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ABSTRACT
Objectives To conduct a systematic review and 
synthesise qualitative research of electronic risk 
assessment tools (eRATs) in primary care, examining 
how they affect the communication and understanding 
of diagnostic risk and uncertainty. eRATs are computer- 
based algorithms designed to help clinicians avoid missing 
important diagnoses, pick up possible symptoms early and 
facilitate shared decision- making.
Design Systematic search, using predefined criteria of 
the published literature and synthesis of the qualitative 
data, using Thematic Synthesis. Database searches on 27 
November 2019 were of MEDLINE, Embase, CINAHL and 
Web of Science, and a secondary search of the references 
of included articles. Included studies were those involving 
electronic risk assessment or decision support, pertaining 
to diagnosis in primary care, where qualitative data 
were presented. Non- empirical studies and non- English 
language studies were excluded. 5971 unique studies 
were identified of which 441 underwent full- text review. 
26 studies were included for data extraction. A further two 
were found from citation searches. Quality appraisal was 
via the CASP (Critical Appraisal Skills Program) tool. Data 
extraction was via line by line coding. A thematic synthesis 
was performed.
Setting Primary care.
Results eRATs included differential diagnosis 
suggestion tools, tools which produce a future risk of 
disease development or recurrence or calculate a risk 
of current undiagnosed disease. Analytical themes were 
developed to describe separate aspects of the clinical 
consultation where risk and uncertainty are both central 
and altered via the use of an eRAT: ‘Novel risk’, ‘Risk 
refinement’, ‘Autonomy’, ‘Communication’, ‘Fear’ and 
‘Mistrust’.
Conclusion eRATs may improve the understanding and 
communication of risk in the primary care consultation. 
The themes of ‘Fear’ and ‘Mistrust’ could represent 
potential challenges with eRATs.
Trial registration number CRD219446.

INTRODUCTION
Diagnosis in primary care is complex and chal-
lenging. The main input, a patient’s history 
and examination, can be variable, imperfect 
and subjective. Pre- test probability is lower 
than other healthcare settings.1 2 General 
Practitioners (GPs) are able to process and 
communicate risk and accept uncertainty in 
diagnosis3: doing this in a way which allows 
a shared understanding of medicine with a 
patient is one of the seminal challenges of 
primary care.4

Clinical decision support systems are 
designed to ‘enhance medical decisions with 
targeted clinical knowledge, patient infor-
mation, and other health information’.5 
‘Electronic risk assessment tools’ (hereafter 
referred to as eRATs) are decision support 
systems which help with diagnosis. They are 
software where information about a patient 
is processed electronically to produce an 
output pertinent to a diagnosis, either imme-
diately or in the future. The output can be 
a quantitative risk of a specific diagnosis, or 
a more qualitative output: prompting the 
clinician to consider a particular diagnosis or 
list of possible diagnoses. eRATs can enable 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This is the first review to address the impact of 
electronic risk assessment tools in the primary care 
consultation.

 ⇒ There is inconsistency in nomenclature surrounding 
these tools.

 ⇒ There is a lack of data from patients in the primary 
studies.

 ⇒ There are likely biases in the original studies.
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extraction of data previously inputted into primary care 
IT systems, and can prompt users to input missing data. 
They can incorporate ‘pop ups’ during a consultation to 
avoid missing important diagnoses.6 7 They have a range 
of stated aims: making diagnosis more evidence based 
and objective; avoiding missed diagnoses; or facilitating 
shared decision- making.

eRATs tend to target diagnoses which are both serious 
and benefit from early intervention,6 7 an obvious example 
being cancer. To achieve adequate sensitivity these algo-
rithms tend towards a low positive predictive value.6 7 As 
eRATs use more complex calculations, invisible to the 
clinician and insert themselves into the clinician consulta-
tion more proactively, they may come to represent a ‘third 
actor’ in the consultation, alongside the patient and clini-
cian.8 They have the potential to change the consultation 
dynamic and diagnostic thinking process. Although there 
have been systematic reviews conducted on the effective-
ness of eRATs,9 10 there have been no systematic reviews 
using qualitative methods examining risk and uncertainty 
in their use.

Diagnosis in primary care tends to be the outcome of 
clinical reasoning, which can be considered using the 
theories of Situativity11: that diagnosis will depend on 
other actors (as well as the clinician) present during the 
consultation, and their interaction with multiple envi-
ronmental inputs; in our case eRATs. Within this clinical 
situation we are interested in the communication of risk, 
which is the best proxy we have of the understanding of 
risk. The Theory of Communicative Rationality12 may 
help our understanding—communication can be eman-
cipative: an attempt to achieve mutual understanding 
(as in shared decision- making); or strategic, where the 
intention of the communication is to achieve a particular 
aim of an individual, such as calculative manipulation of 
others.

Aim
This study aims to synthesise qualitative research on 
eRATs in the primary care consultation, examining how 
they affect the communication and understanding of the 
risk of a particular disease, and uncertainty when used 
making diagnoses.

