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The RCSEd would like to express our gratitude to everyone who kindly contributed
to the College World Patient Safety Day (WPSD) 2024 campaign.

Upholding patient safety and ensuring the highest standards of patient care are
core values of the College and at the heart of all the work the College undertakes.
Patient safety 1s embedded in the rigorous professional standards that run through
all our educational, examination and audit activities.

The College works hard to improve safety for patients, for surgeons, for teams, for
organisations - for all.

Links to view all the content and features that were included 1n the promotion of
The RCSEd WPSD 2024 communications have now been added 1n this document
to view at your convenience.

Thank you for supporting our WPSD 2024 campaign!
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Surgeons ' News.

September Edition.

World Patient Safety Day -
and how does 1t affect you.
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CLICK HERE to view. -

10 page feature on patient safety.
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G SRsEonse Blogs and Features.

WHO World Patient Safety Day 2024: Improving Diagnosis for Patient Safety by Anna Paisley, Consultant General Surgeon,
RCSEd Council Member and Patient Safety Group Chair. CLICK HERE to view.

Diagnostic Safety in Surgery' by Anna Paisley, Consultant General Surgeon, RCSEd Council Member and Patient Safety Group
Chair. CLICK HERE to view.

‘The Importance of Teamwork for Surgical Diagnostic Safety in Outpatients’ by Andrew D Martindale MA BM BCh FRCSEd
(Urol.) Consultant Urological Surgeon NHS Tayside, RSA East Scotland and Educational Tutor, RCSEd. CLICK HERE to view.

‘The potential of Al to help reduce diagnostic errors’ Afra Jiwa, PhD Student, Centre for Medical Informatics, Usher Institute,
University of Edinburgh and Malcolm Cameron, Research Assistant,, Centre for Medical Informatics, Usher Institute, University
of Edinburgh. CLICK HERE to view.

‘Virtual diagnostics’' by Afra Jiwa, PhD Student, Centre for Medical Informatics, Usher Institute, University of Edinburgh and
Malcolm Cameron, Research Assistant, Centre for Medical Informatics, Usher Institute, University of Edinburgh. CLICK HERE
to view.

Improving Diagnosis for Safety in Dentistry’ by Claire Morgan. Deputy Chair for Patient Safety Group and Dental Council
RCSEd Consultant in Restorative Dentistry, Patient Safety Specialist Barts Health Trust. CLICK HERE to view. resed.ac.uk
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https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/diagnostic-safety-in-surgery
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/the-importance-of-teamwork-for-surgical-diagnostic-safety-in-outpatients
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/the-potential-of-ai-to-help-reduce-diagnostic-errors
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/virtual-diagnostics
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/improving-diagnosis-for-safety-in-dentistry
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Can my stool be tested for bowl cancer?’ by Prateek Arora . MS, MRCS, DNB, DrNB Surgical Gastro, Senior Clinical Fellow,
Colorectal and Peritoneal Oncology Unit, Christie NHS and CR Selvasekar MD. FRCSEd (Gen), MFSTEd, MA (Clin Ed), MBA
(Health Executive). CLICK HERE to view.

‘A View from the Bridge' by Chris McEwan. Lay Representative on RCSEd Patient Safety Committee. CLICK HERE to view.

‘Diagnosing Acute Aortic Dissection — The Patient Perspective’ by Gareth Owens, MSc.(Oxon), MBCS, CITP, Aortic Dissection
Survivor, Chair, Aortic Dissection Awareness UK & Ireland. Global THINK AORTA Campaign Lead. CLICK HERE to view.

‘Protecting your precious gift of life’ by Dr Sumita Barua. Heart Transplant Fellow, Queen Elizabeth Hospital Birmingham UK and
Mr Majid Mukadam FRCS(C-Th) MCh(CVTS) PGCE(UoB). Associate Specialist (Surgeon) — Cardiothoracic Transplantation.
Queen Elizabeth Hospital Birmingham UK. CLICK HERE to view.

‘NCEPOD: Prioritising Diagnostic Safety for Better Health Outcomes’ by Martin Sinclair, NCEPOD Surgical Clinical Co-ordinator,
on behalf of NCEPOD. CLICK HERE to view.

