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Opinion
Conclusion a la que se llega despues
de sopesar la evidencia de la que
dispones

La evidencia de la que dispones
puede variar a lo largo del tiempo

.a opinidn no es Inmutable

El iInforme no es inmutable




. SO }_ 4 .y, v ) 4 :
s » & '.! ~ 2R VERRA }-. - .« 2 v ( A X !:‘ \ . : "
A0 R B AGP, oX 4 K Lo e 7
o.. 4 ®. f - ‘.'§ P & ol - ) : "‘ ‘ £
2 — L v "‘ 12 p ’\. ﬁ" :* .'A !‘7'.1[ ‘\ s\.! 'ﬁ. !.' a s " 'l" «
- : ) 2T ot . ; Q™Y Ve . P> _ g
: y 253 -4 ¥ N ‘ 2 n’ o
AN fj&.ﬂ"{t A RN

’4
-—
-

ARADI NAIA

ARITIL W, | 17i

: v-‘. l ,\k i ‘ ’/'] \ ' B ‘
. - .- = e [

| S I ks (%Y

e | ¢

ey

Sociedad Espanola de Radiologia Medica 29 mave Curens Precor

N

TV /b . x2 :
- ’l . - . s T
I S s ’ : Y ‘e
fas ity Vg
N ey e - -
-3 F e S § ¥ " -
h o .-. . 5, o’ .18 A} . -
3 . ’ -
«’ R " . -\. 4 '—. 'V & W .

Discrepancia

Diferencia entre el informe
original y la consecuencia
sobre el paciente

Diferencia entre el Informe
original y la Iinterpretacion
retrospectiva de las

Imagenes
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Radiologic Errors and Malpractice:
A Blurry Distinction

Medical error: Failure of a planned action 1o be completed as intended [ 1 ],

Medical malpractice: Unreasonable lack of skill. Fallure of a physician. _ lo exercise thal
degree of skill and learning commaoniy applied under all the coreumstances in the community

by the average prudent repulable physician with the resull of tnjury...1o the [panent] [2].

-5%

Tasa de error

NO se ha logrado
disminuir esta cifra en
ninguna de las series

estudiadas




. -
.
-, “'.', r

B Understanding and Confronting

o Our Mistakes: The Epidemiology of
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“RSMA, 2015

Arriving at a medical diagnosis 1s a highly complex process that 15
exiremely error prone. Missed or delayed diagnoses often lead to
patient harm and missed opportunities for treatment. Simnce medi-
cal imaging 15 a major contributor to the overall diagnosnc process,
It 15 also a major potennal source of diagnostoc error. Although
some diagnoses may be missed because of the techmcal or physi-
cal hmitations of the maging modality, mcluding image resolunon,
INITINsic Or exirnsic contrast, and signal-to-noise rano, most missed
radiologic diagnoses are atimbutable to 1mage mnterpretation errors
by radiologists. Radiologic mterpretanon cannot be mechamzed or
automated; it 15 3 human enterprise based on complex psychophysi-
ologic and cognitive processes and 1s itself subject to a wide vanety
of error types, including perceptual errors (those m which an 1m-
portant abnormalty 15 simply not seen on the 1mages) and cogm-
ove errors (those in which the abnormality 1s visually detected but
the meaning or importance of the finding 15 not correctly under-
stood or appreciated). The overall prevalence of radiologists” errors
In practice does not appear to have changed since 1t was first esti-
mated mn the 1960s. The authors review the epidemiology of errors
in diagnositic radiology, Including a recently proposed taxonomy

of radhologists” errors, as well as research fiindings, In an attempt to
elucidate possible underlying causes of these errors. The authors
also propose strategies for error reduction in radiology. On the basis
of current understanding, specific suggestnons are offered as to how
radiologists can improve their performance In practice.