METHODS
Study selection
Searches of MEDLINE, Embase, CINAHL and Web of 
Science were performed. The search strategy13 targeted 
studies involving a primary care population, where risk 
assessment or decision support tools are used, and qual-
itative data are reported regarding risk or uncertainty. 
Non- empirical studies and non- English language studies 
were excluded, as well as studies outside of primary care 
or where qualitative data were not presented. Using 
Covidence software,14 three authors (AB, JF- W and BD) 
independently screened titles and abstracts and then full 
text for relevance. Disputes were resolved on discussion 

between authors. The initial 5971 unique studies that 
were identified reduced to 441 on title/abstract review. 
These underwent full- text review, which yielded 26 
individual studies and 1 systematic review9 (figure 1). 
These were hand searched for further citations, which 
yielded two additional studies. Key eRATs embedded into 
System1, a mainstream UK IT system, were identified and 
the developers emailed (where qualitative studies had not 
already been identified) to see if there were unpublished 
data available. This did not identify further studies. Thus 
28 independent studies were included for data extraction 
(online supplemental table 1).

Quality appraisal data extraction
The 28 studies were assessed for quality (AB, ES and SGD) 
using the CASP (Critical Appraisal Skills Program) critical 
appraisal checklist.15 The CASP checklist was designed 
to be used as educational pedagogical tool and not as a 
scoring tool for systematic reviews. A point was assigned if 
the study met 1 of the 10 statements making up the CASP 
checklist. Discrepancies were resolved on discussion 
between the authors (online supplemental table 2). None 
were excluded from analysis due to low quality.16 Data 
extraction was performed by AB. Quotes and researcher 
statements regarding risk and uncertainty were extracted 
electronically and coded into NVivo software.17

Thematic synthesis
Thematic synthesis was chosen as it is based in scientific 
realism18: the purpose of this review is to examine how 
clinicians and patients understanding of risk and uncer-
tainty change with the use of eRATs. For the results to be 
broadly applicable, the underlying assumption is that the 
understanding of risk, and this communication is consis-
tent, or consistent within a range.

Descriptive codes were developed by AB. Codes were 
described in the initial studies coded, and subsequent 
studies coded into these concepts, with new descriptive 
codes being created, refined or ordered hierarchically 
when deemed necessary. These descriptive codes were 
discussed with other authors (SGD, ES, RC and MT). 
Thematic synthesis involves the ‘translation of concepts 
from one study to another’.19 The 10 studies with analyt-
ical findings pertaining to risk or uncertainty were exam-
ined. The developed descriptive codes were applied to 
each to explore new coding approaches. The descriptive 
codes were then developed inductively into analytical 
themes describing separate aspects of the clinical consul-
tation where risk and uncertainty is both central to, and 
altered via, the use of an eRAT. Selective quotes are used 
to illustrate the richness of data and to provide support 
for these themes.

Patient and public involvement
Patients and the public were not involved in the review.

Research ethics approval
This study did not receive or require ethics approval, as it 
does not involve human or animal participants.
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RESULTS
Three conceptually different forms of eRATs were iden-
tified: those which produced a risk of an immediate, or 
‘clinical’ diagnosis, (eg, the risk of a current bacterial 
tonsillitis); those which produced a risk of a future or 
‘prognostic’ diagnosis, (eg, the risk of cardiovascular 
disease in the next decade); and those which produced 
a list of potential alternative diagnoses, or ‘differential 
diagnosis generators’. This is an important distinction 
because it gets to the heart of what diagnosis is: separating 
the affected from the non- affected. This means defining 
illness, and the concept of current illness is distinct 
to the threat of future illness.20 It has further implica-
tions in that both clinician and patient may be able to 
change, and perhaps have responsibility for, ‘prognostic’ 
risk. It was decided that the three conceptual eRATs had 
aspects which were similar enough to attempt a synthesis: 
to see if there were findings which applied across the 
forms of eRATs, and that could help answer the research 
question.21

Except for a single study,22 those concerning eRATs for 
clinical diagnosis collected data from clinicians rather 
than patients. Studies of prognostic eRATs were more 
orientated towards the communication of risk to patients. 
The studies examining differential diagnosis generators 
had data from both clinicians and patients.

Included studies had publication dates ranging from 
2003 to 2019.22–49 There was a broad range of targeted 
diagnoses, as well as data collection and analytical 
methods. There was also a range of nomenclature used 
to describe the eRAT being used. Details are available 
in online supplemental table 1. Only 10 of the studies 
reported themes or findings pertaining to risk or uncer-
tainty in their analysis.27 33–35 37–40 42 49

Analytical themes
Six analytical themes are presented below with supportive 
quotes (further supportive quotes are presented in online 
supplemental table 3). Quotes are from clinicians, unless 
specified otherwise.

Figure 1 Flow diagram for systematic searches of databases and registers.

https://dx.doi.org/10.1136/bmjopen-2021-060101
https://dx.doi.org/10.1136/bmjopen-2021-060101
https://dx.doi.org/10.1136/bmjopen-2021-060101


4 Burns A, et al. BMJ Open 2022;12:e060101. doi:10.1136/bmjopen-2021-060101

Open access 

‘Novel risk’: A new risk is introduced into the consul-
tation, either as an unconsidered diagnosis or an unex-
pected high risk.24 26 28 33 46 47 It brings the risk to the 
forefront of the consultation and ensures that it is 
adequately considered.

