results through
either automated notification (alerting) or direct access
to the primary report would eliminate this problem.

Methods: We studied critical imaging alert notifica-
tions in the outpatient setting of a tertiary care Depart-
ment of Veterans Affairs fadlity from November 2007 to
June 2008. Tracking software determined whether the alert
was acknowledged (ie, health care practitioner/provider
|[HCP] opened the message for viewing) within 2 weeks
of transmission; acknowledged alerts wene considered read.
We reviewed medical records and contacted HCPs to de-
termine timely follow-up actions (eg, ordering a fol-
low-up test or consultation) within 4 weeks of transmis-
sion. Multivariable logistic regression models accounting
for clustering effect by HCPs analyzed predictors for 2 out-
comes: lack of acknowledgment and lack of timely follow-

up.

Results: Of 123 638 studies (including radiographs, com-
puted tomographic scans, ultrasonograms, magnetic reso-

nance images, and mammograms), 1196 images (0.97%)
generated alerts; 217 (18.1%) of these were unacknowl-
edged. Alerts had a higher risk of being unacknowl-
edged when the ordering HCPs were trainees (odds ratio
[OR], 5.58; 95% confidence interval [C1], 2.86-10.89)
and when dual-alert (=1 HCP alerted) as opposed to
single-alert communication was used (OR, 2.02; 95% (I,
1.22-3.36). Timely follow-up was lacking in 92 (7.7% of
all alerts) and was similar for acknowledged and unac-
knowledged alerts (7.3% vs 9.7%; P=.11). Risk for lack
of timely follow-up was higher with dual-alert commu-
nication (OR,1.99; 95% CI, 1.06-3.48) but lower when
additional verbal communication was used by the radi-
ologist (OR, 0.12; 95% CI, 0.04-0.38). Nearly all abnor-
mal results lacking timely follow-up at 4 weeks were even-
tually found to have measurable clinical impact in terms
of further diagnostic testing or treatment.

Conclusions: Critical imaging results may not receive
timely follow-up actions even when HCPs receive and
read resulis in an advanced, integrated electronic medi-
cal record system. A multidisciplinary approach is needed
to improve patient safety in this area.

Arch Intern Med. 2009;169(17):1578-1586

OMMUNICATION EREAK-
down is consistently iden-
tified as a preventable fac-
tor in studies of adverse
events'® and a signifi-
cant contributor to outpatient diagnostic
errors from a lack of follow-up of abnor-
mal test results. ™ The volume of outpa-
tient care and nature of high-risk transi-
tions between health care practitioners!
providers (HCFs), settings, and systems of
care makes timely communication par-
ticularly chs]]cnging.'-’ For example, a pa-
tient referred for diagnostic workup for res-
piratory symptoms by a primarvy care

need to be communicated rapidly and ef-
fectively to the treating HCPs to ensure ad-
equate follow-up.

Electronic communication using alerts
{computerized notifications of critical in-
formation such as abnormal diagnostic test
results] can facilitate transmission and po-
tentially a response and follow-up action
by the ordering HCP—an advantage over
paper-based reporting." For instance, the
electronic medical record (EMR) used by
the Department of Veterans Affairs (VA)
mostly relies on a notification system (the
“View Alert”™ window) to alert clinicians
about critical test results. whereas only in
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Too many electronic health record alerts may
be leading doctors to skip them

L4

Your doctor may be more likely to ignore your
test results 1f they come electronically.

A new study published in the JAMA Internal
Medicine on Mar. 4 revealed that doctors
receive about 63 electronic health record
(EHR)-based alerts each day, which are
supposed to let them know about abnormal
patient results. And, almost one-third of the
doctors surveyed -1 about 30 percent |--| admitted
that they had missed some results because of too many alerts.

"If you're getting 100 emails a day, you are bound to miss a few. I study this area and I still
sometimes miss emails. We have good intentions, but sometimes getting too many can be a
problem." Dr. Hardeep Singh, chief of health policy, quality, and informatics at the Michael E.
DeBakey Veterans Affairs Medical Center, in Houston, told TIME.



