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Housekeeping 

Online

• All microphones are muted except for our 
speakers

• You can choose to turn your camera on or 
off

• There will be a Q&A session, please use the 
chat box to ask questions (speech bubble 
icon at the bottom right of your screen)

• Today’s session will not be recorded. Please 
do not record. A copy of the slides and links 
to resources will be shared in our post-event 
communications

In person

• Wi-Fi name: GJCH Public Wi-Fi

• Please try to keep background 
noise to a minimum to help 
with sound quality for our 
online attendees

• There will be a Q&A session, 
please raise your hand to ask a 
question



Welcome 



Agenda 

• Primary care safety work: Past and present

• Guest speaker Professor Hardeep Singh: Achieving diagnostic 
excellence in Primary Care

• Primary care safety work: What next?

• Get involved

• Final reflections/close



Belinda Robertson

Associate Director of Improvement 
Healthcare Improvement Scotland



HIS Strategy

We support health and care providers to deliver safe and accessible care. As 
Scotland emerges from the pandemic, it is clear that the NHS and social 
care are facing serious and sustained challenges. These challenges are deep 
seated and complex and are directly impacting on the safe provision of care 
and staff wellbeing. We will drive a stronger and more consistent focus on 
safety at a national level and support a better understanding of what 
actions are needed to deliver sustained improvement.

Priority 1: Enable a better understanding of the safety 
and quality of health and care services and the high 
impact opportunities for improvement



How can a QI approach help?



Primary care safety work: Past

Warfarin
Acute kidney 
injury (AKI)

Pressure 
ulcers

Sepsis
Results 

handling

Medicines Sick 
Day Rules 

Cards

Medicines 
reconciliation

NSAIDs
Acute 

prescribing
Serial 

prescriptions

Care 
Navigation

Workflow 
optimisation

Primary Care 
Access 

Programme

Creating the conditions - safety climate 



Primary care safety work : Present

• Pharmacotherapy Quick Start Programme
• Primary Care Access Programme
• Community Treatment and Care (CTAC) Network
• Acute Prescribing Quick Guide
• NSAIDs toolkit for community pharmacies 

evaluation

SPSP Primary Care:
• Creation of resource library for existing 

resources
• Stakeholder engagement



Primary care safety work: Impact

Challenge Change idea Outcome

• An average of 28 acute 
prescription requests per day

• 27% reduction in demand 
for antidepressant acute 
prescriptions

• 50 – 60 acute 
prescription requests per day

• Antidepressants 
generating significant acute 
prescription workload

• Introduced a standard 
operating procedure 
(SOP) for antidepressants 
and moved appropriate 
patients to repeat 
prescriptions

• Time taken for each review 
reduced from 15 to 3 
minutes

• Reviewed and re-prescribed 
HRT increased threefold in 
the first month

• Patients 
requiring medication review 
had to book a same day GP 
appointment

• Several calls often needed to 
book and access prescription

• Created an online review 
form for Hormone 
Replacement Therapy (HRT) 
and increased supply 
following review to 6 months



Primary care safety work: Impact



Hardeep Singh, MD, MPH
CENTER FOR INNOVATIONS IN QUALITY, EFFECTIVENESS & SAFETY (IQUEST)

MICHAEL E. DEBAKEY VA MEDICAL CENTER

BAYLOR COLLEGE OF MEDICINE

X (FORMERLY KNOWN AS TWITTER): @HardeepSinghMD
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Practical Approaches to Measurement and 
Reduction of Diagnostic Error



HARM 
(from delayed or 

wrong treatment/test)

A DB C

Missed 
opportunities in 
diagnosis due to 
system and/or 

cognitive factors

Preventable 
diagnostic harm

Delayed/wrong 
diagnosis associated 

with patient harm 
but no clear 

evidence of missed 
opportunities

Delayed/wrong 
diagnosis but no 
clear evidence 

of missed 
opportunities

MISSED 

OPPORTUNITIES

NO MISSED 

OPPORTUNITIES

Defining Preventable Diagnostic Harm

Adapted from Singh, Jt Comm J Qual Pat Saf 2014
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Themes 

from 

Research 

Studies 
Overlooking 
information in 
medical record

Missed opportunities 
to elicit or act upon 
key clinical findings 
(history/exam)

Common diseases 
missed

Singh et al JAMA IM 2012; Singh et al Arch IM 

2009 

http://www.ncbi.nlm.nih.gov/pubmed/17015866
http://www.ncbi.nlm.nih.gov/pubmed?term=19786677
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Use fewest resources

Manage and 

communicate uncertainty

to patients

Tolerates watchful 

waiting when unfocused 

treatment may be 

harmful

Diagnostic 
Excellence

Meyer AND, Singh H. The Path to Diagnostic Excellence Includes 

Feedback to Calibrate How Clinicians Think. 

JAMA. 2019;321(8):737–738. 