“RSMNA, 2015 = radsographics. rima_org
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B Understanding and Confronting

W Our Mistakes: The Epidemiology of
Error in Radiology and Strategies
for Error Reduction’

Michael A. Bruno, MD .. . . .. . :
Eric A. Walker, MD Arriving at a medical diagnosis 1s a highly complex process that 15

Hani H. Abujudeh, MD, MEA exiremely error prone. Missed or delayed diagnoses often lead to
patient harm and missed opportunities for treatment. Simnce medi-
cal imaging 15 a major contributor to the overall diagnosnc process,
it 1s also a major potental source of diagnostc error. Although
some diagnoses may be missed because of the techmical or physi-
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'From the Department of Radiclogy, H-D66,  INtrinsic or exirinsic contrast, and signal-to-noise ratio, most missed
Penn State Milton 5. Hershey Medical Cen- - - - : ' g s

ter, 500 University Dr, Hershey, PA 17033 radm]c_tgn: d_mgnl:rses_: are ;_1tt_nbutah1:: tf:n 1mage mtc:pretzlnnn_cnﬂrs
(M.AE, EAW); Department of Radiclogy by radiologists. Radiologic mterpretanon cannot be mechamzed or
and Nuclear Medicine, Uniformed University automated; it 1s a human enterprise based on complex psychophysi-
of the Health Scences, Bethesda, Md (E.AW); . . . .. ; . L
and Diepartment of Badiology, Massachmases ologic and cognitive processes and 1s itself subject to a wide vanety
General Hospatal, Harvard Medical School, of error types, including perceptual errors (those m which an 1m-

Boston, Mass (H.H A ). Recemwved February 9, T T . ;
B2 nowilen neqrsnd March 30 and receled portant abnormalty 15 simply not seen on the 1mages) and cogm-

April T; accepted April 9. M.AB., E.A W, and ove errors (those in which the abnormality 1s visually detected but
c-E L. e pewihed clomces (e p 1ie0). the meaning or importance of the finding 15 not correctly under-
Address correspondence to MoA B (e-manl: ) . .

abrano@pns s} stood or appreciated). The overall prevalence of radiologists’ errors
In practice does not appear to have changed since 1t was first esti-
mated mn the 1960s. The authors review the epidemiology of errors
mn diagnosic radiology, including a recently proposed taxonomy

of radhologists” errors, as well as research fiindings, In an attempt to
elucidate possible underlying causes of these errors. The authors
also propose strategies for error reduction in radiology. On the basis
of current understanding, specific suggestnons are offered as to how

radiologists can improve their performance In practice.

“RSMA, 2015
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Factores gue contribuyen al error

Sistema

Individuales

Demanda fisica LUZ » Diseno del » Practicidad de

» Habilidades » Ruido equipamiento LOS Procesos

 (argade trabajo  Espacio » Usabilidaa v protocolos

» Dinamica de equipo |+ Distracciones  Atajos

» (radientes de
autoridad

» (omunicacion

El informe radioldgico como producto basico
Presion para aumentar el numero de informes
Peligro de que esto reduzca la precision diagnostica
Implicacion medico-legal de informar demasiados estudios
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CRSMA, 2015

Arriving at a medical diagnosis 1s a highly complex process that 15
extremely error prone. Missed or delayed diagnoses often lead to
patient harm and missed opportunities for treatment. Simnce medi-
cal imaging 15 a major contributor to the overall diagnosnc process,
it 1s also a major potental source of diagnostc error. Although
some diagnoses may be missed because of the techmical or physi-
cal hmitations of the imaging modality, mcluding image resolunon,
INIrnsic or exirinsic contrast, and signal-to-noise rano, most missed
radiologic diagnoses are atimbutable to 1mage mnterpretation errors
by radiologists. Radiologic mterpretanon cannot be mechamzed or
automated; it 15 3 human enterprise based on complex psychophysi-
ologic and cogninive processes and 1s itself subject to a wide vanety
of error types, including perceptual errors (those m which an 1m-
portant abnormalty 15 simply not seen on the 1mages) and cogm-
ove errors (those in which the abnormality 1s visually detected but
the meaning or importance of the finding 15 not correctly under-
stood or appreciated). The overall prevalence of radiologists’ errors
In practice does not appear to have changed since 1t was first esti-
mated mn the 1960s. The authors review the epidemiology of errors
mn diagnosic radiology, includng a recently proposed taxonomy

of radiologists” errors, as well as research indings, n an attempt to
elucidate possible underlying causes of these errors. The authors
also propose strategies for error reduction in radiology. On the basis
of current understanding, specithic suggestions are offered as to how
radiologists can improve their performance In practice.