Other Factors Contributing to Missed Opportunities
S

Affcivebias | Fauly synthesi

Process failure

_ Failure to detect physical finding

Perception error

_ Wrong estimate of pretest probability

Failure to follow-up abnormal test
Inadequate follow-up

Knowledge deficit - :
8 Uninformed patient Faulty triggering

Overconfidence

Unintended consequence of policy

Cosby K, DEM



Original Investigation

Physicians' Diagnostic Accuracy, Confidence,
and Resource Requests
A Vignette Study

Ashley N. D. Meyer, PhD; Velma L. Payne, PhD, MBA; Derek W. Meeks, MD; Radha Rao, MD;

Hardeep Singh, MD, MPH
JAMA Intern Med. 2013:173(21):1952-1959. doi:10.1001/jamainternmed.2013.10081

Published online August 26, 2013.

IMPORTANCE Little is known about the relationship between physicians’ diagnostic accuracy
and their confidence in that accuracy.

OBJECTIVE To evaluate how physicians’ diagnostic calibration, defined as the relationship
between diagnostic accuracy and confidence in that accuracy, changes with evolution of the
diagnostic process and with increasing diagnostic difficulty of clinical case vignettes.

DESIGN, SETTING, AND PARTICIPANTS We recruited general internists from an online physician
community and asked them to diagnose 4 previously validated case vignettes of variable
difficulty (2 easier; 2 more difficult). Cases were presented in a web-based format and divided

—r— | = s = =y = Y| e — =



Research Reveals Lots to Fix!
B

0 Failure to elicit key history or exam finding
0 Overlooking critical information /cognitive issues
0 Inadequate information systems

0 Chaotic clinical settings with interruptions,
inadequate time, workload and administrative

burden

0 Lack of measurement and feedback systems for
improvement

Schiff et al Arch IM 2009; Singh et al JAMA IM 2013; Sarkar et al BMJQS 2012
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0 Building a robust conceptual foundation
for defining, measuring and reducing
missed opportunities
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Key to Reducing Missed Opportunities
2

You cannot improve what you cannot
measure!

You cannot measure what you cannot define!



Understanding Diagnostic Process
I

The diagnostic process involves more
than just what’s in the doctors head

Five “process” dimensions of
diagnosis

Singh & Weingart Adv Health Sci Educ 2009
Singh et al System Interventions BMJQS 2010



Patient-Provider Encounter
T

[0 Problems with history, physical exam or ordering
diagnostic tests for further work-up




Diagnostic Tests: Lab /Path /Imaging
T

1 Problems with ordered tests

i ‘ either not performed or

performed /interpreted

incorrectly




Follow-up and Tracking
i

0 Problems with follow-up of abnormal
diagnostic test results or scheduling of
follow-up visits




Referrals /Specialty Consultations
S

0 Lack of appropriate actions on
requested consultation or

0 Communication breakdown from
consultant to referring provider

Gandhi et al JGIM 2000




Patient Behaviors/Adherence




British Journal of Cancer (2015), 1-8 | doi: 10.1038/bjc.2015.47

Keywords: neoplasm; diagnosis; missed opportunities; patient safety; general practice; system factors; errors; quality

Understanding missed opportunltles
for . : :
sym

G Lyratzo

initial diagnostic assessment, test
performance /interpretation and follow-

"Health Bel I I orrington

PlacetLondo Up/coordlnqtlon rererrer——ren zﬁese.f:ch

University of Cambridge, !nstitute of Public Health, Forvie Site, Robinson UK 3Depaﬁment of Public
Health, Research Unit for General Practice, Research Centre for Canc, Care (CaP), Aarhus University,
DK-Bartholins Allé, 8000 Aarhus, Denmark and “Houston Veterans Aff. ations in Quality, Effectiveness and
Safety, Michael E. DeBakey Veterans Affairs Medical Center and t th Services Research, Department of
Medicine, Baylor College of Medicine, Houston TX 77030, US

Abstract: The diagnosis of cancer is a complex, multi-step proc paper, we highlight factors involved in missed

opportunities to diagnose cancer more promptly in symptomatic
strategies to shorten intervals from presentation to diagnosis. Mis
indicates that alternative decisions or actions could have led to mo
the diagnostic process (initial diagnostic assessment; diagnostic test performance and interpretation; and diagnostic follow-up and

and discuss responsible mechanisms and potential
pportunities are instances in which post-hoc judgement
imely diagnosis. They can occur in any of the three phases of



