COGNITIVE BIAS SMALL GROUP SESSION INSTRUCTOR GUIDE
Introduction

Diagnostic Errors are common, costly, and increasingly recognized as a threat to patient safety, especially in the non-procedural specialties.  Because many diagnostic errors are due to flawed individual thinking patterns, a "systems-based" approach is less likely to be effective in reducing errors of this type.  This resource is a manual for conducting a small group narrative session to discuss learners' own experiences with diagnostic errors and cognitive biases, to be conducted after the didactic lecture.  This session is intended to be conducted in follow up of the didactic lecture attached to this manual.  The purpose of this resource is to establish cognitive errors as a threat to patient safety and promote reflection and discussion of errors as a method of generating strategies to improve diagnostic decision-making skills.

Learning Objectives For This Session
1. To discuss experiences of diagnostic errors due to cognitive bias
2. To encourage and facilitate diagnostic self-reflection in order to recognize cognitive biases in oneself and in others
3. To recognize how contextual factors affect the likelihood and types of biases that may occur

4. To suggest and discuss de-biasing techniques that can be used to reduce the impact of bias on the diagnostic process
Format

After the didactic session, we recommend a “break out” into small groups of approximately 5-6 learners with one small group facilitator.  You will start with a brief writing exercise in which the participants will be asked to write a narrative about an experience with diagnostic error in which cognitive bias contributed.  Each participant will then read their story to the group, and a semi-structured small group discussion will follow in the remaining time, to discuss specific biases at play in each case.  

Potential Timeline for the Small Group Session

Didactic Review and Introduction



5 minutes




Narrative Writing





10 minutes


Small Group Discussion:

First story (read and discuss)



10-12 minutes



Four or Five remaining stories (read and discuss)
6-8 minutes per case (35 total)

--------------------------------------------------------------------------------------------------------------------------------
TOTAL







60 minutes
SUGGESTED SCRIPT FOR GROUP DISCUSSION

INTRODUCTION
Welcome everyone.  I’m ____________ and we are here today for the second part of our cognitive bias curriculum.  In the last session we defined cognitive bias, described how they are different from systems problems, and named examples of specific biases, like anchoring, availability bias, visceral bias and diagnosis momentum.  We want to discuss your real-life experiences with cognitive bias and diagnostic errors.  The goal is to help you recognize cognitive bias in diagnosis, and think about how to avoid it in the future.   Some of these stories may stir up strong feelings as you tell them or listen.  If this happens, you should feel safe to talk to one of us after the session, whoever you’re comfortable with.  We’re here to help.

WRITING:  NARRATIVE EXERCISE
Let’s start with a brief writing exercise (handout copies of the writing instructions and bias handout).  Think of a time when the patient’s diagnosis was missed or delayed because the medical team was on the wrong track from a bias they had.  It could be a patient of your own or something you heard about from the floors.  On the paper provided, write a story about the case.  Write about all the things you think were important.  You can refer to the handout for the names of the biases if you need to.  Please avoid specific names when describing patients and your colleagues.  You’ll have 10 minutes to write your story.  Go ahead and get started.

ALLOW 10 MINUTES FOR WRITING.  AFTER THE WRITING SESSION IS COMPLETED, HAND OUT COPIES OF THE HANDOUT CONTAINING COMMON FORMS OF BIAS AND DE-BIASING STRATEGIES.
GROUP DISCUSSION
OK everyone, we are going to start our discussion now.  I want each person to read their story, one at a time.  Please try to read it word for word.  When you listen to other stories, think about what types of cognitive bias were at play; again, refer to the handout for help.  Let your colleagues finish reading their stories before you ask questions.  Please remember that this topic might stir up some strong feelings, so be respectful.  Even the most experienced clinicians are prone to these biases.  Don’t beat yourself up; learning happens best in a non-judgmental environment.  You should focus on what factors contributed to making the team’s decision seem correct at the time.  After each story we will discuss the specific biases that occurred and what we all can learn from each case.  Who would like to get started? 
***EACH PARTICIPANT WILL READ THEIR STORY IN TURN.  THIS WILL TAKE 2-3 MINUTES, LEAVING 4-5 MINUTES FOR DISCUSSION.  WE SUGGEST THE FOLLOWING 3 QUESTIONS FOR EACH STORY***
QUESTION #1:  What were some of the biases at play here?  It’s OK to refer to your handout.
QUESTION #2:  What circumstances set the team up for these biases?

QUESTION #3:  Was there anything the team could have done to recognize and change their thinking here?  Again please refer to your handout if you want to.