CRSMA, 2015 « rodiographics rmaorg

Insights Imaging (2017) 8:171=152 @ - |
ros AT
DOI 10.1007/513244-016-0534-1

REVIEW

Error and discrepancy in radiology: inevitable or avoidable?

Adrian P. Brady'

30%

cIrror cognitivo

Tipos de error
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CRSMA, 2015

Arriving at a medical diagnosis 1s a highly complex process that 15
extremely error prone. Missed or delayed diagnoses often lead to
patient harm and missed opportunities for treatment. Simnce medi-
cal imaging 15 a major contributor to the overall diagnosnc process,
it 1s also a major potental source of diagnostc error. Although
some diagnoses may be missed because of the techmical or physi-
cal hmitations of the imaging modality, mcluding image resolunon,
INIrnsic or exirinsic contrast, and signal-to-noise rano, most missed
radiologic diagnoses are atimbutable to 1mage mnterpretation errors
by radiologists. Radiologic mterpretanon cannot be mechamzed or
automated; it 15 3 human enterprise based on complex psychophysi-
ologic and cogninive processes and 1s itself subject to a wide vanety
of error types, including perceptual errors (those m which an 1m-
portant abnormalty 15 simply not seen on the 1mages) and cogm-
ove errors (those in which the abnormality 1s visually detected but
the meaning or importance of the finding 15 not correctly under-
stood or appreciated). The overall prevalence of radiologists’ errors
In practice does not appear to have changed since 1t was first esti-
mated mn the 1960s. The authors review the epidemiology of errors
mn diagnosic radiology, includng a recently proposed taxonomy

of radiologists” errors, as well as research indings, n an attempt to
elucidate possible underlying causes of these errors. The authors
also propose strategies for error reduction in radiology. On the basis
of current understanding, specithic suggestions are offered as to how
radiologists can improve their performance In practice.

CRSMA, 2015 « rodiographics rmaorg

Insights Imaging (2017) 8:171=152
DOI 10.1007/513244-016-0534-1

REVIEW

Error and discrepancy in radiology: inevitable or avoidable?

Adrian P. Brady'

Table 2 Kim & Mansfield radiologic error categonzation, 2014 [28]

Error type

Under-reading

Satisfaction of search

Faulty reasoning

Abnormalities outside area of interest (but visible)

Satisfaction of report (alliterative reasoning [29])

Failure to consult prior imaging studies

Inaccurate or incomplete chnical history

Correct report failing to reach referring clinician

Explanation

Abnormality visible, but not reported (Fig. 2)

After having identified a first abnormality, radiologist fails to
continue to lnnk\ for additional abnommalities (Fig. 3)

Abnormalities identified, but attributed to wrong cause

Many on first or last image of CT or MR series, suggesting
radiologist’s attention not fully engaged at beginning or
end of reviewing series (Fig. 4)

Uncntical rehance on previous report 1in reaching diagnosis,
leading to perpetuation of error through consecutive studies

To

42 %
229

9%
1%

6%

3%

2%
0.08%
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Insights Imaging (2017) 8:171=152
DOIL 10.1007/513244-016-0534-1

@ Crosa Tk

REVIEW

Error and discrepancy in radiology: inevitable or avoidable?

Adrian P. Brady'

Tipos de error
Error de comunicacion

errores gramaticales u ortograficos, fallos
del reconocimiento de voz, etc.

Estructura pobre, vocabulario inadecuado,



Congreso Nacional

24 MAYO
PAMIPLONA 27 2018

Palacio de Congresos Baluarte

Sociedad Espanola de Radiologia Medica 23 mayo Cursos Precongreso

T 8 : P —

: Yyl . ot b
!“ L, ‘ 5' oL SNSRI

v o » .' ’ ."-'"" N :

- ’ F] : M ’ g It 2 i
‘l . ¥ r g .
- . -

P - A _ 'y . .

=N general,
el radiologo...

