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Diagnostic Excellence

DXEX

From Error to Excellence

Dr John Fitzsimons

Consultant Paediatrician, CHI @ Temple Street,
CD for Ql with HSE National QPS Directorate & Lead for Quality Improvement Education, RCPI




Learning Outcomes

At the end of this session you will be able to...

e Appreciate the influence of diagnosis on the quality and safety o1j
Appreciate care

e Describe the features of Diagnostic Excellence and Diagnostic
Describe SteW&)I’dShlp

e Apply resources that support stewardship for Diagnostic
e Excellence in your workplace




Diagnosis
s in the
spotlight ...

WHO “World
Patient Safety
Day” Theme
September 17th
2024

“Get it right, make it safe
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Reaching a
diagnosis is
a team effort

Everyone along
the way has
arole to play

Improving diagnosis
for patient safety

Get it right,
make it safe!




Diagnosis has

become
topical...

Dr Suzanne O’Sullivan

How QOur Obsession with

Medical Labels Is Making Us Sicker

DR. SUZANNE O’SULLIVAN
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Third Edition

Art & Science
of Bedside
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What is Diagnosis? Sapira’s

Diagnosis

* The art or act of identifying a disease from its signs and
symptoms (Merriam-Webster Dictionary)

* A pre-existing set of categories agreed upon by the medical
profession to designate a specific condition

(Jutel, A. Sociology of diagnosis, 2009)

lane M. Onenl

* The process of identifying a disease, condition, or injury
from its signs and symptoms. (US National Cancer
Institute)



Diagnosis and Patient Safety

 Studies have shown that 5 % of patients in outpatient care (USA) and 4.3%
of patients in primary care (UK) experience a diagnostic error each year

Medical record reviews suggest that diagnostic errors account for 6-17
percent of hospital adverse events.

Post-mortem examination research has shown that diagnostic errors
contribute to approximately 10 percent of patient deaths.

* Diagnostic errors are the leading type of paid medical malpractice claims in
the US.



IMPROVING
DIAGNOSIS IN
HEALTH CARE

NUALTY CHASM SERIES

il poraal Academings of

SCIEMCES - EMNGINEERING » MEDICINE

Committee on Diagnostic Error in Health Care;
Board on Health Care Services; Institute of
Medicine; The National Academies of Sciences,
Engineering, and Medicine; 2015

“The purpose of diagnosis is to
achieve a timely and accurate
diagnosis and secondly; to
communicate that diagnosis in a
person centred way”



The Process of Diagnosis
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Outcomes come from the Diagnostic Process & the Work System

THE WORK SYSTEM Accurate, Diagnostic
+ Diagnostic Team Members Timely Errors and Near
+ Tasks Diagnoses Misses
SRMATION INTEG, « Technelogies and Tools
W0 g, WIERPRETAT, 0y, « Organization

« Physical Environment
« External Environment

THE PATIENT OUTCOMES

DlAGNDSTlC '-" Ireatment
PROCESS N

Patiant
Experiences

a Health
Problem

SYSTEM OUTCOMES
Effects on Quality, Safety, Cost, Efficiency, Morale,
Public Confidence in the Health Care System

Learning from Diagnostic Errors, Near
Misses, and Accurate, Timely Diagnoses

TIME



The Emergence of Diagnostic Excellence (DxEXx)

Moving from a focus on Error to Excellence




Where has Diagnostic excellence come from?

* Built on the NAM Model of Diagnostic Process & Work System

* Quality care is Safe And...
...Person centred, Effective, Efficient, Equitable & Timely
And...Sustainable!