It’s just electronic highlight, makes you think even if 
you immediately dismiss it, at least that millisecond 
you’ve thought about it, and I think that is going to 
be useful at some point, but for how many people I 
don’t know.26

I think it’s important to be informed and to get there 
as early as possible. To go and see the GP, and if 
there’s a tool perhaps, you know, to help me do this, 
that may be of interest. Patient Comment22

The eRAT can raise the risk of alternative diagnoses:

Yes, I must admit ovarian didn’t come so high up, I 
had already fixated on the bowel stuff, which maybe I 
shouldn’t have. This really said hey, consider ovarian 
as well. So again that was useful, yes.24

This theme arose mainly from studies regarding clin-
ical diagnosis, and differential diagnosis generators, and 
arose mainly from data regarding clinicians views.

‘Risk refinement’: In this theme, the risk is processed 
into a more accurate assessment. It was generated from 
studies concerning eRATs for prognostic and clinical 
diagnosis, and mainly from clinicians.

It enables clinicians: ‘to take complex, competing infor-
mation and bring it together’.36

This refinement of risk serves several purposes. It can 
give an objective single point estimate of risk.28 36 it can 
take complex risk factors and combine them into a single 
risk output,37 and it can orientate the clinician towards 
guidelines and clinical pathways, triggering them to add 
missing information to the eRAT,39 suggesting the next 
diagnostic tests which are appropriate24 to reduce uncer-
tainty and improve diagnostic accuracy.

‘Communication’: eRATs can assist clinicians to commu-
nicate risk to patients, and in patient- facing eRATs, to 
help patients communicate with their clinicians.22 They 
can provide a focus point for a consultation.39 46 Clini-
cians can use the eRAT output to justify their next action, 
be this referral or further testing particularly in eRATs 
for clinical diagnosis.24 45 Where the risk output is low 
they can justify inaction.24 31 The eRAT acts as a tool to 
communicate this:

OK, so our little risk calculator here is recommend-
ing that we would swab you for strep throat, and I 
agree with that.45

I think FRAX [is] useful because [it] can cut down on 
unnecessary investigations.46

Prognostic eRATs, can emphasise the level of risk, 
with a preference for colour displays or other qualitative 
methods of showing risk.39 46 eRAT outputs can be used 
as a motivator to take treatments or change behaviour.38

…you’re possibly changing what you can change. 
Patient comment28

‘Autonomy’: The eRAT output is a personalised risk 
pertaining to a patient’s health, enabling them to make 
informed decisions.28 37 The eRAT was an enabler of this 
as it provided a personalised risk and prompted patients 
to think about it.

Anything that gets people to have a think about their 
health is a good thing, anything at all.31

The fact that the eRAT has an output which not generic, 
but personalised to the patient’s data, was perceived to be 
an important component of this benefit among clinicians 
and patients across the range of eRATs examined in this 
review.

‘Fear’: The eRAT could create anxiety or disquiet 
in both patient and clinician. This can occur at several 
levels. The first is the fear of a serious diagnosis from the 
eRAT. Patients have understandable concern about their 
own health and welfare34:

If I knew I was from a high risk category, and I’m pret-
ty sure I’m not, I reckon I would find that so stress-
ful. I would just worry every time there was a pimple, 
Patient comment28

Clinicians share this fear, with an overlay of concern 
about poor understanding of risk among patients:

And I thought, ‘Wow! Patients coming with these 
tummy pains,’ even if I’m thinking, ‘She’s got a 10% 
chance,’ to actually think, ‘Wow! Listen, you got a 
38% chance of cancer.’ General public are very—I 
would find that confronting and the general public 
have a shocking record at understanding risk.24

A second fear from clinicians regarding differential 
diagnosis generators, and clinical diagnosis eRATs, was of 
the tool interrupting how they normally think about diag-
nosis.47 48 The eRAT could distort how they handled diag-
nostic risk and unwanted risk suggestions made clinicians 
uncertain. There was a fear that the risk outputs could 
lead to a loss of control of the consultation, as the uncer-
tainties raised by the eRATs override other agendas.24 46

Finally, there were fears expressed regarding the medi-
colegal consequences of eRATs. Clinicians expressed 
concern that any eRAT output, if not acted on, could 
act as evidence against them26 48 and make them vulner-
able to litigation. Here though, there was a negative case 
in the data, with one clinician reporting the eRAT was 
reassuring: that it acted as a ‘backstop’, reducing fear of 
missing a diagnosis.

So although it can cause irritation, the flip side of 
that is you can relax a little bit more and that you 
don’t have to remember absolutely everything (…) 
You know, how to sort the wheat from the chaff. So 
although people might think it’s irritating, it can be 
reassuring.26
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‘Mistrust’: There was a theme of mistrust in the risk 
output of the eRAT. Some clinicians felt that the eRAT 
algorithm was flawed: because the trigger was set at an 
incorrect level of risk25 48; that it relied on a single param-
eter, and changes to that parameter could disproportion-
ately change the output39; that the inputs themselves were 
out of date or flawed in some way; or that the outputs 
were outside the control of patient and clinician. There 
was then a suspicion that the eRAT could be either under 
or over- reporting a risk.

