











powerful modality for teaching these complex skills,
allowing learners to observe key interactions directed by
the Swarm guide and reflect on the process [3]. This video
provides a clear example of how a Swarm debrief should
unfold in the real world, making this abstract concept
more tangible.
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Introduction: Narrative theory states that stories allow
learners to contextualise education in a way that is valid
to them [1,2]. Simulation-based education is an effective
teaching modality, correlating with improved -clinical
performance. Learners benefit most from simulated
environments they are engaged with and believe to
be authentic [3]. Traditionally this can be limited by
the number of participants. We sought to validate a
combination of narrative theory and simulation-based
education in Paediatric Emergency Medicine (PEM)
education at international conferences.

Methods: We delivered an interactive simulation-based
session at the Royal College of Emergency Medicine 2024
(RCEM24) conference. Using a pre-test post-test design,
knowledge of paediatric Toxic Shock Syndrome (TSS)
resuscitation principles was assessed at baseline and six
weeks. Team management of'a child with TSSwas simulated
on stage. Using live-voting technology, the audience voted
for next management steps in five elements of the case.
Each voting choice was debriefed live, and linked to recent
and key evidence-based literature. Human factors within
the resuscitation were also demonstrated and debriefed
live.

An online questionnaire was emailed to attendees
six weeks after the conference, repeating the same five
questions and assessing practice-changing behaviour.
Statistical analysis was performed using Two sample Z test
of proportions.

Ethical approval was granted by Queen Mary University of

London.
Results: Between 87 and 103 live-vote responses per
interactive question were captured during the session. Forty-
four attendees (43%) completed the post-conference survey
at six weeks.

The proportion of correct live scores pre-education
was low for all questions, indicating low baseline
knowledge. The proportion of correct scores at six weeks
was compared. Post-education scores were high, and
improvement was statistically significant for all questions
(p<0.05) (Table 1).

One attendee had managed paediatric TSS in the six weeks

post-RCEM24, and said the evidence taught changed their
practice. Of the remaining 43 respondents, 38 (88%) said
the session would result in a change in their practice in the
future.
Discussion: Our results demonstrate that by combining
narrative, authentic simulation and learner interaction,
educators can engage learners in paediatric resuscitation
education, improve knowledge, and generate practice-
changing behaviour. This methodology can be applied to a
large group setting, increasing accessibility to this evidence-
based learning experience. This study will be reproduced
at the Irish PEM 2025 conference to validate the results,
extending post-education assessment to 12 weeks to explore
sustained change.

Combining storytelling via simulation with audience

participation makes simulation accessible and incredibly
powerful.
EthicsStatement: Asthesubmittingauthor,Icanconfirmthat
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Table 1. Proportion of correct pre and post-education scores at 6 weeks. Statistical analysis performed using Two sample Z

test of proportions. Results considered significant if p<0.05.

Question descriptor Pre-education proportion of correct Post-education proportion of Estimate for P-value
responses during the live session, correct responses at 6 weeks, mean difference, mean
mean (95% CI) (95% CI) (95% CI)

Timing of intubation 58.3 (48.8-67.8) 81.8(70.4-93.2) 23.5(8.6-38.4) 0.006
Ventilation strategies 35.6 (25.5-45.7) 72.7 (59.5-85.9) 37.1(20.5-53.7) <0.001
Pulmonary haemorrhage 5.2 (0.7-9.6) 68.2 (54.4-82.0) 63.0 (48.5-77.5) <0.001
Third line inotropes 53.8 (43.6-64.0) 93.2(85.8-100) 39.4(26.7-52.1) <0.001
Intravenous 65.2 (55.5-74.9) 90.9 (82.4-99.4) 25.7 (12.8-38.6) 0.002

immunoglobulin
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Introduction: Due to an everchanging healthcare
environment and reduced placement availability, the NMC
[1] has proposed the adoption of simulated practice learning
(SPL). Thishasencouraged manyhigher educationinstitutions
(HEIs) across the country to bolster the simulation provision,
preparing nursing students to face the challenges of the
future in a safe environment without the risks associated
with clinical practice [2].

During SPL planning for a last year undergraduate adult
nursing masters programme, a learning need was identified
through learners’ feedback, which highlighted their keenness
to explore critical care before graduating. As the placement
capacity could not be increased to accommodate large
number of learners, the intensive care unit (ICU) environment
was recreated digitally through projector-based interactive
technology. Medical equipment, sounds, Al generated people,
interactive touch-points and bed spaces were developed to
increase immersion.

This paper focuses on the team’s own learning journey in

adopting the technology, whilst sharing with the simulation
community challenges and lessons learnt.
Methods: This initiative took eight weeks to develop and
applied the experiential learning theory to immersive-
interactive technology, combining experience, perception,
cognition and behaviour [3]. A post-test design was employed
to target and address pre-identified challenges (Table 1). The
faculty took notes throughout the sessions and reported
observations to the team lead.

The two-hour-long experience followed a patient’s
journey from admission to discharge and aimed to enhance
understanding of specialised equipment, MDT approach,
deterioration management including delirium, patient
and family’s perspective on being cared for in ICU. Quizzes,
videos, drag and drop exercises and a Padlet QR code were
embedded to support different learning styles and maximise
engagement.

Structured and tailored pre-brief, brief and debriefing,
using the PEARLS model, reinforced learning and assured
psychological safety throughout.

The steps below led to implementation.

* Identify the gap

* Form a team

* Develop vision and aims
* Develop the content

* Deliver & evaluate

Results: The team met to discuss foreseen challenges and
findings after each iteration. The findings and solution after 4
iterations are presented in Table 1.

Discussion: Implementation required a multidisciplinary
approach, including educators, learning technologists, and
clinicians to provide a clinically sound and psychologically
safe exploratory journey of a complex placement area. Albeit
the initiative was successful, the literature on immersive
room implementation in healthcare programmes is scarce
and future work should focus on:

* Developing validated frameworks, ensuring consistency
and learning effectiveness

* Implementing the technology to prepare learners
for placement areas like the ICU and evaluate its
effectiveness
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Findings

Solution

Lack of standardised practice

Unlike the tried and tested VR-based simulation,
no established framework or model existed
for designing and delivering an immersive

Produce an ad-hoc template to capture, LOs; Sequence flow
(what happens at this stage); Resources needed (images, videos,
sounds etc.); Interactive activity, (quizzes, drag and drop etc.)

room experience, leading to uncertainty and

apprehension.

Software inexperience
technology.

Competing priorities
responsibilities proved challenging.

Educational effectiveness

Learning and engagement
drop.
Future iterations
this experience.

The team was unfamiliar with immersive room

Balancing simulation development with teaching

Due to lack of prior experience, there were no
metrics that could be used as benchmark.

Long videos and long text caused engagement to

Further developments and activities stemmed from

Regular catchups and training workshops were introduced,
fostering progressive skills development.

Using one version of a shared live document to identify critical
steps, responsible person and obstacles, enabled asynchronous
collaboration.

Adry run, for faculty only, was conducted to test functionality
and check timings. A lesson plan (LP) and a narrated video for
faculty were instrumental to align LOs to delivery.

The LP contained navigation of the scenes, layout of the room,
duration of each scene, specific activities to run like quizzes and
videos, discussion points, pre-brief, brief and debrief.

Limit passive learning. Videos were shortened, whilst discussion
points and dynamic activities were encouraged.

The learning technologist adopted the template used for this
experience as a starting block for a different session, resulting in
a much quicker and streamlined development.
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Introduction: Empathy and effective communication are
critical to safe, patient-centered healthcare, yet these ‘softer’
skills are often underdeveloped in traditional training when
compared to ‘harder’ skills [1, 2]. Simulation tools exploring
immersive and XR technologies can often prioritise clinical
tasks over emotional engagement. Emerging from an arts-led
collaboration between disabled-led arts organisation ZU-UK
and researchers at the University of Greenwich, SIMFONIK
is an app-based, audio-led XR simulation platform that uses
storytelling, immersive audio, and scaffolded role-play to
enhance healthcare students’ empathy [3], communication
resilience, and emotional awareness. Drawing from
techniques in serious games, LARP, and immersive theatre,
SIMFONIK places students directly into the patient’s
perspective through progressive and accessible instruction-
led experiences.

Methods: A beta version of the SIMFONIK app has been
piloted with undergraduate nursing cohorts at the
University of Greenwich, and healthcare simulation
staff across five UK universities. Using bone-conduction

headphones, participants experienced the scenarios in
pairs - receiving real-time role-play instructions within a
range of patient scenarios. Instructions gradually shifted
from directive to autonomous, encouraging independent
empathic decision-making. Sessions were framed
by clear pre-briefs and structured debriefs. Pre/post
surveys assessed self-rated empathy and communication
confidence.

Results: Preliminary findings suggest positive impact. Across
pilot sites, 81% of participants reported increased empathy
and communication confidence. Average self-rated empathy
scores improved by approximately one point on a seven-
point scale post-session. Learners described the experience
as understanding “what (empathy) really means,” “intense,
making you actually think and feel,” and feeling “more equipped
toimplement it in practice,” highlighting the emotional realism
generated by the audio storytelling and real-time role-play.
Educators noted potential for greater engagement, deeper
reflection around ‘hard-to-teach skills’, and improved emotional
vocabulary. SIMFONIK's technical setup proved low-cost,
scalable, and adaptable to different classroom environments
without the need for VR or specialist rooms.

