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Abstract

Objective: To identify the components of the collaborative diagnostic conversations between clinicians,
patients, and their families and how deficiencies in these conversations can lead to diagnostic errors.
Patients and Methods: We purposively selected 60 video recordings of clinical encounters that included
diagnosis conversations. These videos were obtained from the internal medicine, and family medicine
services at Mayo Clinic’s campus in Rochester, Minnesota. These clinical encounters were recorded be-
tween November 2017, and December 2021, during the conduct of studies aiming at developing or testing
shared decision-making interventions. We followed a critically reflective approach model for data analysis.
Results: We identified 3 components of diagnostic conversations as follows: (1) recognizing diagnostic
situations, (2) setting priorities, and (3) creating and reconciling a diagnostic plan. Deficiencies in diag-
nostic conversations could lead to framing issues in a way that sets diagnostic activities off in an incorrect
or undesirable direction, incorrect prioritization of diagnostic concerns, and diagnostic plans of care that
are not feasible, desirable, or productive.
Conclusion: We identified 3 clinician-and-patient diagnostic conversation components and mapped them
to potential diagnostic errors. This information may inform additional research to identify areas of
intervention to decrease the frequency and harm associated with diagnostic errors in clinical practice.
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T he National Academy of Medicine de-
fines a diagnostic error as “the failure
to establish an accurate and timely

explanation of the patient’s health problem(s)
or communicate that explanation to the pa-
tient.”1,2 Diagnostic errors are common;
approximately 12 million US adults are
affected by a diagnostic error in the outpatient
setting.3-5 Although estimates vary, up to half
of diagnostic errors lead to potential harm.4

Multiple drivers for diagnostic errors have
been identified (eg, cognitive errors, team dy-
namics, practice limitations and demands,
organizational, legal, and societal pres-
sures).6-12

The National Academy of Medicine defini-
tion of diagnostic errors is focused on the
accuracy, timeliness, and appropriate commu-
nication of a particular diagnosis. Despite the
Mayo Clin Proc Inn Qual Out n August 2023;7(4):291-300 n https:/
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access article under the CC BY-NC-ND license (http://creativecommons
importance of communication, a limited num-
ber of studies have centered on communication
itself when investigating diagnostic errors, with
most studies focusing on the accuracy and
timeliness component.1,2 Yet, communication
during the diagnostic process between the clin-
ical team, patients, and their families plays an
important role in diagnostic errors.6,13-15

Research into the contribution of communica-
tion factors to diagnostic errors has largely
focused on the transfer of information from
one party to anotherdwhether those parties
be clinicians, team members, patients, or infor-
mation systems.

“Communication” in the information
transfer view of the diagnostic process suggests
a paradigm in which clinicians “do diagnosis”
and patients receive diagnoses.16,17 In this
model, patients represent a source of
/doi.org/10.1016/j.mayocpiqo.2023.06.001
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information accepted as input by clinicians,
followed by the integration of clinicians’ cogni-
tive processes and expertise to merge this in-
formation with test results.18,19 This process
results in the output of a diagnosis communi-
cated to the patient, and the flow of the diag-
nosis into treatment decision making.

In practice, patients are much more commu-
nicatively active in diagnosis. They express the
concerns that set diagnosis in motion, use their
own language and perspective to frame their
concern and call out particular features, redirect
clinicians when necessary, figure out if and how
any diagnostic tests or imaging are feasible or pro-
pose alternative arrangements, and contribute to
prioritizing the next steps.20 Patients undertake
these activities in conversation with their clini-
cians, and clinicians engage in these conversa-
tions to ensure high quality care.21,22 Deficient
diagnostic conversations may not address the pa-
tients’ needs and concerns, and patients may be
confused about what diagnostic procedures
they need to do next, how to do them, and
why they are necessary.23-25 Patient-clinician
conversation is an important target for preventing
diagnostic error.21,23

We distinguish patient-clinician conversa-
tion from the ambiguous umbrella term
communication or the limited sense in which
the term communication is conceptualized as
a mere transfer of information. We define
collaborative diagnostic conversations as in-
stances in which patients and clinicians work
together in conversation to determine diagno-
ses or the appropriate next diagnostic steps. In
diagnostic conversations, patients contribute
to orienting diagnostic activities to their prob-
lems, concerns, or situations. Because this is
an active process, we emphasize diagnosis as
a verb over diagnosis as a noun.