Foundation for Rigorous Measurement

C2s
0 Few valid and reliable data sources

0 Missed opportunity measurement must
reflect real-world practice
O more than just what’s in “the doctors head”

O Sociotechnical health care system, team
members, and patients, all inevitably
influence clinicians’ thought processes

Singh BMJQS 201 3; Sarkar et al BMJQS 2012



Safer Dx Framework for
Measurement & Reduction

Sociotechnical Work System* }

Diagnostic Process . <
Dimensions |

Patient-provider
encounter &
initial diagnostic
assessment

Diagnostic test
performance &
interpretation

¢ Reliable
¢ Valid

* Prospective

Follow-up
and tracking
of diagnostic
information

Subspecialty
consultation/
referral issues

Measurement of
diagnostic errors

* Retrospective

Changes in policy and
practice to reduce preventable
harm from missed, delayed,

wrong or over diagnosis

Collective
mindfulness

Organizational
learning

Improved
calibration

Better
measurement
tools and
definitions

<

Improved
value of
health
care

Improved
Patient
Outcomes

Feedback for improvement

* Includes 8 technological and non-technological dimensions

26

Singh & Sittig BMJQS 2015
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0 Ongoing work on intervening to reduce
missed opportunities in cancer diagnosis



‘Trigger’-based Measurements

Diagnostic Tests

Patlent Primary Care More Patient-Provider
— > Correct Dlagn05|s
Prowder Encounter Encounters

Consultations to
Sub-specialists

Certain Diagnosis

Uncertain Diagnosis




Why Triggers Are a First Step?

0 Algorithms to select high-risk patient records for
further reviews to look for missed opportunities

O Picking up ‘needles in a haystack’ by making the
haystack smaller

0 Not risk assessment /decision support tools
during consultation but ‘back-up’ support system
after the patient-doctor encounter

O Application retrospective or prospective surveillance

Murphy et al BMJQS 2013
Singh & Thomas AHRQ Special Report 2009



Retrospective Return-Visit Triggers

0 Triggers based on patterns of patients’
unexpected return visits after initial GP visit

0 Queries applied in EHR repository to identify
high-risk visits among 212,165 total visits

0 1957 chart reviews confirmed 190 diagnostic
errors, including cancer

0 Possible retrospective triggers in UK setting:
multiple consultations, significant event audits
post ED presentation

Singh et al BMJQS 2011; Singh et al. JAMA IM 2013



British Journal of Cancer (2015), 1-7 | doi: 10.1038/bjc.2015.45

Keywords: colorectal cancer; primary care; diagnosis; electronic medical records

Preliminary results of a feasibility study of the

use of information technology for identification
of suspected colorectal cancer in primary care:
the CREDIBLE study

E Kidney', L Berkman', A Macherianakis', D Morton?, G Dowswell’, W Hamilton®, R Ryan’, H Awbery’,
S Greenfield' and T Marshall*’

'"Primary Care Clinical Sciences, School of Health and Population Sciences, University of Birmingham, Birmingham, West Midlands
B15 27T, UK: :"Depa.v'tment of Surgery, School of Cancer Sciences, Queen Elizabeth Hospital Birmingham (old), University of
Birmingham, Room 29, 4th Floor, Eagbaston, Birmingham B15 2TT, UK and 3Caﬂege House, University of Exeter Medical School,

5t Luke's Campus, Exeter EXT ZLU, UK



Creating a Trigger-Based ‘Safety Net’

0 Triggers look for follow-up actions on clues (or red flags)
to detect delays prospectively

O Basic version: + hemoccult or microcytic anemia with no
subsequent colonoscopy in 60 days OR suspicious chest-x ray
with no follow-up CT scan in 30 days

0 Searched large EHR repositories at 2 sites for patients
with delays in diagnostic evaluation for colorectal and
prostate cancer (n=300,000 patients over a year)

O 1564 trigger positive: Positive Predictive Value = 58%-70%

O Estimated 1048 instances of delayed or missed follow-up of
abnormal findings and 47 high-grade cancers found

Murphy et al BMJQS 2013



BM) Quality & Safety

The international journal of healthcare improvement

Electronic health record-based triggers to detect potential

delays in cancer diagnosis

Daniel R Murphy,’2 Archana Laxmisan,’2 Brian A Reis,’?2 Eric ) Thomas,? Adol Esquivel,* Samuel N Forjuoh, Rohan
Parikh,® Myrna M Khan,'2 Hardeep Singh?'-