Discussion: Early evidence indicates that SIMFONIK effectively
supports empathy and communication development in
healthcare education. By combining scaffolded instructions
with immersive storytelling, the platform enables students to
explore patient emotions safely and build emotional resilience.
SIMFONIK’s accessibility, emotional impact, and adaptability
make it a strong candidate for integration into healthcare
curricula seeking to develop compassionate, patient-centered
practitioners. Further evaluation will focus on longitudinal
impacts and expansion to broader healthcare disciplines.
EthicsStatement: Asthesubmittingauthor,Icanconfirmthat
all relevant ethical standards of research and dissemination
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Introduction: Public satisfaction with General Practice (GP)
services hasreached an all-time low, amid increasing demand
for appointments and strain on resources. In response, the
UK government launched the “Delivery Plan for Recovering
Access to Primary Care,” which includes a commitment to
modernise primary care and improve patient access through
digital innovation. A key component of this transformation
is the implementation of Total Patient Triage (TPT), a model
that assesses all patient contacts to determine the most
appropriate clinical pathway. Widely adopted during the
COVID-19 pandemic, TPT facilitates remote consultations,
reduces reliance on traditional telephone booking systems,
and aims to optimise time for both patients and clinicians.
Aim: This project aimed to evaluate whether training using
simulation could enhance NHS staff understanding of the
TPT model and foster collaborative working across all roles
in General Practice.

Methods: A tabletop simulation was developed using a bespoke
“triage card” system. Fourty anonymised, real-life patient
queries were printed on cards resembling a deck of playing
cards. Each query was paired with a range of potential triage
outcomes, such as referral to a GP, pharmacist, nurse, or digital
response options like questionnaires. Participants were asked
to decide on the appropriate clinician, mode of consultation
(face-to-face or remote), and urgency (same day, two weeks, or
routine). Additionally, a set of “CHANCE” cards, inspired by the
Monopoly game, introduced unexpected scenarios (e.g., medical
emergencies) to encourage discussion around managing
unpredictable events and their ripple effects on workload.

The simulation was conducted across five GP practices
in Surrey during protected learning time (PLT), involving
both clinical and administrative staff. The session was also
delivered to GP trainees at the Royal Surrey County Hospital.

Results: Participants completed an anonymous online
feedback form, capturing their roles, prior interest in TPT,
and session evaluation using a Likert scale. All respondents
(100%) indicated they would recommend the session to
colleagues. Feedback highlighted increased awareness of TPT
and emphasised the value of multidisciplinary collaboration
in improving patient flow and care prioritisation (Table 1).
Discussion: The training simulation proved effective in
promoting understanding of the TPT model and enhancing
team-based decision-making. Bringing together diverse
roles in a shared learning environment helped reinforce the
collective responsibility and adaptability needed to manage
modern primary care demands
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Table 1. Average scores for four statements evaluating the
tabletop simulation session on total patient triage. Likert
scale from 1 to 5 (with 5 being “strongly agree”).

On a scale of 1-5 (5 being ‘strongly agree’ and 1 being
‘strongly disagree’), how much do you agree with the
following statements?

Average score

I felt that today was interactive and stimulating. 4.92
I felt that today was relevant to my development needs. 4.82
I found today’s tabletop simulation useful. 4.78
My awareness of the total patient triage process has 4.68

increased because of today’s session.
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Introduction: Simulation-based training has been

shown to significantly improve clinician performance
in emergency front of neck access (eFONA), particularly
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among professionals in high-acuity settings [1]. However,
traditional simulation options—including animal tissue
models and commercially available part-task trainers—
present notable limitations. Ethical concerns, unpleasant
sensory experiences, high costs, and environmental
impacts restrict their accessibility and scalability. In
response to ongoing budget constraints within the NHS,
we aimed to develop a low-cost, sustainable, and easily
reproducible model for eFONA training using readily
available materials.

Methods: Inspired by commercially available part-task
trainers [2], we developed a prototype using plaster of Paris
(POP), washing machine waste pipe, sleek tape, silicone, and a
balloon. The total material cost per unit was £1.65. During the
design process each prototype was tested and adaptations
were made to ensure functionality, such as minor increases
in diameter of the ‘cricothyroid membrane’ to ensure
compatibility with a size 6 endotracheal tube. Functionality
was further validated by an anaesthetist prior to course
deployment.

The model was implemented in a trauma simulation

course, where both quantitative and qualitative feedback
were collected from participants regarding anatomical
realism, tactile feedback, and overall usability (see Figure
1).
Results: All participants rated the models realistic or very
realistic in terms of anatomical landmarks and procedural
feel, and all said that they would recommend using the
models. Participants commented on specific features of the
models:

1. “Landmarks easily identified and able to see if successful
due to ballon inflation which have not seen on previous
animal models/ models used”

2. “Able to practice procedure without needing animal
models is great”

Cost analysis revealed an average saving of £612 per unit
compared to four commercially available part-task trainers.
Discussion: This low-cost, ethical, sustainable, and reusable
alternative to traditional part-task trainers represents a
significant step forward in accessible simulation training. Its
favourable cost profile and positive user reception support its
integration into existing training programmes, particularly
in resource-constrained healthcare environments. Such
innovations demonstrate that high-quality simulation
education need not come at high financial or ethical cost and
can be easily reproduced in any simulation setting.
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Introduction: Medication administration is a high-risk
clinical task, with errors contributing to preventable
harm worldwide [1]. Competence in medicine calculation
is essential to patient safety, yet nursing students
often report anxiety and low confidence, increasing the
risk of errors. Virtual learning environments provide
valuable opportunities to develop students’ skills, build
confidence, and enhance competency in medication
administration.
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Methods: This pilot study investigated the relationship
between exposure duration to asynchronous virtual
medication dosage calculation scenarios and nursing
student actual and perceived competence, using a
randomised quasi-experimental research design (pre- and
post-test). Ethical approval was gained at each site before
second/third-year pre-registration undergraduate nursing
students were recruited from six sites in the UK and
Canada in 2023 using purposive sampling. Participating
students completed an orientation to the safeMedicate®
Authentic Virtual Drug Dosage Calculation Clinical Learning
Environment (VLE), and safeMedicate® 25-item Healthcare
Numeracy Assessment (HNA) before being allocated to
one of four groups with different exposure times to a
safeMedicate® COVID-19 education module.

Results: Actual and perceived competence assessment
outcomes for all students (n=38) across the four groups
were analysed and compared before and after variable
exposure to the intervention using descriptive and
inferential statistical analyses. Results showed that
groups were homogeneous at baseline, i.e. no differences
in the mean pre-test assessment results. Post-test
assessment results showed that mean actual competence
scores increased from 77 pre-test to 92 post-test, with
perceived competence scores mirroring these results
for all groups, including the control group which did
not have intervention exposure. There was no evidence
of significant outcome differences between groups with
varied exposure duration, suggesting that increased
exposure time did nottranslateintoenhanced competence
improvement. Rather, results indicated that exposure
to the VLE and initial baseline and HNA assessments
with outcome feedback had the greatest influence on
the improvements found, and the psychological and
confidence-building value of this VLE. This is consistent
with previous research on self-efficacy enhancement
effects of digital learning [2,3].

Discussion: The lack of significant differences between
groups with varying exposure durations found in this pilot
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study contradicts earlier studies advocating for prolonged
engagement with VLEs to achieve competence [4]. Instead,
the findings suggest that the increase in actual and
perceived competency scores occurred because feedback
on performance was also provided to students after each
VLE assessment they completed. This may indicate that
simulation-based intervention effectiveness is based on
instructional design rather than on exposure time. However,
because akeylimitation ofthis pilot studyisits small sample
size, further research on a larger scale building on this pilot
study is needed to explore and understand the impact of
instructional design, feedback, and interaction on learning
outcomes and the psychological and confidence-building
value of this intervention and VLE.
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Introduction: It is known that for approximately 70% of
tertiary level burns referrals, total body surface area (TBSA)
calculations are largely overestimated. Furthermore, patients
at the point of arrival often are inadequately fluid resuscitated.
Alearning need to address these factors for multi-disciplinary
emergency and surgical care teams was identified, simulation
isrecommended as a useful tool to prepare health care workers
for such cases and address skills gaps amongst teams [1]. A
study conducted in 2016 [2] emphasized the affirmative impact
of employing moulage based simulation of burns injuries on the
overall learning process. In answer to this we have developed
an innovative methodology for creating representations of full
thickness burns on simulation manikins.

Methods: In collaboration between the Burns and Simulation
teams, scenarios for simulation were developed from real life
cases. Avariety of cost and time effective moulage techniques
for different burn modalities were developed.

The simulation technician implemented a technique of
crafting flat clay moulds of burn wounds for the production
of silicone overlays, these were painted with depth-indicating
paint, and then adhered to manikins.

Results: From 2023 to 2025 we have run 7 regional simulation
days with 73 delegates and 56 pre and post course feedback
responses. A summary of confidence ratings across differing
aspects of burns care can be found in Figure 1. A mixture
of confidence scoring from very low to relatively high was
recorded dependant on exposure to burns, training and
professional backgrounds, across all categories an increase
in confidence was recorded overall.