The aim of this study was to identify the
components of collaborative diagnostic con-
versations between clinicians, patients, and
their families and how deficiencies in these
conversations can lead to diagnostic errors.
PATIENTS AND METHODS

Study Design
We used qualitative methods to analyze video
recordings of clinical encounters in internal
medicine and family medicine services at
Mayo Clinic’s campus in Rochester,
Mayo Clin Proc Inn Qual Out n August 2023
Minnesota. These clinical encounters were
recorded between November 2017, and
December 2021, during the conduct of studies
aiming at developing or testing shared
decision-making interventions. The Mayo
Clinic Institutional Review Board approved
the original project protocol as well as the
use of these videos for secondary analyses.
Written consent was obtained from all partic-
ipants who participated in the included
videos.
Encounter Selection
We purposively sampled 60 video recordings
(45 first-time appointments and 15 follow-up
appointments) of encounters from the internal
medicine and family medicine services at
Mayo Clinic’s campus in Rochester,
Minnesota.

Purposeful selection was based upon the
following criteria (agreed upon by A.M., I.H.,
J.P.B., and N.R.E.S.): (1) final diagnosis and
treatment, (2) diagnosis plan for further explo-
ration, (3) examination, (4) discussions of test
results, and (5) confusion or conflict around
the diagnosis or diagnostic plan. These criteria
are further described in Table 1.

To be selected, conversations had to
exhibit 1 or more of these criteria in order to
create a sample size feasible for a rich in-
depth analysis.
Data Analyses
To understand the components of diagnostic
conversations, we followed a critically reflec-
tive approach.26 This approach guides the
identification and comparison of concepts or
ideas with current actions. The approach in-
cludes 2 phases as follows: first, the analysis,
which describes the content of the diagnostic
conversations in the selected recorded clinical
encounters, and second, the articulation,
where the observations were organized to
establish functional components of diagnostic
conversations. All members of the analysis
team participated in the 2 phases of analysis
and were familiar with the data. Videos were
initially identified by 4 researchers (N.R.E.S.,
I.H., A.M., and J.P.B.). Once the inclusion
criteria were identified, 1 researcher
(N.R.E.S.) assured that the included encoun-
ters met the criteria (Table 1).
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TABLE 1. Video Purposive Sampling Criteria

Selection criteria Definition

Final diagnosis and treatment Patients describe their problems and concerns and obtain
a final diagnosis and treatment plan.

Diagnosis plan for further exploration Patients describe their problems and concerns leading to
diagnostic tests or imaging.

Examination A routine visit during which possible diagnostic tests or
imaging are considered.

Discussion of test results Discussion of test or imaging results that may lead to a
diagnosis or referral to other specialties.

Confusion or conflict around the
diagnosis or diagnosis plan

Cases where a patient does not believe or accept the
clinician’s diagnosis or all diagnostic means of
exploration have been exhausted.

VIDEO PURPOSIVE SAMPLING CRITERIA
During the analysis phase, 1 researcher
(N.R.E.S.) reviewed batches of the selected
videos, recorded the observations, and pre-
sented the initial observations’ summary dur-
ing the team consensus meetings. The
findings were discussed in bi-weekly meetings
with a group consisting of 3 clinicians (J.P.B.,
A.M., N.R.E.S.) and a human-centered
designer with expertise in shared decision
making and communication (I.H.). During
each meeting, the researcher (N.R.E.S.) pre-
sented an analysis of the videos focusing on
understanding the components of the diag-
nostic process. When needed, these presenta-
tions were aided by small extracts from
videos. During the articulation phase, the
group (I.H., A.M., J.P.B., N.R.E.S.) reflected
on these observations, proposed accounts of
what was observed, and worked toward
consensus about the components of diagnostic
conversations. The meeting notes informed
the next set of video analyses. This process
continued until all the themes from the anal-
ysis were incorporated into a map of compo-
nents of the diagnostic conversation and
potential links to diagnostic errors.
Researcher Reflexivity
In keeping with our reflexive approach to our
critically reflexive analysis, we see our subjec-
tivities as researchers as resources that have
productively shaped this project.27 Of the re-
searchers who directly contributed to
analyzing the data, 1 is a qualitative researcher
with training in clinical medicine, video obser-
vations, and video data analysis (N.R.E.S.), 3
are researchers trained in clinical medicine,
Mayo Clin Proc Inn Qual Out n August 2023;7(4):291-300 n https:/
www.mcpiqojournal.org
who have expertise in patient-clinician
communication and diagnostic errors research
(J.P.B., A.M., N.S.O.), and 1 shared decision-
making expert and human-centered designer
with expertise in shared decision making and
communication (I.H.).