We expect that the first case or two will have lots of novel information and you may need 
more time for discussion (you can budget 10 minutes to read and discuss the first story).  There 
will be some degree of “saturation” of discussion after a few cases, so the last 2 or 3 may be 
much shorter (3-4 minutes total to read and discuss).  This is OK.  
Conclusion
This marks the end of our discussion.  We hope you found this session helpful and informative.  We are certainly learning a lot from you!  Please hand me your written essays before you leave, and thanks again for your participation!
Facilitator Guide - Tips to Maximize Learning
· Remember that cognitive bias is universal and pervasive.  It is not a reflection of a physician’s skills, knowledge, or character.  It occurs frequently in experienced, seasoned clinicians.
· The goal of the session is to promote self-reflection without “self-flagellation”.  Learning occurs when the emotional components of medical errors are acknowledged but not dwelt upon.
· Emphasize discussion of the circumstances (clinical, personal, and environmental) that prevented the team from seeking or acknowledging disconfirming evidence, solidifying the bias.
· Acknowledge the complex relationship between the system and how it can make us prone to particular biases.  Individuals respond to systems based on many factors.  We’re trying to understand this better.
· The role of the moderator is to guide discussion by creating non-judgmental environment, redirecting only when necessary.  Ideally the participants will teach each other.
· We hope the participants can use self-reflection to acknowledge their own personal tendencies and pinpoint specific scenarios where their own decision-making is likely vulnerable to bias.
· Use silence or generic prompts like “tell me more” to stimulate discussion if needed
Housekeeping Issues
· Participants can spread out to write.  Bring the group as close as possible for discussion.  
· Ensure that each person reads their story completely without interruption.
· In case of a strong emotional response to a particular story; acknowledge the emotions and move on to the next story without probing more deeply.  We suggest you make a note and be sure to follow up with the participant afterwards and offer the chance to talk in private.
Troubleshooting Potentially Difficult Scenarios

These are scenarios we’ve actually encountered in our groups.  This is not a comprehensive list of what you might encounter, and we don’t wish to be too proscriptive, but this may help you consider how you might react to any of these potential “de-railers” to get things back on track:
· “Doubting Thomas”:  High levels of skepticism regarding the value of self-reflection and recognition of biased decision-making.  May invoke “lack of data,” “wouldn’t change management,” “patient had a good outcome,” or “this will make us order every test under the sun” as reasons why examining bias is not useful.  May come from the “vocal minority” who should not be humored for long.
· Potential Responses:

· If patient still had a good outcome:
· “Learning to recognize bias is a good clinical habit.  In the long run doctors that develop good habits provide better care than those who do not.  Good outcomes occur out of mistakes all the time.  We call them ‘near misses’.  They’re warnings that a bad outcome could have occurred this time and might occur the next time.”
· If the learner is concerned about “ordering too many tests”:
· “Understanding bias enables you to consider more diagnoses but you still can decide what to pursue.  Think about the ‘shotgun’ workup:  is it usually the result of too much thought about the patient, or not enough?”
· If the learner invokes “wouldn’t change management”:
· “Distinguish diagnosis from management.  Today, precision in diagnosis may not matter for management.  But maybe in five years new therapies will make it really important to be able to distinguish two diagnoses that we treat the same way today.  Why wait until then to develop the skills?”
·  “It’s the System, Stupid!”:  A close relative of “Doubting Thomas,” this person is motivated to reduce errors but will not accept that not all errors are due to faulty systems.  This person may have a “soapbox issue” or “pet peeve.”  Can be difficult to redirect.
· Potential Response:

· “It’s a gray area.  Lots of times systems factors are really creating conditions that predispose us to using inappropriate thought processes.  If you feel confused, you’re not alone.  But people react differently to any given systems issue.  Reflecting on how the system makes you think is how you limit cognitive bias.”
· “Support Group”:  Purpose of discussion turns to comforting the storyteller in an effort to “normalize” the error and provide emotional support, especially if the storyteller is well-liked or seen as clinically strong.  It is important to de-stigmatize the error but encouraging the learners to reflect on the situation and use the experience to learn a new skill.
·  Potential Responses:

