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Opportunities for follow up

• Acute illnesses

• Orthopedic surgery (trauma)

• Medical diseases (heart, lungs, infections) 

• Error in diagnosis in connection with deterioration during hospital 
stay (e.g. after rapid response team)

• Cancer

• Other chronic diseases

• Psychiatry

https://patientsikkerhed.dk/content/uploads/2019/12/vejetilbedrediagnoserdec2019.pdf

https://patientsikkerhed.dk/content/uploads/2021/06/diagnoserapportopfoelgningweb.pdf

https://patientsikkerhed.dk/content/uploads/2021/06/diagnoserapportopfoelgningweb.pdf
https://patientsikkerhed.dk/content/uploads/2021/06/diagnoserapportopfoelgningweb.pdf


Sweden:
Patients with reported preventable harm 

in primary health care and emergency 

departments

• Psychiatric disease nearly doubled 

the risk of being a reported case of 

preventable harm 

• The preventable harm in this group 

was to 46% diagnostic errors of 

somatic disease.

Fernholm, R., Holzmann, M.J., Wachtler, C. et al. Patient-related factors associated with an increased risk of 
being a reported case of preventable harm in first-line health care: a case-control study. BMC Fam Pract 21, 20 
(2020). https://doi.org/10.1186/s12875-020-1087-4



Opportunities for follow up

• Further analysis of incidence and patterns 

• Causes? (sociological/anthropological methods?)

• Development and testing of interventions/tools

• Measurement of diagnostic safety

• Changes in systems and organisation



Analysis of adverse events

• Dansk Patientsikkerhedsdatabase

• ~ Lex Maria (but includes all degrees of severity (no harm – severe
harm and death + patients can report)

• Compulsory (non-punitive) reporting of adverse events 
(patient safety incidents) by health care workers

• 300.000+ events collected every year by The Danish 
Patient Safety Authority

• No classification of diagnosis-related adverse events



Analysis of adverse events

• Free text search for ”diagno*” revealed 236 events - 5 

year-period

• Another random sample of 100 events with problemcodes

”delayed assesment” – ”delayed reaction to test-results”

• Includes all degrees of severity – many ‘no harm’

• Majority of events in both groups turned out to be

diagnosis-related



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

Agency for 

Healthcare 

Research and 

Quality, AHRQ



Preliminary results

• Many lab-associated events (6-8)

• referrals got lost 

• things gone wrong in the lab 

• communications of results

• Many

• Missed ‘referals/consults’ (10)

• Failure/delay in ‘communication among healthcare providers’ (11)

Original 2019-analysis of malpractice claims



Analysis of adverse events – next step?

• Dansk Patientsikkerhedsdatabase

• Sample of adverse events with severe harm/death

• How many are related to diagnosis?



Sweden

• 4830 cases of 
preventable harm 
were identified

• 2208 (46%) were due 
to diagnostic errors



Patient safety incident reports (10 years, 2005–

2015) collected from the National Reporting and 

Learning System. 

Reports describing severe harm/death in acute 

medical unit were identified. 

Results: A total of 377 reports of severe harm or 

death were confirmed. The most common incident 

types were diagnostic errors (n : 79), medication-

related errors (n : 61), and failures monitoring 

patients (n : 57). 

Incidents commonly stemmed from lack of active 

decision-making during patient admissions and 

communication failures between teams. 

UK



Future 

• Further analysis of incidence and patterns 

• More knowledge about causes

• Testing of interventions/tools

• Testing of tools for measuring diagnostic safety

• Changes in systems and organisation 



Society to improve diagnosis in medicine

Mark Graber
Founder and President 
Emeritus - Society to 
Improve Diagnosis in 
Medicine (SIDM)

• Founded 2011

• Initiator of the 2015-report from the Institute of 

Medicine – Improving Diagnosis in Health Care

• Platform for knowledge

• Initiates research

• International conferences



The situative perspective:

From: Graber, M Progress understanding diagnosis and diagnostic errors: thoughts at year 10. Diagnosis, Volume 7, Issue 3, Pages 151–159, DOI: https://doi.org/10.1515/dx-

2020-0055. – with permission from Mark Graber and Michelle Daniel (drawing).

https://doi.org/10.1515/dx-2020-0055


Hardeep Singh professor 
og leder af Health Policy, 
Quality and Informatics 
ved Center for 
Innovations in Quality, 
Effectiveness and Safety, 
Department of Veteran 
Affairs, Houston, Texas.

Diagnostic excellence

Singh H, Upadhyay DK, & Torretti D. Developing health care organizations that pursue learning and exploration of diagnostic excellence: 

An action plan. Acad Med.

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


Feedback - to calibrate how clinicians think

https://jamanetwork.com/journals/jama/fullarticle/2724792

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

https://qualitysafety.bmj.com/content/early/2021/05/10/bmjqs-2020-012464

Jama 2019:
The Path to Diagnostic Excellence Includes
Feedback to Calibrate How Clinicians Think

Agency for Healthcare 

Research and Quality

“Clinicians must learn about the ultimate accuracy of their 
diagnoses, as well as the processes that led them to those
diagnoses (eg, which tests were ordered and whether 
they should have been) or why diagnostic performance
was suboptimal.”

https://www.ahrq.gov/patient-safety/settings/multiple/calibrate-dx.html
https://www.ahrq.gov/patient-safety/settings/multiple/calibrate-dx.html
https://qualitysafety.bmj.com/content/early/2021/05/10/bmjqs-2020-012464


Measuring diagnostic safety

Oversættes til 

dansk



Diagnostic process – education program

https://www.ahrq.gov/teamstepps/diagnosis-improvement/index.html

https://www.ahrq.gov/teamstepps/diagnosis-improvement/index.html


• Emergency Department in Odense, Denmark

• NHS patient safety

• Hardeep Singh

• Other international partners

Future plans



Vigtige datoer
• 1. november - 7. december 2022

Rabatkampagne for danske deltagere – opnå rabat på 20-30%

• 7. december 2022
Call for Posters deadline

• 8. marts 2023
Early Bird deadline

Læs mere på patientsikkerhed.dk/internationalforum2023