RESULTS
After an iterative and dynamic process of
video-graphic analysis and group reflections,
we described the functional components of
diagnostic conversations and the potential
diagnostic errors associated with each.

We identified 3 diagnostic conversation
components, defined as activities, that were
undertaken to move the diagnostic process
forward and establish the action that will
come from a diagnostic conversation. Our
components are further explained in Table 1.

Recognizing Diagnostic Situations
The first component is the recognition of a sit-
uation as needing diagnostic activities; to
recognize whether something is or may be
wrong. This recognition may be relatively
straightforward, as in cases when the patient
comes to the visit in pain or complains of
not being able to sleep. Recognition of a situ-
ation that warrants attention may also arise as
a result of clinical observations (eg, physical
examination) or test or imaging results. At
other times, it is only as the conversation pro-
gresses that issues become apparent and the
need for and direction of diagnostic activities
become clear.

Language use sets the trajectory of the con-
versation. For example, the conversation and
/doi.org/10.1016/j.mayocpiqo.2023.06.001 293
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TABLE 2. Diagnostic Conversation Components

Shared activities in diagnostic
conversation

Conversational challenges/limitations during the clinical encounter

Associated diagnostic errorsSpecific Examples

Recognizing diagnostic situations.
Aim: To recognize whether and in

which way something is or may be
wrong.

Failure to speak and listen in ways that
surface a sense that something is
wrong.

Patients and clinicians speak and listen together
but indications of something being wrong
and why it is important to the patient are
silenced, unheard, or unspoken.

Not being aware that the situation
requires diagnostic activities.

Framing the issue in a way that sets
diagnostic activities off in an
incorrect or undesirable direction.Failure to cultivate the language and

interactions that express, refine, and
revise effectively what may be
wrong.

This may include premature or inappropriate
conversion of the terms in which the
situation is surfacing into medical
terminology.

Discordance between the accounts of
the situation that are used as the
basis for further action and the
situation itself.

This includes mischaracterizing what is
concerning or why it is of concern.

Setting priorities
Aim: To determine what problems/

concerns to focus on at the present
point in time and why.

Failure to uncover and make use of a
pluralistic range of reasons for
focusing attention concerns and to
develop and use the language
appropriate for, and which enables
their expression.

These reasons may include clinical urgency,
patient fears or concerns, patient
preferences, how an area of focus practically
affects the patient’s day-to-day life, and the
location of the concern with the flow of
differential diagnoses.

Not focusing activities appropriately

Failure to clearly articulate, organize,
deliberate, and agree on what the
focal concern(s) will be and why.

Lack of medical active listening,
communication strategies or medical or
lifeworld information that supports a focus
on a particular concern.

Clinician failure to balance or fear to the
possible beneficial and harmful
consequences of perusing a concern, the
capacity to act on the concern.

Creating and reconciling a diagnostic
plan

Aim: To determine how focal
concerns will be addressed

Failure to uncover and use an
adequate set of potential ways of
responding to focal concerns and to
develop and use the language
appropriate for, and which enables
their expression.

These may include medical reasons, the
balance of sensitivity and specificity, the
resources requiredeequipment, personnel,
temporal, financial, the patient’s capacity to
practically do and sustain what would be
required, the necessity, availability and
quality of caregiver support, the extent to
which a potential way allows for subsequent
action.

Perusing the wrong diagnostic activities,
or initiating activities that are not
feasible or which the patient is
willing to do.

Patients not aware of, or committed
to, which diagnostic activities that
they will engage in and how they will
go about them.

Continued on next page
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VIDEO PURPOSIVE SAMPLING CRITERIA
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the words that the patient and clinician might
use throughout are different if a patient begins
by saying “I think I have strep” than if they say
“My throat hurts.” In the first instance the
words “virus” and “bacteria” are likely to be
quickly referenced by the clinician (as it is
much more likely that the patient has a viral
rather than a bacterial infection), whereas in
the second case, the whole encounter could
run without “virus” or “bacteria” ever being
mentionede“there’s a lot of that going
around” might suffice. As a consequence,
the first conversation might dwell on the
causes of the symptom, whereas the second
might turn quickly to relief.

