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The Safer Dx Checklist is an organizational self-assessment tool with  
10 recommended practices to achieve diagnostic excellence.  
 

Why Use the Checklist?  

Diagnostic errors (missed, delayed, or wrong diagnoses) involve at 
least 1 in 20 US adults annually and lead to considerable harm to 
patients of all ages. They also are costly and one of the most 
common reasons for malpractice claims. Health care organizations 
need pragmatic guidance on where to focus efforts to improve 
diagnostic safety.  
 
The Safer Dx Checklist is a synthesis of foundational practices that 
health care organizations can use to advance diagnostic excellence. 
The checklist provides a framework for organizations to conduct a 
self-assessment to understand the current state of diagnostic 
practices, identify areas to improve, and track progress toward 
diagnostic excellence over time.  
 
The checklist was developed using a rigorous multimethod approach 
that included interviews with health care quality and safety leaders, 
reviews of existing literature and reports, a Delphi consensus expert 
panel to narrow the list of practices, an expert panel to finalize the 
top 10 practices, and a field test with users.  
 
The assessment should inform an improvement plan with clear 
action steps, roles and responsibilities, and metrics to gauge 
progress. The senior leader/champion should periodically discuss 
checklist results with organizational leaders and the governing board 
to engage them in diagnostic safety improvement efforts. Several 
scenarios and illustrative examples of actions are provided. 
 

Checklist Responses 

For each of the 10 checklist items, team members from the 
organization (either individually or as a group) should select the 
Implementation Status that best represents the current state of 
their organization’s practices:  

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

• Partial: The practice occurs in the organization sometimes. 
While it is well-documented, the practice is not well known or 
it may be implemented inconsistently across the 
organization.  

• Not Implemented: This practice does not occur in the 
organization.  

 

Interpreting Checklist Results 

Count checklist items with “Full” responses to identify where you are 
in your journey to diagnostic excellence. Items “Not Implemented” 
are critical opportunities for improvement.  

• Beginning: 0 to 3 “Full” responses  

• Making progress: 4 to 6 “Full” responses 

• Exemplar: 7 or more “Full” responses 

How to Use the Checklist 

1. Identify a senior leader (e.g., 
chief quality officer, chief 
patient safety officer, chief 
medical officer, or other 
clinician with oversight of 
quality) in the organization who 
can serve as the champion for 
learning and exploration of 
diagnostic excellence. 

2. Establish a multidisciplinary 
team of individuals from 
various clinical and non-clinical 
disciplines, including quality 
and safety, patient 
representatives, medical 
educators, and trainees. This 
team should meet regularly to 
review and analyze the current 
state of diagnostic safety and 
work toward implementation of 
all 10 checklist items.  

3. Complete the checklist as a 
team or independently. If 
independent review is 
preferred, team members 
should discuss responses and 
come to consensus on next 
steps. 

4. Develop an action plan that 
includes clear next steps, 
metrics of progress, and roles 
and responsibilities to oversee 
implementation. The plan 
needs to be supported by the 
senior leader champion.  

5. Identify regular checkpoints 
for follow up that include 
annual review of the checklist 
and periodic monitoring and 
revisions to the action plan. 

The Safer Dx Checklist    
10 High-Priority Practices for Diagnostic Excellence 

https://qualitysafety.bmj.com/content/23/9/727.long
https://www.nap.edu/catalog/21794/improving-diagnosis-in-health-care
https://journals.lww.com/academicmedicine/fulltext/2020/08000/developing_health_care_organizations_that_pursue.34.aspx
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The Safer Dx Checklist:  
10 High-Priority Practices for Diagnostic Excellence  

(Scenarios are examples of actions to improve the practices) 

 

 

 

Full 

 

 

Partial 

 

 

 

Not 
Implemented 

1 

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. 

Scenario 1: Senior leadership/C-suite establish a multidisciplinary team (e.g., diagnostic safety 
committee) charged with identifying and addressing opportunities to reduce errors at the 
institutional level. The team includes department leaders and clinical champions.  

Scenario 2: Senior leadership/C-suite consistently share diagnostic safety data with the 
governance board. This includes quantitative data to measure and track diagnostic safety as well 
as narrative patient stories, patterns, and action plans. 

☐

 

   

☐ ☐ 

2 

Health care organization promotes a just culture and creates a psychologically  
safe environment that encourages clinicians and staff to share opportunities to 
improve diagnostic safety without fear of retribution.  

Scenario: Ensure non-punitive conditions that encourage clinical and non-clinical staff to report 
missed opportunities, harms, “good catches,” tips, and lessons related to diagnostic safety. Close 
the loop and share information on corrective actions or steps taken to prevent recurrence in a 
timely and effective manner. 

