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63%	
  of	
  parents	
  report	
  the	
  
need	
  to	
  watch	
  over	
  their	
  
child’s	
  care	
  to	
  ensure	
  
mistakes	
  are	
  not	
  made	
  



Partnering with Patients and Families: 
Hearing the Patient and Families Voice	
  

Questionnaire was developed to elicit parent’s 
perceptions of patient safety concerns and 
their reporting of these concerns. 

Mixed methods 

  Quantitative analysis of data 

  Qualitative methods to code and analyze 
descriptive data from surveys completed.  

  London Protocol used as framework for 
analysis Taylor-Adams and Vincent’s (2000) 





128 parents and family members were approached to participate in the 
Quick Pic.  124 of 128 (97%) agreed to enroll. 

70% of families indicated they had some patient safety concern as 
depicted below: 



Factors Contributing to Parents’ 
Safety Concerns	
  	
  











In	
  Croskerry	
  P.	
  Overconfidence	
  in	
  Clinical	
  
Decision	
  Making	
  AJM	
  2008	
  121:S24-­‐9	
  

DUAL	
  PROCESSING	
  
APPROACH	
  TO	
  DECISION	
  

MAKING	
  



A	
  bat	
  and	
  a	
  ball	
  cost	
  $1.10.	
  the	
  bat	
  is	
  $1	
  more	
  
than	
  the	
  ball.	
  	
  How	
  much	
  does	
  the	
  ball	
  cost?	
  

Joe	
  has	
  always	
  been	
  interested	
  In	
  computers.	
  
	
  Wears	
  glasses,	
  short	
  cropped	
  hair…	
  ‘computer	
  nerd’.	
  

Which	
  is	
  more	
  likely	
  to	
  be	
  correct?	
  	
  
Joe	
  is	
  a	
  farmer.	
  Joe	
  is	
  a	
  librarian.	
  

System 1 works with as little or as much information 
as it has.If it can’t answer the question, “Is Ford stock 
a good investment?” it supplies an answer based on 
related but not really relevant data, such as whether 
you like Ford’s cars.  
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  Vomit	
  

System	
  1	
  simplifies,	
  confirms—it	
  looks	
  for,	
  and	
  
	
  believes	
  it	
  sees,	
  narra8ve	
  coherence	
  
	
  in	
  an	
  oden	
  random	
  world.	
  It	
  does	
  not	
  perform	
  
	
  complicated	
  feats	
  of	
  logic	
  or	
  sta8s8cal	
  evalua8ons. 



How	
  Common	
  Are	
  Poten8ally	
  Harmful	
  
Diagnos8c	
  Errors?	
  

•  Clinical	
  special8es	
  10-­‐15%	
  

•  Perceptual	
  special8es	
  2-­‐5%	
  
– Radiology:	
  3%	
  disagreement	
  rate	
  

•  CT,	
  MRI	
  higher:	
  about	
  5%	
  

•  J	
  Am	
  Coll	
  Radiol	
  2004;1:59-­‐65	
  
•  De	
  Vries	
  QSHC	
  2008;	
  Soop	
  IJQHC	
  2009	
  





Medical Diagnostic Adverse Events 

Infection (11) 

Constipation (2) 

Asthma (2) 

Anemia (2) 

Neonatal Jaundice (1) 

GERD (1) 

Imperforate Anus (1) 

Atypical Kawasaki Disease 
(1) 

Feeding Problems (1) 

Dehydration (1) 

PTLD (1) 



Surgical Diagnostic Adverse Events 

Appendix (10 

Intraabdominal Sepsis (2) 

Post-op Bleed (2) 

Pyloric Stenosis (2) 

Intussusception (1) 

Meckel's (1) 

Subglottic Stenosis (1) 

Surgical-site Infection (1) 

Tracheocutaneous Fistula (1) 



Causes	
  of	
  Diagnos8c	
  Error	
  

•  Individual	
  Thinking:	
   	
  About	
  30%	
  	
  

•  System	
  Problem:	
   	
  About	
  15%	
  	
  

•  Both:	
   	
   	
   	
  About	
  50%	
  	
  

•  “No	
  fault”:	
   	
   	
  About	
  5%	
  

•  Graber	
  et	
  al.,2005.	
  Kachalla	
  et	
  al,	
  2006	
  
•  Roy,	
  C.	
  L.	
  Ann	
  Intern	
  Med	
  2005;143:121-­‐128	
  
•  Moore	
  et	
  al.	
  Arch	
  Intern	
  Med.	
  2007.	
  NEJM	
  2004;351:1838-­‐1848	
  





      Categories Contributing to Diagnostic      
            Error in 100 Patients      Graber et al.,2005 

Solu%ons	
  for	
  systems	
  problems	
  
1.Computer	
  based	
  decision	
  

support	
  
2.Feedback	
  at	
  a	
  quality	
  assurance	
  

level:	
  eg	
  proficiency	
  tests,	
  
autopsies	
  and	
  M&M	
  rds	
  

3.Follow-­‐up:	
  allows	
  think	
  %me,	
  
access	
  to	
  resources,	
  illness	
  to	
  
evolve	
  

In	
  pa%ent:	
  	
  reassess	
  later	
  in	
  
the	
  day,	
  follow	
  up	
  on	
  diagnos%c	
  
tests	
  

Out	
  pa%ent:	
  call	
  pa%ents	
  at	
  
home,	
  asking	
  them	
  to	
  return	
  in	
  
a	
  week	
  

ED:	
  follow	
  up	
  with	
  GP	
  or	
  if	
  
worsening	
  illness	
  return	
  to	
  ED	
  
	
   	
