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Executive Summary 
 

A day‐long, structured stakeholder dialogue was conducted on December 11, 2017 to address the 

issue of “What strategies to review diagnoses are feasible and sustainable in Emergency 

Departments?” This is one of six projects within the 3‐year Victorian Managed Insurance Authority 

(VMIA) Research and Innovation Program being conducted by BehaviourWorks Australia. The dialogue 

was attended by 12 people representing government, insurance, clinicians, hospital management, 

research, and consumer sectors. A briefing document presenting findings of a rapid review of 

academic evidence, practice interviews and citizen’s panel outcomes pertaining to this topic was sent 

to all dialogue participants in advance of the dialogue. The dialogue had three aims:  

1. Gain a shared understanding of evidence, practice and key issues in the Victorian Emergency 

Departments 

A number of key themes arose in the discussion, including:   

• From forms to norms, there is pressure to narrow and diagnose quickly. 

• The challenge of finding the right information to focus on, junior doctors overwhelmed by 

presenting information and may be overly reliant on test results and the direction that these 

take the diagnosis in. 

• The importance of communication, both between clinicians, and with patients. Interruptions 

are a huge impediment to communication. Patient are interrupted early in their descriptions 

and consultants have to contend with multiple interruptions throughout all their activities. 

• Information loss; a lot of information and details are lost between paramedic’s notes, triage 

notes and differential diagnoses not being adequately captured on forms 

 

2. Identify interventions to review diagnoses in Emergency Departments that could be trialled and 

scaled across Victoria  

Through discussion, suggested options were assessed for the feasibility and sustainability in 

Emergency Departments. The discussion focused on the intervention and target population (or 

condition). Deliberations focused on the evidence to support interventions, implementation 

considerations and what has already been tried. There was further discussion regarding how to focus 

the intervention and whether this should be determined by condition, or other ‘triggers’ such as time 

of day, an unexpected change in patients’ status, randomisation, or an existing process (e.g 

handover). Ultimately it was thought that a specific condition would be the most feasible approach 

for a pilot trial. 

3. Prioritise an intervention and determine measures of success  

Following discussion, the combination of second independent review and a structured discussion 

(based on ideas from diagnostic time-out and ‘Red Team Blue Team’ challenges) was thought to 

provide the best opportunity to address drivers of diagnostic error in EDs. Furthermore, to narrow the 

target population, a condition-based approach focusing on abdominal pain was chosen due to its high 

rate of presentation to ED; high clinical significance, its identification as a diagnostic challenge. The 

pilot evaluation will capture changes in clinician outcomes, patient outcomes and organisational 

outcomes.
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Pilot Behaviour Change Project Outline 

Independent Review followed by Structured Discussion 

Background and Aim 
Diagnosing involves a complex process of gathering and synthesising information from 

patients, imaging and other tests. The challenge of diagnosis is magnified in the Emergency 

Department (ED) due to time pressures, distractions and unfamiliarity with patient history 

and information. In addition to gaining a better understanding of system-related factors, 

significant focus has been applied to understanding the role of cognitive bias in diagnostic 

decision-making. In particular, confirmation bias (the tendency to seek and pay greater 

attention to confirmatory evidence) and clinician over-confidence have been found to affect 

how clinicians make diagnoses.  

Abdominal and pelvic pain was the most common principle diagnosis reported (based on ICD-

10-AM) in 2016–17 in Victorian Emergency Departments (4.6% of all ED presentations), 

followed by pain in throat and chest (4.2%; Australian Institute of Health and Welfare). In 

Victoria through 2016-2017, there were 79,783 ED presentations that were diagnosed as 

abdominal and pelvic pain providing sufficient volume to detect signal changes from the 

intervention. It can be challenging to establish the root cause of abdominal and / or pelvic 

pain as there are many possible diagnoses, including non-abdominal conditions that refer 

pain to the area.   

This pilot project aims to evaluate the feasibility, acceptability and effectiveness of 

independent review and structured discussion of initial diagnosis of patients presenting to 

the ED with abdominal and / or pelvic pain.  

Rationale 
Providing a second review or time to reflect on diagnostic decisions has been shown to be 

effective at reducing diagnostic error. This is particularly true when reviewing junior doctor’s 

cases. When senior clinicians review cases, they change course or treatment 30-40% of the 

time. An independent review will assist in combating common cognitive bias, such as 

anchoring (using an initial piece of information in subsequent decisions).  

The structured discussion is an opportunity to challenge assumptions and consider 

differential diagnosis. Furthermore, providing this opportunity will offer support to more 

junior doctors and a specific time dedicated to discussing and questioning the diagnosis. A 

structured discussion intervention has already been developed and implemented in an 

independent project, but has not been trialled to date. This project will involve liaison with 

the developers of this intervention.  

