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One in nine patients in Australian 
hospitals between 2012 and 

2015 suffered a complication –
about 900,000 patients every 

year. For patients who stay 
overnight, the rate of 

complications is one in four, about 
725,000 patients a year.

The risk of complications varies 
dramatically depending on which 

hospital a patient goes to, 
ranging from 2.9 per cent of 

hospital admissions to 16.6 per 
cent.





EMERGENCY 
MEDICINE 
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Chaotic

Undifferentiated pathology

Overcrowded

Time pressured

Staff Movement



CORONERS’ 
REPORTS 
INVOLVING 
DIAGNOSTIC 
ERROR IN ED

Aortic dissection
Acute coronary 
syndrome

Sepsis
Meningococcal 
disease

SDH
Pulmonary 
embolism





Kay says now that he was 

probably suffering from 

undiagnosed post traumatic 

stress disorder, and that little 

understanding was shown by 

the medical administration. 

Instead, he didn’t discuss what 

had happened with anyone, 

even his family, who are all 

doctors.

He was in a state of 

depression for about a year, 

not going out, not seeing 

anyone, and losing a great 

deal of weight. 



BAD PEOPLE MAKE ERRORS

ERRORS ARE RANDOM AND HIGHLY VARIABLE

ERRORS OF HIGHLY TRAINED PROFESSIONALS 
ARE VERY RARE

THE ERRORS OF HIGHLY TRAINED 
PROFESSIONALS ARE SUFFICIENT TO CAUSE 
BAD OUTCOMES 

MYTHS

ABOUT 

MEDICAL 

ERROR
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Natural Category of Incident









STAGE OF 
INCIDENT 
DETECTION

HomeED



AMBULANCE SERVICE + DIAGNOSTIC ERROR

• Access /Ramping 

•Miscommunications –’lost’ information

• Failure to appreciate/communicate severity

• Inter-hospital transfer – delay in time-critical diagnoses



MEDICAL IMAGING + DIAGNOSTIC ERROR

• Delayed and amended reports

• After hours access to CT/MRI

• Incidental findings not followed up

• ED reading of CT – finding error (near misses)



GENERAL SURGERY + DIAGNOSTIC ERROR

• Delay in surgical assessment as registrar in theatre 

• Phone advice

• “Non surgical” abdomen admitted under medicine 

•Over-reliance on CT report



SUSPECTED TESTICULAR TORSION

•Misdiagnosis and delays to diagnosis

• Delays caused by obtaining ultrasound

• Adult v. paediatric and urology v. general surgery

• Delays caused by transfer





EMER

Identify and analyse recurrent pitfalls 
in our profession – rich repository

Incorporated into Education and 
training, exams, CPD

Responsive - Safety Alerts, Research, 
Case Reports, Coroner’s reports



LEARNING MORE
SHARE THE ERROR











WHAT CONDITIONS DO WE NORMALISE?

OVERCROWDING = 
BUSY ED NOT SAFE

SUPERVISION (HOW 
WE SUPERVISE/RATIO 
JUNIOR TO SENIOR)

INEXPERIENCE / 
ACCESS TO EXPERTISE

SHIFT WORK FATIGUE 
= POOR DECISION 

MAKING
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