  	
  



      Categories Contributing to Diagnostic      
            Error in 100 Patients    Graber et al.,2005 

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Metacogni%ve	
  Training	
  
	
  	
  	
  	
  	
  1.	
  	
  knowledge	
  of	
  your	
  own	
  

thoughts	
  and	
  the	
  factors	
  
that	
  influence	
  your	
  thinking	
  

	
  	
  	
  	
  	
  2.	
  Prospec%ve	
  hindsight:	
  
what	
  can’t	
  I	
  afford	
  to	
  miss?	
  	
  

	
  	
  	
  	
  3.	
  Reflec%ve	
  prac%ce	
  

Strategies	
  for	
  the	
  INDIVIDUAL:	
  	
  
AIM	
  TO	
  MAKE	
  MORE	
  OF	
  AN	
  

EXPERT	
  
1.   Educa%on	
  
2.   Exper%se	
  in	
  narrow	
  domain	
  
3.	
  	
  	
  More	
  prac%ce	
  including	
  

with	
  simula%on	
  



	
  	
  	
  Humans	
  have	
  limited	
  ability	
  to	
  accurately	
  

	
  	
  	
  judge	
  what	
  they	
  know	
  or	
  don’t	
  know,	
  or	
  	
  

	
  	
  	
  judge	
  their	
  abili8es.	
  

	
  This	
  impacts	
  on	
  medical	
  decision	
  making,	
  
because	
  we	
  are	
  also	
  o[en	
  lacking	
  the	
  
feedback	
  of	
  experts,	
  and/	
  or,	
  depending	
  on	
  
the	
  context	
  (eg	
  emergency	
  departments,	
  
walk	
  in	
  clinics)	
  ,	
  valida%on	
  by	
  outcome	
  
data.	
  



•  The	
  confidence	
  we	
  experience	
  as	
  we	
  
make	
  a	
  judgment	
  is	
  not	
  a	
  reasoned	
  
evalua8on	
  of	
  the	
  probability	
  that	
  it	
  is	
  
right.	
  Confidence	
  is	
  a	
  feeling,	
  one	
  
determined	
  mostly	
  by	
  the	
  coherence	
  of	
  
the	
  story	
  and	
  by	
  the	
  ease	
  with	
  which	
  it	
  
comes	
  to	
  mind,	
  even	
  when	
  the	
  evidence	
  
for	
  the	
  story	
  is	
  sparse	
  and	
  unreliable.	
  The	
  
bias	
  toward	
  coherence	
  favors	
  
overconfidence.	
  An	
  individual	
  who	
  
expresses	
  high	
  confidence	
  probably	
  has	
  a	
  
good	
  story,	
  which	
  may	
  or	
  may	
  not	
  be	
  
true.	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Kahneman	
  NYT	
  Oct	
  2011	
  



•  To	
  know	
  whether	
  you	
  can	
  trust	
  a	
  par8cular	
  
intui8ve	
  judgment,	
  there	
  are	
  two	
  ques8ons	
  
you	
  should	
  ask:	
  Is	
  the	
  environment	
  in	
  which	
  the	
  
judgment	
  is	
  made	
  sufficiently	
  regular	
  to	
  enable	
  
predic?ons	
  from	
  the	
  available	
  evidence?	
  	
  The	
  
answer	
  is	
  yes	
  for	
  diagnos8cians,	
  no	
  for	
  stock	
  
pickers.	
  Do	
  the	
  professionals	
  have	
  an	
  adequate	
  
opportunity	
  to	
  learn	
  the	
  cues	
  and	
  the	
  
regulari?es?	
  The	
  answer	
  here	
  depends	
  on	
  the	
  
professionals’	
  experience	
  and	
  on	
  the	
  quality	
  
and	
  speed	
  with	
  which	
  they	
  discover	
  their	
  
mistakes.	
   	
   	
   	
  	
  	
  	
  	
  Kahneman	
  NYT	
  Oct	
  2011	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

	
   	
   	
   	
   	
   	
  	
  



How	
  can	
  parents	
  help	
  prevent	
  	
  
diagnos8c	
  error?	
  My	
  personal	
  thoughts.	
  	
  

•  Provide	
  detailed	
  history	
  
•  Provide	
  actual	
  data	
  (e.g.	
  temperature	
  chart,	
  
pictures	
  of	
  rash	
  in	
  evolu8on)	
  

•  Ensure	
  no	
  language	
  barrier	
  
•  Understand	
  the	
  degree	
  of	
  certainty	
  the	
  
physician	
  has	
  in	
  the	
  diagnosis	
  

•  Get	
  follow	
  up	
  if	
  clinical	
  change	
  
•  Provide	
  feedback	
  if	
  diagnosis	
  made	
  
elsewhere	
  


