Facilitator Guide:  “Root Cause Analysis” of Diagnostic Error

Root Cause Analysis (RCA) is a recently developed technique used in the patient safety and quality improvement arena to identify and evaluate factors that may have contributed to an unforeseen error or adverse event, and to propose solutions to prevent future occurrences.  Typically, the exercise of RCA focuses on systems-based factors, but it can be expanded to identify and describe “human factors,” including biases that occurred in the process of making a diagnosis.  The three common questions in an RCA are simple to remember and apply:

1.  What Happened?
2.  Why Did It Happen? (Asked repeatedly as necessary until a “root cause” is identified)
3.  How Can We Prevent It From Happening Again?

In this exercise we will dissect a case of adrenal insufficiency that was repeatedly misdiagnosed, resulting in patient disability, marginalization and suffering, and several unnecessary hospitalizations.  There are multiple systems and cognitive factors in this case, as there are likely both types of factors that contribute to any case of diagnostic error.

FORMAT:  Small Groups of 8-10, Total of 15-20 minutes in small group
Read Case Silently – 2-3 minutes
Discuss Case – 10-12 minutes:  Identify factors, classify as Systems or Cognitive Error
· Use “flip charts” and pick a scribe
· Identify “what happened”:  Missed diagnosis of Adrenal Insufficiency
· Identify “why it happened”:  List systems and cognitive factors in separate columns.  Focus on cognitive errors and how they are distinct from systems; participants may prefer to discuss systems but keep them on task!  See below for our list of each
· Time permitting:  Discuss “what can individuals do to prevent cognitive errors?”
Group Wrap-Up – 2-3 minutes

SYSTEMS FACTORS:
-MICU Crowding:  No beds lead to critically ill patients staying in ED
-Multiple Handoffs:  Admitting Night Float Resident unable to talk to MD who originally evaluated pt.
-Poor “safety net” allowed patient to fall through the cracks as outpatient with no followup for cortisol
-Multiple Handoffs:  Night Float and Admitting Team both busy
-“Ectopic Patient”:  On call team forced to cut rounds short in ED to tend to multiple sick pts on floor

COGNITIVE BIASES:
-Availability Bias:  ED physicians treated DKA because it is common, first thing that comes to mind
-Diagnosis Momentum:  “Chart lore” of past gastroparesis on gastric emptying study
-Confirmation Bias:  Multiple times by both ED and Medical teams.  Actions to accept the history at face value and not to ask questions to refute the original hypothesis (often goes hand in hand with the two above)
-Visceral Bias:  Resident’s remarks indicate a distaste, seeming to assume patient is drug seeking
-Anchoring/Premature Closure:  Both at the ED and medicine levels.  Most notably, the thinking seemed to stop when the night float “made the diagnosis” of gastroparesis and handed the patient off to the very busy on call team, who was likely grateful to have the work done for them.