Maximize patient 

experiences

Make correct & 

timely diagnosis

https://www.ncbi.nlm.nih.gov/pubmed/30735239
https://www.ncbi.nlm.nih.gov/pubmed/30735239
https://www.ncbi.nlm.nih.gov/pubmed/30735239


8-Dimensional 
Sociotechnical 
Framework to 
Help 
Understand

17

Sittig, Singh, Qual Saf Health Care. 2010 Oct; 19(Suppl 3): i68–i74.



Safer Dx Framework for Measurement and 

Reduction of Diagnostic Errors 

Singh and Sittig, BMJ Qual Saf 2015



Accrediting 
organizations and 
Medicare 

“require that 
healthcare 
organizations have 
programs in place 
to monitor the 
diagnostic process 
and identify, learn 
from, and reduce 
diagnostic errors 
and near misses in 
a timely fashion.”
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Singh H, Upadhyay DK, & Torretti D. Developing health care organizations that pursue learning and exploration of diagnostic excellence: An action plan. Acad Med.

New Care Models: “LEDE” Organizations
LEDE = Learning & Exploration of Diagnostic Excellence

Organizational

Virtual Hub 

to coordinate 

activities

Engage clinicians in 

activities to improve 

diagnosis

Accountable culture 

of engaging and 

learning from 

patients

Generate and 

translate new 

research evidence

Measurement for 

improvement and 

learning 

20
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https://journals.lww.com/academicmedicine/fulltext/2020/08000/developing_health_care_organizations_that_pursue.34.aspx


e-Triggers to Identify Patients with Diagnostic 
Concerns 

21



An electronic trigger based on care 
escalation to identify preventable 
adverse events in hospitalised patients

Bhise V, et al. BMJ Qual Saf 2018;27:241–246

Example Trigger:
Transfer to the ICU or initiation of rapid response team (RRT) 
within 15 days of admission in a low-risk patient

Example Trigger:
A primary care index visit followed by unplanned hospitalization 
within 14 days

Singh H, et al. BMJ Qual Saf 2011; 21 89-92

Electronic health record-based surveillance of 
diagnostic errors in primary care

22



Review of Triggered Charts 
23



Engaging Clinicians

Studies have engaged frontline physicians in 

reporting

Frontline provider engagement, leadership 

support and physician champion/s

24



25Seek feedback 

on diagnostic 

decisions

“Byte” sized 

practice

Consider 

biases

Make 

diagnosis a 

team sport

Foster critical 

thinking
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https://www.ahrq.gov/patient-safety/settings/multiple/calibrate-dx.html



VOL. 37, NO. 11: PATIENT SAFETY
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Engaging Patients 27



Taking 
Actions to 
LEDE

28



http://www.ihi.org/resources/Pages/Tools/safer-diagnostic-checklist.aspx

http://www.ihi.org/resources/Pages/Tools/safer-diagnostic-checklist.aspx




HOW TO USE THE CHECKLIST

Identify a senior leader

Establish a multidisciplinary team

Complete the checklist

Develop an action plan

Identify regular checkpoints for follow up



Checklist Responses

Full

A well-known and well-
documented practice 
that occurs reliably in 
the organization. 

Partial

The practice sometimes 
occurs in the organization. 
The practice is not well 
known, or it is implemented 
inconsistently across the 
organization.

Not 
Implemented
The practice does not 
occur. 

For each of the checklist items, select the Implementation Status 

that best represents the current state of your organization’s 

practices: 



Checklist Responses: Tips & Tricks

Track total “fully 
implemented” 
responses

1
You will be 
anonymous

2
Please report 
honestly!

3
Respond using 
the Webex poll 
(online) or using 
the in-room 
resources

4



Health care organization 

leadership builds a “board-to-

bedside” accountability framework 

that includes structure, capacity, 

transparency, time, and resources 

to measure and improve 

diagnostic safety.

1



Health care organization promotes 

a just culture and creates a 

psychologically safe environment 

that encourages providers and 

staff to share opportunities to 

improve diagnostic safety without 

fear of retribution.

2



Health care organization creates 

feedback loops to increase information 

flow about patients’ diagnostic and 

treatment-related outcomes. These loops 

include clinicians and external 

organizations and establish mechanisms 

for capturing, measuring, and providing 

feedback to the diagnostic team about 

patients’ subsequent diagnoses and 

clinical outcomes.3



Health care organization includes 

multidisciplinary perspectives to 

understand and address 

contributory factors in analysis of 

diagnostic safety events, and 

consider human factors, 

informatics, IT system design, and 

cognitive elements.

4



Health care organization actively 

seeks patient and family feedback 

to identify and understand 

diagnostic safety concerns and 

addresses concerns by 

codesigning solutions.

5



Health care organization 

encourages patients to review 

their health records and has 

mechanisms in place to help 

patients understand, interpret, 

and/or act on diagnostic 

information.

