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52t (diagnosis) | &WDAEERY,
JOCARZ0E0E JOTRAOEROMAZIET .
Graber (2005) : K59 BENEK (THRXEHRMNESNTULEG) |

M59ERo 2 (IEULWVLWEZEIDORICRIDEZN FEnie) |,
FIZEIHSTERESNICEZR (RIDOZME TSN ) .

Schiff (2009) : 3532, ZWIOREEKL, ZETOEN(CDIRINSD,
ZMJOCXICHBITDES5PDBMEIEL (mistake)
F Iz (E LB (failure)

Singh (2014) : AFERAEIUCE SO\ CERCIELL\ 2K E TS
MEEBRT B E
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Diagnostic Error @ TUWEE (BEFOH) -1

KEEZPRE (Institute of Medicine : IOM) DOEX :

FBE (BRCOZ2 T —> 3 EEDHRVNGEE
KIEITHRE) (IG5, ED/HRICEDNT
FODLWRF CREZRR, BRLOMEACRELT N e
IERENN DB IR SR EAN AR (CI2 D T2 & LTE, R St ECLILICASE

ZOBMWCOVNT, BEELERRSENTHE >R

EIBRITNIBER CTHD

Balogh, EP, Miller, BT, Ball, JR, eds.:
Improving Diagnosis in Health Care.

G
P TUAUTY CRASE fpeags

National Academies of Sciences, Engineering, and Medicine;
Institute of Medicine; Board on Health Care Services;
Committee on Diagnostic Error in Health Care, 2015
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Brigham and Women’s Hospital C

ORIGINAL INVESTIGATION

HEALTH CARE REFORM

Analysis of 583 Physician-Reported Errors

Gordon D. Schiff, MD; Omar Hasan, MD; Scijeoung Kim, RN, PhD; Richard Abrams, MD; Karen Coshy, MD;
Bruce L. Lambert, PhD; Arthur 5. Elstein, PhD; Scott Hasler, MD; Martin L. Kabongo, MD; Nela fwmmm
Richard Odwazny, MBA; Mary F. Wisniewski, RN; Robert A. McNute, MD

Background: Misscd or delayed diagnoses are a com-
mon but understudied area in patient safety research. To
better understand the types, causes, and prevention of
such errors, we surveved clinicians to solicit perceived
cases of missed and delayed diagnoses.

Methods: A G-item written survey was administered at
20 grand rounds presentations across the United States
and by mail at 2 collaborating institutions. Respondents
were asked to report 3 cases of diagnostic errors and to
describe their perceived causes, seriousness, and
[requency.

Results: A total ol 669 cases were reported by 310 clini-
cians [rom 22 institutions. Alter cases without diagnostic
errors or lacking sufficient details were excluded, 383 re-

mained. Of these, 162 errors (28%) were rated as major,

241 (419%) as moderate, and 180 (319%) as minor or insig-
nificant. The most common missed or delaved diagnoses
were pulmonary embolism (26 cases [4.5% ol total]). drug

583D EMM RS UETS—Znh

Diagnostic Error in Medicine

RELETNEIS—

AbEE=

E
=3 ﬁ 2/ 1B
KiEh A
reactions or overdose (26 cases [4.3%]), lung cancer (23 ,&Er%
cases [3.9%]). colorectal cancer (19 cases [3.3%]). acute 16w *ll—l\
coronary syndrome (18 cases [3.1%]), breast cancer (18 gl'b“
cases [3.19%]), and stroke (15 cases [2.6%]). Errors oc- lb
curred most [requently in the testing phase (failure to or- H“,_-_ I:F

der, report, and follow-up lahoratory results) (44%), fol-
lowed by clinician assessment errors (failure 1o consider

- - ~
. I
and overweighing competing diagnosis) (32%), history tak- 9 D .m]. I‘Elb‘*é

ing (109%), physical examination (10%), and referral or con- 'E';ﬁ

sultation errors and delays (3%)

i
Conclusions: Physicians readily recalled multiple cases JJER

ol diagnostic errors and were willing 1o share their ex- A
periences. Using a new taxonomy tool and aggregating Hiﬁﬁ
cases by diagnosis and error type revealed patterns of di-

agnostic lailures that suggested areas lor improvement.
Systematic solicitation and analysis of such crrors can

identify potential preventive strategies.

Arch Intem Med. 2009:169(20):1881-1887
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HFEHE

(Incidentaloma)

E{FRZZRI D EF CEENSERN AN TS |

@B RILE>DiboBEEE, BiEH) &
Rt - BZ - B R CREEbEaS
s FTEHE (SRR TIEREDEERBT D EHNEL)
« FURAR (FRIRBRAEETD (FEAEIZRM)
« T (SFT; Solitary fibrous tumor T 4Rk I4FEE)

« ZRIMBRTOEE

'CT (WBCT; whole-body CT)
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EFENESRTROERES KLOE)F

O'Sullivan JW, et al.: Prevalence and outcomes of incidental
imaging findings: umbrella review. BMJ. 2018;361

240588 (6275707361) ZRHFHL E1—UZ2000Z BEMLE1—

<BRE>

REECT 45% (BWER, REEB, B4, OfE) |,

ARECT 38% (KRZYY) |, (DEEMRI 34% (OiEsdt)
BHEMRI 22%, RBAMRI 22%

<EDDEDEAEERRZE>

FLE 42%, HYRAR 28%, HNEE 28%, Bl 25%,
ANz 17%, KB 14%, BISZAR 11%, HTFIR 5%,
&AlE 0.0007%, Rx 0%,
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Table 1. Incidentalomas and Red Flag Findings

