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Perspective:
CVD is our nation’s costliest and most devastating

chronic disease, and iIs fraught with errors in diagnosis
and treatment, (particularly among women).
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1 CVD is our nation’s costliest and most devastating chronic disease, and
Is fraught with errors in diagnosis and treatment, particularly among
women. Nearly $320 billion in annual healthcare costs and lost productivity are
attributable to CVD.> Annual direct medical costs related to CVD are predicted to
reach $818 billion by 2030, with lost productivity costs approaching $220 billion.>
CVD is the leading cause of morbidity and mortality, responsible for about 25% of
all deaths.3? Despite significant evidence regarding risk factors, effective
therapeutic interventions, and raised public awareness”.?1.40, nearly half of all
women do not recognize heart disease as their number one killer.3% A study of
CVD claims in ambulatory care reported primary allegations of: diagnostic error
(75%), involving errors in clinical judgment (81%), failure or delay in ordering a
diagnostic test including lack of referral (41%), and failure to establish a
differential diagnosis (33%).4* Moreover, a recent survey published in the Journal
of the American of Cardiology reported that only 22% of primary care physicians
and 42% of cardiologists felt well prepared to assess women’s CVD risk.4°
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Perspective

Health System Initiatives are
critical to Improve Diagnosis
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Q . Diagnostic-related

l in 3 communication failures 57%
patients occur across all settings.’
experience . _ ofall
a diagnostic Outpatient Emergtencyt Inpatient diagnosis failures
error 55% epor(r)nen 22% happen in 1
Eakhiand: 23% ambulatory care.

Of diagnostic-related malpractice cases...? Inappropriate testing, wrong

treatments & malpractice lawsuits
34% result in expenses over

> ot $100 billion per year.’
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2- Hanscom, R; Small, M; Lambrecht, A. (2018). Diagnostic Accuracy: Room for Improvement. COVERYS Report. A Dose of Insight. March
2028. https://coverys.com/PDFs/Coverys_Diagnostic_Accuracy_Report.aspx. Accessed on June 19, 2020.

3- Hoffman,Jock & Raman, Supriya. (2012). Communication Factors in Malpractice Cases. CRICO. https://www.rmf harvard.edu/-/media/
Files/_Global /KC/PDFs/Insight_Comm_2012.pdf Accessed on June 19,2020

4- CRICO Strategies. (2015). CBS Report: Malpractice Risks in Communication Failures. https: //www.rmf.harvard.edu/Malpractice-Data/
Annual-Benchmark-Reports/Risks-in-Communication-Failures

— 5- Newman-Toker DE. Diagnostic value: the economics of high-quality diagnosis and a value-based perspective on diagnostic innovation.
Modern Healthcare Annual Patient Safety & Quality Virtual Conference; June 17, 2015.
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Organizational readiness

 Align with existing quality and safety improvement
work

Start small, start where you are
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Engaging clinical leaders to support
diagnostic safety measurement

What is important to clinical leaders?
« Patient safety & clinical outcomes

« Evidence to support change

« Measurement for learning

« Efficiency and effectiveness

Start small, start where you are
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What is important to administrative leaders?

« Patient safety & clinical outcomes
« Regulatory compliance
« Pay for performance
Associate safety and health
Community collaborations

Start small, start where you are
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Opportunities and Challenges...

— Measurement is absolutely necessary, but not sufficient...

— A deliberate and explicit approach to measurement with clear
Intent and purpose should help accelerate improvement.
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Measurement Starts with a Definition...

« Several used in literature but picking one that suits you is
essential

NASEM defined diagnostic error as:

— “failure to establish an accurate and timely explanation of the
patient’s health problem(s) or

— communicate that explanation to the patient.”

National Academies of Sciences, Engineering, and Medicine. Improving Diagnosis in Health Care; 2020
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...and a Purpose

* Learning and improvement
* Research
« Accountability and benchmarking
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Evolving Model of Accountability

Dept. Unit Front .
Heads Y Leaders e line " Patient

Board == CEQO w==m Djrect ==

3 levers affect each link in the chain

e N

Accountability & Feedback Capacity

Set the stage with clear All organizational members are Equip your staff by providing the
expectations, ongoing feedback, equipped with the knowledge, bandwidth and tools they need to
and fair consequences for failure skills, and attitudes necessary get the job done.

and success. for supporting, developing, and

enacting safety appropriate to
their role in the organization.

MedStar Health MedStar Health Institute for Quality and Safety 13



Start small, start where you are
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Detecting Missed Opportunities in Diagnosis

 Data sources

— Routinely collected quality
and safety events

— Clinician reports

Issue Brief 1

. Operational
— Patient reports gfawmtt
— Administrative databases State of the

Science

— Medical records/EHRS

£l

Research Ouwty
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Figure 2. Implementation Readiness of Diagnostic Safety Measurement Strategies
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Tespurces for quality and safety improvement.
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Thank you

Chris Goeschel
chris.a.goeschel@medstar.net
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It’s how we treat people. MedStar Health
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