Inevitably it will come up with a diagnosis of can-
cer. When the patient walks through the door… 
quite clearly, quickly, we can see this is not a serious 
diagnosis.48

Although clinicians could use the eRAT output to 
justify not performing further investigations, this tended 
to be in high- risk situations where further testing was 
unnecessary before diagnosis and action. In situations 
where there was a low- risk output from the eRAT, both 
clinicians and patients preferred diagnostic tests over the 
output of an eRAT.31 49 Here, a diagnostic test would be 
ordered despite the eRAT suggesting a risk low enough 
that testing was unnecessary. The test was trusted and the 
eRAT discounted.

There was faith in personal judgement over the eRAT. 
Patients preferentially trusting their knowledge of their 
own bodies,28 42 clinicians trusting their clinical acumen 
or gut instinct.24 31 40 48 Over- ruling an eRAT with clinical 
acumen was seen as good medicine:

Patients don’t follow flow charts, in my experience.48

DISCUSSION
Summary
This review found that eRATs can influence diagnosis, and 
the communication of its risks and uncertainties in differing 
ways. Situativity11 includes the idea of distributed cogni-
tion,50 where reasoning is spread between several actors or 
tools. An eRAT introducing ‘Novel’ risk in a consultation 
could be seen as an example of this, and could have the 
potential to overcome the cognitive errors of misdiagnosis 
(such as premature closure).51 Shared decision- making52 
could be seen as a combination of the themes of ‘Commu-
nication’, ‘Autonomy’ and ‘Risk Refinement’, helping 
realise the emancipative communication as described by 
Habermas.12 In addition, the ‘Risk Refinement’ function 
of an eRAT has the potential to increase the consistency of 
diagnostic decision- making, which might improve adher-
ence to guidelines and play a part in cost containment.5 
These more positive themes could be undermined by those 
of ‘Mistrust’ and ‘Fear’, where the risk outputs of the eRAT 
are disregarded, or seen as something that could challenge 
or disturb the communication of diagnostic risk.

Strengths and limitations
This review is the first to address how eRATs affect under-
standing and communication of risk and uncertainty in 

the primary care consultation. The broad scope of this 
review means a range of eRATs have been synthesised. 
Some themes presented derive a greater part of their data 
from eRATs of a particular conceptual design (‘clinical’, 
‘prognostic’ or ‘differential diagnosis’, as described in 
the results section), which could challenge their transfer-
ability across all eRATs. This review was intended to look 
at the wider clinician and patient interaction (in terms 
of understanding and communication) with eRATs and 
the findings are broadly transferable, which supports the 
analytical approach taken.

Another challenge concerns the nomenclature 
surrounding these tools: we used search terms to capture 
all studies where information was processed electron-
ically to produce an output pertinent to a diagnosis, 
either immediately or in the future: here we have called 
them eRATs. The language used by the originators is 
often different and has changed over time. eRATs can 
also be referred to by other names, such as Diagnostic 
Decision Support Systems, Electronic Screening Tools 
and Risk Prediction Tools. The review may have missed 
interventions which, if examined, might be an eRAT by 
our definition.

There was limited data from patient’s views regarding 
eRATs: the majority of the qualitative data regarding 
risk and uncertainty came from clinicians in the review’s 
studies, and data from patients was less conceptually rich. 
If sharing diagnostic decisions with patients is to occur53 
more research is needed into the patient’s perspective. 
There were limited findings regarding uncertainty, 
compared with those concerning risk. Uncertainty in 
medicine is an under- researched area3 54–56 thus eRATs 
are influencing aspects of the consultation which are 
already poorly understood.

Thematic synthesis includes ‘translation’ of the review 
findings into the primary studies’ thematic frameworks. 
This involves ‘the process of taking concepts from one 
study and recognising the same concepts in another 
study’.19 However, understanding and communication of 
risk and uncertainty was included in the analytical find-
ings of only 10 of the primary studies, limiting this aspect 
of the synthesis. Single author data extraction is also a 
limitation, as the findings may be more prone to author 
bias.

Comparison with existing literature
There are studies supporting the use of alerts regarding 
prescribing errors,5 57 58 and the use of similar alerts to 
avoid missed diagnoses is a logical step. However, this 
introduction of novel risk into the consultation deserves 
a sound evidence base which is currently missing. 
Mistrust of decision support systems is a recognised 
issue59 and may be justified: there is limited evidence 
supporting eRATs in terms of improving survival and 
patient experience.12,13 The role of clinical judgement 
in the mistrust of eRATs is a tension which has been 
described in other areas of evidence- based medicine.60 61 
Part of clinical judgement is a clinicians’ gut feelings. 
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The role of gut feelings has been studied in regards to 
serious diagnoses62 63 although these focused on gut 
feelings triggering action despite a lack of (what might 
be considered) objective risk, rather than decisions not 
to act despite risk information: the latter is likely more 
common in the low prevalence setting of primary care, 
and this area warrants further study.

The role of fear in diagnosis, although well recognised,64 
is not well researched. A more mature literature exists for 
fear appeals in public health messaging. Witte and Allen65 
have examined the extended parallel process model,66 
where fear appeals produce two competing responses 
which interfere with each other: ‘danger control’, where 
the response is to avoid the threat producing the fear, 
and ‘fear control’ where the fear itself is avoided and a 
health recommendation defensively resisted. Thus, fear 
generated by eRATs may lead to the avoidance of the 
eRAT, rather than any intended outcome. Fear is gener-
ally a concerning response: the systemic harms of fear on 
GP retention have been described.67 Although clinical 
uncertainty is an inevitable part of the diagnostic process, 
when uncertainty becomes fear, it is likely to lead to worse 
overall decisions and disengage clinicians from use of 
eRATs.