Esta bien formado desde un punto de
vista de conocimiento

Esta regular formado en el “arte” del
iInforme radiologico
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Long Radiology Workdays Reduce
Detection and Accommodation
Accuracy

Elizabeth A. Krupinski, PhD?, Kevin S. Berbaum, PhD®, Robert T. Caldwell, MFA®,
Kevin M. Schartz, PhD®, John Kim, MD"®

Purpose: The aim of this study was to measure the diagnostic accuracy of tracture detection, visual accom-
modartion, reading time, and subjective ratings of fatigue and visual strain before and after a day of clinical

reading.

Methods: Forty attending radiologists and radiology residents viewed 60 deidentified, HIPAA-compliant

bone examinations, halt with fracrures, once before any clinical reading (early) and once after a day of clinical

reading (late). Reading time was recorded. Visual accommodation (the ability to mainrain focus) was measured
betore and atter each reading session. Subjective ratings of symptroms of fatigue and oculomoror strain were

collected. The study was approved by local institutional review boards.

Results: Diagnostic accuracy was reduced significantly after a day of clinical reading, with average areas under
the receiver operating characteristic curves of 0.885 for early reading and 0.852 for late reading (P << .05). After

a day of image interpretation, visual accommodation was no more variable, though error in visual accommo-
dation was greater (7 << .01), and subjective ratings of fatigue were higher.

Conclusions: After a day of clinical reading, radiologists have reduced ability to focus, increased symptroms
of fatigue and oculomortor strain, and reduced ability to detect fracrures. Radiologists need to be aware of the

ettects of fatigue on diagnostic accuracy and take steps to mitigate these effects.

Key Words: Reader fatigue, observer performance, visual accommodation
J Am Coll Radiol 2010;7:698-704. Eﬂpyrigbt © 2010 American EEHEEE of Miﬂ!ﬂﬂ




it

e e

Sociedad Espanola de Radiologia Medica

Fatiga Cognitiva

|

" A ® ‘- 3 2J [-;:‘ e A ¢
. fr‘ .‘ N . f 4 ~ . ; ) .s: ¢
. 5 4" 4 . !h :
~ - s » v’ o _ . ’ ! )

/ > - "h 3/ 4 3 } |

’; sy 71 y 2y . '

F B = P, A Ny - "ty

. - ) '’ s A
" oK 5\ il AT
- A0 : ’ ‘- 2% -

r ’Af“- T 0D RS % ?1'&1

Congreso Nacional

Palacio de Congresos Baluarte

i
...........

Continuo proceso de toma de

decisiones

— Incremento de la fatiga cognitiva
— Aumenta a lo largo de la jornada

laboral

— Toma inconsciente de "atajos

mentales’

* Errores diagnosticos

Aumenta conforme aumenta el

N

P

tiempo de trabajo
— Efecto mas marcado en las guardias

B Understanding and Confronting

2 Our Mistakes: The Epidemiology of
Error in Radiology and Strategies
for Error Reduction’

Muichael A. Bruno, MDD
Eric A. Walker, MDD
Ham H. Abwpudeh, MD, MBA

RadioGraphics 2005; 35:1668-1676

Published ontine 10.1148rg 2015150023

Content Codes: |E|

'From the Department of Radiology, H-D66,
Penn State Milton 5. Hershey Medical Cen-
ter, 300 Unmwersity D, Heshey, PA 17033
(MAEB, EAW) Department of Radsology
and Mudear Medicne, Uniformed Unaversaty
of the Health Sciences, Bethesda, Md (E.A_W);
and Department of Radwlogy, Massachusetts
General Hosprtal, Harvard Medical School,
Boston, Mass (H.H.A). Recernved February 9,
201 5; revisnon requested March 20 and recerved
Aprl T; accepted Apnl @ M A B, E AW, and
H H_A. have provided disclosures (see p 1676).
Address correspondence to MOA B (e-mal:
mbruno(@ipsu. edu).

