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Indicate the medical record number in the space provided. For each diagnostic error identified, indicate where in the diagnostic process a failure occurred by selecting the appropriate box.
Each diagnostic error may have more than one failure point.

MR # MR # MR # MR # MR # MR # MR # MR # MR # MR #
DIAGNOSTIC PROCESS ~ FAILURES
1. Access/ A. Failure/delay in presentation | | EI | | | | | | |
Presentation
B. Failure/denied care access | | | u | D | | | |
2. History A. Failure/delay in eliciting a crifical
piece of history data . . [ [ . . L . . .
B. Inaccurate/misinterpreted critical u . . 1 = = 1 . = =
piece of history data
(. Suboptimal weighing of a critical . . = = . - = . . .
piece of history data
D. Failure/delay to follow-up on a | | | | | | | | | |
critical piece of history data
3. Physical A. Failure/delay in eliciting a crifical
Examination physical exam finding o O u u O o u O O O
B. Inaccurate/misinterpreted critical
physical exam finding O O O O O O O O O O
(. Suboptimal weighing of a crifical
physical exam finding M ] N N M . N ] . .
D. Failure/delay in following up on a | | | | | | | | | |
critical physical exam finding
4. Tests Ordering
(Laboratory/ A. Failure/delay in ordering needed = | [ [ | | [ | | |
Radiology) fest(s)
B. Failure/delay in performing ordered O O O O O O O O O O
fest(s)
C. Suboptimal fest sequencing O O O O O O O O O O
D. Ordering of wrong fest(s) O O O O O O O O O O
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MR # MR # MR # MR # MR # MR # MR # MR # MR # MR #
DIAGNOSTIC PROCESS  FAILURES
E. Test ordered wrong way M 0 N N M M M 0 M M
Performance
F. Sample mix-up/mislabel O O O O O O O O O O
6. Technical errors/poor processing of
specimen/fest u O u u u O O O u O
H. Erroneous laboratory/radiology
reading of fest [ O O O . O u O . O
|. Failed/delayed transmission of result
to clinician O O O O O O O O O O
Clinician Processing
J. Failed/delayed follow-up action on ] 0 n n ] 0 1 0 ] 0
fest result
K. Erroneous dlinician interpretation O O O O O O O O O O
of test
5. Assessment Hypothesis Generation
A. Failure/delay in considering correct O O O O O O O O O O
diagnosis
B. Suboptimal weighing/prioritizing O O O O O O O O O
(. Too much weight to lower
probability/priority diagnosis [ O [ [ O] O [ O O] O
Recognizing Urgency/Complications
D. Failure/delay to recognize/weigh = . = = = . = . = .
urgency
E. Failure/delay to recognize/weigh O I O O O I O I O I
complications
6. Referral/ A. Failure in ordering referral
Consultation O O O O O O O O O O
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B. Failure/delay obtaining/scheduling
ordered referral

C. Error in diagnostic consultation
performance

D. Failure/delayed communication/
follow-up consultation

7. Follow-Up

A. Failure to refer patient to close/safe
sefting/monitoring

B. Failure/delay in timely follow-up/
rechecking of patient

O oo o O

O Oo|o o Od

O oo 0o O

O oo 0o O

O Oo|oOo o O

O oo o O

O Oo|oOo 0o O

O Oo|o o Od

O OO o O

O Oo|o o d

Adapted with permission from Gordon Schiff, MD.

For more information, visit http://www.patientsafetyauthority.org.

This tool accompanies

Source: Schiff GD, Hasan O, Kim S, et al. Diagnostic error in medicine: analysis of 583 physician-reported errors. Arch Int Med 2009 Nov;169(20): 1881-7.
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