Implications for future research and practice
Future research is needed into the understanding of 
diagnostic risk and uncertainty, from both patient and 
clinician’s view points, how they differ and how eRATs 
influence the resulting communication. More evidence 
is needed examining how eRATs influence a clinician's 
reasoning, particularly when the eRAT challenges clin-
ical judgement. This review may provide a framework 
through which a clinician and their patient may consider 
their own interactions with eRATs. The approach needs 
to be a nuanced balance: to value a clinician’s judgement; 
to be aware of the strengths and limitations of eRATs and 
what they bring to the consultation, while minimising the 
fear they generate for both patient and clinician.

Twitter Alex Burns @alburns50

Contributors AB: protocol, literature search, citation and full- text screening, quality 
appraisal, data analysis, article and guarantor. JF- W and BD: citation and full- text 
screening. ES and SGD: quality appraisal. ES, RC, MT and SGD: supervision at all 
stages.

Funding AB is a PhD candidate in a post funded by the University of Exeter (PhD 
Studentship Ref 3521) in conjunction with the ERICA trial (http://www.theericatrial. 
co.uk), which is funded by the Dennis and Mireille Gillings Foundation, and receives 
support from the charities Cancer Research UK and Macmillan.

Disclaimer The authors' time (AB, SD and MT) is partly supported by the National 
Institute for Health and Care Research Applied Research Collaboration South West 
Peninsula. The views expressed in this publication are those of the author(s) and 
not necessarily those of the National Institute for Health and Care Research or the 
Department of Health and Social Care.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data sharing not applicable as no data sets 
generated and/or analysed for this study.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Alex Burns http://orcid.org/0000-0002-9931-9198
Raff Calitri http://orcid.org/0000-0003-0889-4670
Sarah Gerard Dean http://orcid.org/0000-0002-3682-5149

REFERENCES
 1 Buntinx F, Mant D, Van den Bruel A, et al. Dealing with low- incidence 

serious diseases in general practice. Br J Gen Pract 2011;61:43–6.
 2 Hamilton W. Cancer diagnosis in primary care. Br J Gen Pract 

2010;60:121–8.
 3 O'Riordan M, Dahinden A, Aktürk Z, et al. Dealing with uncertainty in 

general practice: an essential skill for the general practitioner. Qual 
Prim Care 2011;19:175–81.

 4 Maskrey N, Gordon A. Shared understanding with patients. JAMA 
Intern Med 2017;177:1247–8.

 5 Sutton RT, Pincock D, Baumgart DC, et al. An overview of clinical 
decision support systems: benefits, risks, and strategies for success. 
NPJ Digit Med 2020;3:17.

 6 Pulse Today, Pulse Magazine. NHS forced to admit sepsis guidance 
is “difficult” as GPs switch off alerts, 2017. Available: https://
www.pulsetoday.co.uk/news/clinical-areas/infectious-diseases/ 
nhs-forced-to-admit-sepsis-guidance-is-difficult-as-gps-switch-off- 
alerts/

 7 Hamilton W. Electronic risk assessment for cancer for patients in 
general practice (ISRCTN22560297). ISRCTN registry. Available: 
https://www.isrctn.com/ISRCTN22560297

 8 Shachak A, Reis S. The computer assisted patient consultation. Clin 
Technol 2011:160–71.

 9 Chima S, Reece JC, Milley K, et al. Decision support tools to improve 
cancer diagnostic decision making in primary care: a systematic 
review. Br J Gen Pract 2019;69:e809–18.

 10 Riches N, Panagioti M, Alam R, et al. The effectiveness of electronic 
differential diagnoses (DDX) generators: a systematic review and 
meta- analysis. PLoS One 2016;11:e0148991.

 11 Durning SJ, Artino AR, Schuwirth L, et al. Clarifying assumptions to 
enhance our understanding and assessment of clinical Reasoning. 
Acad Med 2013;88:442–8.

 12 Habermas J. The theory of communicative action. Beacon Press, 
1984.

 13 Burns A, Donnelly B, Feyi- Waboso J. How do electronic risk 
assessment tools affect the communication and understanding of 
diagnostic uncertainty in the primary care consultation. do they 
alter how clinicians communicate risk and uncertainty? is the 
understanding of uncertainty altered for either clinician or patient? 
PROSPERO: International prospective register of systematic reviews 
2020:219446.

 14 Veritas Health Innovation. Covidence systematic review software. 
Available: www.covidence.org

 15 Critical Appraisal Skills Program. CASP qualitative studies checklist, 
2018. Available: https://casp-uk.b-cdn.net/

 16 Garside R. Should we appraise the quality of qualitative research 
reports for systematic reviews, and if so, how? Innov Eur J Soc Sci 
Res 2014;27:67–79.

