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Abstract 
Current medical decision-making is influenced by many factors, such as competing interests, 

distractions as well as fear of missing an important diagnosis. This can result in ordering 

tests or providing treatments, which can be harmful. Unnecessary tests are more likely to 

lead to false positive diagnosis or incidental findings that are of uncertain clinical relevance. 

Estimates indicate that almost one-third of all health spending is wasteful. The “Choosing 

Wisely” campaign has identified many of these wasteful tests and treatments. Some 

suggestions are proposed to focus on our critical thinking, embrace shared-decision making 

and stay curious about the patient we are treating. Most importantly, doing nothing could be 

a quality indicator for EDs, and ACEM supported audits and research to develop benchmarks 

for certain tests and procedures in ED are important to achieve a cultural change. 
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The patient (I) 
Recently, I received a patient handover from a resident during our morning meeting. The 

patient was a lady in her seventies who had slid out bed. Her elderly husband was unable to 

assist her off the floor and he called an ambulance. She never hit her head and had no signs 

of injury (head or anywhere else). However she was on rivaroxiban for atrial fibrillation. The 

resident almost apologetically explained he did not order a CT head overnight since he 

thought there was no indication for it. One of the other senior FACEMs chimed in and said: 

“She is old and on rivaroxiban – just scan her”. To provide some counterweight, I praised the 

resident for his critical thinking and trying to avoid unnecessary testing and the final solution 

was that I would review the patient and make a decision on whether this lady needed neuro-

imaging.  

The problem 
Now think back to your last clinical shift and try to count how many decisions you made. And 

consider what proportion of your actions was supported by high-level evidence? How often 

did you deviate from guidelines – and was this deviation a conscious and purposeful 

decision? At any time, did you turn a blind eye and did you make a decision that you knew 

was not based on any convincing data? Have you heard yourself (or anybody else) say 

phrases like this: “We will give you some antibiotics for this (uncomplicated sutured) wound – 

just to be sure”.1 

As a clinician working in an Emergency Department, there is an apparent tension between 

doing what is right for the individual who you are treating and what the greatest good for the 

greatest number is, including downstream harms and benefits. However, we need to 

consider that guideline recommendations are based on consensus, and are more often than 

not informed by weak or moderate quality evidence.2 Sometimes similar or better outcomes 

are achieved despite suboptimal adherence to guideline recommendations.3 

Our current medical decision-making can be based on fear of missing an important 

diagnosis, and may result in ordering tests or treatments, which could be harmful, or in the 

best case scenario, have no effect on a patient-centred outcome. Unnecessary tests are 

more likely to lead to false positive diagnosis or incidental findings that are of uncertain 

clinical relevance. Estimates from the Institute of Medicine suggest up to 30% of all health 

spending is wasteful. 4 The “Choosing Wisely” campaign has identified many of these 

wasteful tests and treatments.5 This campaign is supported by ACEM with several specific 

recommendations for emergency medicine (see Box 1).6 
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It is difficult to gauge the effect this campaign. Anecdotally, most clinicians are aware of the 

lack of evidence for certain tests and treatments – but still prescribe that treatment or want to 

order the wasteful test, as outlined in the example of the lady on rivaroxiban. This suboptimal 

compliance is likely driven by multiple factors, which include human factors (tiredness, 

hunger, distraction, fear), environmental factors (many patients waiting, noise, critically 

unwell patient arriving) or patient factors (varying expectations and degree of understanding). 

Our brains have only so much ‘band-width’ available for cognitive processing and this may 

affect our curiosity and critical thinking. Which may lead to a simplified simplified decision-

making process - “Let’s admit this (systemically well) patient with mild cellulitis to the short 

stay ward on intravenous antibiotics – just to be sure – he has a cannula anyway, so we 

might as well”.  