The central task of this component (recog-
nizing diagnostic situations) is to ensure that
issues warranting attention are discovered
and that they are formulated in ways that
allow for further situationally, medically,
emotionally, and patient-important respon-
sive diagnostic activities.

Inadequate conversation can lead to incor-
rect identification and framing of diagnostic
situations, leading to diagnostic plans of care
that might appear to be appropriate but that
do not correctly address the situation that
needs diagnosis. Specific conversational chal-
lenges observed during clinical encounters
are related to failure to speak and listen, and
failure to use correct language to express,
refine, and revise effectively what may be
wrong and the understanding of the situation
that needs further action (see Table 2).

In this case, diagnostic errors may be asso-
ciated with not being aware that the situation
requires diagnostic activities, or framing the
issue in a way that sets diagnostic activities
off in an incorrect or undesirable direction.

For example, a 46-year-old woman pre-
sented to her primary care physician for
follow-up. This was her 5th visit this year.
Her symptoms included fatigue, headache,
and poor sleep. During these visits, her med-
ical evaluation was negative, except for a new
diagnosis of depression, for which she is now
receiving treatment. In addition, during the
last visit, she was found to have a wrist frac-
ture, and at the start of the year, she was
found to have fractured ribs, both secondary
to accidents.

At each of the visits, her clinician thor-
oughly evaluated her symptoms of fatigue,
doi.org/10.1016/j.mayocpiqo.2023.06.001 295
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headache, poor sleep, and correctly diagnosed
depression and fractures. Yet, the root cause of
her recurrent presentation and chronic symp-
toms was intimate partner violence that
remained unidentified and for which appro-
priate medical action was not taken. The
important diagnostic situation was not recog-
nized, as the diagnostic situation (recurrent
visits, with suggestive symptoms of intimate
partner violence) was not framed appropri-
ately or explored through conversations.
Setting Priorities
The work of using conversation to recognize
and frame a situation as requiring diagnostic
activities focuses on whether and in which
ways something is wrong (eg, abnormal phys-
ical examination, patients expressing symp-
toms or concerns, abnormal diagnostic tests).
The second component, the work of setting
priorities determines what problems or con-
cerns to focus on at the present time (eg, by
asking the patient his/her main concern or
the clinician explaining the most urgent issues
to treat).

As the terms and contours of the diag-
nostic situation solidify in conversation,
some priorities emerge organically, for
example, when a clinician says “I’m worried
about the swelling in your leg.” At other times,
where to focus further diagnostic attention oc-
curs through an explicit laying out of potential
areas of concern and prioritizing where to
devote effort and attention at this point in
time. Additionally, conversation is used to sur-
face unexpressed or unrecognized priorities
for consideration.

The central task of this component is to
identify and voice potential priorities, refine
and order them, and to make explicit why
some concerns are of higher priority than
others. As with the recognition of a situation
as requiring diagnostic activities, the purpose
of this functional component is to further
secure the footing from which diagnostic or
treatment action can be taken and directed.

Specific conversational challenges pertain-
ing to priority setting observed during clinical
encounters related to failure to use appropriate
language during the conversations to uncover
and express concerns, or failure to clearly
articulate, organize, deliberate, and agree on
Mayo Clin Proc Inn Qual Out n August 2023
what the focal concern(s) will be and why
(see Table 2).

When priorities are set incorrectly, diag-
nostic errors can be associated with not
focusing activities appropriately.

For example, a 55-year-old woman pre-
sented to her primary physician for evaluation
of neck pain. She had been suffering from
moderate pain that is usually worst with
movement, and she is unsure if it was pre-
ceded by trauma. To complete her evaluation
a computed tomography (CT) of the neck
was ordered, and the only abnormality was a
0.8-cm thyroid nodule. During follow-up con-
versations, this new imaging finding took cen-
ter stage, and the clinician recommended
evaluation by an endocrinologist. The patient
underwent a thyroid ultrasound and a consul-
tation with an endocrinologist, who reassured
her that no further interventions were
required. The patient awaits a return visit
with her primary care; yet, her main symptom
of neck pain remains unaddressed because it
was given lower priority by the clinician.

In this case, the lack of prioritization of the
clinical problem between the patient and clini-
cians once the thyroid nodule was identified
led to lack of diagnosis and treatment of her
neck pain (eg, muscular-skeletal in etiology).
Moreover, the patient was confused as her
symptom of neck pain is persistent, but her
endocrinologist assured her that no further
diagnostic activities were required.

