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“Most people will experience at least one diagnostic error in their lives, sometimes with devastating consequences.

“Patients have a key role to play in helping to reach an accurate diagnosis, in deciding about appropriate treatment, in choosing an experienced and safe provider, in ensuring that treatment is appropriately
administered, monitored and adhered to, and in identifying adverse events and taking appropriate action.” 2]
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The Emergency Medicine Events Register (EMER) is an adverse event and
near-miss reporting system that is peer-led, online, anonymous and 10 questions (4 mandatory*) Consumer Incident by Catego ry” (n=77)
confidential. )
 Who did the experience happen to?* .
A one year pilot study was initiated in 2012, followed by implementation of e Tell us what happened*
EMER across Australia and New Zealand in 2014. Initially, only open to e What was the result of your experience?* ;
clinicians, it was expanded in 2016 to enable consumer reporting. EMER is the  How could your experience have been prevented? .
first emergency medicine specific incident reporting system in Australia. * What could the emergency department have done better? .
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For clinicians to calibrate their diagnostic reasoning, feedback on their . . g 2 = 3
diagnosis is crucial. Encouraging consumers to report back when their Incidents vs Compllment E 4&3"0 8 -
diagnosis evolves or is incorrect, is essential for clinicians to improve their (n=26) = § E’
diagnosis. i < ©
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Compliments (6 incidents, 17 categories)
Incidents (n=2) .
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The patient perspective could be described as a missing link in the puzzle that 3
is safe healthcare. Consumer reporting can be used to help identify diagnostic
errors in medicine, as well as contributing factors and preventive strategies. 2
On the EMER website a consumer reporting portal was added to gather Consumer perspectives on incident prevention .
incidents across all hospitals from the consumer perspective. (Thematic analysis)
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Consumer recruitment is performed through EMER site champions, consumer i %D
group advocates, EMER website (www.emer.org.au), social media and “word qé
of mouth”. Consumers navigate through a set of questions specifically *An incident may have multiple categories B
designed to elicit relevant information in a succinct manner to enable
maximum information extraction (Box 1). Resu ItS 2
Submitted incidents are categorised using similar codes to clinician categories Clinician Incident by Catego ry* (n=791) Clinician vs Consumer Dlagnostlc Error
to enable comparisons on what goes wrong in our EDs, and further analysed b i
by expert data analysts (see Results 1 & 2) and reviewed by those involved in . . Y Category
emergency medicine and consumer advocates. Learnings are disseminated -~
through publications, conference presentations and workshops . v
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The patient is an essential part of the diagnostic team and is often 2 % = g S 2 g g = S
overlooked. This ground-breaking project endeavours to incorporate the go E é’ 3 4&3"0 E 3 e
patient experience, helping to improve diagnostic accuracy. g § é §
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