 

Besides the competing pressures and interests - some of this decision-making may be driven 

by how our health systems emphasise the significance of missed diagnoses. Morbidity and 

mortality meetings can be quite anxiety-provoking. They usually feature poor outcomes due 

to delayed diagnosis or inappropriate treatment. These forums much less often feature 

adverse events from unnecessary tests or treatments (i.e. patient with significant gastro-

intestinal haemorrhage requiring blood transfusion due to (unnecessary) oral anticogualants 

for a small below knee deep venous thrombosis (DVT) – or a patient who required 

hospitalisation for prominent diarrhoea from clostridium difficile after being given 

inappropriate antibiotics for ‘sinusitis’).  The focus seems to be on the adverse events of 

something we did not do, rather than the adverse events caused by something we did do - 

“to be sure”.  

 

The corollary of the above is that clinical decision-making is influenced by competing 

interests, distractions and cognitive limitations (leaving us less curious and critical) as well as 

concern about missing diagnoses – leading us to over-investigate and over-treat. It is 

important to remember, more care isn’t better care. So what is the solution? Although every 

clinical decision needs to be put in context, the following suggestions may provide some 

guiding principles. 

 

 

Encourage and reward critical thinking amongst all levels of staff.  
Guidelines help to standardise and improve evidence based care, but not all guidelines are 

created the same and recommendations can be based on weak evidence. Know the 

information you base your decision on. Be prepared to deviate from guidelines if required, 

preferably after consultation with a peer or supervisor. 
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Stay curious.  
Review a history and exam if decisions are not clear-cut. Avoid using terminology such as “to 

be sure”, “to be safe” or “we may as well” for tests and treatments that are just as likely to 

lead to adverse events or false positives. Engage the patient and use shared decision-

making models.7 

Be parsimonious.  
At individual clinician level this will be informed by appropriate critical thinking and clear 

shared decision-making with the patient. At an institutional level (or state and national level), 

recognition and incentives for not ordering unnecessary tests and not providing unproven 

treatments would be needed to support this cultural shift. Which leads me to my final 

suggestion. 

Doing nothing as a quality indicator. 
Currently, quality of care indicators are currently almost exclusively directed at what doctors 

do, not at what they abstain from doing.8 ED Quality indicators could include benchmarking 

of certain tests/treatments to be ordered, with the ACEM recommendations from the 

Choosing Wisely campaign (Box 1) logical candidate markers. For example, the proportion of 

patients who receive a CT head for trauma who did not meet a validated clinical decision rule 

should be less than a pre-defined percentage. Appropriate and achievable benchmarks can 

be determined by (ACEM endorsed, encouraged and incentivised) audits of current practice 

in all accredited Emergency Departments. Departments who meet these benchmarks 

markers are to be rewarded.  

The patient (II) 
I reviewed (history and examination) the patient that was handed over to me. I agreed with 

the resident there was no indication for a CT brain. The patient stated she was only in our 

department because she was unable to get up by herself. We discussed her social situation 

and the shared decision was that she would be discharged without CT in the care of her 

family with a GP follow-up appointment the next day.  

The next time I saw the resident who gave me the original handover I told him: “Please stay 

critical, curious and parsimonious”. 
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Box 1. Australasian College for Emergency Medicine: tests, treatments and procedures 
clinicians and consumers should question. 6 
 
 
- Avoid requesting computed tomography (CT) imagingof kidneys,ureters and bladder (KUB) 
in otherwise healthy emergency department patients, age<50 years, with a known history of 
kidney stones, presenting with symptoms and signs consistent with uncomplicated renal colic 
 
- Avoid coagulation studies in emergency department patients unless theere is a clearly 
defined specific clinical indication 
 
- Avoid blood cultures in patients who are not systemically septic, have a clear source of 
infection and in whom a direct specimen for culture (e.g. urine, wound swap, sputum, 
cerebrospinal fluid or joint aspirate) is possible 
 
- For emergency department patients approaching end-of-life, ensure clinicians, patients and 
families have a common understanding of the goals of care. 
 
- Don't request imaging of the cervical spine in trauma patients, unless indicated by a 
validated clinical decision rule 
 
- Don't request computed tomography (CT) head scans in patients with a head injury, unless 
indicated by a validated clinical decision rule 
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