‘A Novel Facial Cellulitis pathway; Improving the time to surgery for Facial Necrotising Fasciitis’ by Mr Peter Steele, Consultant
OMFS/ Head & neck Surgeon. CLICK HERE to view.

rcsed.ac.uk



http://rcsed.ac.uk
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/can-my-stool-be-tested-for-bowel-cancer
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/world-patient-safety-day-2024-a-view-from-the-bridge
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/diagnosing-acute-aortic-dissection-the-patient-perspective
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/protecting-our-precious-gift-of-life
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/ncepod-prioritising-diagnostic-safety-for-better-health-outcomes
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/rcsed-world-patient-safety-day-2024
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‘Diagnostic Safety in Otolaryngology-Head and Neck surgery’ by Nashreen Oozeer, Head and Neck cancer Surgeon based
at South Tyneside and Sunderland NHS trust, northeast of England. Deputy chair for the RCSEd Otolaryngology SSB. Lead
for ENTUK Patient information project and the ENT UK co-lead for robotics. CLICK HERE to view.

‘Improving Diagnostic Safety in Orthopaedics’ by Professor Neil Ashwood. Consultant Trauma and Orthopaedic Surgeon.
University Hospitals of Derby and Burton. CLICK HERE to view.

‘Enhancing Diagnostic Safety in Surgery Through Non-Technical Skills’ by Professor Steven Yule. Chair of Behavioural
Sciences, University of Edinburgh Director, Surgical Sabermetrics Laboratory, Usher Institute, University of Edinburgh.
Director of Non-Technical Skills Faculty, Royal College of Surgeons of Edinburgh and the Non-Technical Skills for Surgeons
(NOTSS) Committee. CLICK HERE to view.

‘Challenges in the diagnosis of twin silent killers: aortic aneurysm and acute aortic dissection’ by R. Weerakkody,
Consultant Vascular Surgeon and A.L. Tambyraja, Consultant Vascular Surgeon. CLICK HERE to view.

'Using audit to improve outcomes for patients with Upper Tract Urothelial Cancer’' by Mr Alexander Laird PhD FRCSEd
(Urol). Consultant Urological Surgeon and Honorary Clinical Senior Lecturer. Department of Urology. The University of
Edinburgh. CLICK HERE to view.

rcsed.ac.uk
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https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/improving-diagnostic-safety-in-orthopaedics
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/enhancing-diagnostic-safety-in-surgery-through-non-technical-skills
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/challenges-in-the-diagnosis-of-twin-silent-killers-aortic-aneurysm-and-acute-aortic-dissection
https://www.rcsed.ac.uk/news-resources/rcsed-blog/2024/september/using-audit-to-improve-outcomes-for-patients-with-upper-tract-urothelial-cancer

WPSD Infographic 1 - Diagnostic Error.
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q’q‘ Diagnostic errors are
diagnoses that are delayead,
% wrong, or missed altogether
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Surgical diagnostic emrors
are attributable most
commonly to errors in clinical
decision making (47%) and 0™
communication (60%) 3 §
i
58
£ harms are attributable to diseases in just three
é} major categorias — vascular events, infections,

and cancers

Nearly 75% of serious misdiagnoses-related

Diagnostic error occurs in all phases of surgical care
~ (34% occur pre-op, 31% intra-op and 45% post op)
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WPSD Infographic 3 - Cause of the Problem.
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Diagnostic Safety

Inadequate knowledge
Inadequate skills
Cognitive bias
Tunnal vision
Intrinsic bias

TECHNOLOGY
AND TOOLS

Inadequate administrative procedures
Inadequate documentation tools
Inadequate access to information

Systams

Inadequats use of tachnology to

highlight abnormal results

Inadequate systems to track diagnostic

infarmation over time

Extrames of age
Health complexity
Atypical presentation
Rare condition
Cultural differances

ENVIRONMENT

Chaotic work ervironmeant
Overcrowding
Boarding
Overbooking
Interhospital transfar

Challenging job demands
Time pressure
Distractions
High cognitive load
High strass

ORGANIZATION

Poor work schedules
Lack of continuity of care
Inadequate staffing
Delays in outpatiant review
Delays in investigations
Dalays in actioning results
Lack of reliable measuramant of
diagnostic safety
Lack of feedback on diagnostic performance
Inadequate targating of high risk groups
Inadequata health education