 17 International QSR. NVivo qualitative data analysis software 2020.
 18 Barnett- Page E, Thomas J. Methods for the synthesis of qualitative 

research: a critical review. BMC Med Res Methodol 2009;9:1–11.

https://twitter.com/alburns50
http://www.theericatrial.co.uk
http://www.theericatrial.co.uk
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-9931-9198
http://orcid.org/0000-0003-0889-4670
http://orcid.org/0000-0002-3682-5149
http://dx.doi.org/10.3399/bjgp11X548974
http://dx.doi.org/10.3399/bjgp10X483175
http://www.ncbi.nlm.nih.gov/pubmed/21781433
http://www.ncbi.nlm.nih.gov/pubmed/21781433
http://dx.doi.org/10.1001/jamainternmed.2017.1932
http://dx.doi.org/10.1001/jamainternmed.2017.1932
http://dx.doi.org/10.1038/s41746-020-0221-y
https://www.pulsetoday.co.uk/news/clinical-areas/infectious-diseases/nhs-forced-to-admit-sepsis-guidance-is-difficult-as-gps-switch-off-alerts/
https://www.pulsetoday.co.uk/news/clinical-areas/infectious-diseases/nhs-forced-to-admit-sepsis-guidance-is-difficult-as-gps-switch-off-alerts/
https://www.pulsetoday.co.uk/news/clinical-areas/infectious-diseases/nhs-forced-to-admit-sepsis-guidance-is-difficult-as-gps-switch-off-alerts/
https://www.pulsetoday.co.uk/news/clinical-areas/infectious-diseases/nhs-forced-to-admit-sepsis-guidance-is-difficult-as-gps-switch-off-alerts/
https://www.isrctn.com/ISRCTN22560297
http://dx.doi.org/10.3399/bjgp19X706745
http://dx.doi.org/10.1371/journal.pone.0148991
http://dx.doi.org/10.1097/ACM.0b013e3182851b5b
www.covidence.org
https://casp-uk.b-cdn.net/
http://dx.doi.org/10.1080/13511610.2013.777270
http://dx.doi.org/10.1080/13511610.2013.777270
http://dx.doi.org/10.1186/1471-2288-9-59


7Burns A, et al. BMJ Open 2022;12:e060101. doi:10.1136/bmjopen-2021-060101

Open access

 19 Thomas J, Harden A. Methods for the thematic synthesis of 
qualitative research in systematic reviews. BMC Med Res Methodol 
2008;8:45.

 20 Coggon D, Barker D, Rose G. Epidemiology for the uninitiated. Wiley, 
2003.

 21 Weir MC, Grimshaw JM, Mayhew A, et al. Decisions about lumping 
vs. splitting of the scope of systematic reviews of complex 
interventions are not well justified: a case study in systematic 
reviews of health care professional reminders. J Clin Epidemiol 
2012;65:756–63.

 22 Nieroda ME, Lophatananon A, McMillan B, et al. Online decision 
support tool for personalized cancer symptom checking in the 
community (REACT): acceptability, feasibility, and usability study. 
JMIR Cancer 2018;4:e10073.

 23 Babb De Villiers C, Antoniou AC, Easton D. Development of cancer 
risk prediction models into tools for use in clinical settings. Eur J 
Hum Genet 2019;26:789.

 24 Chiang PP- C, Glance D, Walker J, et al. Implementing a QCancer risk 
tool into general practice consultations: an exploratory study using 
simulated consultations with Australian general practitioners. Br J 
Cancer 2015;112:S77–83.

 25 Jiwa M, Skinner P, Coker AO, et al. Implementing referral guidelines: 
lessons from a negative outcome cluster randomised factorial trial in 
general practice. BMC Fam Pract 2006;7:65.

 26 Dikomitis L, Green T, Macleod U. Embedding electronic 
decision- support tools for suspected cancer in primary care: a 
qualitative study of GPs’ experiences. Prim Health Care Res Dev 
2015;16:548–55.

 27 Kidney E, Greenfield S, Berkman L, et al. Cancer suspicion in 
general practice, urgent referral, and time to diagnosis: a population- 
based GP survey nested within a feasibility study using information 
technology to flag- up patients with symptoms of colorectal cancer. 
BJGP Open 2017;1:bjgpopen17X101109.

 28 Keogh LA, Steel E, Weideman P, et al. Consumer and clinician 
perspectives on personalising breast cancer prevention information. 
Breast 2019;43:39–47.

 29 Collins IM, Keogh LA, Steel E, et al. Development of a tailored, 
computerized, breast cancer risk assessment and decision support 
tool: what do clinicians want? JCO 2013;31:e20660.

 30 Coe AM, Ueng W, Vargas JM, et al. Usability testing of a web- based 
decision aid for breast cancer risk assessment among multi- ethnic 
women. AMIA Annu Symp Proc 2016;2016:411–20.

 31 Walker J, Bickerstaffe A, Hewabandu N. A novel colorectal cancer 
risk prediction tool (CRISP): from inception to implementation. Asia 
Pac J Clin Oncol 2017;13:111.

 32 Du X, Li S, Bhattacharyya O. Identifying barriers toward 
implementing absolute cardiovascular risk assessment tools in 
primary care setting. Circulation 2010;122:e363.

 33 Hawking MKD, Timmis A, Wilkins F, et al. Improving cardiovascular 
disease risk communication in NHS health checks: a qualitative 
study. BMJ Open 2019;9:e026058.

 34 Eaton CB, Parker DR, Craft J, et al. Using e- health to improve 
cholesterol management in primary care practice. J Med Pract 
Manage 2009;24:224–30.