Methodology 
Population: Doctors, Nurses and other clinicians involved in managing patients presenting to 

Emergency Departments with abdominal pain (triaged either through Triage Nurse or 

Ambulance Arrival). 
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Intervention: Following the first clinician’s initial assessment, an independent review will be 

conducted by a second person (3-5 minutes) followed by a structured discussion between 

the first clinician and the second opinion (2-5 minutes). The second part of this intervention, 

the structured discussion, will be guided by a short (no more than four) set of questions 

designed to prompt reflection and challenge assumptions on initial diagnosis. 

Comparison: The intervention will be compared to usual practice, which in some 

circumstances may include informal discussions between clinicians. 

Outcomes:  

Clinician outcomes 

• Changes to diagnosis 

o Change / no change 

• Effect on doctors’ learning 

o Intentions to reconsider diagnosis 

o Identified diagnoses they would not have considered 

o Perceptions that process has enhanced decision-making 

o Confidence in the decisions being made (diagnostic calibration) 

o Effect of the intervention on usual practice (i.e. intervention itself as a potential 

source of bias)  

Patient outcomes 

• Ultimate outcome / diagnosis 

• Has a different diagnosis been received 

• Confidence in ED treatment 

• Perception of patient engagement 

Organisational outcomes 

• Patient flow (flowmetrics, patient journey) 

• Length of Stay 

• Short stay referrals 

• Failed short stay 

• Cost of investigations 

• Re-presentations to hospital within 24-72 hours following discharge 

• Triage categories 

• Test changes / using new test 

• Medication changes / using new medication 

Considerations: 

• Needs to be EMR, IT and paper compatible 

• Ethics and consent issues; given that informed consent could influence diagnostic 

practice, a waiver of consent was discussed. 
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• Timing of intervention. Need to balance when is an easy time to do it vs when is a 

clinically appropriate time to do it. (e.g. handover could be convenient but is likely to 

be too late, intervention needs to occur at the diagnostic stage which is earlier than 

handover). 

• Need to ensure that it does not lead to unnecessary testing; there are some 

mitigation strategies to help avoid this. 

• Possibility of including broader diagnostic team, e.g. radiologists, labs, etc. 

• Having diagnostic discussions in front of versus away from patients – pros and cons 

for each scenario  
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Key Themes of the discussion 

Pressure to ‘Get to a diagnosis quickly’ 

Systems, especially in EDs, are designed to prompt clinicians (Including paramedics, junior 

doctors, and consultants) to determine the diagnosis quickly - for example, forms that have 

‘diagnosis’ and ‘provisional diagnosis’ fields. Due to time pressures, most doctors do not 

always specify the differential diagnosis. Notes that include initial differential diagnosis are 

often not consulted later in the diagnostic process. 

There is a lot of pressure on junior doctors who are rapidly thrust into the role of an ED 

registrar, and aren’t always given adequate support. There are high expectations that they 

will be able to diagnose quickly and appropriately. 

Traditional conceptualisations of diagnosis were challenged. For example, rather than focus 

on getting the diagnosis right all the time and preventing all errors, the idea of ‘rescue’ was 

proposed; that is, how can we establish practices and systems so that there is another 

chance to identify errors and turn things around for the patient? 

Focusing on the right information 

One of the ‘crutches’ that people rely on when they’re uncertain regarding diagnosis is 

ordering more tests. There was a consensus that more focus on history taking is critical. 

Junior staff get overwhelmed by the breadth of information that gets presented to them 

during initial assessment and they struggle to package it neatly and make sense of it. Thus, 

providing an opportunity to discuss and ask questions would be valuable in challenging this 

thinking process. 

Communication 

Patients are usually interrupted within 18-30 seconds when they first start telling the doctor 

about why they’ve come to hospital. Patients often feel that doctors are busy and they need 

to be quick with their explanations. Taking the time to communicate with the patient can 

provide invaluable insights, especially those that weren’t first described. Communication 

studies have found that by asking if there is ‘something else’ rather than ‘anything else’, 

patients are much more likely to respond positively and share more information with their 

doctor. Or asking if something has changed since the doctor last saw you. 

Information can also be lost between team members. One of the biggest losses of 

information is reportedly between the paramedics and doctors in ED, where notes or 

information gathered pre-hospital are not adequately captured. 

Interruptions were repeatedly mentioned as a major issue in EDs. Interruptions, especially for 

consultants, are constant and impede their ability to think clearly. 
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Deliberations on intervention development: 
Deliberations focused on two themes – the intervention itself, and the target condition.  

