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National Nurse-Led Care Consortium

The National Nurse-Led Care Consortium (NNCC) is a membership organization that 
supports nurse-led care and nurses at the front lines of care.

NNCC provides expertise to support comprehensive, community-based primary care and 
public health nursing.

• Policy research and advocacy
• Program development and management
• Technical assistance and support
• Direct, nurse-led healthcare services



Question & Answer
• Click Q&A and type your questions into the open 

field. 
• The Moderator will either send a typed response or 

answer your questions live at the end of the 
presentation.

Continuing Education Credits
• Please complete the evaluation survey after today’s 

training. 
• Certificate will arrive within 3 weeks of completing 

the survey.

Housekeeping Items
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Objectives

1.Identify and describe common pitfalls to diagnostic safety 
within ambulatory care practices. 

2.Apply the principles of active listening and reflective practice 
in support of diagnostic safety.

3.Engage patients and their families in co-creating a diagnostic 
safety visit agenda. 



Background

Goal: Develop, implement, pilot test and promote a 
resource to engage patients and families in the 
diagnostic process in order to reduce diagnostic errors.

Co-developed by patients and clinicians. 



Diagnostic Errors Are a 
Big Challenge

Nearly every 
person will 

experience a 
diagnostic error in 

their lifetime.



How can we improve diagnostic safety?

What can patients do?
 Tell their story fully and completely 

and clearly

 Provide accurate information about 
their symptoms

 Speak up if they feel they have not 
been heard

 Ask questions to clarify the 
information shared

 Use a checklist of tests, symptoms, 
concerns, or physicians consulted

What can clinicians do?
 Listen to patients

 Support patients in effectively sharing their 
symptoms.

 Ask patients what they think is going on

 Conduct a thorough history and physical 
examination

 Set a visit agenda

 Know patients and their history, and read 
prior notes 

 Integrate "pre-work" for patients (e.g. 
symptoms; history of present illness; labs)



"Just listen to your patient, he 
is telling you the diagnosis."1

- Sir William Osler



Toolkit Strategies



The Be The Expert On You 
Strategy



60 Seconds To Improve 
Diagnostic Safety Strategy



How Does 60 Seconds To 
Improve Diagnostic Safety 

Work?



How Do I Get Started?

Ask
• What brings you in 

today?
• I would like to hear from 

you about how you are 
doing.

Listen
• Actively listen, 

encouraging engagement 
with "uh huhs"

• Write notes and make 
eye contact to show you 
are listening.

Act
• Use the information 

shared to cocreate a care 
plan.

• Ask additional questions 
to clarify information 
shared.



Toolkit Implementation Roadmap



Prepare Your Organization



Planning Worksheets 



Train Your Team



Sample Workflow: Be The Expert 
On You Note Sheet

In Person: Front Desk 
Team introduces the 

note sheet

Telehealth: Send the note sheet 
via the patient portal or e-mail

Patients complete the 
note sheet Patients use note sheet to 

share their story



What should we expect?

Improved 
relationships 
with patients 
leading to 
improved 
experience and 
safety

Enhanced 
connection and 
reduced
technical 
burnout

Clear, concise,
correct, and

complete information 
to make diagnostic 

decisions

A return to the 
joy of healing



Thank You.

https://www.ahrq.gov/patient-
safety/resources/diagnostic-safety/toolkit.html

• Visit the AHRQ Website to download the Toolkit 
today!

https://www.ahrq.gov/patient-safety/resources/diagnostic-safety/toolkit.html
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