“RSNA, 2015

Arriving at a medical diagnosis 15 a highly complex process that 1s
extremely error prone. Missed or delayed diagnoses often lead to
patient harm and missed oppormnities for treatment. Since medi-
cal imaging 13 a major contributor to the overall diagnostc process,
It 15 also a major potential source of diagnostic error. Although
some diagnoses may be missed because of the techmcal or physi-
cal hmitations of the magmmg modahty, mcluding image resolunon,
INITINSIC OF exXirinsic conirast, and signal-to-noise ratio, most missed
radiologic diagnoses are atiributable to image mnterpretation errors
by radiologists. Radiologic mterpretanon cannot be mechamized or
automated; 1t 15 a human enterprise based on complex psychophysi-
ologic and cogmiive processes and 1s itself subject to a wide vanety
of error types, including perceptual errors (those i which an im-
portant abnormality 1s simply not seen on the i1mages) and cogni-
ave errors (those in which the abnormality 1s visually detected but
the meaning or importance of the fimding 15 not correctly under-
stood or appreciated). The overall prevalence of radiologists’ errors
In practice does not appear to have changed since 1t was first esn-
mated m the 1960s. The authors review the epidemiology of errors
in diagnostic radiology, iIncluding a recently proposed taxonomy

of radiologists” errors, as well as research findings, n an attempt to
elucidate possible underlying causes of these errors. The authors
also propose strategies for error reduction in radiology. On the basis
of current understanding, specthc suggestons are offered as to how
radiologists can improve their performance in practice.

“RSMA, 2015 = radsagraphics. smaeorg

Insights Imaging (2017) 8:171=182
O] 101007 51324401 6-0534-1
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Error and discrepancy in radiology: inevitable or avoidable?

Adrian P. Brady'
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Published 1n final edited form as:
Psychol Sci. 2013 September ; 24(9): 1848-1853. dou: 10.1177/0956797613479386.

“The invisible gorilla strikes again: Sustained inattentional
blindness in expert observers”

Trafton Drew, Melissa L. H. Vo, and Jeremy M. Wolfe

Trafton Drew: TraftonDrew@gmail.com

Abstract

We like to think that we would notice the occurrence of an unexpected yet salient event 1n our
world. However, we know that people often miss such events if they are engaged 1n a different
task, a phenomenon known as “inattentional blindness.” Still, these demonstrations typically
involve naive observers engaged 1n an unfamiliar task. What about expert searchers who have
spent years honing their ability to detect small abnormalities in specific types of image? We asked
24 radiologists to perform a familiar lung nodule detection task. A gorilla, 48 times larger than the
average nodule, was inserted in the last case. §3% of radiologists did not see the gorilla. Eye-
tracking revealed that the majority of the those who missed the gorilla looked directly at the
location of the gonlla. Even expert searchers, operating in their domain of expertise, are
vulnerable to inattentional blindness.
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Bias Explanation

Anchoring bias During the process of reporting a study, the radiologist fixes upon an early impression, and fails to adapt or change that
view, discounting any subsequent information that may conflict

Framing bias The radiologist 1s unduly influenced by the way the question or problem is framed, e.g. if the clinical information
provided in a request for a CT states “young patient with palpable mass, probable Crohn’s disease”, a bowel
mass may be interpreted as being likely due to Crohn's, discounting possible malignancy

Availability bias Tendency to suggest diagnoses that readily come to mind.

Confimrmation bias Tendency to seek evidznce to support a diagnostic hypothesis already made, and to ignore evidence refuting that
hypothesis

Satisfaction of search Tendency to stop looking for additional abnormal findings on a study once an initial probable diagnosis 1s 1dentified

Premature closure Tendency to accept a diagnosis before proof or verification is obtained

Outcome bias Naturally empathic inclination to favour a diagnosis that will result in a more favourable outcome for the patient, even
if unsupported by evidence

Zebra retreat Inclination of a radiologist to hold back from making a rare diagnosis due to lack of confidence about reporting such
an unusual condition, despite supporting evidence
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~ The Stages of the Imaging Cycle

Clinical Action Preprocedure

Clinical Action

Chnical Question

Where Failures Occur in the Imaging
Care Cycle: Lessons From the
Radiology Events Register