· “All of us have made errors like these and it’s hard to accept.  Remember that we always do what we think is best at the time.  What’s important is to figure out what circumstances allowed us to believe that we were right.  If we can do this, we can always learn from our mistakes.  Let’s try it for this case.”
· “Studies show that even the most experienced, wise, and caring clinicians are prone to these biases in the right situations.  We beat cognitive bias by knowing ourselves well enough to know what our biases tend to be and when they come out.  If we reflect on ourselves and our circumstances, we can always learn.”
· Strong Emotional Response:  The storyteller or another participant responds in an emotional way to a particular story or segment of discussion.  This is an opportunity to support the participant and allow some catharsis while demonstrating the effect our emotions have on our ability to make unbiased decisions.  The immediate priority is to provide support and not necessary to perform the naming exercise.  Consider moving to the next story without much further discussion.  Follow up with the participant after the session and to be sure they’re OK.  Refer to us for longer-term follow-up as necessary.
· Potential Response:

· “Wow.  I can see this case stirs up lots of emotions.  We know that emotions make it difficult to make rational decisions, but it even happens to doctors.  Acknowledging our emotions, even if it’s just so we know that we’re setting them aside for later while we do our job, is really hard to do.  When your wounds heal a bit, it might be easier to reflect on this experience and learn from it.  Until then it’s a real victory just to acknowledge how you’ve been affected.  Thanks so much for allowing us to learn from your experience.”
· Dominant Speaker:  In some groups an “alpha” might emerge who can dominate discussion, limit others’ input and turn the topic of conversation away from the learning objectives (potentially towards one of the directions mentioned above).  This can cause the session to lose value quickly.  Be on the lookout and have a plan to redirect.
· Dominant Speaker - Potential Approaches:

· Be cognizant of time and switch storytellers appropriately to interject necessary breaks in conversation
· Prompt others to join in discussion:  “That’s great.  Joe, how about you?  Can you name another bias?”
· You could ask the “alpha” to read their narrative next to satisfy spotlight hunger and force others to answer questions.  Careful that you are not construed as encouraging the dominance…
· Appropriate redirection as necessary (as described above)
· Silence:  We do not anticipate this being an issue since we are putting everyone “on the spot.”  You may have a group where people will be hesitant to talk for fear of “calling out” their colleagues.  Silence is a powerful prompt for discussion; trust that someone will eventually speak up.  Time the silence; see if you can make it 30 seconds without interjection (it will seem like FOREVER!)
Characters that may appear (Think about how you might respond): 

· Barbara Blame (aka Agenda Annie): BB dismisses diagnostic error and emphasizes that all the errors are system errors.  She has underlying anger towards the system (both UPHS and the US Health care system overall) and she has an agenda to bring forward and educate others about the multiple problems with the health system.  It is very difficult to redirect BB

· Tammy Tagalong: TT is a friend of BB and eggs BB along.  Although she herself has no agenda, she agrees with the problems of the health care system and fuels BB’s flame, supporting her agenda.  She can be redirected to the diagnostic errors at hand, but is easily distracted to jump on BB’s agenda

· Silent Sammy: SS is a quiet person by nature and is new to the group.  He supports the discussion of diagnostic errors, and can easily follow your curriculum.  However, he remains silent when BB and TT get going and doesn’t really help you redirect the group

· Dave Dismissive: DD doesn’t understand the purpose of self reflection.  He is in a self-deflective mode.  He believes that regardless of the errors, nothing would have changed, and there was nothing that could have been done differently because the system is more powerful than any of us.  His undertone is angry and defensive

· Marcy Mea Culpa: MMC really understands the distinction between system errors and diagnostic errors She is a person that regularly self-reflects on how things could have been different, but finds this  session very difficult.  It reminds her that she can make mistakes and she already know she can make mistakes and now these are more mistakes that she needs to be aware of and it is a bit overwhelming.   Although she demonstrates resilience, she can internalize the message and perceive her weaknesses to be greater than they are.

· Neils Nihilist: NN understands that mistakes happen.  No matter what mistakes  are categorized as (diagnostic, system, procedural), they will happen in the complex environment that we exist in.  He resignedly  listens to the discussion, but doesn’t really contribute, because in his mind, nothing will change.

· Susie Supportive: SS gets it.  She understands the difference between diagnostic and systems errors and wholeheartedly embraces the discussion.  She complements your every discussion point.

· Freddy Fatigued: FF appears disinterested in the discussion.  If you ask his opinion on something to get him involved, he appears distracted and answers the question with a nonsensical answer.

· Beatrice Busy: BB is obviously distracted.  She is reading her Blackberry, texting answers, getting pages and is a bit disruptive as well. 

· Eddie Emotional: EE gets the diagnostic error message, but has an emotional response to everyone’s story.  Angry when a patient gets mistreated, choked up when he tells his story
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