 Safety Il



“Diagnostic excellence involves making a
correct and timely diagnosis using the
fewest resources while maximising patient
experience and managing uncertainty”

Diagnostic

Excellence
Meyer & Singh

JAMA 2019;321:737-8.
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Clinicians

The System

" . Patient Partnership
Dlagnostic
Stewa rd S h I p @ Technology & Al enhanced diagnostic excellence

Reducing overuse & overdiagnosis

Special diagnostic situations



THE CLINICIAN



The Process of Diagnosis
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Diagnostic Calibration e
|

Decision-

Making

“The balance between accuracy Process
. . . . . Maintain
and confidence in diagnosis” Recolibrote l Calbration

\ Outcome /

Unfavorable o~ l T~ Favorable

Hardeep Singh

Unknown




Strategy

Seek feedback b rstanding of your own
on diagnostic — :

Singh H et al BMJ desisions e
2022;376:e068044 “Byte” sized

practice

Consider ages as i mmon ground, foster
By . li in uation, and build empathy
a a biases

recognition of the imy

tal forces (such
patient had a different background or

identity

Make diagn osis Diagnosis is not just the purview of Flatten hierarchy and elevate voices

5 Strategies
For Advancing é; ateamsport s

Seek opportunities for group decision
making with colleagues and invite patient

D i a g n o St i c Exc e I I e n ce c:_-ncern:- a-nd opinions about diagnoses

¥ 1o augment

decision making

Foster critical Optimises data acquisition and Take a sceptical stance towards your initial
hinki interpretation throughout the pravisional diagnosis by looking for data to
thinki ng diagnostic process both support and contradict it
(]
2 Commit to monitoring and collecting

mare data and setting prompts for
further imvestigation if the patient
doesn’timprove




Providing Good & Safe Feedback

A GUIDE TO GIVING FEEDBACEK TO CLIMICIANS

The Jeint Commission Journal on Quality and Patient Safety 2021; 47:120-12¢& PFGV;{,{;HQ FQ@déﬂ.c& ah

INNOVATION REPORT D:‘agnas’t:'c Perfarl Ance
A Program to Provide Clinicians with Feedback on Their

Diagnﬂﬁtic Performa“ce in a Learning Health System 1) SCHEDULE THE DEBRIEFING 2] PLAN AND PREPARE FOR

IN A TIMELY MANNER THE DEBRIEFING
a'lj'.ﬁﬁ?' N ."rff_ycr. Phiy: J'Jia,r;-_'}' K Iw.ﬁ:}w;. MDD, MPH" : Charfoste A. Calling, PRI Michael H. Hrz_lpd'.rrir&, M * Ensure thot the debeiefing - E“‘"'“_"ﬂﬂ* tha recipsents]
Maria Kobylinski, MD; Amit B. Bansal, MD, MBA; Dennis Torretti, MD; Hardeep Singh, MD, MPH SO Janigctus B ank frmyian o e e e

1o promode a leaming tha debeiading.
amviranmant rathar than o = Considor including mora
punitive cne than one pavsan (.9, core

team] os recipionts

Problem: Reducing diagnostic errors requires improving both systems and individual clinical reasoning, One strategy to

achieve diagnostic excellence is leamning from feedback. However, clinicians remain uncomfortable receiving feedback on 3) SET A FLEXIBLE TiMme 4) SIT THE STAGE FOR A
their diagnostic performance. Thus, a team of researchers and clinical leaders aimed to develop and implement a diagnostic FRAME LEARNING ENVIRONMENT
performance feedback program for learning thar mitigates potential clinician discomfore, ' T‘E"T‘_—' 'r_':'-'-"z' iRt v ':ﬂﬂ a nen-fudgmental .
Approach: The program was developed as part of a larger project wo ereate a learning health system around diagnostic safery & Al e *nni- tima witk 1"|. s Explain the santes,

an Geisinger, a large, integrated health care system in rural Pennsylvania. Steps included identifying potential missed oppor- a larger group i including gools ond chjecties

tunities in d.i:.pln:i: (MODs) from various sources (for Er.:mplc. rick management, dlinician reprts, patient wmphi.rl::fl: +  Bo owore of ron-verbol cues

confirming MODs through chart review; and having trained facilitators provide feedback to clinicians about MODs as

learning opporrunities. The team developed a guide for facilitarors o conduce effecrive diagnostic feedback sessions and 3] SEEK IHPUT AND ALLOW §) HAVE RECIPIENT(S)

surveyed facilitators and recipients abour their experiences and perceptions of the feedback sessions. FOR EXPLANATION IDENTIFY LEARNING
0 " : o » Dupcuss ipecific oohom or OBJECTIVES