D. Neil Jones, BMBS™", M.J.W. Thomas, BA, MEnvSt, PhD",
Catherine J. Mandel, MBBS®, J. Grimm, BAppSc(Physio)",
N. Hannaford, RN, DipApplSc®,
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El servicio de urgencias constituye
|la "tormenta perfecta” para el error
medico

Paclentes Inestables
HC Incompletas

Decisiones criticas

lTareas concurrentes
Implicacion de diferentes disciplinas

Personal inexperto

Carga de trabajo excesiva
Horarlo largo

EMERGENCY RADIOLOGY SPECIAL FEATURE: REVIEW ARTICLE

Errors in imaging patients in the emergency setting
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Rethinking Peer Review: What

Aviation Can Teach Radiology about
Performance Improvement'

David B. Larson, MD, MBEA
Johin J. Mance, JD

If the experience of aviation offers one piece of advice, | N
the philosophy of trying to decide WhoO was wrong rathertha

what went wrong prevents intelligent investigation into causes of
errors and impedes the development of successful solutions
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Modelos de reaccion
al error

Basado en el individuo

e El error el fruto de la aberracion individual

 Reaccion:
Autocensura
Culpa

e Error = inmoral

Basados en el sistemae s =

» El error es esperable pero evitable
e Reaccion
— ¢ Por guée y Como?
No ¢ quien?
* Error = fallo del sistema
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Rethinking Peer Review: What

Aviation Can Teach Radiology about
Performance Improvement

David B. Larson, MD, MBEA
Johin J. Mance, JD

\ > ] Remove or remediate outliers

Identify poor performers b

Disseminate these conditions, tools, training,

Determine conditions, tools, training, methods etc. methods, etc. throughout the system
that result in excellent performance
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ReviIsion de errores
¢.es util?
NO hay evidencia clentifica
gue apoye una reduccion
estadisticamente
significativa de la tasa de
errores radiologicos en
contextos en los que se
realiza revision de errores —

sesion de errores
radiologicos.

El error radiologico va mas alla
del error del radidlogo

Error Review: Can This Improve Reporting Performance?

GARETH R. TUDOR, DAVID B. FINLAY

Department of Radiology, Leicester Roval Infirmary, Leicester, U.K.

Received: 3 November 2000 Rewised: 22 February 2001  Accepted: 5 March 2001
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Medical-Legal * Malpractice and Ethical Issues In Radiology

Liability for Typographical Errors

QUESTION: I would like to ask your

opinion about a case 1 which the conclusion
of a radiology report left out the word “no.”
Consequently, the conclusion stated, “Si1gnifi-
cant lymphadenopathy 1dentified,” instead of
“No significant lymphadenopathy identified.”

It should be noted that 1n the body of the
report, the radiologist made no reference to
lymphadenopathy. The mistake was picked
up 3 weeks later, but the patient now claims
that because he was told that he “had cancer,”
he suftfered “psychological trauma.” The pa-
tient’s attorney 1s 1n the process of filing a
medical malpractice lawsuit. Have you come
across this scenario before, and can you shed
any light on the subject?

DR. BERLIN'S REPLY: In response
to your query, yes, I have seen several cases
where radiology reports contain “word™ er-
rors similar to what you are confronted with.
Indeed, the most common of these types of
errors 1s the omission of the word "no™ 1n a
strategic sentence, especially 1f the sentence
1s 1n the 1mpression or conclusion. Occasion-
ally, I have also seen the reverse situation:
the radiologist describes a lesion suspicious
for carcinoma on an abdominal CT 1n the

Revisar el informe radiologico
para comprobar que dice lo
que quieres que diga

body of the report but then 1n the impression
forgets to mention it, thereby delaying the di-
agnosis of the carcinoma.

The American College of Radiology
Practice Guideline on Communication of
Diagnostic Imaging Findings states: “The
final report should be proofread to minimize
typographical errors, accidentally deleted
words, and confusing or conflicting state-
ments.” Thus, from a strictly legal point ot
view, the actions of the radiologist 1n a case
such as you described may well constitute
negligence (failure to contorm to the standard
of care). It 1s true that the recipient of the
report probably also will be neghgent for
failing to read the report 1n 1ts entirety, but
that does not reheve the radiologist of negli-
gence 1n faitling to prepare an accurate report
in the first place.