Creating and Reconciling a Diagnostic Plan
This last component focuses on how the situ-
ation will be addressed. Sometimes that plan is
treatment, at other times, more diagnostic ac-
tivities are required. We refer to a plan for
further diagnostic activities as a diagnostic
plan. These activities could include moni-
toring, imaging, further testing, etc. After the
analysis and team reflections about the diag-
nostic plans formed in the encounters, we sug-
gest diagnostic plans should have medical,
ethical, feasibility, desirability, and productiv-
ity dimensions. A medically and ethically
sound diagnostic plan is one that adheres to
appropriate ethical principles and standards,
including not incurring unnecessary harm.
These plans are conducted in a way that sup-
ports patients through any emotional distress,
respects and honors the dignity of the patient,
;7(4):291-300 n https://doi.org/10.1016/j.mayocpiqo.2023.06.001
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and does not unnecessarily subject the patient
to the risk of a medical cascade as a result of
incidental findings. A medically sound diag-
nostic plan has a reasonable link to what is
known about the patient’s predicament and
balances sensitivity and specificity, against
the barriers to, and limitations of any diag-
nostic studies.

A diagnostic plan that is feasible is one that
patients, caregivers, and health care organiza-
tions can execute with minimal appropriate
demands on time, scheduling, financial, tech-
nical, social, transportation, bodily, and
emotional resourceseamong others. Feasible
plans recognize that there is a burden of diag-
nostic work that is borne by patients and that
testing may be expensive, unpleasant, painful,
or distressing. In conversation, patients and
clinicians identify patient specific burdens of
testing and imaging, weigh them, problem-
solve, and adjust plans to make them opti-
mally possible and tolerable for patients and
caregivers.

A diagnostic plan that is desirable is one
that the patient wants to undertake and that
on balance most aligns with their goals, prefer-
ences, and desire for physical, emotional, and
intellectual relief. A diagnostic plan that is pro-
ductive is one that will produce results that
most appropriately facilitate further action.
Actionable results are ones that establish a
need for treatment intervention (or not),
advance differential diagnosis processes, and
connect to a range of sound next steps (or at
least, provide some footing for working out
what the next steps should be).

We observed some conversational chal-
lenges affecting the creation and reconciliation
of diagnostic plans, such as, failure to use
adequate language to respond to concerns
and to express responses to patients’ concerns,
failure to deliberate, value, and clearly articu-
late potential ways of responding, or finally
agree on how to proceed (see Table 2).

When diagnostic plans are created and
reconciled incorrectly, diagnostic errors may
be associated with pursuing incorrect diag-
nostic activities, or initiating activities that
are not feasible, or those that the patient
does not wish to pursue.

For example, a 45-year-old man is found
to have an adrenal nodule after he presented
to the emergency department with shortness
Mayo Clin Proc Inn Qual Out n August 2023;7(4):291-300 n https:/
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of breath and had a CT of the chest completed.
He was otherwise without symptoms and had
recovered from pneumonia that had caused
his initial symptoms. The clinician would
like to complete imaging studies to better eval-
uate the incidental finding in terms of size and
potential risk of adrenal cancer and moves for-
ward with ordering magnetic resonance imag-
ing. However, the patient does not complete
this test as he suffers from claustrophobia.

Alternatively, the clinician could have co-
created the diagnostic plan of care with the
patient and decided to complete a dedicated
adrenal CT that would have provided similar
diagnostic information and would have been
acceptable to the patient. Due to the lack of
co-creation and reconciliation of the diag-
nostic plan and medical evaluation to clarify
cancer risk are not completed leading to a
potential delay in diagnosis.

DISCUSSION
Through evaluation of clinical visit recordings
and research team reflections, we have
described important components of diagnostic
conversations and how inadequate use of these
components can lead to diagnostic errors.

Poor communication is at the heart of
most patients’ complaints about clinicians’
performance, and studies have shown that
problems in patient-clinician interaction
threaten patient safety.28-34 Giardina et al
explored patients’ experiences related to diag-
nostic errors and described problematic clini-
cian behaviors related to the diagnostic
process that were not consistent with
patient-centered care (eg, ignoring patients’
knowledge, disrespecting patients, failing to
communicate, and engaging in manipulation
or deception).6 Listening is an essential
component of diagnosis.35 Failure to listen to
patients may lead to dismissing patients’ or
family members’ reports of clinical cues and
leave patients feeling helpless and un-
heard.36-39

Conversation is a type of communication
that is different from the timely, accurate,
and coordinated transfer of information. It in-
volves an active, collaborative, purposeful,
interchange between patients, caregivers, and
clinicians. Diagnostic conversation serves the
purpose of moving from an uncertain sense
that something is wrong toward appropriate,
/doi.org/10.1016/j.mayocpiqo.2023.06.001 297
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patient-centered response. Achieving this pur-
pose uses functional conversational
components-identifying diagnostic situations,
prioritization of concerns, and the codevelop-
ment of diagnostic plans.40 Avoidable diag-
nostic errors are likely to occur when
patient-clinician conversation is deficient in
these aspects.