Inadequate task performance
Poor information gathering
Poor information processing
Poor pattern recognition
Poor clinical reasoning
Poor handover
Poor investigation governance
Poor communication
Poor docurnentation

PROCESS

Diagnostic process complax
Inherent diagnostic uncertainty
Mot all symptoms are diagnosable
Available information often incomplate
Diagnostic errors hard to measura
Diagnostic standards hard to dafine

rcsed.ac.uk
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WPSD Infographic 4 - Solutions.
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Regular training
Involve patients
Seek feadback on decisions
Address personal biases
Be an affactive teamn player

TECHNOLOGY
AND TOOLS

Improved Electronic Health Record
Diagnostic Time Out Checklist
Electronic Trigger Tools
Closed loop systam for results
Safety netting systems
Early Warning Scores
Al & machine learning

patient

Share all symptoms and medical history Improve job demands
Take an active rola in care Engure sufficient time
Ask for information Reduce distractions
Be clear what matters most to you Reduce strass
Raisa any cOMCErNS

ENVIRONMENT

Prevent overcrowding
Reduce boarding
Limit patiant transfars
Optirnize patiant flow
Do not averbook clinics/lists

Improve task parformance
Assass patients thoroughly
Be aware of red flags
Capture insights from wider team
Improve handover
Communicate sffectively

ORGANIZATION

Improve continuity of care
Ensure safe staffing levels
Irmprove teamwork
Develop pathways for common presentations
Target high risk groups
Ensure blara free culture focused on improvement
Charnpion diagnostic safety in policies
Train staff on diagnostic safety
Measure diagnostic safety
Provide diagnostic safety feedback
Promote patient education

World
Patient Safety

DAy 17 september 2024
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WPSD Infographic 5 - How can RCSEd Help.
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Irnprove Communication, Teamwork, Situational
AWAaranass
Include patients in decisions about their care
Make safa diagnoses

Maat the required standards to Structured review of diagnostic error in
deliver safe diagnostic care surgical practice
Tearn Basad Guality Reviews
Improve clinician wellbaing Making Sense of Mistakes Workshop
Guidance on Duty of Candour
Peri-operative cara provision

How the

RC S E d Environrment for learning Training Courses:

Anti-Bullying & Undermining Competent diagnostic
Lats Rernave It Sexual Misconduct task performance in the
campaign workplace
Addressing Conflict in Surgical NCEPQD Steering Group:
Teams Workshop advise on national audits into
Raising Concerns, Whistleblowing safe diagnoses
and Speaking Up

Improving tha Working
C an e p Erwironmant for Safe Surgical Care
Imnproving Safety out of Hours

Shine Surgical Ward Round Tool Kit
Recognition and Prevention of

Diagnostic Safety e
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Webinar.

Healthcare Safety & Quality in the US: Perspective from Time Leading a National Organisation.

17th September 2024, 18:00 t0 19:00 GMT..

Overview

This webinar willgive an overview of the safety & quality scene in the US with a focus on
accreditation and regulation of healthcare organisations.

Aims and Learning Objectives
By the end of this webinar, attendees should be able to:
» Understand the regulatory and accreditation world of healthcare in the US.

» Have a glimpse at the patient safety challenges faced in the US.
« Understand diagnostic errors and bias in healthcare.

This will be available post-webinar for RCSEd Members to view at convenience on the
RCSEd website, archived webinars section by CLICKING HERE.

rcsed.ac.uk
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Vignette 1. CLICK HERE to view.

World Patient Safety Day

Non-Technical Skills for Surgeons (NOTSS).
Vignette 1 of 3.

Situation Awareness: Staying Ahead of Potential Issues. ‘ I I :."‘p-
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Vignette 2. CLICK HERE to view.

World Patient Safety Day

Non-Technical Skills for Surgeons (NOTSS).
Vignette 2 of 3.

Team Communication: The Key to Clarity and Precision.
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Vignette 3. CLICK HERE to view.

World Patient Safety Day

Non-Technical Skills for Surgeons (NOTSS).
Vignette 3 of 3.

Leadership in Surgery: A Case Study.

® o World

U\T ll;g:lleni Safety
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Thank You
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