In cases where the diagnosis of carcinoma
15 delayed, patient injury 1s usually apparent.
In your case, the "injury™ 1s equivocal: “psy-
chological trauma.” It seems to me that the ra-
diologist in your case technically breached the
standard of care, but whether the patient truly
suffered an 1njury as a result 1s questionable.
The lawyers will have to deal with the real-

ity of the so-called injury. However, should
a case similar to what you describe ever go
to trial, the plaintiff’s attorney can make the
defendant radiologist look very sloppy 1n front
of a jury or judge: “You mean to tell us, Dr.
Radiologist, that you were “too busy’ to take
an extra 2 minutes to proofread your report
for accuracy, and as a result this patient sus-
tained a serious mjury?” Needless to say, the
radiologist 1s not likely to garner any respect
or sympathy from the jury or judge!
Bottom line: Proofreading of our radiolog-
Ic reports 1s required, although we all realize
that most of us have limited or no time to do
it. But we have to understand that the ulti-
mate responsibility for typographical errors
in radiologic reports lies with the radiologist
who rendered and signed the report.
Leonard Berlin
NorthShore University HealthSystem
Skokie Hospital
Skokie, IL
Rush Medical College
Chicago, IL
[berlin@[ive.com

DOI:10.2214/AJR.10.5500
WEB—This 15 a Web exclusive article.
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Entrenamiento en la
autoconciencilacion Y
autosensibilizacion

— Ser conclente de 10S sesgos
INherentes a cada Individuo

e Uso de correlacion radio-
patologica

Definir métricas de calidad e
INntentar cumplirias

— Fomentar una cultura de
cuestionamiento y validacion

— Sesion de  discrepancias
diagnosticas = Sesion de
mejora de la calidad
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e UsoO de Informe
estructurado

— Ha demostrado mejorar el
contenido del informe, su
claridad e Inteligibilidad en
TC de cuerpo.

— El 80% de los clinicos
prefiere Informes
estandarizados

The Radiology Report as Seen
by Radiologists and Referring
Clinicians: Results of the COVER
and ROVER Surveys'

Jan M. L. Bosmans, MD
Joost J. Weyler, MD, PhD
Arthur M. De Schepper, MD, PhD
Paul M. Parizel, MD, PhD

Purpose: lo mvestigate and compare the opimons and expectations
regarding the radiology report of radiologists and refer-
ring clinicians and to idenitify trends, discordance, and
discontent.

Materials and A total of 3884 clinicians and 292 radiologisis were in-
Methods: vited by e-mail to participate In two Internet surveys,
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Revisar el texto del
reconocimiento de voz

Uso de sistemas de ayuda
al diagnostico (CAD)

Relajacion de la vista
— Al menos dos veces por hora

Solucidon de errores segun
el modelo de la aviacion
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Tener las habilidades
técnicas suficientes

Tener habilidades no
técnicas

— Comunicativas

— Trabajo en equipo

— Liderazgo

— Toma de decisiones
— Profesionalidad

Trabajar en un entorno
organizado y con una carga
de trabajo razonable

Estar descansados vy alerta

Tener el control y estar felices
— Evitar Interrupciones

Evitar el estrées indebido
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e | OS errores son Inevitables

Se debe aceptar la falibilidad del
radiologo

e La mayor parte de los
errores son poco

significativos

— SIn embargo hay errores importantes
gue pasan desapercibidos

* Hay que abogar por un dintel
de competencia reguerida

por el profesional radiologico
Es complicado establecerlo
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| 0OS errores en radiologia
Son prevenibles pero

Inevitables

El abordaje tradicional del
na sido
'senalar, avergonzar vy
pasado en la

medico

elrror

culpabilizar”

percepcion de que los

un fracaso
profesional

personal

errores medicos no deben
existir y son indicativos de

y
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Discrepancias y soluciones en
el guehacer radioldgico diario

Daniel Eiroa

Monica Fernandez del Castillo Ascanio
Sonia Benitez Rivero

Yasmin El Khatib Ghzal

Violeta Pantoja Ortiz
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