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Pitfall

• A lightly covered and unnoticeable pit 
prepared as a trap for people or animals

• An unapparent source of trouble or danger; 
a hidden hazard

The Free Dictionary 



Context
• The complexity of health care

• Working conditions (high workload and staff 
shortage) 

• System and culture

• Medical decision making 



Changing World of Health Care

• "Medicine used to be simple, ineffective and 
relatively safe. 

• Now it is complex, effective and potentially 
dangerous."

• The systems of health care have not kept up 
with the changes

Chantler C. The role of education of doctors in the delivery of health care. Lancet
1999;353:1178–1



A Rockwellian View of Medicine

• This view is very 
appealing.

• It emphasizes the doctor-
patient relationship.

• It is NOT the system in 
which most clinicians 
work.



Clinical care is provided in 
a very complex environment

Cardiac Care is a Team Sport



• Systems are often responsible for bad 
quality, but professionals are usually 
responsible for the system

(Richard Grol)
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Theme Categories Sub categories 

Complex 
professional 
practice 

High workload  High patient load 

Critically ill patients  

Lack of control Interruption 

Inexperience 

Communication failures Information gap 

Lack of information 

Organizational failures Unclear ED structure 

Lack of inpatient beds 

Lack of resources 

Electronic health record (EHR) flaws 

 

Table 1. Factors perceived as patient safety risks by physicians and nurses in the ED.



Arch Intern Med. 2010 Apr 26;170(8):683-
90. doi: 10.1001/archinternmed.2010.65



Conclusion

• High work load was perceived as the main 
patient safety concern by ED clinicians. An 
interruption occurring during high patient 
load was perceived as increasing the risk for 
communication failures and medication 
errors. 



A system model of
accident causation

Some holes due
to active failures

Other holes due to
latent conditions

Successive layers of defences, barriers, & safeguards

Hazards

Losses

Reason, System defences



The importance of culture

Only culture can reach all parts of the system.
Only culture can exert a consistent influence, 

for good or ill.
Reason, System defences



16

31,033 Pilots, Surgeons, Nurses and Residents Surveyed

*Sexton JB, Thomas EJ, Helmreich RL, Error, stress and teamwork in medicine and aviation: cross sectional surveys.  
BMJ, 3-18-2000.

% Positive Responses from: Pilots Medical
Is there a negative impact of fatigue on your 
performance?

74% 30%

Do you reject advice from juniors? 3% 45%

Is error analysis system-wide? 100% 30%

Do you think you make mistakes? 100% 30%

Easy to discuss/report mistakes? 100% 56%

An informed culture?



Mental preparedness

• Assume that errors can and will occur.
• Stop and think. Identify those circumstances 

most likely to breed error
• Have contingencies in place to cope with 

problems, interruptions and distractions.
• Mentally rehearse complex procedures. 

GetJames Reason





Heuristic

• A heuristic technique (/hjʉˈrɪstɨk/; Ancient 
Greek: εὑρίσκω, "find" or "discover"), often 
called simply a heuristic, is any approach to 
problem solving, learning, or discovery that 
employs a practical method not guaranteed 
to be optimal or perfect, but sufficient for 
the immediate goals.

Wikipedia



Pitfall 1: The representativeness heuristic
• Is the assumption that something that seems 

similar to other things in a certain category is 
itself a member of that category 

How to avoid it:

• It is important to be aware of base rates of the 
occurrence of a particular condition and to avoid 
giving too much weight to one piece of 
information. 



Pitfall 2: The availability heuristic
• Place particular weight on examples of things that 

come to mind easily, perhaps because they are 
easily remembered or recently encountered

How to avoid it:

• Be aware of all the diverse factors that influence a 
decision. Knowing whether information is truly 
relevant, rather than simply easily available, is the 
key.



Pitfall 3: Overconfidence
• Research has shown that almost all of us are more 

confident about our judgments than we should be.
• Unfortunately, most of us are poor at assessing the 

gaps in our knowledge

How to avoid it:

• It is critical to be aware of the limits of your 
knowledge and to ensure that knowledge is kept up to 
date. Make it a habit to seek the opinions of 
colleagues



Pitfall 4: Confirmatory bias
• The tendency to look for, notice, and remember 

information that fits with our pre-existing 
expectations. 

• Similarly, information that contradicts those 
expectations may be ignored or dismissed as 
unimportant.

How to avoid it:
• Ask questions that would disprove, rather than 

confirm, your current hypothesis



Pitfall 5: Illusory correlation
• The tendency to perceive two events as 

causally related, when in fact the connection 
between them is coincidental or even non-
existent.

How to avoid it:

• Ask yourself whether any instances do not fit 
with your assumed correlations



Rules for good decision making

• Be aware of base rates

• Consider whether data are truly relevant, rather than
just salient

• Seek reasons why your decisions may be wrong and
entertain alternative hypotheses

• Ask questions that would disprove, rather than
confirm, your current hypothesis

• Remember that you are wrong more often than you
think



Vad kan Ni göra för att förbättra 
patientsäkerheten i LiÖ.

4. Diskutera behovet av processansvariga, 
ssk.inom cancersjukvården

5. Ökat fokus på det lokala (samverkan inom 
sjukhus och mellan sjukhusen och  respektive 
primärvård)

6. Ge verksamhetschefer möjlighet att arbeta 
med kvalitet och säkerhet( prioritering)

Foto Kristina Söderlind

Safety is a dynamic non-event

Karl Weick
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