☐ ☐ ☐ 

3 

Health care organization creates feedback loops to increase information flow about 
patients’ diagnostic and treatment-related outcomes. These loops, which include 
clinicians and external organizations, establish mechanisms for capturing, 
measuring, and providing feedback to the diagnostic team about patients’ 
subsequent diagnoses and clinical outcomes.  

Scenario: Implement systems that allow clinicians (e.g., emergency or primary care physicians, 
advanced practice providers, trainees) to efficiently and reliably follow up on patients they cared 
for (e.g., follow up on admitted patients to learn if diagnosis changed or evolved). 

☐ ☐ ☐ 

4 

Health care organization includes multidisciplinary perspectives to understand and 
address contributory factors in analysis of diagnostic safety events. These 
perspectives include human factors, informatics, IT system design, and cognitive 
elements. 

Scenario: Quality and safety teams work with clinicians and non-clinical staff from various 
disciplines and departments to engage in safety analyses, which may identify work-
system/environmental factors that place a cognitive burden on clinicians. 

☐ ☐ ☐ 

5 

Health care organization actively seeks patient and family feedback to  
identify and understand diagnostic safety concerns and addresses  
concerns by codesigning solutions.  

Scenario 1: Create mechanisms for patients to report diagnostic concerns and encourage and 
educate patients on how to report when they have concerns or sense things are not right.  

Scenario 2: Involve patients in root cause analyses and morbidity and mortality conferences,  
and engage Patient and Family Advisory Councils in codesigning solutions. 

 

☐ ☐ ☐ 

Implementation Status  
(Current state of  

organization’s practices) 

https://journals.lww.com/academicmedicine/fulltext/2020/08000/developing_health_care_organizations_that_pursue.34.aspx
https://qualitysafety.bmj.com/content/30/7/591
https://www.journalofhospitalmedicine.com/jhospmed/article/206273/hospital-medicine/improving-resident-feedback-diagnostic-reasoning-after
https://www.degruyter.com/document/doi/10.1515/dx-2013-0040/html
https://qualitysafety.bmj.com/content/28/3/190
https://qualitysafety.bmj.com/content/early/2021/02/17/bmjqs-2020-011593
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THE DIGITAL VERSION OF THIS CHECKLIST INCLUDES HYPERLINKED RESOURCES THAT SHOULD BE REVIEWED TO 

SUPPLEMENT PRIORITY PRACTICES AND SCENARIOS 

The Safer Dx Checklist (continued) Full Partial Not 
Implemented 

6 

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. 

Scenario 1: Engage patients in understanding that “no news is not necessarily good news”  
when it comes to test results. 

Scenario 2: Optimize patient review of clinician notes to encourage patients to report  
inaccuracies in their health records and have an organizational response plan for corrective action. 

☐ ☐ ☐ 

7 

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. 

Scenario: Segment and analyze diagnostic safety data by key characteristics (e.g., race,  
ethnicity, gender, language, sexual orientation, gender identity) to identify inequities. 

☐ ☐ ☐ 

8 

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. 

Scenario 1: Encourage regular diagnostic planning huddles or synchronous communication,   
such as direct face-to-face interaction or electronic group collaboration. 

Scenario 2: Encourage regular review of diagnostic errors jointly with diagnostic specialties and 
treating clinical groups, such as through interdepartmental morbidity and mortality rounds. Such 
activities should lead to joint ownership of improvement efforts. 

☐ ☐ ☐ 

9 

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. 

Scenario: Implement evidence-based tools and resources to improve both verbal (e.g., 
TeamSTEPPS®) as well as electronic communication (e.g., CMS-endorsed ONC SAFER Guide 
for Clinician Communication). 

☐ ☐ ☐ 

10 

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. 

Scenario 1: Implement evidence-based tools and resources to improve follow-up on test results, 
including incidental and unexpected findings (e.g., ONC SAFER Guide for Test Results Reporting 
and Follow-up). 
 
Scenario 2: Implement strategies to close the loop on referrals using evidence-based guidance  
(e.g., Closing the Loop: A Guide to Safer Ambulatory Referrals in the EHR Era). 

☐ ☐ ☐ 

  

Total Score 
Number of “Full” responses ________ 

https://qualitysafety.bmj.com/content/24/11/664
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2766834
https://www.acpjournals.org/doi/10.7326/M16-2042
https://www.sciencedirect.com/science/article/abs/pii/S0363018817302591
https://www.ahrq.gov/teamstepps/index.html
https://www.healthit.gov/sites/default/files/safer/guides/safer_clinician_communication.pdf
https://www.healthit.gov/sites/default/files/safer/guides/safer_clinician_communication.pdf
https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-issue-52/
https://www.healthit.gov/sites/default/files/safer_test_results_reporting.pdf
https://www.healthit.gov/sites/default/files/safer_test_results_reporting.pdf
http://www.ihi.org/resources/Pages/Publications/Closing-the-Loop-A-Guide-to-Safer-Ambulatory-Referrals.aspx