Outcomes: 28 feedback sessions ocourred from January 2019 to June 2020, involving MODs from emergency medicine, AR ”

primary care, and hospital medicine. Most facilicavors (90.6% [29/32]) reported that recipients were receptive ro leamning * Do nict inbae mokhvs - = T::: ::""“9 Ll

and discussing MODs, Most recipients reported thas conversations were constructive and nonpunitive (83.3% [25/30]) and » Explare unclbar npues ® ;& ﬂ‘"' ; n:::';:m'

allowed them to take concrete steps toward improving diagnosis (76.7% [23/30]). Both groups believed discussions would with curicsify i b :

improve furure diagnostic safery (93.8% [30/32] and 70.0% [21/30], respectively). = Inchude whot yeand wall

Key Insights and Mext Steps: An instinurional program was developed and implemented 1o deliver diagnostic perfor- 7) END WITH APPRECIATION

mance feedback. Such a program may facilitate learning and improvement o reduce MODs. Furure effores should assess Far thais ingut

leng-term effects on diagnostic performance and patient ourcomes. For thair tima :
For theelr willingness fo help .
improve clinicol decision

ek ing at tha ruculul:,-f'-.:,-\.lnm

*

*

*




THE SYSTEM



The Diagnostic Process exists in System

THE WORK SYSTEM
» Diagnostic Team Members
« Tasks
NTION INTEG, « Technologies and Tools
0"3-‘," PR, LAy - c :

W€g WIERPRE AT, oy, . Organization

« Phiysical Environment

« External Ervironment

Patiant T H E ,
Engages with DIAGNOSTIC SO Treatment

of the Diagnosis
PROCESS

Patiant
Experiences

a Health
Problem




Bradford A,
Meyer AND, Khan S, et al.

Diagnostic Challenges in Mental Health M) Qual Saf

doi:10.1136/bmjqgs-2023-016996

Appraisal delay Illness delay  Behavioral delay Scheduling delay

Onset of . o ;

STmbtome] Inferring a Decision to Arranging an
y p disorder seek care appointment
episode
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4
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Experiences | Engages with “} d Communication Oubomas
a Health Health Care  / Refarral and | Disgnastic of the Diagnosis
Problem Consultation | Testing
The explanation of The planned path of Pattent and
the health problem care based on the System Outcomes
that Is communicated  diagnosis Learmning from
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accurade, firmedy
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Measure Dx

www.ahrg.gov/diagnostic-safety/tools/measure-dx.html

Measure DX:

A Resource to Identify, Analyze, and
Learn From Diagnostic Safety Events

* Learning Health System
* Enabled by IT and EHRs
* Using Audit, data and Ql to improve

* Operational definitions, taxonomy and
language of diagnhostic process

* Improving feedback and calibration

* Relies on a Just Safety culture &
Psychological safety



Measure Dx - Diagnhostic Error Index

THE JOURNAL OF PEDIATRICS * www.jpeds.com ORIGINAL 5 sources for Measuring DiagHOStiC Error
i ARTICLES
The Diagnostic Error Index: A Quality Improvement Initiative to Identify and 5. Autopsy findings according (Class-1 Goldman classification)

Measure Diagnostic Errors

Michael F. Perry, MD"+*, Jennifer E. Melvin, MD™*, Rena T. Kasick, MD', Kelly E. Kersey, BS, CPHO",
Daniel J. Scherzer, MD™*, Manmohan K. Kamboj, MD*°, Robert J. Gajarski, MD*°, Garey H. Noritz, MD*, Q Institutional root cause analyses
Ryan 5. Bode, MD'#, Kimberly J. Novak, PharmD®, Berkeley L. Bennett, MD*~, lvor D. Hill, MD*, Jeffrey M. Hoffman, MD*',
and Richard E. McClead, MD’

Objective To develop a diagnostic error index (DEI) aimed at providing a practical method to identify and measure
serious diagnostic errors.

