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What We Know:
Key Shaping Factors for 
Cognitive Work
 Organizational context is powerful 
 Situation x person 
 Situation = processes, structures, culture, feedback loops, org 

boundaries (single vs multiple orgs, cross departmental)

 Time effects 
 Good Samaritan story (time pressure)

 People and their knowledge
 Professionals
 Patients/families (co-production)

 Information available 
 Many sources



What We Know:
Changes Tried



What We Don’t Know:
Exact Targets for Action
 What diagnostic performance areas have 

greatest chance of paying off for organizations? 
(and how can these areas be monitored?)
 Organizational learning labs could partner to 

discover highest value targets
 H1: High risk dx situations? (ASCENT/ Sarkar et al))

Missed opportunities (VA/Singh et al)
 H2: Home-grown measures for real-time use
 H3: National measures designed for improvement 

applications



High Risk Outpatient Monitoring 
in Safety Net Setting
Design Seeds  Intervention

McDonald, Su, Lisker, Patterson, Sarkar, 2016



What We Don’t Know
Worthwhile Types of Action
 What are the best practices for organizations to 

improve diagnostic performance?  
 H4: Teamwork? (examples in IOM report, relational 

coordination)
 H5: Feedback mechanisms? 
 PSOs
 Apology/Aftermath

 H6: Co-production between professionals and 
patient?
 SIDM Patient Toolkit
 Shared Dx Decision Support



Relational Coordination for 
Interdependent Tasks –
True for Diagnostic Teamwork?

Relational Model of Organizational Change: Gittell, Edmondson & Schein, 2011



What We Don’t Know
Enabler and Show Stoppers
 What organizational contextual factors have the 

strongest effects on diagnostic performance? 
 H7: HIT capabilities and implementation? 
 H8: Diagnostic safety culture? On the radar at all 

levels of organization?
 H9: Leadership and frontline engagement?

 Interaction effects…



HIT & Culture Effects on Dx-
Sensitive Office Problems
Aim: Examine the relationship between medical office 
implementation levels for electronic reporting (ERR) of images 
and lab results and for EHRs with office problems that could 
lead to diagnostic error, and the effect that patient safety 
culture has on that relationship.

Methods: Survey data from the 2012 AHRQ Medical Office 
Survey on Patient Safety Culture database (N=924 offices). 
Multivariable regressions estimated the association between 
office-reported health IT implementation levels with perceived 
frequency of office problems, stratified by culture score

Results: Partial or full ERR was associated with significantly more 
frequent results not available and untimely follow-up of 
abnormal results. Lower culture scores enhanced the negative 
association between ERR and problems. Full implementation of 
EHRs was associated with less frequent office problems in 
comparison to no implementation.

AHRQ NPSD/ PSO Program
Research in progress
By Campione, Mardon, & McDonald



What We Don’t Know
Place and Timing
 Which organizations (or constellations of orgs) 

have most leverage on the challenge?
 H10: Specific care settings vs transitions/handoffs?
 H11: Training programs – medical school vs. 

residency, etc.
 H12: Patient education and involvement: Patient & 

Family Advisory Committees, Other Patient Groups



Kathy’s Top 3 –
Basis: Socio-Logic Model

 #1: FOR BUY IN: 
Formative Research on Feedback Systems (H5)
 Frontline-friendly for patients and professionals
 What feedback systems produce ideas for organizational change that is 

possible? 

 #2: FOR KNOWLEDGE:
Developmental and Evaluative Research within Organizations (H4-6)
 Articulate dx error target & develop a theory-based, literature-informed, 

ground-controlled action 
 Rapid prototyping/piloting to solve the “problem”

 #3: FOR SPREAD ACROSS PLACE, OVER TIME
Training Programs (H11)
 Want research within this organizational target so that new cohorts of 

professionals better equipped to learn from each other, from patients, from 
burgeoning toolset

 Theoretically critical for building in diagnostic safety culture


	Organizations
	What We Know:�Key Shaping Factors for Cognitive Work
	What We Know:�Changes Tried
	What We Don’t Know:�Exact Targets for Action
	High Risk Outpatient Monitoring in Safety Net Setting�Design Seeds  Intervention
	What We Don’t Know�Worthwhile Types of Action
	Relational Coordination for Interdependent Tasks – �True for Diagnostic Teamwork?
	What We Don’t Know�Enabler and Show Stoppers
	HIT & Culture Effects on Dx-Sensitive Office Problems
	What We Don’t Know�Place and Timing
	Kathy’s Top 3 – �Basis: Socio-Logic Model



Accessibility Report



		Filename: 

		AHRQ Dx Error Breakout Org McDonald_to AHRQ-508.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 0


		Passed: 30


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Passed		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