 35 Short D, Frischer M, Bashford J. Barriers to the adoption of 
computerised decision support systems in general practice 
consultations: a qualitative study of GPs’ perspectives. Int J Med 
Inform 2004;73:357–62.

 36 Short D, Frischer M, Bashford J. The development and evaluation 
of a computerised decision support system for primary care 
based upon 'patient profile decision analysis'. Inform Prim Care 
2003;11:195–202.

 37 Porat T, Marshall IJ, Sadler E, et al. Collaborative design of a decision 
aid for stroke survivors with multimorbidity: a qualitative study in the 
UK engaging key stakeholders. BMJ Open 2019;9:e030385.

 38 Porat T, Liao Z, Curcin V. Engaging stakeholders in the design and 
usability evaluation of a decision aid to improve secondary stroke 
prevention. Stud Health Technol Inform 2018;247:765–9.

 39 Peiris DP, Joshi R, Webster RJ, et al. An electronic clinical decision 
support tool to assist primary care providers in cardiovascular 
disease risk management: development and mixed methods 
evaluation. J Med Internet Res 2009;11:e51.

 40 Colombet I, Dart T, Leneveut L, et al. A computer decision aid for 
medical prevention: a pilot qualitative study of the personalized 
estimate of risks (EsPeR) system. BMC Med Inform Decis Mak 
2003;3:13.

 41 Harry ML, Truitt AR, Saman DM, et al. Barriers and facilitators to 
implementing cancer prevention clinical decision support in primary 
care: a qualitative study. BMC Health Serv Res 2019;19:534.

 42 Saver BG, Mazor KM, Hargraves JL, et al. Inaccurate risk 
perceptions and individualized risk estimates by patients with type 2 
diabetes. J Am Board Fam Med 2014;27:510–9.

 43 Crawford F, Bekker HL, Young M, et al. General practitioners’ and 
nurses’ experiences of using computerised decision support in 
screening for diabetic foot disease: implementing Scottish Clinical 
Information - Diabetes Care in routine clinical practice. Inform Prim 
Care 2010;18:259–68.

 44 Vail L, Adams A, Gilbert E, et al. Investigating mental health risk 
assessment in primary care and the potential role of a structured 
decision support tool, grist. Ment Health Fam Med 2012;9:57–67.

 45 Richardson S, Feldstein D, McGinn T, et al. Live usability testing of 
two complex clinical decision support tools: observational study. 
JMIR Hum Factors 2019;6:e12471.

 46 Voruganti T, O'Brien MA, Straus SE, et al. Primary care physicians’ 
perspectives on computer- based health risk assessment tools for 
chronic diseases: a mixed methods study. J Innov Health Inform 
2015;22:333–9.

 47 Porat T, Delaney B, Kostopoulou O. The impact of a diagnostic 
decision support system on the consultation: perceptions of GPs and 
patients. BMC Med Inform Decis Mak 2017;17:79.

 48 McParland CR, Cooper MA, Johnston B. Differential diagnosis 
decision support systems in primary and out- of- hours care: a 
qualitative analysis of the needs of key stakeholders in Scotland.  
J Prim Care Community Health 2019;10:215013271982931.

 49 Kukafka R, Yi H, Xiao T, et al. Why breast cancer risk by the numbers 
is not enough: evaluation of a decision aid in multi- ethnic, low- 
numerate women. J Med Internet Res 2015;17:e165.93442.

 50 Merkebu J, Battistone M, McMains K, et al. Situativity: a family of 
social cognitive theories for understanding clinical reasoning and 
diagnostic error. Diagnosis 2020;7:169–76.

 51 Singh H, Schiff GD, Graber ML, et al. The global burden of diagnostic 
errors in primary care. BMJ Qual Saf 2017;26:484–94.

 52 Elwyn G, Frosch D, Thomson R, et al. Shared decision making: a 
model for clinical practice. J Gen Intern Med 2012;27:1361–7.

 53 Berger ZD, Brito JP, Ospina NS, et al. Patient centred diagnosis: 
sharing diagnostic decisions with patients in clinical practice. BMJ 
2017;359:j4218.

 54 Hatch S. Uncertainty in medicine. BMJ 2017;357:j2180.
 55 Hillen MA, Gutheil CM, Strout TD, et al. Tolerance of uncertainty: 

conceptual analysis, integrative model, and implications for 
healthcare. Soc Sci Med 2017;180:62–75.

 56 Cox CL, Miller BM, Kuhn I, et al. Diagnostic uncertainty in primary 
care: what is known about its communication, and what are the 
associated ethical issues? Fam Pract 2021;38:654–68.

 57 Coma E, Medina M, Méndez L, et al. Effectiveness of electronic 
point- of- care reminders versus monthly feedback to improve 
adherence to 10 clinical recommendations in primary care: a cluster 
randomized clinical trial. BMC Med Inform Decis Mak 2019;19:245.

 58 Schedlbauer A, Prasad V, Mulvaney C, et al. What Evidence Supports 
the Use of Computerized Alerts and Prompts to Improve Clinicians’ 
Prescribing Behavior? J Am Med Inform Ass 2009;16:531–8.

 59 Jones C, Thornton J, Wyatt JC. Enhancing trust in clinical decision 
support systems: a framework for developers. BMJ Health Care 
Inform 2021;28:e100247.

