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Diagnostic Errors:
Why Do They Matter,
and What Can You Do?

Why They Need Attention Now

Diagnostic errors are difficult to measure. But what is known points to a significant problem.
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‘ Most people will experience at least one diagnostic error in their lifetime,
sometimes with devastating consequences.”

— Institute of Medicine (IOM) report on improving diagnosis Source: NAS.

What You Can Do

The I0OM report offers recommendations across 8 broad goals for a variety of stakeholders (NAS).
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Learn how to reduce diagnostic errors.
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About ECRI Institute

ECRI Institute, a nonprofit organization, is an independent, trusted authority on the medical practices and products that provide the safest,
most cost-effective care. For more than half a century, ECRI Institute has built its reputation on rigorous evidence-based research, with an
unwavering dedication to strict conflict-of-interest policies and transparent reporting of its findings. ECRI Institute is designated an Evidence-
based Practice Center by the U.S. Agency for Healthcare Research and Quality. ECRI Institute PSO is listed as a federally certified Patient
Safety Organization by the U.S. Department of Health and Human Services. Visit ecri.org and follow @ECRI_Institute.
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