Missed Diagnoses on Abdominal CT: Lessons Learned
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Diagnostic errors in radiology, particularly in abdominal CT
scans, can have significant implications for patient care and outcomes:

1. Perceptual €rrors: Missed lesions or abnormalities,
satisfaction of search errors.

2. Interpretation errors: Misclassification of lesion, failure to
recognize clinical significance.

3. Communication errors: Inadequate or unclear radiology
reports, lack of timely communication.

4. Technical errors: Inadequate or suboptimal imaging
technique, artifacts or image quality issues.

5. Knowledge-based errors: Limited experience, knowledge
gaps.
6. Cognitive errors: Anchoring bias, confirmation bias.
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Proper technique - Is the scan
adequate for the clinical indication (contrast
study/ decubitus imaging/ multiple phases/
added sequences)? If not, communicate.

Are we missing something? Get the
full clinical information. Talk to the provider;
sometimes the medical records aren’t enough.

Complete the checklist - structured
reporting on — 1. all phases, 2. all planes
(using multiplanar reconstruction or MPR) and
3. all window settings.

The more eyes the better! — Never
be shy to approach a colleague or a senior for
their opinion! Another pair of eyes help more
often than one can imagine.

Take a break - Rest your eyes and avoid
burnout. Shifts are there for a reason3.
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