 60 Spence JD. The need for clinical judgement in the application of 
evidence- based medicine. BMJ Evid Based Med 2020;25:172–7.

 61 Chartash D, Sassoon D, Muthu N. Physicians in the era of 
automation: the case for clinical expertise. MDM Policy Pract 
2019;4:238146831986896.

 62 Smith CF, Drew S, Ziebland S, et al. Understanding the role of GPs’ 
gut feelings in diagnosing cancer in primary care: a systematic 
review and meta- analysis of existing evidence. Br J Gen Pract 
2020;70:e612–21.

 63 Hjertholm P, Moth G, Ingeman ML, et al. Predictive values of GPs’ 
suspicion of serious disease: a population- based follow- up study. Br 
J Gen Pract 2014;64:e346–53.

 64 Heath I. Role of fear in overdiagnosis and overtreatment—an essay 
by Iona Heath. BMJ 2014;349:g6123.

 65 Witte K, Allen M. A meta- analysis of fear appeals: implications 
for effective public health campaigns. Health Educ Behav 
2000;27:591–615.

 66 Leventhal H. Findings and theory in the study of fear 
communications. In: Berkowitz L, ed. Advances in experimental 
social psychology. Academic Press, 1970: 119–86.

 67 Campbell JL, Fletcher E, Abel G, et al. Policies and strategies to 
retain and support the return of experienced GPs in direct patient 
care: the ReGROUP mixed- methods study. Health Ser Delivery Res 
2019;7:hsdr07140:1–288.

http://dx.doi.org/10.1186/1471-2288-8-45
http://dx.doi.org/10.1016/j.jclinepi.2011.12.012
http://dx.doi.org/10.2196/10073
http://dx.doi.org/10.1038/bjc.2015.46
http://dx.doi.org/10.1038/bjc.2015.46
http://dx.doi.org/10.1186/1471-2296-7-65
http://dx.doi.org/10.1017/S1463423615000109
http://dx.doi.org/10.3399/bjgpopen17X101109
http://dx.doi.org/10.1016/j.breast.2018.11.002
http://dx.doi.org/10.1200/jco.2013.31.15_suppl.e20660
http://www.ncbi.nlm.nih.gov/pubmed/28269836
http://dx.doi.org/10.1136/bmjopen-2018-026058
http://www.ncbi.nlm.nih.gov/pubmed/19288645
http://www.ncbi.nlm.nih.gov/pubmed/19288645
http://dx.doi.org/10.1016/j.ijmedinf.2004.02.001
http://dx.doi.org/10.1016/j.ijmedinf.2004.02.001
http://dx.doi.org/10.14236/jhi.v11i4.567
http://dx.doi.org/10.1136/bmjopen-2019-030385
http://www.ncbi.nlm.nih.gov/pubmed/29678064
http://dx.doi.org/10.2196/jmir.1258
http://dx.doi.org/10.1186/1472-6947-3-13
http://dx.doi.org/10.1186/s12913-019-4326-4
http://dx.doi.org/10.3122/jabfm.2014.04.140058
http://dx.doi.org/10.14236/jhi.v18i4.781
http://dx.doi.org/10.14236/jhi.v18i4.781
http://www.ncbi.nlm.nih.gov/pubmed/23277799
http://dx.doi.org/10.2196/12471
http://dx.doi.org/10.14236/jhi.v22i3.153
http://dx.doi.org/10.1186/s12911-017-0477-6
http://dx.doi.org/10.1177/2150132719829315
http://dx.doi.org/10.1177/2150132719829315
http://dx.doi.org/10.2196/jmir.4028
http://dx.doi.org/10.1515/dx-2019-0100
http://dx.doi.org/10.1136/bmjqs-2016-005401
http://dx.doi.org/10.1007/s11606-012-2077-6
http://dx.doi.org/10.1136/bmj.j4218
http://dx.doi.org/10.1136/bmj.j2180
http://dx.doi.org/10.1016/j.socscimed.2017.03.024
http://dx.doi.org/10.1093/fampra/cmab023
http://dx.doi.org/10.1186/s12911-019-0976-8
http://dx.doi.org/10.1197/jamia.M2910
http://dx.doi.org/10.1136/bmjhci-2020-100247
http://dx.doi.org/10.1136/bmjhci-2020-100247
http://dx.doi.org/10.1136/bmjebm-2019-111300
http://dx.doi.org/10.1177/2381468319868968
http://dx.doi.org/10.3399/bjgp20X712301
http://dx.doi.org/10.3399/bjgp14X680125
http://dx.doi.org/10.3399/bjgp14X680125
http://dx.doi.org/10.1136/bmj.g6123
http://dx.doi.org/10.1177/109019810002700506
http://dx.doi.org/10.3310/hsdr07140

	How do electronic risk assessment tools affect the communication and understanding of diagnostic uncertainty in the primary care consultation? A systematic review and thematic synthesis
	Abstract
	Introduction
	Aim

	Methods
	Study selection
	Quality appraisal data extraction
	Thematic synthesis
	Patient and public involvement
	Research ethics approval

	Results
	Analytical themes

	Discussion
	Summary
	Strengths and limitations
	Comparison with existing literature
	Implications for future research and practice

	References