Instead of considering patients as passive
diagnostic subjects, it is more appropriate to
view them as partners or co-producers during
the diagnostic process. To give patients space
and a role during the diagnosis process, it is
important to listen to them.41 This
recalls Osler’s admonition “Listen to your
patientsdthey’re telling you the diagnosis.”
Although listening is important, telling (as
referenced by Osler) is every bit as important.
Telling is not simply the transfer of potentially
revelatory information to the clinician, it also
allows the patient to set the terms of the con-
versation in their own words. What patients
and clinicians will and can do in the encounter
depends heavily on the words that are used.
When patients have space to tell, they not
only convey, they lay the foundation for pro-
ductive conversation, priority setting, and
eventual action.6

The creation of diagnostic plans between
clinicians and patients could be guided by
the principles and activities of shared decision
making in treatment.42 Following a shared
decision-making approach, planning is not a
series of steps, completion of a checklist or
recipe, but rather a purposeful interaction
that requires the active engagement and
involvement of the patient and clinician. This
approach to creating a diagnostic plan would
include efforts to recognize that there is
more than one way of addressing the situation,
develop potential plans and to evaluate and
reconcile these plans with respect to the de-
mands of the situation and reach a conclusion
and agreement as to what to do.

Our study has several limitations. First,
our recordings captured single encounters
that included diagnostic conversations, so we
were not able to describe the effects of conti-
nuity of care and longitudinal relationships.
Second, the nature of our observations did
not allow us to directly evaluate patients and
physicians’ perspectives or experiences during
these conversations. Third, we focused on
Mayo Clin Proc Inn Qual Out n August 2023
conversation content and structure for our
analysis and did not investigate patients’ or cli-
nicians’ cognitive processes or nonverbal as-
pects of patient-clinician communication.
Fourth, because we aim to detail the content
of collaborative diagnostic conversations, we
focused on explicit and rich extracts of conver-
sations. As a result, we did not include conver-
sations with short or nonexistent diagnosis
discussions. Finally, this study was done in a
tertiary care center, which may hinder com-
parisons with clinician practices in different
settings and serving different patient
populations.

Although the value of patient-clinician
communication in the diagnostic process has
received attention, the novelty of our study
is that we focused on diagnostic conversation,
treated conversation as having a function, and
described in depth the functional components
of diagnostic conversations on the basis of
evaluation of contemporary real-life clinical
visits. We also identified conversational factors
that may influence diagnostic errors. Another
strength of our work is that our sample
included different settings (eg, internal medi-
cine and family medicine) and a variety of pa-
thologies that required different diagnostic
conversations (eg, diabetes, osteoporosis, and
cephalea).

CONCLUSION
Conversation is the workhorse of diagnosis, it
sets diagnosis in motion, creates an environ-
ment in which it progresses, reveals diagnostic
direction and the patient-centered significance
of issues, makes apparent the questions that
need to be asked, and develops, evaluates,
and sets next steps in motion. Conversation
is also humanistic, it rests on respect, creates
trust, develops meaningful and productive re-
lationships, and expresses who people are. It is
an intimate element of care. Errors in conver-
sation not only harm diagnosis, they threaten
the foundations of care.

In clinical practice, clinicians, patients, and
their caregivers can collaborate in diagnostic
conversations. Important components of this
process include: recognition of diagnostic situ-
ations, setting priorities, and creating and
reconciling diagnostic plans that are ethical,
feasible, desirable, and productive. Failures
in conversation and the codevelopment of
;7(4):291-300 n https://doi.org/10.1016/j.mayocpiqo.2023.06.001
www.mcpiqojournal.org

https://doi.org/10.1016/j.mayocpiqo.2023.06.001
http://www.mcpiqojournal.org


VIDEO PURPOSIVE SAMPLING CRITERIA
diagnostic plans can lead to potentially harm-
ful diagnostic errors.
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