Discussion: Traditional methods of using make up paint and
wig spray to simulate a burn on a patient have the benefit of
being fast to implement and cheap. However, limitation on

the realism of the injury have the potential to both inhibit the
learner to fully grasp the extent of burn coverage and reduces
the emotional impact that one has when presented with a full
thickness burn.

Increased confidence and technical skill in the initial
management of severe burns in multi-disciplinary emergency
teams will lead to improvements in burns patient outcomes.

The model for high fidelity burns moulage has far reaching
potential beyond the regional simulation course that it was
initially developed for. These scenarios have been utilised in
several training opportunities such as national symposium’s,
care pathway trials as well as future plans to bring burns
simulation to emergency response teams by working
collaboratively fire and ambulance services.
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Pre Course Questionnaire % | Post course Questionnaire % |Confidence increase %
How would you rate your
knowledge of emergency burns
overall? | 32.0 84 52.0]
How would you rate your ability
to perform a primary survey? | 70.0| 84 14.0]
!

Howwould you rate your ability |
to manage inhal injuries? ] | 70.0] 7600 6.0)
How would you rate your ability i
to manage electrical burns |
injuries? 72.0 | 78l 6.0
How would rate your ability to
estimate TBSA burnt %7 | 74.0 92 | 18.0]
Howwould you rate your ability
to calculate IV resuscitation
fluid requirement for burn
injuri 74.0 92 18.0|
How would you rate your ability
in diagnosing and managing

ynd, ? 176.0 84 8.0
How would you rate your
for an escharotomy? | 76.0| 92 16.0|
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Introduction: Augmented reality (AR) provides interactive
and immersive experiences that enrich medical training by
enhancing learners’ spatial understanding, clinical decision-
making, and engagement [1-3]. However, the uptake of AR across
educational institutions remains inconsistent due to variations
in infrastructure, cost, and training. This study aimed to
explore medical students’ experiences with AR, measure their
immersion levels, and identify perceived benefits and barriers,
particularly those linked to digital inequality.

Methods: A cross-sectional survey was conducted in 2024-
2025 at a UK medical school following an AR-enhanced
simulation session using HoloLens headsets and the
HoloPatient application. Ninety-three medical students
participated voluntarily. The Augmented Immersion
Measurement Index (AIMI) was used to assess engagement
across cognitive, emotional, and behavioural domains.
Students also reported AR usage frequency, perceived
educational benefits, technological limitations, and concerns
about equitable access. Descriptive and correlational analyses
were performed.

Results: Students reported moderate immersion (mean AIMI
score: 3.9/5), with emotional engagement highest (4.2/5) and
behavioural engagement lowest (3.5/5). Key benefits included
enhanced diagnostic reasoning (32%), improved patient
interaction skills (28%), and increased surgical confidence
(20%). However, 30% cited limited access to AR-enabled
devices, and 27% reported lack of institutional support as
major barriers. Over half (53%) expressed concern that AR
could widen digital inequality. Subgroup analysis showed
students with regular AR access had higher confidence in
spatial awareness and technical skills. Conversely, those
from lower-income backgrounds reported limited access,
lower immersion scores, and less perceived benefit. Despite
challenges, students valued AR’s ability to visualise complex
anatomy, simulate clinical encounters, and reinforce
theoretical learning.

Discussion: This study confirms that AR can improve
learner engagement and perceived clinical preparedness.
However, barriers related to access, affordability,
and institutional readiness may hinder equitable
implementation. AR should be adopted as a supplemental
tool within blended learning models. Institutions must
investininfrastructure, faculty training, and accessibility
schemes—such as device loans or subsidies—to maximise
educational benefit and mitigate the digital divide.
Future studies should examine long-term skill retention,
impact on clinical performance, and cost-effectiveness
of AR-based medical education.
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Introduction: Nursing and Midwifery Council (NMC)
approved institutions can deliver up to 600 hours of
Simulated Practice Learning (SPL) within the 2,300 practice
hours, pre-registration nursing students are required to
register [1]. Many approved Higher Education Institutions
(HEIs) are using immersive technology-enhanced learning
as part of a blended approach in their SPL delivery. Virtual
Reality (VR) is commonly used to simulate immersive
environments where learners can practise decision-
making skills within different clinical contexts. Alongside
this, thereis aneed for 3rd year nursing students to develop
peer supervision and coaching skills in preparation for
registration [2]. The purpose of this work is to report on an
evaluation of a teaching intervention, utilising both VR and
peer-to-peer learning.

Methods: A peer-to-peer VR learning experience was
delivered to 22, 3rd year children’s nurses using Oxford
Medical Simulation (OMS) software. Students were paired,
with one undertaking a simulation scenario using a VR
Oculus headset, which was streamed to a computer screen.
The second student observed this stream and made notes
on their peers’ performance for feedback. The pair then
had an unstructured debrief to explore ways to improve
their performance. The roles were then reversed with the
observing student completing the same scenario. Following
this activity, the wider group came together for a facilitated
debrief using the diamond debrief model [3].

Data collection included quantitative and qualitative
student feedback gathered via a scannable QR code and
quantitative data from the OMS platform’s feedback scoring
system.
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Results: Qualitative findings brought up two main themes:
translating theory to practice & and peer-to-peer support.
Limitations of wusing immersive technology were also
highlighted.

Quantitative results showed an overall improvement in
clinical practice between the peer attempts. These results
are seen in Table 1. Out of the 11 pairs of participants, 7 scored,
on average, 18.12% better than their peers. Of the 3 pairs of
participants that scored lower, they were 4.64% lower than
their peers.

Discussion: Repeated peer-supported VR scenarios
have the potential to improve knowledge and enhance
peer supervision. Importantly, the post-scenario debrief
was positively received by the majority of learners to
consolidate their in-scenario peer learning. We suggest
that the value of using this approach within SPL may be
an effective way for 3rd year student nurses to acquire
knowledge and develop peer supervision skills. Challenges
arose surrounding the use of a VR headset and limitations
in using a virtual platform.
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Table 1. Results of scenario peer1vs peer 2.

Peer 2 score
(post-informal debrief)

Peer group number Peer 1 score

Pair 1

Pair 2

Pair 3

Pair 4

Pair 5

Pair 6

Pair 7

Pair 8

Pair 9

Pair 10

Pair 11

Table 1 - Results of scenario peer 1 vs peer 2
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Introduction: Rectus Sheath Block (RSB) is a ‘Plan A
regional anaesthesia technique used for perioperative pain
management in abdominal surgeries [1]. Anaesthetists
must perform these blocks proficiently, yet limited training
opportunities reduce confidence and procedural uptake.
Simulation training offers a solution, but existing models
are often costly or lack anatomical realism. This study
aims to develop and evaluate a cost-effective, anatomically
representative, and reusable RSB training model.

Methods: This prospective quality improvement project
was registered with University Hospitals Sussex NHS
Foundation Trust. A portable anterior abdominal wall
model was constructed in a 1L storage container using
ADAMgel, a low-cost, ultrasound-compatible material,
alongside commercially available components such as
chia seeds and latex exercise band [2]. The prototype was
refined based on expert feedback. Anaesthetists from two
hospitals evaluated the model by performing ultrasound
scanning and needle insertions, on the 22/01/2025 and
07/02/2025 respectively. Feedback was then collected via
an online questionnaire assessing ease of use, anatomical
realism, needling practice, and overall usefulness on
a 5-point Likert scale. Free-text responses provided
additional insights. Quantitative data were analysed using
descriptive statistics in Microsoft Excel, while qualitative
data underwent thematic analysis.

Results: Twelve anaesthetists (10 trainees, 2 consultants)
evaluated the model. The majority (83%) found it easy to use
(Likert score 4 or 5), and the same proportion considered it
anatomically realistic. However, the most frequent suggestion
was improving anatomical accuracy, particularly by varying
the thickness of the transversus abdominis, internal oblique,
and external oblique muscles. The model was especially
valued as a medium to practice needling, with 92% rating it 4
or 5. This idea was further reflected in the free-text feedback
where the realistic tactile response and reusable nature of
the model were identified as key strengths.

Discussion: This study demonstrates that a low-cost,
reusable RSB training model can be effectively constructed
using ADAMgel and other commercially available materials.
The model was well received, particularly for its suitability
for needling practice and realistic tactile feedback.
Future improvements will focus on enhancing anatomical
accuracy and enabling local anaesthetic injection to create
a more lifelike experience. By providing an accessible
training tool, this model has the potential to improve
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trainee confidence and proficiency, supporting regional
anaesthesia training.
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Introduction: Table-top simulation is an innovative low
fidelity simulation tool which has become trendy over the last
few years. Despite its popularity the effectiveness of table-top
exercises has not yet been examined in the literature. This
narrative review aimed to examine if table-top simulation is
an effective educational tool.

Methods: Studieswereidentified examining the effectiveness
of table-top simulation from multiple databases. More
than 100 publications were identified. After the screening
process 26 studies were included as per the inclusion and
exclusion criteria. Qualitative and quantitative studies
were both included. Following basic descriptive measures,
target audience, sample size, training needs assessment,
learning outcomes and change in practice or behaviour
were examined in each study. Findings were examined in
the context of Kirkpatrick’s evaluation model and Moore’s
expanded framework.

