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How to confront diagnostic error
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The National Academy of Medicine (formerly the Institute of Medicine) defined diagnostic error as the failure to (a) establish an
accurate and timely explanation of the patient’s health problem (s) or (b) communicate that explanation to the patient.

A report published in 2000 by the American Institute of Medicine entitled, “To Err Is Human”, claims that 44,000 patient
deaths (a maximum of 98,000 has been recorded) occur annually in the United States due to medical errors. The same report also
states that the medical errors include diagnosis, treatment, prevention, and other facets of medical practice and were not due to
carelessness or dishonesty on the part of the physician but were the result of flaws in the system, process, or environment. Clearly,
patient safety is a major issue requiring urgent, closer attention.

In 2015, “Improving diagnosis in healthcare”, the first report dedicated to addressing diagnostic errors, was published by the
National Academy of Medicine. While the report allows that healthcare professionals will doubtless encounter or even commit an
error in diagnosis in the course of their profession, it states that the importance of accurate diagnosis is all too often underestimated
and that errors are only recognized retrospectively after the serious accident occur.

The analysis of diagnostic errors is still in its infancy, and although educational programs addressing this issue have gradually
started in Japan, here, too, it is still in its nascency. In this lecture, we will introduce current,representative literature on diagnostic
errors and describe as well as learn how to deal with contributory causes such as cognitive bias and system factors.