Study design A quality improvement (Q) study at a quaternary pediatric medical center. Five well-defined do- system
mains identified cases of potential diagnostic errors. Identified cases undarwent an adjudication process by a multi-
disciplinary QI team to determine if a diagnostic error occurred. Confirmed diagnostic ermors were then aggregated
on the DEI. The primary outcome measure was the number of monthly diagnostic erors.

Results From January 2017 through June 2019, 105 cases of diagnostic error were identified. Morbidity and mor-
tality conferences, institutional root cause analyses, and an abdominal pain trigger tool were the most frequent
domains for detecting diagnostic errors. Appendicitis, fractures, and nonaccidental trauma were the 3 most com-
mon diagnoses that were missed or had delayed identification.

Conclusions A Q) initiative successfully created a pragmatic approach to identify and measure diagnostic
errors by utilizing a DEL. The DEI established a framework to help guide future initiatives to reduce diagnostic errors.
{J Pediatr 2021;232:257-63).

Voluntary reporting through an electronic risk management

AN
11

e

Morbidity and mortality (M&M) conferences

Institutionally developed abdominal pain EHR trigger

<

Accompanying Editorial Comment:
”Even more important than the measure developed by Perry et al, however, is the fact that they are
measuring diagnostic errors - and talking about it’




Using QI to achieve Diagnhostic Excellence

Specific Al

Kev Drivers

Interventions

Implement Take 2 - Think, Do eritical
thinking methodology

Align health information technology with
diagnostic process

Increase ophthalmoscope usage

Improved provider commumnication
and collaboration

Diagnostic time=cul learning collaborative

Decrease the number of diagnostic
errors within the five diagnostic
error index domains from 6.3 per

month to 3 per monih by December
WG
2019

Supportive work environment

Climecal decision support software trials

Clinician feedback on diagnostic
CITOrS

Root causes analysis huddles with
providers

Culiure of transparency

Diagnostic error discussion al resident
morbidity and mortality conference

Enhanced education of the diagnostic L

Process

Create team to explore increasing sutopsy
rates

Continue non-punitive reporting
system for diagnostic errors

Biweekly quality and safety meetings with
hospital leadership

Engage patients, families, and other
professionals in the diagnostic process

Desied Direction

Chan Type: c-Chart
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Figure 3. Statistical process conirol c-charn revealing the numioer of confirmed diagnosis errors each month,

Perry MF et al. The Diagnostic Error Index: A Quality Improvement Initiative to Identify and Measure
Diagnostic Errors. J Pediatr. 2021 May;232:257-263. doi: 10.1016/j.jpeds.2020.11.065.



Educational and Organisational Resources

TeamSTEPPS Diagnosis
Improvement Course

TeamSTEPPS ’—v
Course Guide

Madule 1: Intreduction

Thin musdule peovides s ovorvicw of §he ovidosce on diagnostic oeor s haos
s oo arice smaong 3l mowkens of she case team can lead wma
ey, sccursse, and vecly dugnods i all beakhoare seicings. It alss provides an
arerview of the TeamS TEPPS Bramework, competencies, and key prasiples

Madule 2: Team Structure

Wi s om the diagno: seam? The module exphoses the diagnaszic team s the
benefits of teamsank anad srsoture. Exverciees will help you and yossr seam sdesify
Ihir rusbes i s Bacving & salke, s, and timcly diggrenis