Results: Table-top simulation was used for different
reasons. Most commonly it was used to identify a gap in
knowledge, transfer knowledge or as a type of assessment.
As an educational tool it is effective on the lower levels
of Kirkpatrick’s evaluation model and is not inferior
when compared with high fidelity simulation [1]. It is well
accepted by users through providing a safe and controlled
environment for students to practise and refine their skills.
Additional benefits include improvement in non-technical
skills, feeling empowered to make decisions and increased
sense of comfort.

Discussion: Table-top simulation is effective and should be
used in addition to traditional educational tools.

Some studies suggest that due to its resource and cost-
effectivity table-top simulation is ideal for low or middle
income countries. It can be used to deliver a variety of topics
especially those that are not easy to fit into traditional
simulation content such as disability, disaster medicine
or opioid use disorder. It is highly beneficial for multi

disciplinary teams to understand complex multidisciplinary
team dynamics and improve collaboration between team
members.

This review confirms that there is a place for table-top

simulation in medical education. Further studies are required
to determine the effectiveness of table-top simulation on
higher levels of Kirkpatrick’s model of evaluation and Moore’s
expanded framework, to prove cost-effectiveness, investigate
sustainability and to evaluate table-top simulation as an
assessment method.
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Introduction: Increasinglyadoptedinhealthcare education
for their ability to engage learners, develop teamwork and
critical thinking skills, escape rooms are defined as ‘live-
action, team-based games where players discover clues,
solve puzzles, and accomplish tasks in one or more rooms
in order to accomplish a specific goal’ [1]. The literature
suggests that escape rooms have the potential to engage
learners[2,3]. Our simulation team, consisting of academic
and simulation technicians, created a virtual escape room
using IntuifaceTM software for our immersive learning
environment. This interactive touchscreen experience
allowed nursing students to practice critical thinking,
communication, and teamwork as they navigated a virtual
patient’s home, consisting of a linear storyline of puzzles
within a 40-minute limit. These were focused on wound
assessment and management.

Methods: This learning experience involved groups of up
to 12 students, structured with rotating participation of 5-6
active learners, and 5-6 active observers who contributed
suggestions and insights. Solving the sequential puzzles
demanded effective teamwork, clear communication, and the
application of knowledge relevant to the scenario’s phases:
history taking, information gathering, the correct utilization
of wound assessment tools, and the selection of appropriate
wound dressings. A simulation technician facilitated the
technical operation, while an academic facilitator guided
the in-experience discussions and debriefing to enhance
learning.
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Results: Feedback was collected from participants at the
end of each session via a QR code. A total of 6 sessions were
delivered in 1 day. 65 students took part, with 31 completing
the evaluation form (response rate of 47.7%). Overall,
student feedback indicated a positive learning experience
and participants reported high levels of enjoyment and
engagement with the activities, with evidence of perceptions
of successful teamwork and communication. Additionally, at
least one student noted the development of valuable skills
such as critical thinking and problem-solving. The unique
and fun nature of the session appears to have contributed to
this learning opportunity, see Figure 1.

Discussion: The feedback identified a potential area for
improvement which was highlighted by “more time and
guidance”, suggesting that some students may have felt
pressed for time, or required additional support to fully
benefit from the activities. This warrants consideration
in future session planning to ensure adequate time
allocation and appropriate levels of guidance are
provided to accommodate all learners. Despite this point

for potential enhancement, the feedback suggests the
learning experience was innovative and well-received by
the participating students, and will be embedded in future
nursing curricula.
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Introduction: Case-based learning (CBL) is a widely
used teaching method, promoting clinical reasoning and
application of knowledge through structured scenarios (1).
Developing high quality CBL materials requires significant
expertise and resources. Recent advances in Artificial
Intelligence (AI) offer the potential to streamline this process,
yet its effectiveness in producing high quality educational
material is uncertain. This study aimed to evaluate whether
CBL scenarios produced by Al are comparable in quality to

4(16.1%)

Neither agree nor dsagree

16 (51.6%)

9(29%)

Strengly agree

those written by experienced educators, based on expert
review across key educational domains.

Methods: Five CBLscenarioswere generated using ChatGPT,
guided by a prompt based on learning objectives from
an established series of educator-written CBLs. For each
topic, an Al-generated case and a corresponding educator-
written case aligned to the same objectives were evaluated.
Four experienced medical educators independently
assessed each case using a five-point Likert scale across
key domains: clinical accuracy, alignment with learning
objectives, structure, educational value, and usability for
teaching. Evaluators were blinded to the source of each
case. The AI prompt was iteratively refined prior to final
case creation to ensure structural comparability between
Al-generated and educator-written CBLs.

Results: Al-generated CBL scenarios were comparable
in quality to educator-written cases across all evaluated
domains, with no statistically significant differences
observed. Educator-written cases scored slightly higher in
clinical accuracy (mean 4.45 vs 4.30, p=0.12) and educational
value (mean 4.45 vs 4.00, p=0.09), while Al-generated cases
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scored marginally higher for alignment with learning
objectives (mean 4.45 vs 4.30, p=0.68). Overall, Al-generated
cases demonstrated a similar standard of clinical accuracy,
educational value, alignment with learning objectives,
structure, and usability.

Discussion: Al-generated educational materials do not
depend on access to conventional teaching resources, which
require significant expertise and time to produce. Our findings
suggest that Al can generate CBL scenarios of comparable
quality to those written by medical educators, promoting
global access to medical education, particularly in regions
with limited infrastructure. The ability to rapidly generate
structured CBLs with minimal input highlights the potential
for scalable implementation in diverse educational settings.
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Introduction: Managing anticoagulation in emergencies
requires swift decisions, collaboration, and precision. Despite
existing guidelines, real-world practice often suffers from
delays and inconsistencies. This Quality Improvement Project
(QIP) at the Royal Victoria Hospital (RVH) used in situ simulation
combined with a novel debriefing model integrating, Figure 1:

* Scottish Debrief Model - for emotional processing and
team reflection.

* SEIPS framework - to analyse system-level safety factors.

* i-SOG - to highlight gaps between intended and actual
workflows.

This structured debriefing enabled identification of
performance and system issues while aligning with the four
Meta-Debriefing pillars:

1. Theory-based - rooted in established models.

2. Psychologically safe — fostering open discussion.

3. Context-dependent - focusing on ED-specific
anticoagulation challenges.

4. Formative — driving practical improvements and learning.

Methods: Three in-situ simulation sessions simulated major
haemorrhages in anticoagulated patients. ED doctors, nurses,
and pharmacists participated; senior clinicians and QI leads
observed. Each session was followed by structured debriefs
assessing: Individual/team performance (Scottish Model), System
inefficiencies (SEIPS), and Workflow discrepancies (i-SOG).

Results: First simulation exposed major issues:

* Delays due to poor access to reversal agents
* Uncertainty around guideline interpretation
* Environmental constraints like poor layout

Interventions included:

+ Improved drug storage and accessibility

+ Simplified, more visible guidelines

* Environment redesign for better workflow
* Targeted team training

Second simulation (post-intervention):

* Better protocol adherence
¢ Quicker, more confident drug handling
* Stronger communication and teamwork

Third simulation (with new pathway):

* Marked improvement in protocol compliance
* Reduced drug preparation delays
* Closure of key workflow gaps

Discussion: This debrief model provided a comprehensive
view ofindividual and system-levelissues.Itled to the creation
of a practical, ED-specific anticoagulation reversal pathway,
addressing both human and systemic challenges. The
method upheld the four Meta-Debriefing principles, ensuring
simulations were safe, relevant, and improvement-oriented.
By validating the interventions through measurable
improvements, this approach proved effective. It offers
a scalable model for embedding into routine emergency
training, enhancing clinician readiness, workflow efficiency,
and patient safety in high-risk scenarios.
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Introduction: Cardiac arrests, though rare in District
General Hospitals (DGHs), require effective team
performance. Studies show that each minute of delay in
delivering the first shock during out-of-hospital ventricular
fibrillation cardiac arrest decreases the probability of
survival to discharge by 6% [1].

During our monthly in-situ simulation program, we

identified a potential delay to shock delivery with delayed
connection of defibrillator pads. Using the SEIPS framework
[2] we aimed to explore both equipment and workflow
inefficiencies.
Methods: Simulations were conducted to quantify the delay,
using a CPR training manikin, defibrillator training pads,
and staff’s own ward defibrillators. Thirty staff members
participated, with a range of seniorities and specialities,
all holding current Immediate or Advanced Life Support
certificates (and hence trained to use a defibrillator).

Time was recorded from pad application to connection
and activation of the defibrillator in seconds. The primary
outcome was connection time, with the aim of all staff
carrying out the task in under 60 seconds. Secondary
outcomes included perceived cognitive load, assessed via
informal debriefs.

Repeated cycles introduced system-based interventions
to reduce connection time. Staff roles and experience levels
were similar across cycles, with 30 different participants in
each.

Results: The first cycle revealed an average connection
time of 62 seconds (range: 10-205 seconds). Staff had no
difficulty placing pads but consistently struggled to locate the

NS NS

connection port. In the second cycle, coloured labels (“attach
pads here”) were added (see Figure 1) with the aim of making
identification of the connection site easier. Surprisingly,
average connection time increased to 96 seconds (range:
6-300 seconds) in this cycle.