Incidentaloma
type Red flags
Pituita Optic nerve impingement or visicn changes
Tﬁ{* Signs and symptoms of hormonal hyper- or
hyposecretion
Size = 1 am with a solid component
Thyroid Elevated thyroid-stimulating hormone level

BRI RR

[

Hepatic

¥

Pancreatic

Adrenal
E“ EX
| B

Owvarian

GRER

History of neck radiation or family history of thyroid
malignancy

Isolated uptake on positron emission tomography

Solid nodule > 1 to 2 ¢m

Suspicious cervical lymphadenopathy or hoarseness

History of extrathoracic malignancy

History of smoking or asbestos exposure

Irregular borders, eccentric calafications or lack of
calcifications, low density

Solid nodule > & mm

ll-defined margins, enhancement > 20 Hounsfield units,
heterogeneous appearance, interval growth

Solid lesion =5 mm

Suspected extrahepatic malignancy

Underlying liver disease

Any cyst (not pseudocyst) > 3 cm

Pancreatic cystic neoplasms with malignant potential

High attenuation on computed tomography
(> 10 Hounsfield units)

Lipid-poor lesions

Solid lesion >4 cm

Bosnizk category lIF or greater

Complex cyst (multiple septations) > 3 an
Enhancement with contrast media

Wall thickening or calcification

Elevated cancer antigen 125 level in postmenopausal
women

Size > 3 cm in premenopausal wemen or > 1 can'in
postmenopausal women

Thickened wall/septa, solid components with blood flow

BFEED
HHAY R A &
ISR

Hitzeman N, et al:
Incidentalomas: Initial Management
Am Fam Physician. 2014;90(11):784-789.
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BRBFIEDIBSVNRELEENDIN

Waxman DA, et al.:
Medicare Patients. JAMA Intern Med. 2018 Apr 1; 178(4):477-484.

Unrecognized Cardiovascular Emergencies Among

2006-20145FMDMEDICAREDIIEEFFY ST — A =& AMI = (CHEAT
« 1565194045 % xi5R.
o SEEFERG 77.9+£10.35%, 65T 8.9%, !4 54.1%.

NEINR TOZEHSIEXRDEIS (95%CI)
« [EEBAENAMIEIL 2L 3.4% (2.9-4.0%) 15579634

-

« RO AHIEZE 2.3% (2.1-2.4%) 307349804
o ffEEZE 4.1% (4.0-4.2%) 1187316484
o RNENAMEREH 4.5% (3.9-5.1%) 17396754
- KBREMHM 3.5% (3.1-3.9%) 3776744l
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Egli‘ﬁ_/ ‘EZCDER OI_LB Improving Diagnosis in Health Care (2015)
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1. 38X >— (cognitive error) :
ZEPOBETOCROHRTREITDIITS—.
HBDEZMCTZB CRUDULNT, RIDFEHLAR VD
EICEZWNEITDICEEINICEEFND.

Y- Yok 1 VA (4

2. AT /T =Z— (systems error) :

RS AT DO THE(CRER T DEHOERME TR

BT HIL7T—2 3 OB TEHEADINETEHRN

RITEBE3HE", BEEHERENARDNIEDIREEN

RO ENITB3EE EFE (A=1°5—>3>ARESED)
— gEDiREN, BIESNDER
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« A5 A1 (system 1)
duR (BEEN) QRESHEORANTOTX.
CL<PODIMREESZIEUNMEEET, UIEUERERIC

EF|FE SNTSHERRIEEAD D 5 (C

KD CEHBEFE=NIIED,
E'fﬁé“h/ﬁ@”f_-ﬂt_
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LCE

« A5 2 (system 2)
BR (D) IRERATOEX.
EZEEIB(ICEWLWEEZMNT, RERICED K REBZENR

HmaeE LI D

:Lsz_Da_éo

Evans and Stanovich, 2013; Stanovich and Toplak, 2012
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Saposnik: Cognitive biases associated with medical decisions: a systematic review.

BMC Medical Informatics and Decision Making (2016) 16:138
1. IL—=>2D%%E (Framing effect)
BUIBREERRDIEEBERATHETDE. ERDIEEATEZT D.
2. BERBRIERNER (Ambiguity effect)
[BERMNAE U TUN DI IRAL (b (S M.
3. BEBFEIZHIER (Overconfidence effect)
HI¥TDEERNIRBEEN, BERNREROFHIL D BE <RBtEmE.
4., P>HYU>% (Anchoring, #%it)
ZTERRA(C, FIHERICEONTZBIRICESZEVVTULED
5. EBHARA%E (Premature closure)
BRICEBEZRDZEZDPOHTUED PoHUTICEDEDSD
6. #ESE) 1 7 X (Confirmation bias)
JREERVIMBHLEK D . {RERZE 19 D K DI AR Z R T
7. RaEM)\A P R (Visceral bias)
BECH U DB - [EHRENEZEZS5X D
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O I T CMILLION

"¢ Nearly every person will experience
a dFagnoch error in their lifetimea 2

A Medical Crisis
BELOW THE SURFACE
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