Module 3: Communications
Becakdomms in st rewalt in = eI in

: fiag This msocdule
pcridon. ol isgmoanic seams wirly sructunesd communicasion mady and approachies o

hlping schisw 3wy, scouraw, imahy, anad oomemunicaied disgross

Module 4: Leadership

Sarong keaderhip in cracial fior disgrestic aftiy. This mestule dofine cffcctie
v Iadirship and provides geidiscs and soah for heskhears keadons 1 kead and
cnach disgrastic wwam

Medule 5; Situation Manitering

Sstmustion monsoring s the proces of contirnmally wanming: sed sseuing s
siftion 8o gain and maimgain an undentsnding of what s going on amound you
Thie miodule desoribes boss: woaastion monaoring can alfoo diagnoans oiroomes
and pevides sools i imiperae diagrosns; afioy,

Maodule &: Mutual Support mi. 3] min module

Thee mrecenbecrs of i duggmostic team sst be munaally supporive 1o optimiee
dlagrear: curcomes. This meodale defines mmual ssppom and ins role
enhancin g dhisgsontic sally

Module F; Pulling it All Together

This moddule puts it slf pogecher amd provudes pamicipants an overves of key
comcpis covered in e TeamSTEPPS cotire o communication b impeome
diagrenii

®@O®O®

Tramvi | BTV e { arerman rmpeesvrrsrs

IHI Safer Diagnosis
Checklist

The Safer Dx Checklist

10 High-Priority Organizational Practices

for Diagnostic Excellence

PFREFARED BY:

Camier b b tion in Quality, EMs wrell Salety |1QWIERI),
Michael E. Velerans Affairs Medical Center s
Baylor Colegs of Hesawton, TX

»  Hardeap Siagh, MO, MPH (Priscioal inatigate)
s Abaged Masner, MPH

& Limair Mushing, MBBS, WS

+  Lmbar Shahe, P, MPH

Geaininges, Dasvile, PA
& Diwwy Hand Lipadiey. MO, MPH
binsie o Basali § Bowtos, Mk
= Josles Husboar, BA
= Paovicis MoGaSiges, RN, ME, CPFS

ACHKNOWLEDGMENTS
This wok wiss ganausly funded by & grant o the Goadon o Bty Moo Foundason.

This it boped colla by using ingul irom Sawenal aapits on ooment of = and
e Srark e todcang ndidusls for Shee sebatainn and valeabls comtriubony

AHRQ/CMS/CDC

Core Elements of Hospital
Diagnostic Excellence

www.ahrg.gov/teamstepps-program/diagnosis-improvement/index.html

www.ihi.org/sites/default/files/Safer-Dx-Checklist.pdf

www.cdc.gov/patient-safety/hcp/hospital-dx-excellence/index.html


http://www.ahrq.gov/teamstepps-program/diagnosis-improvement/index.html
http://www.ihi.org/sites/default/files/Safer-Dx-Checklist.pdf
https://www.cdc.gov/patient-safety/hcp/hospital-dx-excellence/index.html

PATIENT PARTNERSHIP



EriciRopol

Patient Partnership

P AT I E N T "The patient is the single most

unused person in healthcare”

YOU

Eric Topol

The FUTURE of MEDICINE
1s in YOUR HANDS




Patient engagement through the Diagnostic Process

Bell SK, Bourgeois F, DesRoches CM, et al. BMJ Qual Saf 2022;31:526-540.

Access to care and the diagnostic process Medical history

-

. ! Physical exam

Technology

Communication and Respect

Access
[} Technology Communication and Respect i
History | Physical
Patient Patient engages ;
: Explanation and Treatment Based
experiences with healthcare Next Steps Bis : Outeomes*
health problem system on Diagnosis
Referrals

umentation

Explanation and next steps (MAM: “Communication of the Diagnosis™)
* Diagnosis not communicated or understood by patient®

Dacumentation
. ment ) nit Diagnostic tests + referrals

L]

-
.