Debriefs with staff members revealed not only a significant

cognitive load, but also real-life stories of how difficulty
connecting pads had impacted actual cardiac arrests — with
some staff expressing significant guilt over not knowing how
to connect the pads at the time.
Discussion: This study revealed that the task of pad
connection was a common difficulty for staff, and that
simple interventions were ineffective at reducing time to
pad connection. A decision was subsequently made at trust
level to procure pre-connected pads to eliminate the task
entirely.

Byaddressing the issue at asystem level - through redesign
rather than retraining - we aim to improve patient safety and
reduce staff cognitive burden in the long-term.

This project is highly transferable to other hospitals and
demonstrates the value of a systems-based approach to
simulation learning and quality improvement.
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ethical approval has been obtained, where applicable.

REFERENCES

1. Stieglis R, Verkaik BJ, Hanno LT, Koster RW, van Schuppen H, van der
Werf C. Association between delay to first shock and successful first-
shock ventricular fibrillation termination in patients with witnessed
out-of-hospital cardiac arrest. Circulation. 2024;151(3). doi: 10.1161/
CIRCULATIONAHA.124.069834.

2. NHS England. SEIPS quick reference and work system explorer. Version 1.
[Internet]. 2022 [cited 2025 Apr 14]. Available from: https://www.england.
nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-
work-system-explorer-v1-FINAL.pdf

Acknowledgements/FundingDeclaration: Acknowledge:Billy
Perrin, Resuscitation Lead at Homerton Healthcare NHS
Foundation Trust

SUPPORTING DOCUMENTS - FIGURE 1-A95

A72

Journal of Healthcare Simulation 2025;5(Suppl 1):A1-A84


mailto:amy.ireson1@nhs.net
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-work-system-explorer-v1-FINAL.pdf

IN PRACTICE

CREATING AN IMPACT ON OLDER PERSON
MEDICINE BY REDUCING PATIENT SAFETY
INCIDENTS THROUGH SIMULATION-BASED
TEACHING

Radha Brown', Kelly Russell’, Anthony Richardson’,
Rachel Murdoch’, Priyanka Das'; 'South Tees NHS Foundation Trust,
Middlesbrough, United Kingdom

Correspondence: rbrown11@nhs.net

10.54531/UGVD5048

Introduction: Analysis of patient safety incidents and
complaints is an essential form of learning for healthcare
institutions, with harm to patients having major human,
moral, ethical and financial implications'. In response
to common and repeated incidents, weekly in-situ
simulation-based education has been implemented on the
Older Persons’ Medicine (OPM) ward to enhance learning
amongst the multidisciplinary team. The team included
Doctors, Nurses, Healthcare Assistants and Advanced
Nurse Practitioners.

Aims of the in-situ training: - To enhance staff engagement
with the learning from incidents process, reducing repeated
incidents on the following topics: seizures, pulmonary
embolism, rapid tranquilisers, hypoglycaemia and opiate
toxicity.

* To improve multidisciplinary team technical and non-
technical skills and knowledge.

Methods: This was a prospective study to deliver in-situ
simulation to an OPM ward at a tertiary NHS hospital

based on repeated clinical incidents that took place
between 2022 and 2024. A pilot session was carried
out for 3 months, and simulation-based education and
psychological safety rules for debriefing were introduced
to the staff. Weekly in-situ simulation training was
delivered for 2 years.

Incidents and complaints were collected via the
incident recording system. In-situ simulation training
was implemented where the multidisciplinary staff were
allocated protected time weekly for simulation training.
Scenarios were created based on repeated incidents and
each scenario was delivered for a month to capture all the
staff on the department. Feedback from staff was collected
via QR code after sessions and staff were empowered to
suggest service improvement initiatives within their
feedback questionnaire. Feedback was reviewed and ward
managers instigated the necessary changes suggested by
the staff.

Debriefing is undertaken after the scenario delivery

to reinforce individual learning. Alongside weekly in-situ
simulation, an unannounced drill is performed twice a year
on scenarios that have been previously delivered to ensure
staff are retaining knowledge.
Results: Using in-situ simulation has been incredibly well
received by ward staff. The team showed a willingness to
learn through simulation. Feedback amongst staff is very
positive, Table 1.

90% of staff in the department are now trained, inclusive
of staff on long-term absence and new recruits. The impact of
the training has resulted in a decrease in repeated incidents
from 5 cases in 2022 to 1incident in 2024.

Discussion: Simulation has proven its impact on limiting
the number of patient safety incidents and complaints, thus
improving patient care.

Ethics Statement: As the submitting author, I can confirm
that all relevant ethical standards of research and
dissemination have been met. Additionally, I can confirm
that the necessary ethical approval has been obtained,
where applicable
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Location Participants Feedback

“I feel that having the
training on the actual
ward where I work

was very beneficial

as it added to the
atmosphere of trying to
work in a busy clinical
environment.”

Both wards on older
persons’ medicine.

90% Nursing, Health
Care Nursing, and
Doctors.

“Really good session as
difficult to access some
training due to ward
pressures. Also the
session being catered

to our specialty is better
for staff to increase their
knowledge and skill set”
“Do more!”
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Introduction: Opioid analgesia remains a key pharmacological
option for the management of post-operative pain [1]. Preventing
and recognising adverse events associated with opioid
analgesia is vital, due to the risk of life-threatening sedation
and respiratory depression. Nurses play an important role in the
recognition and initial management of these patients.

Simulation-based education (SBE) has been shown to have
a significant positive effect as a training strategy for nurses
[2]. Here, we aim to determine whether SBE, delivered in
a ward environment, can increase nurses’ knowledge and
confidence in managing patients with opioid toxicity with
respiratory compromise.
Methods: Over a period of five weeks SBE was delivered to
nurses in their clinical areas using small group point-of-care
(POC) simulation. The simulation included both a simulated
participant and a task-trainer airway head to perform airway
manoeuvres. Learners were provided with basic monitoring
equipment, simple airway adjuncts and patient-specific
paperwork. The scenario was facilitated and debriefed by
experienced simulation faculty.

A feedback survey was carried out using a QR code
immediatelyafterthescenario. Afollow-up surveywasemailed
to the participants two weeks after the final simulation. They

Table 1. Table of results. (* p<0.05 = statistical significance)

comprised the same five questions: 1) knowledge of opioid
toxicity (including theory and risk factors); 2) confidence in
recognising opioid toxicity; 3) basic airway management;
4) managing opioid toxicity; 5) administering naloxone if
prescribed appropriately. Candidates were asked to complete
a five-point Likert scale before the simulation, immediately
after the simulation and in the follow up survey.

Wilcoxon signed-rank test was performed on survey
responses to each question to determine whether there
were significant differences between: 1) before and after the
simulation 2) before the simulation and follow-up.

Results: A total of seven registered nurses attended a
simulation session over the five weeks. All attendees
completed the survey immediately after the session and six
at the follow-up questionnaire. The follow-up questionnaire
was completed at two to six weeks after the simulation. The
results are summarised in Table 1.

Discussion: Four out of five of the questions in the survey
immediately after the session, and three out of five at
follow-up, showed a significant increase in value. This shows
the POC simulation increased knowledge and confidence in
the recognition and management of opioid toxicity. Despite
the benefits demonstrated, the limitations of this project
included staff availability, the length of time the training
could be offered and the number of survey responses.
EthicsStatement: Asthesubmittingauthor,Icanconfirmthat
all relevant ethical standards of research and dissemination
have been met. Additionally, I can confirm that the necessary
ethical approval has been obtained, where applicable
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Number of Mean Standard z-value (compared p-value* (compared
responses (range) deviation to before) to before)

1) Knowledge

Before 3.57 (3-5) 0.787 -

After 7 4.57 (4-5) 0.535 2.377 0.0174

Follow-up 4.17 (4-5) 0.408 2.236 0.0253
2) Recognition

Before 3.57 (2-4) 0.787 -

After 7 4.71 (4-5) 0.488 2.53 0.0114

Follow-up 4.16 (3-5) 0.753 1.41 0.1585
3) Airway management

Before 3.71 (2-5) 0.951

After 7 4.71 (4-5) 0.488 2.377 0.0174

Follow-up 4.33 (4-5) 0.516 1.964 0.0495
4) Management

Before 3.71 (2-5) 0.951

After 7 4.42 (3-5) 0.787 1.673 0.0944

Follow-up 4.50 (4-5) 0.548 2.169 0.0301
5) Naloxone

Before 3.86 (1-5) 1.345 - -

After 7 4.86 (4-5) 0.378 1.976 0.0482

Follow-up 4.83 (4-5) 0.408 1.732 0.0833
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Introduction: The introduction of the Patient Safety Incident
Response Framework (PSIRF) marked a shift in how patient
safety incidents are reviewed. Although external training
opportunities are available, staff feedback highlighted a
need for more practical understanding of PSIRF and human
factors. To address this, we developed a bespoke, financially
sustainable course, enabling staff to engage interactively
with the changes in PSIRF. A key focus was on preparing staff
to carry out swarm huddles, as the new learning response
with the most local ownership.