ABSTRACT follow-up of abnormal clinical findings suspicious
Background Delayed diagnosis of cancer can tor cancer.

lead to patient harm, and strategies are needed

to proactively and efficiently detect such delaysin ~ BACKGROUND

care. We aimed to develop and evaluate ‘trigger’  Identifying and preventing delays in
algorithms to electronically flag medical records cancer diagnosis have proved elusive and
of patients with potential delays in prostate and challenging to overcome.! * For certain
colorectal cancer (CRC) diagnosis. cancers, delays are common and lead to
Methods We mined retrospective data from poor outcomes and increased malpractice
two large integrated health systems with litigation.”™ While root causes of such
comprehensive electronic health records (EHR) delays are multifactorial,” "' many
to iteratively develop triggers. Data mining delays arise when abnormal cancer
algorithms identified all patient records with screening results or other ‘red flags’™ are

specific demographics and a lack of appropriate missed by prnviders.'g 5 12221 These



Evaluating An Intervention

0 Prospective trigger application + confirmatory
manual review of triggered records +
communication of this information to GPs

1 Cluster RCT of 72 GPs from 2 sites

0 3 types of triggers (colorectal, prostate, lung)
applied to total 118,400 patients

0 Of 10,673 with abnormal finding, trigger
flagged 1256 (11.8%) as high-risk

Murphy et al Under Review



RCT Results

S 1
0 Reduced delays in diagnostic evaluation of
colorectal and prostate cancer

O Lower times to diagnostic evaluation for CRC
(median 104 vs. 200 days; n=557; p<0.001) and
prostate (40% received evaluation at 144 vs, 192
days; n=157;p<0.001)

0 No effect for the lung trigger (median 65 vs. 93
days; n=19;0=0.59)

0 More diagnostic evaluation by final review
(73.4% vs. 52.2%; RR 1.41; 95% Cl, 1.25-1.58)

Murphy et al Under Review



Time for Surveillance & Safety Net?
B

0 Creating ‘intelligence’ related to diagnostic
safety needs resource and time investment
O Institutions /practices have too many competing
priorities
O Will it give bang for the buck outside of research?
O Contacting GPs

00 Unintended consequences need to be monitored

OMore (or unnecessary) testing /treatment
could occur



Bridges to Real-World Implementation
20
0 Creating system-wide approaches for

measurement and reduction in a large VA
network of 7 hospitals

OHow do we integrate “near real-time”
surveillance information and feedback about
missed opportunities into PCP practices?

0 Revised national VA policy to standardize
and improve test results follow-up

http:/ /www.hsrd.research.va.gov/research /abstracts.cfm2Project_ID=2141701900
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ABSTRACT

Although healthcare quality and patient safety
have longstanding international attention, the
target of reducing diagnostic errors has only
recently gained prominence, even though
numerous patients, families and professional
caregivers have suffered from diagnostic mishaps
for a long time. Similarly, patients have always
been involved in their own care to some extent,
but only recently have patients sought more
opportunities for engagement and participation
in healthcare improvements. This paper brings
these two promising trends together, analysing
strategies for patient involvement in reducing
diagnostic errors in an individual's own care, in

problems that patients could potentially
mitigate under some circumstances, but
certainly not all. For example, in a retro-
spective study of patients who experi-
enced delays in diagnosis for colorectal
cancer, about one-third experienced an
average of 5.3 diagnostic process break-
downs, including missed appointments
for diagnostic tests without apparent pro-
vider awareness.”! Among 587 patients
diagnosed with lung cancer, patients with
missed opportunities experienced a sig-
nificantly longer median time to diagno-
sis than controls (132 vs 19 days,
respectively: p<0.001).2% Patient non-



Potentially Useful Next Steps for UK, Others
2

0 Use robust systems-based conceptual models to
define /measure /reduce missed opportunities

0 Use ‘deep dive’ methodologies to create better
understanding of process breakdowns in ‘real-
world’ practice

0 Leverage health IT to create and evaluate a
trigger-based safety-net system

0 Engage patients as active partners in diagnosis



Thank you...
B
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