* Diagnostic System Co-Design
- Culture of Partnership — humility & mutual respect
- Education & Awareness for patients and HCPs
- Improved appreciation of risk & uncertainty

Patient
Partnership * Questions
f - Tools like “Ask me 3” and ”Your health [ Your voice”
or - BRAN (benefits, Risks, Alternatives, {what if we do}
Diagnostic Nothing?)
Excellence » Communication ]
- Teachback

- Co-produced information, risk assessment and /
shared decision-making tools )y




Al & IT ENHANCED DIAGNOSTIC EXCELLENCE



Al Enhanced Healthcare

RAPID STROKE DIAGNOSIS A REALITY IN UK WITH Al-
ASSISTED TRIAGE TOOL

. i

CT scan to clinical deciabon in 2ero clicks s 30-minutes from process, patentially helping 1o save damadge to the beain

(NEJM
Catalyst
POURHAL W EVEMTE INBIGHTS COUNCIL W TOFICE W ABDUT  PUBLICATIONS q

COMMENTARY f X in B

Ambient Artificial Intelligence Scribes to
Alleviate the Burden of Clinical Documentation

Buthors: Aaran A. Tierney, Pt
Buthor Info & AMiliations

Published February 21, 3024 | NE]M Catal Innov Carg Deliv 2024;5(3) | DOI; 10,1056 FCAT. 23 0804

o0 » [




NEJM Eal 2

AI DOI: 10.1056/Alp2300031

Use of GPT-4 to Diagnose Complex Clinical Cases

Alexander V. Eriksen ®, M.D.,*"? Séren Méller @®, M.Sc., Ph.D.,>* and Jesper Ryg ®, M.D., Ph.D.}2

Received: July 10, 2023; Revised: September 15, 2023; Accepted: September 29, 2023; Published: November 9, 2023

Abstract

We assessed the performance of the newly released AI GPT-4 in diagnosing complex
medical case challenges and compared the success rate to that of medical-journal read-
ers. GPT-4 correctly diagnosed 57% of cases, outperforming 99.98% of simulated human
readers generated from online answers. We highlight the potential for Al to be a powerful
supportive tool for diagnosis; however, further improvements, validation, and addressing
of ethical considerations are needed before clinical implementation. (No funding was
obtained for this study.)



Reducing Diagnostic Overuse & Overdiagnhosis

THE SOLUTION TO BETTER DIAGNOSIS IS NOT MORE DIAGNQOSIS!



Diaghosis &
Uncertainty

“Medicine is a science of
uncertainty and an art of
probability”

Sir William Osler
(1849-1919)

O
i %.—-’; 5
di ¥



Overuse is the provision of medical services
(including investigations) that are more

Overuse likely to cause harm than good

Overdiagnosis means making people
: : patients unnecessarily, by identifying
Ove I’d 1Ia8NOSIS Eroblems that were never going to cause
arm or by medicalising ordinary life
experiences through expanded definitions
of diseases.

New forms of harm



Reduce
Overuse

I REDUCING
1 OVERUSE OF

DIAGNOSTIC
IMAGING:
PROJECT
REPORT

* Possible drivers

Culture

» Beliefs; for example, more = better

» Faith in early diagnosis

» Intolerance of uncertainty
» Biased media reporting

» Medicalisation

Health system

* Financial incentives

» Expanding disease
definitions

* Quality measures

» Complexity of care

* Guidelines

= Screening

Industry and technology

* Industry promotion

» Diagnostic test sensitivity
» Medicine as a business

» Industry expands markets

Professionals

» Fear of litigation

» Fear of missing disease
*» Flaws in training

» Lack of confidence or knowledge

» Over-reliance on tests

Patients and public
» Over-reliance on tests

v Possible solutions

Culture

v Awareness/information campaigns

v Healthy scepticism about early diagnosis

v Address uncertainty

Cult v Improve media reporting
ulture

Health system

v Reform incentives from

nd t quantity to quality

P il / Reform disease definition

Sigy ?&_ v/ Reform quality measures

ﬁgaﬂh syﬁfem

&
f (O v/ Reform guidelines
~ Patients v Reform screening
and | v More research on OD and OU
. public !-- b v Multicomponent interventions

