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Lessons for Learning 
Diagnostic Error 

Background 
The Clinical Excellence Commission (CEC) Serious Incident Review (SIR) Sub-Committees consist of 
multidisciplinary clinicians who review serious incidents to identify key learnings, emerging risks, and 
patient safety issues with broader implications. One of their key roles is to recommend actions to 
mitigate potential patient safety risks. 

What reviews are telling us: System challenges involving diagnostic error 
The Clinical Management SIR Sub-Committee has identified recurring themes involving diagnostic 
error. “Diagnostic error” refers to a diagnosis that is missed, incorrect or delayed, often caused by 
system issues and cognitive aspects of the diagnostic process. This resource has been developed to 
support clinicians and healthcare services by sharing learnings, case insights and practical strategies to 
strengthen clinical responses and promote system improvements. Serious incident reviews have 
identified the following learnings: 

Structured assessment and pathways: Diagnostic error can be reduced by using structured clinical 
pathways and checklists to guide systematic assessment. Tools such as the Emergency care 
assessment and treatment (ECAT) protocols and sepsis pathways should be consistently applied to 
reduce variation and anchor against cognitive shortcuts. 

Dynamic diagnostic review: Clinical presentations evolve, requiring ongoing reassessment and 
consideration of differential diagnoses. When patients deteriorate, fail to improve or the trajectory of 
illness deviates from what is expected, it is helpful to take a step back and ask, ‘What else could it be?’, 
‘Are we missing anything?’ and to repeat key investigations when clinically indicated.  

Recognition and escalation of red flags: Subtle red flags, such as persistent severe pain, increasing 
analgesic requirements, new or increasing confusion or changes in behaviour, mild hypoxia, and non-
specific deterioration, require active consideration and escalation, even when initial investigations are 
inconclusive. 

Diagnostic stewardship: Actively engage and consult with colleagues, speciality teams and patients 
and their families to help support shared decision making. Including others in critical thinking and 
diagnostic processes helps to reduce cognitive load and potential anchoring. 

Safe handover and communication: Diagnostic plans should be clearly communicated during 
handovers, including differential diagnoses, alternative considerations, and explicit escalation plans, 
particularly during weekends or periods of reduced staffing. 

Managing cognitive biases: Anchoring, omission, or confirmation bias can contribute to diagnostic 
errors. Clinicians should reflect on their decision-making, seek second opinions when uncertain, and use 
debriefing to learn from near misses and incidents. 

Human factors and system design: Factors such as high workload, fatigue, interruptions, and 
inadequate supervision contribute to diagnostic error risk. Systems should support manageable 
workloads, reflective practice and a culture that enables open discussion of diagnostic challenges. 

https://aci.health.nsw.gov.au/ecat
https://www.cec.health.nsw.gov.au/keep-patients-safe/sepsis/sepsis-pathways
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Case 1: Anchoring bias in headache presentation 
A patient was diagnosed and treated for migraine after presenting with the “worst 
headache of their life”, nausea, vomiting, blurred vision, right-sided tongue deviation 
and paraesthesia in their lower limbs with no previous history of migraines. They were 
discharged home with GP follow up. Two weeks later they were brought in by 
ambulance following a seizure. Imaging revealed a subarachnoid haemorrhage from a 
ruptured cerebral aneurysm requiring emergency surgical intervention and inpatient 
neurological rehabilitation. 

Lesson: Utilising appropriate clinical pathways and checklists to support 
systematic assessments can reduce diagnostic anchoring and biases and ensure 
‘red flags’ are considered. Be receptive to how new information may change or alter a 
patient’s diagnosis to reduce the likelihood of diagnostic anchoring and confirmation bias. 

Case 2: Omission bias leading to delayed diagnosis  
A patient was admitted with exacerbation of peripheral neuropathy with other symptoms 
that were not acute and considered unrelated. Their presentation did not clearly align 
with a specific diagnosis, leading to a “wait and see” approach without a clear working 
diagnosis or escalation plan. The patient deteriorated with multiple new issues that 
were not escalated. The patient died of multiple pulmonary emboli, ischaemic colitis, 
and multi-organ failure.  

Lesson: Adopting a “watch and wait” approach when investigations are 
inconclusive and delaying diagnosis places patients at risk. Use shared decision 
making with other speciality teams, have clear escalation points with scheduled 
reviews to avoid unexpected deterioration. 

