

1. Anchoring: quickly and firmly locking onto a single diagnosis based on first impressions
· Premature Closure is a form of anchoring and probably the most common heuristic; Once the diagnosis is made, no more thought is put into the diagnosis.
2. Confirmation bias: looking for clues to support your diagnosis rather than working the outliers into the diagnosis
· Search Satisfying is similar to confirmation bias; once something is found, you stop looking.
3. Availability error: the clinician’s most recent experiences influence the diagnosis (for example, the past 11 cases were diagnosis A so case number 12 will also be A).
4. Visceral bias: countertransference – our feelings toward our patients do matter
5. Blind obedience: showing undue deference to authority or technology
6. Framing effect: diagnosticians may be influenced by the way the story is framed, who the story came from, and where they see the patient (the latter of which is known as “triage cueing”
7. Intolerance of uncertainty: incomplete or imperfect mastery of available knowledge, limitations in current medical knowledge and difficulty distinguishing between the two.
8. Overconfidence: a universal tendency to believe we know more than we do
9. Omission Bias: tendency toward inaction rooted in the principle of nonmaleficence.  Contrary to this, Commission Bias is the tendency toward action rather than inaction, rooted in beneficence. 
10. Unpacking Principle: Failure to elicit all relevant information in establish a diagnosis (a package is handed to you and you don’t unwrap it) 
11. Order Effects: we tend to remember the beginning and ending of information given, particularly in transitions of patient care (hand-offs)
12. Base Rate Neglect: the tendency to ignore the true prevalence of a disease either by inflating or reducing its base rate.  The use of base rates is known as Bayesian reasoning.  
*Croskerry, P. The importance of cognitive errors in diagnosis and strategies to minimize them.  Academic Medicine, 78(8):775-780.

1. Recognize heuristics
2. Use “diagnostic timeouts” – reflect on the current working diagnosis and the evidence supporting the diagnosis without framing it
3. Consider the unintended consequences of pursuing this diagnosis
4. Be thorough in obtaining the history and physical exam including review of primary data.
5. [bookmark: _GoBack]Use a systematic approach to common problems (e.g. prerenal, intrinsic, postrenal approach to work up of renal failure)
6. Consider Bayesian theory or the use of base rates (e.g. pretest and post test probabilities, likelihood ratios for tests, etc)
7. Acknowledge how the patient makes you feel
8. Ask yourself: “What doesn’t fit? What can’t we explain?”
9. Know when to Slow Down
10. Admit one’s own mistakes: reflect and discuss
*Trowbridge RL. 12 tips for teaching avoidance of diagnostic errors.  Medical Teacher 2008; 30: 496-500
