
	  

	  

Box 2 
Common cognitive biases 
Adapted from Croskerry P. Achieving quality in clinical decision making: cognitive strategies and detection of bias. Acad Emerg Med 2002; 9: 1184-1204. 
 
 

Anchoring 
describes the common human tendency to rely too 
heavily on the first piece of information offered 
(the ‘anchor’) when making decisions. 

Framing effect 
is when how a case is presented, for example in 
handover, can generate bias in the listener. This 
can be mitigated by always having ‘healthy 
scepticism’ about other people’s diagnoses. 

Premature Closure 
is the tendency to prematurely close the decision 
making process and accept a diagnosis before it, 
and other possibilities, have been fully explored. 

Ascertainment Bias 
is when we see what we expect to see (‘self-
fulfilling prophecy’). For example, a frequent 
self-harmer attends the ED with drowsiness – 
everyone assumes he has taken another overdose 
and misses a brain injury. 

Gambler’s Fallacy 
is the mistaken belief that if something happens 
more frequently than normal, then it will happen 
less frequently in the future (or vice versa). In 
situations where what is being observed is 
random, this belief is false. 

Psych-Out Error 
Psychiatric patients who present with medical 
problems are under-assessed, under-examined and 
under-investigated because problems are 
presumed to be due to, or exacerbated by, their 
psychiatric condition. 

Attribution Error 
is the process of inferring the causes of events or 
behaviours. For example, if a patient gets better 
after a certain treatment (y), we might assume the 
diagnosis must be x. 
 

Hindsight Bias 
is when knowing the outcome profoundly 
influences the perception of past events and 
decision making, preventing a realistic appraisal 
of what actually occurred – a major problem in 
learning from diagnostic error. 

Representativeness 
‘If it looks like a duck, walks like a duck, then it 
is a duck’. However, this kind of pattern 
recognising (mistaking ‘similar’ for ‘same’) can 
lead to atypical presentations of diseases being 
missed. 

Availability bias 
is when things are at the forefront of your mind 
because you have seen several cases recently or 
have been studying that condition in particular. 
For example, when the author worked in an 
epilepsy clinic, all blackouts were possible 
seizures. 

Multiple Alternatives Bias 
is when there are several possibilities, leading to 
significant uncertainty. This is made easier by 
reverting to a smaller, more familiar subset of 
options which can result in the exclusion of other 
possibilities. 

Search Satisficing 
is when we stop searching because we have found 
something that fits or is convenient, instead of 
systematically looking for the best alternative 
which involves more effort. 



	  

	  

Base Rate Neglect 
is the tendency to ignore the prevalence of a 
disease which then distorts Bayesian reasoning 
(see chapter 3). In some cases, clinicians do this 
deliberately in order to rule out an unlikely but 
worse case scenario. 

Omission Bias 
is the tendency towards inaction, rooted in the 
principle of ‘first do no harm.’ Events that occur 
through natural progression of disease are more 
acceptable than those that may be attributed 
directly to the action of the healthcare team. 

Sutton’s Slip 
takes its name from a Brooklyn bank robber who 
explained he robbed banks ‘because that’s where 
the money is!’ – the strategy of going for the 
obvious is referred to as Sutton’s Law, the slip 
occurs when other possibilities are not 
considered. 

Commission Bias 
is the tendency towards action rather than 
inaction, in the assumption that only good can 
come from doing something (rather than 
‘watching and waiting’). 

Order Effects 
is about the fact that we tend to remember the 
beginning and the end of information presented to 
us, not all of it – important to remember in 
handovers. 

Triage-Cueing 
Triage ensures patients get sent to the right 
department. However, this leads to ‘geography is 
destiny’ – for example, a diabetic ketoacidosis 
patient with abdominal pain and vomiting gets 
sent to surgery. The wrong location (surgical 
ward) stops people thinking about medical causes 
of abdominal pain and vomiting. 

Confirmation Bias 
is the tendency to look for confirming evidence to 
support a theory rather than looking for 
contradictory evidence to refute it, even if the 
latter is clearly present. Confirmation bias is 
common when a patient has been seen first by 
another doctor (e.g. GP or ED doctor). 

Overconfidence Bias 
is the tendency to believe we know more than we 
actually do, placing too much faith in opinion 
instead of gathered evidence.  

Unpacking Principle 
is when failure to ‘unpack’ all the available 
information means things get missed. For 
example, if a thorough history is not obtained 
from either the patient or carers (a common 
problem in Geriatric Medicine) diagnostic 
possibilities may be discounted. 

Diagnostic Momentum 
Once a diagnostic label has been attached to a 
patient (by the patient or other healthcare 
professionals) it can gather momentum with each 
review leading others to exclude other 
possibilities in their thinking. 

Posterior Probability 
occurs when our estimate of the likelihood of 
disease is unduly influenced by what has gone on 
before for a particular patient – for example, a 
patient who has been extensively investigated for 
headaches presents with a severe headache and 
serious causes are discounted. 

Visceral Bias 
refers to the influence of either negative or 
positive feelings towards patients, which can 
affect our decision making. 

 
GP = General Practitioner ED = Emergency Department