6



Health care organization 

prioritizes equity in diagnostic 

safety efforts by segmenting data 

to understand root causes and 

implementing strategies to 

address and narrow equity gaps.

7



Health care organization has in 

place standardized systems and 

processes to encourage direct, 

collaborative interactions between 

treating clinical teams and 

diagnostic specialties (e.g., 

laboratory, pathology, radiology) in 

cases that pose diagnostic 

challenges.8



Health care organization has in 

place standardized systems and 

processes to ensure reliable 

communication of diagnostic 

information between care 

providers and with patients and 

families during handoffs and 

transitions throughout the 

diagnostic journey.9



Health care organization has in 

place standardized systems and 

processes to close the loop on 

communication and follow up on 

abnormal test results and 

referrals.

10



Count the total number of 
practices fully implemented at 
your site



Interpreting 

Checklist Results
Based on your response, your full Implementation 

Status is: 

• Beginning: 0 to 3 “Full” responses

• Making progress: 4 to 6 “Full” responses

• Exemplar: 7 or more “Full” responses

Review checklist items with “Not Implemented” responses 

as opportunities for improvement.
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Overview of Measure Dx
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Four Strategies to Detect Diagnostic 

Safety Learning Opportunities

USE EXISTING QUALITY 

& SAFETY DATA

A

Examine previously 

identified safety events 

for diagnostic 

improvement 

opportunities

B

SOLICIT REPORTS 

FROM CLINCIANS

Ask clinicians to bring 

attention to diagnostic 

events within an 

environment of 

psychological safety 

C

LEVERAGE PATIENT-

REPORTED DATA

Examine patient 

surveys, incident 

reports, and complaints 

to identify missed 

opportunities 

Use EHR searches or 

trigger algorithms to 

identify high-risk 

diagnoses or care 

patterns 

EHR-ENHANCED CHART 

REVIEW

D

48



Case Review 

& Data 

Gathering

49



Towards 

Reducing 

Preventable 

Harm from 

Diagnostic 

Error

Diagnostic error a complex problem 
but promising recent progress

Strategies (e.g. Calibrate Dx, 
BMJ) for clinicians to learn & 
improve 

Safer Dx Checklist & Measure Dx 
actionable steps to improve safety

50



Thank You

 Funding Agencies that make research 
possible: 

 Department of Veterans Affairs 

 Agency for Healthcare Research and 
Quality

 Gordon and Betty Moore Foundation

 CanTest - CRUK

 ONC for SAFER Guides

 Our multidisciplinary team at the Center 
for Innovations in Quality, Effectiveness 
and Safety (IQuESt):  

 Email: hardeeps@bcm.edu

 Web: 
http://www.houston.hsrd.research.va.gov/
bios/singh.asp and www.bcm.edu/saferdx 

 Twitter: @HardeepSinghMD

mailto:hardeeps@bcm.edu
http://www.houston.hsrd.research.va.gov/bios/singh.asp
https://www.bcm.edu/departments/medicine/sections-divisions-centers/health-services-research/research/safer-dx
https://twitter.com/hardeepsinghmd


Achieving Diagnostic Excellence in Primary Care

Questions or reflections?



Ciara Robertson

Senior Improvement Advisor
Healthcare Improvement Scotland



Circle of control

Stephen R Covey: 7 Habits of Highly Effective People



Essentials of Safe Care

To enable the 
delivery of Safe 
Care for every 
person within 
every system 

every time 

Aim

Person centred systems and 
behaviours are embedded 

and support safety for 
everyone

Safe communications within 
and between teams

Safe consistent clinical and 
care processes across health 

and social care settings 

Leadership to promote a 
culture of safety at all levels

Primary Drivers

Inclusion and involvement

Workforce capacity and capability

Skills : appropriate language, format and content

Critical Situations : management of communication 
in different situations

Practice : use of standardised tools for communication

Reliable implementation of Standard Infection Prevention and 
Control Precautions (SICPS)

Safe Staffing 

Psychological safety

Staff wellbeing  

System for learning

Structures & processes that enable safe, person centred care

Secondary Drivers



Primary care safety work – future

• Continue development of 
pharmacotherapy element 
of the GMS contract

• Develop our SPSP Primary 
Care offer



Your safety priorities

What are your safety priorities in Primary Care?



Get involved

Join our programmes

• Pharmacotherapy Quick Start 
Programme

• Primary Care Access 
Programme

• CTAC (Community Treatment 
and Care) Network

• GP Cluster Improvement 
Network

Resources

• Pharmacotherapy toolkits:

– Acute Prescribing Quick Guide

– Acute Prescribing Toolkit

– Serial Prescriptions Toolkit

• Visit the SPSP and Primary Care resource 
libraries for further, toolkits, clinical 
tools, case studies and reports

See the links in your digital delegate bag!



Thank you

Any questions or suggestions: his.pcpteam@nhs.scot.

mailto:his.pcpteam@nhs.scot

