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cient diagnostic decision making. Heuristics are also prone to failures, or
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literature on debiasing strategies in medicine, and provides a framework
for teaching critical thinking in the intensive care unit as a strategy to
promote learner development and minimize cognitive failures.
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Ongoing regular feedback can normalize the discussion about improving
decision-making, enable reflective practice, and improve decision making.
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Teaching and promoting critical thinking skills in the intensive care unit is
challenging because of the volume of data and the constant distractions
of competing obligations. Understanding and acknowledging cognitive
biases and their impact on clinical reasoning are necessary to promote
and support critical thinking in the ICU. Active educational strategies
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nized thinking and reinforce key connections and important clinical and
pathophysiologic concepts, which are critical for inductive reasoning.
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decisionsupport (CDS).Awide rangeofCDS interventions havebeenused in
intensive care unit environments. The field needs well-designed studies to
identify the most effective CDS approaches. Evolving artificial intelligence
and machine learning models may reduce information-overload and enable
teams to take better advantage of the large volume of patient data available
to them. It is vital to effectively integrate newCDS into clinical workflows and
to align closely with the cognitive processes of frontline clinicians.
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Diagnosing critically ill patients in the intensive care unit is difficult. As a
result, diagnostic errors in the intensive care unit are common and have
been shown to cause harm. Research to improve diagnosis in critical
care medicine has accelerated in past years. However, much work re-
mains to fully elucidate the diagnostic process in critical care. To achieve
diagnostic excellence, interdisciplinary research is needed, adopting a
balanced strategy of continued biomedical discovery while addressing
the complex care delivery systems underpinning the diagnosis of critical
illness.
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