Case 3: Missing red flags in a shoulder pain presentation 
An older patient presented to ED with severe shoulder pain following heavy lifting, 
reporting ongoing discomfort despite analgesia. The patient’s family requested an 
ECG, which was reported as normal despite subtle ST changes present. The patient 
was discharged for GP follow-up. A few days later, the patient suffered a cardiac 
arrest and died despite resuscitation attempts. Post-mortem findings revealed an 
acute myocardial infarction. 

Lesson: Diagnostic error can occur when clinical ‘red flags’ are missed or 
disregarded, particularly when these ‘red flags’ don’t fit the diagnosis. Keep a 
broad diagnostic sieve, be aware of internal biases and potential anchoring to 
ensure ‘red flags’ are considered and always seek a senior or colleague to review 
to provide fresh eyes when something doesn’t make sense. 

Key messages for safer practice 
• Ask “what else could it be?” to reduce anchoring and confirmation bias 
• Use structured assessment pathways and checklists to support diagnostic processes 
• Recognise red flags and escalate when uncertainty persists 
• Reflect on personal cognitive biases during diagnostic decision making 
• Leverage teamwork and collective vigilance through safety huddles and structured 

handovers to help reduce anchoring and cognitive load 
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Reflective prompts for teams and services 
Consider these prompts during clinical governance meetings, Safety Huddles, Morbidity and Mortality 
Meetings, and local quality improvement planning: 
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How do you recognise and escalate 
subtle red flags, particularly when 

patients re-present or fail to improve?

Be aware of your own cognitive biases 
and how they influence your clinical 
decision making. Ask for a senior or 
colleague to review to get a second 

opinion.

How do you ensure that you routinely 
ask, “What else could it be?” to broaden 

differential diagnosis and reduce 
anchoring and bias?

Recognise that a diagnosis is dynamic 
and can evolve. Always consider how 
new symptoms or investigation results 
can influence a differential diagnosis.

What systems and processes are in 
place to ensure that patient and family 
concerns are heard, documented, and 

acted upon?

Proactively ask patients, carers and 
family members 'Are you worried you / 
they are getting worse?'. Encourage 
them to raise concerns about their 

condition getting worse at any time and 
provide information on REACH.

How can you effectively manage your 
cognitive load, particularly during periods 
of high workload, to minimise the risk of 

diagnostic error?

Use clinical tools such as checklists and 
pathways and use the team around you 
to help reduce anchoring and cognitive 

load.

How can we learn from cases of 
diagnostic error?

Use safety huddles, M&Ms and debriefs 
to actively reflect on the systematic and 
cognitive process that contributed to the 

error and discuss how it can be 
prevented from happening again.

What role can the team play in reducing 
the risk of anchoring and bias in 

diagnostic processes?

Regularly run handovers where 
communication is thorough, clear and 

well structured reduces risk of anchoring 
and bias. Team members should feel 
safe to encourage questions and raise 

concerns. 
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https://www.cec.health.nsw.gov.au/improve-quality/system-safety-culture/safety-fundamentals/for-teams/safety-huddles
https://www.cec.health.nsw.gov.au/improve-quality/system-safety-culture/safety-fundamentals/for-teams/morbidity-and-mortality-meetings
https://www.cec.health.nsw.gov.au/improve-quality/system-safety-culture/safety-fundamentals/for-teams/morbidity-and-mortality-meetings
https://www.cec.health.nsw.gov.au/improve-quality/system-safety-culture/be-a-voice-for-safety/diagnostic-error
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/305843/Diagnostic-Error-Learning-Resource-for-Clinicians.pdf
https://www.cec.health.nsw.gov.au/engage/podcast
https://podcasts.apple.com/us/podcast/safety-and-quality-in-action/id1709415553
https://open.spotify.com/show/67jUpUB9bdRe5ac28EqTPj
https://doi.org/10.1136/bmjqs-2019-010822
https://doi.org/10.1136/bmjqs-2019-010822
https://doi.org/10.23970/AHRQEPCCER258
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_020
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_047
https://doi.org/10.1136/bmjqs-2011-000150
https://doi.org/10.1136/bmjqs-2011-000150
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