Methods: In collaboration with the patient safety team,
the simulation team designed a full-day course combining
lectures, workshops, and simulations to explore human
factors and systems thinking (using the SEIPS tool [1]) before
scaffolding this knowledge to carry out swarm huddles. We
began with non-clinical examples such as “A Cup of Tea”
developed by Epsom + St Helier [2], before progressing to
analyse clinical scenarios using SEIPS. We created two videos
of clinical scenarios: a deteriorating patient and a misplaced
naso-gastric tube [3]. Participants then had the opportunity
to conduct a swarm huddle with the involved characters,
played by faculty members.

Success was evaluated through post-training surveys,

qualitative feedback, and observed improvements in incident
response.
Results: To date, 62 senior staff from diverse roles, including
acute, community and non-clinical staff, have attended the
training. 84% of attendees completed a post-course survey,
leading to ongoing adaptations in course content.

Feedback included Likert scale assessments of confidence
as well as qualitative comments. Attendees highlighted
the cultural shift that the course contributed towards,
commenting:

1. “Fostering an environment where staff feels safe to be a
part of the learning process”

2. “More talking and bringing people together,’

3. “A focus on meaningful actions that genuinely
demonstrate learning.”

A new swarm huddle template, developed during the
course, is now used across the Trust. Staff, including those
from the emergency department, have fed back successes of
carrying out swarm huddles to learn from both events that
have gone well and less well.

Discussion: While PSIRF focuses on patient safety, it also
promotes a just culture centred on systems thinking and
continuous improvement. This approach moves teams away
from a blame culture and fosters unity across the Trust.
Our program has garnered attention beyond our Trust, with
positive feedback from organisations including North London
Hospice and NHS England South-West, particularly regarding

the simulated videos. The course is being peer reviewed for
quality assurance.

EthicsStatement: Asthesubmittingauthor,Icanconfirmthat
all relevant ethical standards of research and dissemination
have been met. Additionally, I can confirm that the necessary
ethical approval has been obtained, where applicable

REFERENCES

1. NHS England. SEIPS quick reference and work system explorer. Version 1.
[Internet]. 2022 [cited 2025 Apr 14]. Available from: https://www.england.
nhs.uk/wp-content/uploads/2022/08/B1465-SEIPS-quick-reference-and-
work-system-explorer-v1-FINAL.pdf

2. Epsom + St Heliers NHS. SEIPS Just a cup of tea [Video]. YouTube;
2023 [cited 2025 Apr 14]. Available from: https://www.youtube.com/
watch?v=3Svféauw9_s

3. Homerton Digital Learning. SEIPS Training videos [Playlist]. YouTube;
2025 [cited 2025 Apr 24]. Available from: https://www.youtube.com/
playlist?list=PLuURc8vhK-AYgIxw76Z9R2eBMqaW36vIrL

IN PRACTICE

TRAUMA SIMPROVE: DEVELOPING A STRATEGY
TO DELIVER SYSTEM-TESTING SIMULATION TO
IMPROVE TRAUMA RESUSCITATION

Jessica Casey', Swati Gupta?, Kitt Richardson', Natalie Hay',

Hazel Luck’, Frances Verey'; " North Bristol NHS Trust, Bristol, United
Kingdom; ? Gloucestershire NHS Foundation Trust, Gloucester, United
Kingdom

Correspondence: mdaO6sg@gmail.com

10.54531/5JLX6486

Introduction: The provision of major trauma resuscitation in
the emergency department (ED) is a life-saving, time-critical
multidisciplinary (MDT) process that is susceptible to latent
safety threats (LSTs). Testing the system response using
simulation can yield valuable lessons for improving patient
safety [1]. No ‘blueprint’ currently exists to guide planning
and delivery of this quality improvement (QI) process within
NHS acute EDs that form part of major trauma networks
(MTNSs). This project aimed to develop and pilot a replicable
strategy for delivering in-situ simulation to test and improve
trauma resuscitation systems.

Methods: The strategy development process involved
attending relevant webinars and reviewing the existing
literature on transformative simulation in critical care
scenarios, including resources from specialist interest
groups of the Association for Simulated Practice in
Healthcare [2]. Areas targeted as needing creative solutions
included how to formally conduct a needs assessment,
identify barriers to delivery and select relevant outcome
measures to assess impact. A steering group was formed via
a collaborative approach with the SouthWest MTN, local and
regional simulation services and the local ED. The project
was registered with the QI department at the regional major
trauma centre and a pilot was conducted.

Results: Process mapping and timeline development were
undertaken. Early stakeholder engagement was deemed
crucial and these were identified as trauma leadership,
clinical teams, and support services such as transfusion
and radiology. Needs assessment methods included
focused stakeholder discussions and examination of local
critical incident reporting systems. Key planning decisions
included participant pre-briefing, consent considerations,
and digital recording. A plan-do-study-act (PDSA) QI
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methodology guided the simulation, which identified LSTs
using a Systems Engineering Initiative for Patient Safety
(SEIPS) framework [3], measured performance timescales,
assessed adherence to national trauma registry audit
standards and captured participant satisfaction using
a tailor-made survey. Final stages included scenario
design and resource coordination. Debriefing used a
SEIPS-based chronological analysis. The pilot delivered
at the local major trauma centre identified 11 actionable
recommendations and generated strong participant
satisfaction.

Discussion: Further work planned includes repeating the
simulation after implementation of these recommendations
to assess impact and complete the PDSA cycle. A delivery
toolkit has been created to support the rollout of the QI
project across all trauma units in the network. The strategy
outlined above is adaptable and scalable, showcasing the
creative intersection of simulation and QI in a busy NHS
department. This approach has the potential to inform
national simulation-based QI efforts in trauma care.
EthicsStatement: Asthesubmittingauthor,Icanconfirmthat
all relevant ethical standards of research and dissemination
have been met. Additionally, I can confirm that the necessary
ethical approval has been obtained, where applicable.
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Introduction: A quality improvement (QI) project using
in-situ simulation (ISS) was undertaken at a Cardiac
catheterisation laboratory (CCL) in a London teaching
hospital. The CCL provides 24-hour primary percutaneous
coronary intervention (PPCI) for patients having a heart
attack and is a lifesaving treatment. Cardiac arrest
can happen during the procedure as a heart attack
complication.

Guidance released in 2021 [1] advocates early use of a
mechanical cardiopulmonary resuscitation (M-CPR) device
after the first cycle of CPR meaning PPCI can continue as it
is safe to deliver fluoroscopy, which may facilitate treatment

intervention for the potential cardiac arrest reversible cause.
A baseline audit showed this was not happening.

Methods: Institute of Health Improvement (IHI) Model for
Improvement QI approach was utilised alongside in-situ
simulation (ISS) over 6 months, the aim statement was to
apply M-CPR device during cardiac arrest in the CCL after 1st
cycle of CPR.

A scoping survey to understand multi-disciplinary staff
opinion and experience from cardiac arrests in the CCL was
displayed in Pareto charts to target high impact change
ideas.

Plan-Do/Simulate-Study-Act (PDSA) cycles using inter-
disciplinary ISS and simulation debrief, using PEARLs for
systems integration tool [2], allowed exploration of staff lived
experience, training gaps, system issues, latent threats, and
potential solutions.

Run charts were used to capture data and ISS pre and post
questionnaires for training evaluation.

Results: The M-CPR device became consistently used after
1st cycle of CPR and a shift on the run chart was seen.

There was statistical (SPSS 27) significance from simulation
evaluation in increase in confidence in leadership (p<.001)
and speaking up (p<.001) at cardiac arrests in the CCL.

Improvement ideas were developed from simulation

debriefing.
Discussion: QI methodology and MDT ISS facilitated greater
understanding of contextual issues of system interaction and
the human side of change. It supported a team approach and
provided a voice for staff.

Increasing staff confidence and speaking up during a cardiac
arrestwasnotpart ofthe original project aims but demonstrates
how simulation has supported behaviour traits of leadership
and communication, by making staff feel more confident to act
in real life and initiate the “right things” to happen.

PDSA cycles demonstrated how education is not enough

to impact a change in practice. This is an important
consideration in the value of what ISS can offer organisations
in terms of learning about everyday work and supporting
learning to enact change.
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Introduction: Workplace incivility is a pervasive issue
in healthcare, negatively impacting staff well-being,
teamworking, cognitive load and patient safety [1].
Traditional training may not capture specific human
factor or patient safety elements related to incivility. This
project aims to evaluate the effectiveness of an innovative,
multidisciplinary simulation-based intervention designed
to increase awareness of incivility and its impact on patient
safety within the NICU.

Methods: A prospective design was used in preparing and
planning the scenario [2,3]. The simulation ran during a
structured teaching session, with participants of various
nursing and medical grades from the NICU. In total there
were 4 participants with 3 confederates in the simulation
and 21 observers. A learning conversation was guided by 4
experienced debriefers, 1 of whom was a confederate.

The multidisciplinary team participated in a high-fidelity
simulation depicting a patient handover with an array of
embedded uncivil behaviours enacted by and towards pre-
briefed confederates. Participants were briefed to receive
handoverbutnotbriefed around the central theme ofincivility.
Their experience and response to witnessing incivility was the
central driver for the learning conversation. Psychological
safety was considered through confederate training and
structured debriefing immediately post-simulation.

Feedback was collected via direct observation during the
simulation, analysis of debriefing, and anonymous post-
simulation surveys assessing realism, learning and perceived
changes in awareness and preparedness.