Intervention  

A number of strategies to optimise the diagnostic process were discussed. Deliberations 

encompassed underlying research evidence to support these, feasibility in the Victorian 

context and strategies already known / tried. Interventions that were short-listed for 

discussion were: 

• Patient centred handover / Junior-Senior handover  

• Ward/ED rounding – group discussion at each patient bay / bedside 

• Up-front senior decision making / Front loading – senior staff can more efficiently 

identify key information as they have more experience. However, this risks capacity-

building in junior staff  

• Diagnostic time-out – a strategy developed and implemented in NSW was discussed 

at length – “Red Team Blue Team”. This involves two people who adopt designated 

roles – one to present the initial diagnosis and one to challenge / discuss this using a 

set of pre-defined questions. It was indicated that this trial could be an opportunity to 

test the effectiveness of this intervention 

• Crew resource management – cockpit authority gradient – application of principles 

from crew management in airlines to ED setting  

• Independent review by another doctor / clinician 

• Decision-aids /algorithms – how could these reinforce the other interventions 

Following discussion, the combination of second independent review and a structured 

discussion (based on ideas from diagnostic time-out and ‘Red Team Blue Team’ challenges) 

was thought to provide the best opportunity to address drivers of diagnostic error in EDs. 

Reasons for this included feasibility in both large and small EDs; existence of a developed 

diagnostic challenge resource; research evidence and cognition theory to support diagnostic 

time-out; and perceived acceptability to both senior and junior staff.  Conversely, it was felt 

that there were already a number of decision aids and algorithms in use in EDs, and that an 

additional decision aid for diagnosis would ‘get lost’.  

Condition  

There was some discussion regarding whether the intervention ‘trigger’ would be a time of 

day, a randomised selection of patients, a decision point across multiple conditions, an 

existing process (e.g. handover), an unexpected change in patient condition or a specific 

condition. Ultimately it was thought that a specific condition would be the most feasible 

approach for a pilot trial. A number of conditions were discussed as summarised below:  

• Abdominal Pain 

o Was also in top 3 of previous risk analysis (stroke, sepsis, cardiac were other 

high-priorities) 



 

10  

o Surgical ‘tummy’ needs to be diagnosed by feeling the ‘tummy’ (which is 

something that many people don’t do). 

o Would include ambos, interns, senior docs.  

o College of surgeons is doing a whole of country project on mortality in surgical 

abdomens 

• Chest pain/ coronary syndrome 

o Some hesitancy because: 

▪ So much work has already been done on this – risk getting our 

intervention confused.  

▪ Although there are high aggregate volumes of misdiagnosis, the rate of 

misdiagnosis of chest pain may not actually be that high  

o However, some support due to measurable outcomes and high clinical 

significance 

• Sepsis 

o Many pieces of existing work in this area, but there was some support and it 

was also felt that paediatric sepsis could be a narrower target 

• Stroke 

o A number of existing initiatives in this space - stroke pathway has already led 

to substantial improvements in NSW, and it was felt that there might be 

similar impacts in Vic (similar pathway, stroke ambulances recently launched) 

• Fractures 

o Large numbers (albeit smaller clinical significance) 

o Could be good area for trial 

o The main issue here is around patient voice/not being heard rather than 

diagnostic error  

In summary, chest pain and abdominal pain were the two most preferred, with sepsis a third 

possibility. Abdominal pain was chosen due to its high rate of presentation to ED; the fact 

that it has been identified as a diagnostic challenge many times but often placed into ‘too 

hard’ basket; the advantage of a pre-existing resource and the recent commitment of the 

College of Surgeons to this issue. Finally, it was reinforced that the decision between a 

surgical and non-surgical abdomen is one of high clinical significance, with errors in either 

direction having the potential for substantial adverse consequences.  
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Appendix 2: Background and methods of stakeholder dialogue   

The stakeholder dialogue was convened to enable a comprehensive discussion of relevant 
considerations (including research evidence) about a highpriority clinical or system issue in 
order to inform action. The key features of the dialogue were:  

1. It identified an issue that was considered a high priority; 

2. It focused on different features of the problem, including (where possible) how this 

differed across settings and contexts; 

3. It was informed by a pre-circulated briefing document that summarised contextual 

information on the current situation;   

4. It brought together parties who would be involved in or affected by future decisions 

related to the issue; 

5. It engaged a facilitator to assist with the deliberations;   

6. It allowed for frank, off‐the record deliberations, by following the Chatham House 

rule: 

“Participants are free to use the information received during the meeting, but neither 

the identity nor the affiliation of the speaker(s), nor that of any other participant, may

 be revealed”; and 

7. It did not aim for consensus.   

Participants’ views and experiences and the tacit knowledge they brought to the issues at 
hand were key inputs to the dialogue. The dialogue aimed to connect the information from 
the briefing document with the people who can make change happen, and energise and 
inspire the participants by bringing them together to address a common challenge. This use 
of collective problem solving can create outcomes that are not otherwise possible, because it
transforms each individual’s knowledge to a collective ‘team knowledge’ that can spark 
insights and generate action addressing the issue. This dialogue summary was prepared 
based upon notes of discussion taken independently by a BehaviourWorks Australia staff 
member (audio of stakeholder dialogues is not recorded). These notes were analysed to 
identify key themes and other information relevant to identifying priority areas. 

 


