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“The thought process that guides practice” (Rogers, 1982)

“Clinical reasoning is a cognitive process that healthcare 
professionals use to gather and evaluate information, analyze data, 
and make informed decisions about patient care.”

*Terms clinical reasoning, clinical judgment, problem solving, decision making 
and critical thinking are often used interchangeably.



BMJ 2016;353:i2139 doi: 10.1136/bmj.i2139



Management 
Errors

Estimated that diagnosis is wrong 10–15% of the time, highest in 
the ‘undifferentiated’ specialties of emergency medicine, internal 
medicine and general practice.

Diagnostic 
Errors



1. Diagnostic errors
2. Opioid safety
3. Care coordination within a setting
4. Workarounds
5. Incorporation of health IT into patient safety programs
6. Management of behavioral health needs in acute-care settings
7. All-hazards emergency preparedness
8. Device cleaning, disinfection, and sterilization
9. Patient engagement and health literacy
10. Leadership engagement in patient safety





Graber ML. BMJ Qual Saf 2013;22:ii21-ii27.



Arch Intern Med. 2005;165:1493-1499

Cognitive errors 
contribute to 

75% 

Factors to 
Diagnostic Error



System-related factors (19%)
Inefficient process 40%

High workload 34%

Inadequate handoff 10%

Insufficient resources 9%

Non-handoff communication error 5%

Arch Intern Med. 2005;165:1493-1499



Cognitive factors (28%)
Inadequate information verification 41%

Flawed information processing 31%

Insufficient data gathering 19%

Faulty knowledge 9%

Arch Intern Med. 2005;165:1493-1499





Barlett M, et at (2015)
Education for Primary Care

“Clinical reasoning is an important skill for all clinicians 
and historically has rarely been formally taught 
either at undergraduate or postgraduate level.”

“Clinical Reasoning should not be left to develop
haphazardly or by chance.” 

Jerome P. Kassirer
Editor-in-Chief of NEJM 1991-1999





• Teamwork in diagnostic process (patients, families)
• Enhance education/training in diagnostic process*
• IT supported
• Identify, learn from errors or near misses
• Establish culture
• Develop reporting environment
• Design payment and care support diagnostic process
• Funding and research



• ผูช้ายอาย ุ40 ปี มอีาการปวดทีบ่รเิวณใบหนา้
ซกีขวา เป็นมา 2 เดอืน 

• กลนือาหารไดป้กต ิไมม่นี ้าหนักลด ไปตรวจ
กบัทันตแพทย ์แนะน าใหท้ าการถอนฟัน

• หลงัถอนฟัน อาการปวดยังไมด่ขี ึน้ ไปหา
แพทยท์ีค่ลนิกิไดย้าแกป้วดมาทาน (กลุม่ 
NSAIDs) 

• 1 สปัดาห ์มอีาการปวดทอ้งขึน้มาทันท ีไป
หอ้งฉุกเฉนิ และไดรั้บการผา่ตดัพบวา่มี
gastric perforate 

• หลงัผา่ตดัไมม่ภีาวะแทรกซอ้น แตย่ังคงมี
อาการปวดบรเิวณใบหนา้ซกีขวาเชน่เดมิ







Lipoma Sarcoma

Linear  Case (Simple) Non-linear Case (Complex)

“Dealing with uncertainty”

“One Diagnosis but many 
management options”



None of these, however, was designed to consider the cognitive elements of 
patient care, and these cognitive aspects are typically the most relevant to 
understanding the origins of diagnostic error.

RCA



RCA's of Dx Error - A Handbook for Healthcare Organizations & Appendix copy.pdf

https://www.improve-dx.org/sites/default/files/2025-03/RCA%27s%20of%20Dx%20Error%20%20-%20%20A%20Handbook%20for%20Healthcare%20Organizations%20%26%20Appendix%20copy.pdf


Confidence 
in Decision-

Making

Improved 
Patient 

Outcomes

Efficiency 
and Reduced 

Burnout

Enhanced 
Problem-

Solving

Stronger 
Patient 

Relationships



Patient 
Safety

Happier 
Doctor

Well-being for ALL
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