Results: Observation confirmed realistic enactment of
incivility and notable bystander passivity among participants.
Post-event analysis demonstrated increased participant
recognition of incivility, understanding of its link to
communication breakdown and cognitive load, and crucially,
a connection drawn between the simulated incivility and a
patient safety. Survey data indicated high perceived realism
and educational value, particularly for the debriefing.
Participants reported significantly increased awareness of
incivility and its impacts, alongside increased (though less
pronounced) preparedness to address it.

Discussion: The simulation effectively increased awareness of
incivility and vividly demonstrated its potential patient safety
consequences within a realistic NICU context. The link was
made to potential patient care errors and impact on cognitive
load, underscoring mechanisms by which incivility impacts
care. Observed bystander passivity highlights potential cultural
challenges requiring further attention, but the inherent
difficulty associated with challenging incivility. The findings
support immersive simulation as an effective educational
strategy for this sensitive topic but emphasise the absolute
necessity of psychological safety for participants and observers
throughout design and implementation. This intervention
provides a valuable model adaptable to other healthcare
settings seeking to foster civility and improve safety.
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Introduction: A sense of belonging within the National
Health Service (NHS) workforce is imperative in establishing
a safe and effective working environment, as outlined in
the NHS People Plan (2020) [1], ‘The NHS must welcome all,
with a culture of belonging and trust. We must understand,
encourage and celebrate diversity in all its forms’ (p.24).
It can be challenging to establish a sense of belonging
within the NHS where large teams are working under high
pressures in inconsistent shift patterns. Incorporating lived
experiences, a simulation workshop was designed to enhance
participants’ knowledge and understanding of how to foster
workplace belonging when interacting with colleagues with
protected characteristics.

Methods: The workshop was delivered twice and opened
with an introduction, explaining the use of simulation,
how scenarios will run, the timetable and an ice breaker,
establishing psychological safety. The workshop contained
a diverse variety of simulated scenarios, using a range of
simulation techniques, including, observed simulation, forum
theatre and character monologues. The scenarios focused
on working alongside colleagues with a range of protected
characteristics, including those with caring responsibilities,
age and faith.

The scenarios were followed by reflective debriefs, led by
experienced facilitators, providing a psychologically safe
space in which to explore the pre-set learning objectives,
reflections, feelings and previous experiences.

Two separate communication frameworks were shared with
participants in order to assist them in preparing for supportive
conversations. These are: STEPS (Start, Time, Empathy,
Provision of Support, Sense Check) [2] and CUS (Concerned,
Uncomfortable, Safety) [3] and Clean Feedback [4].

Results: Pre- and post-course rating scale evaluations
were used following workshop delivery in April and May
2024, focussing on the individualised workshop learning
outcomes, alongside free-text responses and were completed
by a total of 9 participants. The feedback demonstrated an
improvement in knowledge on the topics covered, with 46% of
the participants expressing limited, neutral or no knowledge
before the workshop and 99% expressing excellent or
good knowledge after the workshop. Qualitative feedback
highlighted the reflective value of the workshop, in addition
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to the authenticity of the scenarios, which were described as
“real-life.”

Discussion: The feedback supports the use of simulation
training, containing embedded communication models
in enhancing the ability of NHS employees to support
colleagues with protected characteristics, in turn fostering
a sense of belonging amongst the workforce. Specific
feedback focussed on the value of ensuring that scenarios
are authentic.
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Introduction: Following funding from the Morgan Advanced
Studies Institute (MASI) a pilot study was conducted with
expertise from the SUSIM Simulation and Immersive Learning
Centre at Swansea University.

Healthcare professionals often lack the training and
confidence to communicate effectively with d/Deaf patients,
leading to miscommunication, reduced trust, and poorer
health outcomes. Traditional simulation-based education
(SBE) programmes rarely reflect the lived experiences of d/
Deaf individuals or include British Sign Language (BSL) and
deaf culture [1,2]. This project aimed to address this gap
through the co-creation of immersive Virtual Reality (VR)
learning modules with the d/Deaf community. The research
question was: How can immersive simulation technologies be
co-designed with the d/ Deaf community to enhance student
understanding and inclusive communication in healthcare?
Methods: Using an inclusive, values-led approach, the
research team collaborated with d/Deaf community members,
BSLinterpreters, and healthcare students to co-design a suite
of computer based and virtual reality (VR) learning packages. A
series of structured workshops facilitated open dialogue about

lived experiences in healthcare, barriers to communication,
and priorities for professional education. Insights from these
sessions directly informed scenario design, scripting, and
visual storytelling. VR content was developed using 360°
video, with bilingual (BSL and English) integration and d/Deaf
individuals portraying themselves within the simulations.
Qualitative feedback was collected throughout the process
from both community participants and students.

Results: A series of workshops from May 2024 to July 2024,
revealed strong themes around disempowerment, safety,
and the emotional toll of exclusion in clinical settings. These
narratives shaped two pilot VR modules focused on first
point-of-contact healthcare encounters. Deaf participants
reported feeling valued and empowered in the co-design
process. Using a mixed methods approach preliminary
pilot student feedback showed increased awareness of the
communication needs of d/Deaf patients, increased empathy
and appreciation for learning directly through immersive,
patient-led scenarios. A key outcome was the creation of
a culturally respectful and pedagogically sound set of VR
modules now embedded in pre-registration curricula at
Swansea University [3].

Discussion: This initiative demonstrates that co-designed
simulation with the Deaf community is both feasible and
impactful. The approach moves beyond tokenistic inclusion
to authentic collaboration, positioning lived experience as
essential to the learning environment. The learner pilot
highlighted the importance of cultural humility, developing
simulation content that promotes thoughtful, patient centric
reflection and care with VR enhancing their opportunity to
experience realistic immersion.
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Table 1. Data from Deaf club focus group.

Lack of healthcare Poor communication  Stereotypes of = Impact of poor

Discrimination

Positive suggestions to

staff awareness about deaf people health staff Deaf (specific acts) improve care for Deaf patients
interpreter provision awareness
Wi-Fi is a big issue when using Call name? reception Assuming I Being a patient Refusal to wear a clear Ask patient what works well for

call name, assume not
present

remote interpreters won't complain

or answer back

Assumption of not needing I prefer to have it all Assumption -
an interpreter without written down, but their ~ when you can
clarification or communication handwriting is terrible talk

and not as detailed

No clue about how to book
interpreter

If they shout room
number, then I don't
know

(in-patient), very
lonely and isolating
Lip reading is hard,
when you are ill it's
worse

Patients feel that
staff can revert to
shouting, banging,

mask. Told me to ‘watch them

my behaviour’

Interpreter being asked
to wait outside as too
many people in the room

Male interpreter for male
patients, female for female
especially if treatment is
sensitive

Need a screen with name and
room number and estimated
wait times

Issues of informed
consent

poking instead of
the medical notes
being clear that
the patient is Deaf
and seeking an
interpreter
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Introduction: When opening a new healthcare space,
simulation based clinical systems testing allows for potential
patient safety threats to be identified [1]. Translational
simulation can be used in this context due to the focus on
improving patient care and healthcare systems through
diagnosing safety and performance issues and delivering
simulation-based intervention [2].

The creation of a new paediatric day surgery centre
required an interdisciplinary simulation programme
designed to familiarise staff with the new environment and
equipment, test systems and processes, and enhance team
working both within and between departments. Clinical
scenarios added focus on human factors and non-technical
skills alongside strategies for improvement [3].

Research question: How can a simulation programme
help prepare for the safe, functional operation of a new day
surgery unit?

Methods: The two day in-situ simulation took place
at the new Paediatric Day Surgery Unit at Castle Hill
Hospital. Participants included anaesthetists, operating
department practitioners, scrub, theatre and recovery
staff and paediatric nurses, alongside wider hospital
teams including outreach, porters, ambulance services,
and blood transfusion. The programme involved various
clinical and non-clinical scenarios focusing on testing the
environment, processes and team-working. All scenarios
included debriefing and discussion to raise main learning
points and areas for improvement and change.

Results: The simulation programme provided valuable
insights and over fifty learning points or adjustments were
identified. Patient safety threats highlighted included

issues with emergency equipment location, familiarity and
accessibility, unfamiliarity with novel equipment, availability
of protocols for emergencies and transfer and communication
between departments or teams. Emergency preparedness was
significantly enhanced, with staff demonstrating increased
confidence and competence in managing critical situations.
Due to the in-situ nature of the simulation, many changes
were able to be made on the day by the team directly impacted
by them. Actions taken forward included further training
sessions, equipment adjustments and process refinements.
Discussion: The results indicate that the simulation
programme was instrumental in identifying and avoiding
potential patient safety riskswithin anewpaediatric day surgery
unit. Staff gained familiarity with the new environment, tested
medical and non-medical equipment, and validated systems
and processes. Hands-on experience and interdepartmental
involvement ensured a thorough understanding of the unit’s
layout and system functionality. The major conclusion is that
simulation-based trainingis an effective strategy for enhancing
patient safety, staff readiness, team working and operational
efficiency in a new clinical setting. Future work will focus on
implementing the identified actions and conducting follow-up
evaluations to assess long-term impact.
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Introduction: Patient safety is a cornerstone of healthcare,
and this principle extends to simulated patients/participants
(SPs) who contribute to healthcare education. Ensuring
their well-being is an ethical obligation that requires careful
consideration of recruitment, role allocation, emotional
impact, and ongoing support [1]. This innovation explores an
ethical framework, produced with SPs, that prioritises their
safety and well-being while maintaining the integrity of
the educational event. Originally conceived in 2016 [2], this
framework has since been refined, with multiple supportive
tools, to enhance its effectiveness and applicability.
Methods: The framework is structured around the four
key ethical principles: respect for autonomy, justice,
non-maleficence, and beneficence [3]. A collaborative
methodology was used to develop the ethical framework
further. SPs, educators, and simulation experts have
authored a suite of resources and processes which
now support the efficacy of the framework, with due
consideration of accessibility. These include an SP training
video with content summary, updated recruitment
practices, an understanding of expectations, feedback
guidance using the CORBS model (clear, owned, regular,
balanced, specific), and an aide memoire outlining
key scenario formats and processes. Formal support
mechanisms now include follow-ups for emotionally
challenging roles, and a process of signposting to mental
health services. Additionally, quarterly peer debrief
sessions run, along with virtual peer mentoring between
experienced and new SPs. A monthly tracker has been
introduced to monitor engagement and gather feedback
for continuous improvement.