~

Industry and technology

v Better regulate promotion

v Better evaluation of tests

v Declare, reduce, exclude COIs

v Better evaluate disease definitions

Professionals

v Reform litigation driver

v Comfort with uncertainty
v Educate and inform

v Interventions for providers
v Reduce test over reliance

Patients and public
v Shared decision making

NOVEMBER 2022

» Lack of confidence or knowledge
» Expectation clinicians will “do something”

v Education and information campaigns
v Promote “doing nothing”

www.health.gov.au/resources/publications/reducing-overuse-of-diagnostic-imaging-project-report?language=en



Choosing Wisely

www.choosingwisely.org

:Choosing |

; Choosing = Wisely

= WISEIy Our Missien Clinician Lists For Patients Getting Started Success Stories Q I LBIM FOUNDATION'
~N 5 QUESTIONS to Ask Your Doctor Before

You Get Any Test, Treatment, or Procedure

Do | really need this test or procedure? Medical tests help you and your
dector or other health provider decide how to treat a problem. And medical
procedures help to actually treat it.

What are the risks? Will there be side effects? What are the chances of getting
results that aren't occurate? Could that lead to more testing or another procedure?

Are there simpler, safer options? Sometimes all you need to do is make
lifestyle changes, such as eating healthier food or exercising more

What happens if | don’t do anything? Ask if your condition might get worse

— or better — if you don't have the test or procedure right away.

L
mDo@

How much does it cost? Ask if there are less-expensive tests, treatments or
procedures, what your insurance may cover, and about generic drugs instead of
brand-name drugs.



Special diagnostic situations

- RARE DISEASES
- CHALLENGING DIAGNOSES - SEPSIS



A Rare
NNz
Diagnosis
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Infographic by Solve-RD Community Engagement Task Force,
led by EURORDIS solve-rd.eu/community-engagement-task-force/



If you put the pieces togsether..

Could your patient have a
rare disease?

Does your H :
i ave Do they see a Is a genetic cause
patient want they been GP frequently suspected for an

1 advice about : e
I m p rOVI n g = E:ﬂg%ic u;tatgiiﬁ ;O une:‘;g}ned ur:::l?é?;?’mi
Rare Disease

diagnosis? symptoms?

Do they have a Do they have Do they see

1 1 i i multiple a number of
D I a g n O S I S remt';&:‘;g{;—f Lk symptoms which consultants?

could appear to be

Questions for unconnected?

Healthca re Key rare disease facts
Professionals

1in 17 people have Diagnosis of a rare
a rare disease. This disease in the UK can
makes rare disease take 4 - 6 years, in
a public health which patients can patients with a rare
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Lactate is often
used to predict

sepsis severity

De-escalation
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Serial biomarkers
@ such as CRP/PCT
may be useful here.

Diagnostic biomarkers

Very high sensitivity and
specificity, that rise early in
the disease course

Predictive biomarkers

Can accurately stratify for
PICU admission and death

T

Monitoring biomarkers

Serial testing to evaluate
time to decrease treatment

Where biomarkers
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Rodgers O, Mills C, Watson C, et al.
Role of diagnostic tests for sepsis in children: a review
Arch Dis Child doi:10.1136/ archdischild-2023-325984 \_
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Walk & Talk Improvement Podcast

Diagnosis mini-series https://hsengps.podbean.com/
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e Diagnosis is a complex and uncertain process
which has significant quality implications
* A deep understanding of the diagnostic

process can help the development of
Diagnostic Excellence

e Partnership with all the people involved in
diagnosis is needed to provide Diagnostic
Stewardship

* The ability to Improve Diagnostic Excellence
will be enhanced by Technology — but depends
on a good learning & safety culture /

o
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