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The Safer Dx Checklist

10 Safety Recommendations to Address Diagnostic Errors

Reducing diagnostic errors (such as missed, delayed or wrong
diagnoses) is a major challenge for healthcare organizations (HCOs)
striving to improve patient safety.

A study featured in the November 2022 issue of The Joint Commission
Journal on Quality and Patient Safety (JQPS) used a multimethod
approach to develop a checklist of 10 high-priority safety practices
HCOs can use to improve the safety of diagnostic processes and

ensure infrastructure supports safe and timely diagnosis.
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The study shows that the Safer Dx Checklist can help organizations conduct a proactive, systematic
assessment of risks to timely and accurate diagnosis and enable HCOs to begin implementing strategies
to address diagnostic error.

To learn more about this study, visit:
https://www.jointcommissionjournal.com/article/$1553-7250(22)00180-5/fulltext
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