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DISCLOSURES

• Own and operate a second opinion 
radiology practice

Courtesy Joe Katchka, KatchMoments Photography
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ERROR IN RADIOLOGY

• Institute of Medicine report: up to 
98,000 deaths/year due to medical 
error
• More recent analysis suggest 

251,000 to 440,000 preventable 
deaths

• Radiology error rates have 
considerable impact from delayed 
or inaccurate diagnoses
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ERROR IN RADIOLOGY

• Errors or delays in accurate 
diagnoses can impact patient care

• Overall prevalence of radiology 
errors is 3-4%, unchanged since 
1940’s

• Chiropractors may share 
responsibility for at least the 
professional components of the 
exam
• In house, vs outside imaging
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ERROR IN RADIOLOGY

• Most common in musculoskeletal 
and spine radiography

• Most errors are due to the person 
interpreting

• Many factors influence 
interpretation

Waite et al. Interpretive Error in Radiology AJR 208:4: 739-49, 2017.

Case courtesy Roberta Blair Thompson DC

47 M with bilateral paresthesiae

Answer: Ossification of PLL (OPLL)
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ERROR IN RADIOLOGY
• Sources and causes of errors

• Most common types of diagnostic 
error
• 71% are “missed”

• Under-reading 42%
• Satisfaction of search 22%
• Location 7%

• 9% faulty reasoning
• Not missed
• Misinterpretation

 

6



10/8/24

3

72 F with burning mouth syndrome

Melanoma metastasis not seen 
on prior due to known CBCT 

limitations wo contrast

1/16/2024
CT w contrast

1/10/2024
CBCT 6 days later…

Case courtesy Ross Hauser MD
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COMMON ERRORS IN 
RADIOLOGIC INTERPRETATION

• How do we miss findings on XR?

83% of radiologists missed the gorilla!
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COMMON ERRORS IN 
RADIOLOGIC INTERPRETATION

• How do we miss imaging findings?

• Inattentional blindness
• Missing unexpected finding when 

engaged in a different task
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COMMON ERRORS IN 
RADIOLOGIC INTERPRETATION

• 24 radiologists looked for nodules 
(lung cancer screening) in 5 CTs
• 3 min / CT!
• Eye position tracked

• 20 of 24 radiologists failed to report 
seeing a gorilla
• 5.8 secs viewing 5 slices with gorilla
• Eye tracking showed 12 looked at 

the location of gorilla

Eye tracking of radiologist who 
did not report seeing gorilla

gorilla
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COMMON ERRORS IN 
RADIOLOGIC INTERPRETATION

• Naïve observers (no medical 
training) vs radiologists
• None reported noticing gorilla
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• Cognitive biases

Waite et al. Interpretive Error in Radiology AJR 208:4: 739-49, 2017.

Everyo
ne!

colleagues

Case courtesy Timothy Cowan DC

65 F right hip pain
17 year breast cancer remission

look again!
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CASE PRESENTATIONS

Case courtesy Timothy Cowan DC

65 F severe R hip pain,17 year 
remission from breast cancer

Answer: Metastasis to right ilium 
and labral tear
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CASE PRESENTATIONS

• Managing and minimizing our 
biases
• Keep looking, and look again

Case courtesy Timothy Cowan DC

65 F severe R hip pain,17 year 
remission from breast cancer
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CASE PRESENTATIONS

Case courtesy Troy Holder DC DACBSP

13 F stat request

On staff orthopedist’s answer: 
“pretty sure that’s from the 

leukotape”

15



10/8/24

6

16

CASE PRESENTATIONS
• Time management

• Most errors occur when fatigued, 
near the end of the day

• Workflow balance
• Dedicated time for reviewing 

imaging

Mid 30’s man with elbow pain seeking 3rd opinion. 
1st opinion: tumor, surgery recommended

2nd opinion: benign cyst, no surgery

Case courtesy Tony Branker DC, DACBSP

Answer: No tumor or cyst. 
Dorsal olecranon spur.
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CASE PRESENTATIONS

• Minimizing error rates
• Checklists

• ABCs for spine and joint XR
• Second opinions

• Computer-aided diagnosis / AI?

• Technological proficiency with 
viewing software

Case courtesy Elizabeth Hoefer DC DCCJP

Facet joint fusion

55 F with chronic neck pain
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Older female with pain following 
recent MVC. Radiographs from 

hospital with report:

Answer: L2 compression fracture
Also: Osteopenia, degenerative 

spondylolisthesis and facet disease, 
iliolumbar ligament ossification, etc

CASE PRESENTATIONS
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81 F with progressive severe left 
neck, left head, and left eye 

pain for 2 years
MRI report as stated by the 

chiropractor was normal
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81 F with progressive severe left 
neck, left head, and left eye 

pain for 2 years
MRI report as stated by the 

chiropractor was normal

Disc herniation, disc bulge, 
ligamentum flava redundancy, 

slightly low cerebellar tonsils
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60 M with severe knee pain no 
trauma  for several months

Case courtesy Matt Skalski DC DACBR

Answer: Subtle periosteal 
reaction due to metastasis 

from prostate cancer

63 M with ankle and foot pain

Answer: Diabetic atherosclerosis
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Case courtesy Jonathan Vestal DC

Answer: Incidental benign 
mediastinal lymph node 

calcification, and hiatal hernia

57 M with sharp mid-thoracic 
pain with sneezing x 2 weeks

Within the same week!

Calcified mediastinal lymph node
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59 F with low back pain and 
acute trauma
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59 F with low back pain and 
acute trauma
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Distal fibula fracture

Posterior malleolar 
fracture
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73 M, no history provided.

Atlantoaxial instability
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89 M, no history provided.

Left glenohumeral osteoarthrosis
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CONCLUSIONS
• Dedicate ample time

• Checklists: ABCs

• Be aware of various biases
• Keep looking, and look again

• Have someone else look
• Colleague and/or DACBR
• AI/CAD
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