Results: The ethical framework and its associated documents
have led to improved support mechanisms for SPs, with the

aim of reducing distress and enhancing role satisfaction. Key
outcomes include:

* Improved recruitment and role alignment

+ Increased SP confidence and satisfaction in their roles

* Reduction in reported emotional distress through
structured debriefing, de-roling and support systems

* Strengthened communication between educators and
SPs

This framework aligns with the transformational simulation
I's: improvement, involvement, inclusion, identification and
influence. The framework is deliberately structured to safeguard
SPs while maintaining the authenticity of learning experiences,
Figure 1.

Discussion: Safeguarding SPs is as essential as protecting
patients in healthcare education. Embedding SP safety
through ethical recruitment, structured support, and
peer-led governance improves outcomes for both SPs and
learners. The transformative approach of integrating SP
voices into their own governance has set a new benchmark
for simulation-based education. Future development should
aim to embed this framework across institutions, guided by
the ASPiH standards and ASPE best practices.
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Introduction: Provision of safe perioperative care in
remote theatre locations has many challenges. NAP
4 identified airway management in remote sites is
associated with increased risk of morbidity and mortality
[1]. Simulation training can aid preparedness to manage
infrequent but highly critical events. Simulation training
is often recommended following a critical events [2].
Insitu Simulation (ISS) undertaken in a clinical team’s own
workplace provides a safe learning environment, improves
team work and performance and identifies latent safety
threats [3]. We organised ISS training in our dental DPU
for the clinical team after review of learning needs and
following recommendations from a critical event.
Methods: Protected time for ISS was secured through
list cancellation in dental DPU. Scenarios were built
around agreed learning outcomes (LOs) and specific
critical events. Mannequins and portable simulation
patient monitors were used. An eFONA workshop was
also delivered. The ISS organised session was run twice,
morning and afternoon to facilitate smaller groups and
reflective of healthcare team working in theatre and
recovery on a standard day. Each group rotated though
scenarios in main DPU theatre, dental chair theatre
and recovery. Scenarios included CICO, anaphylaxis,
choking under sedation, post op bleeding in oral cavity
and emergency airway management in recovery.
Communications systems were tested to seek assistance
from main hospital site. Each scenario was preceded by
team brief and followed by structured debrief. Feedback
questionnaire was distributed to team members after
event.
Results: Received an 80% response to the feedback survey.
Those who responded 100% agreed or strongly agreed ISS was
a psychologically safe learning environment.100% agreed
or strongly agreed improved communication, team work,
confidence, clinical skills and feeling of preparedness. Team
members were able to identify areas for improvement and
deficits in resources.

83% suggested ISS should be delivered more frequently,
50% indicated at least twice yearly.
Discussion: Feedback indicates ISS was valuable to the
clinical team in our dental DPU. Debrief sessions helped
identify areas of latent safety threats and areas for
improvement. Familiarising with airway drills and eFONA
skills with the clinical team may be helpful in difficult airway
management or CICO situation for any anaesthetist working
alone in a remote setting.

Time pressures in clinical environments impede ISS
which leads to difficulty in showing improvement in patient
outcomes. However, if recommended in a critical event report

this is a powerful tool for stakeholders to secure protected
time for ISS training.
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Introduction: Simulation plays a crucial role in healthcare
by providing a controlled and risk-free environment for
training, education, quality improvement, innovation and
research. Funding is often required to support the resources
needed including; faculty, equipment and/or technology,
venues, scenarios and administrative support, amongst
others to develop, establish and sustain the delivery of
simulation activity. There is a need to clearly articulate the
requirements, benefits and cost effectiveness of simulation
to justify and secure investment. Additionally, there is a
need to foster organisational ownership and buy in to help
sustain simulation. Yet funding for this type of learning
activity is finite and understanding and justifying costs can
be challenging [1].
Methods: The Health Education Improvement Wales (HEIW)
Simulation team hold a strategic, facilitatory and supportive
role to the diverse multiprofessional simulation community
across healthcare in Wales. Frequently the team are asked
how and where funding can be sourced to support the
development of simulation activity, as well as what rationale
can be provided within any business case to justify any
expenditure required.
Results: In response, the HEIW team undertook a scoping
review to determine potential funding sources external
to the organisation that can be applied to/accessed by the
simulation community across healthcare in Wales to support
a range of simulation activity. A guidance document was
developed providing a list of the identified potential sources
as well as guidance on how to identify other potential sources
of funding.

In addition, a narrative was developed based on a
literature review of the benefits and impact of simulation
activity, that could be used to support the development
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of a business case in application of funding for the use of
simulation.

The narrative articulates the advantages of
simulation in terms of staff development, patient safety,
enhancing procedural skills, clinical decision-making,
collaboration, teamwork and communication, alongside
fostering innovation and quality improvement [2,3]. In
particular, it emphasises the importance of simulation
as an essential tool for workforce development and
operational efficiency.

Discussion: Funding may be crucial for some simulation
projects as it allows the financing of a range of potential
resources that may not already be available. Yet, to gain
funding there needs to be an informed and detailed
rationale demonstrating the significant value and impact
of simulation.
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Introduction: In February 2025 Newcastle Hospitals
Trust ran a multi-disciplinary, multi-stage simulated
exercise demonstrating care for a patient with a viral
haemorrhagic fever (VHF). The exercise, entitled ‘Moulin
Rouge’, followed on from work at the Royal Free Hospital,
London (Exercise ‘Mamma Mia’), which conducted an
exercise using a Trexler-based method of isolation and
care in 2024 [1]. The Infectious Diseases (ID) team at
Newcastle simulated a PPE-based care model to explore
the relative challenges and benefits compared against
the Trexler model.

Aim: To review the impact of a transformational simulation
enabling practice and evaluation of effective procedures for

providing peri-partum and neonatal care for a patient with a
VHE.

Methods: The Trust's Emergency Preparedness Resilience
& Readiness (EPRR) lead anticipated that the exercise was
likely to be large scale and that simulating the clinical
elements would be essential. Planning closely followed
the transformational simulation framework [2], with
weekly design meetings attended by representatives of
each department involved. Simulation representation
from an early stage allowed for the appropriate targeting
of simulation resources, as well as providing advice on
the appropriate structuring of the four exercise scenarios
taking place over two days.

The simulation team provided several key components:
audio-visual (AV) support for the exercise, a neonatal
manikin, and an extensively modified obstetric manikin to
allow for caesarean-section, hysterectomy, and significant
(4.5litres>) blood loss.

The AV support included pre-recorded video, alongside an
unobtrusive multi-camera live stream, in-room audio and
live narration, with patient observations inserted into the
live stream as required. This enabled the large number of
observers to participate in the debriefing discussions after
each scenario.

The c-Section & hysterectomy modifications were
developed and refined with expert obstetrics and gynaecology
teams to ensure that they would be able perform in their role
in as realistic a manner as possible.

Results: Of the 100 attendees 33 completed the exercise
evaluation form. Attendees were asked to grade on a Likert
scale whether the exercise ‘did not meet’/’partially met’/'met’
stated objectives (Figure 1). Weighting for percentage = Not
met 0%; partially met 50%; fully met 100%.

Discussion: Moulin Rouge had nine stated objectives,
seven of which required some level of clinical simulation
(Figure 1). EPRR often utilises a less resource intensive
‘tabletop’ approach to deliver an exercise, however the
inclusion of transformative simulation enhanced the
debriefing discussion and highlighted unexpected human
factor elements that may not have been noticed without it.
Evaluations emphasise that the transformative simulation
was vital in enabling a high-level discussion of the complex
issues raised by the exercise objectives and will directly
influence national discussion and policy around the
management of patients with a VHF.

Ethics Statement: As the submitting author, I can confirm
that all relevant ethical standards of research and
dissemination have been met. Additionally, T can confirm
that the necessary ethical approval has been obtained,
where applicable

REFERENCES

1. Alonso A, Cohen J, Cole J, Emonts M, Karunaharan N, Meadows C, O'Hara
G, Owens S, Payne B, Porter D, Ratcliffe L, Riordan A, Ludwig-Schmid M,
Sinha R, Tunbridge, Whittaker A E, Beadsworth M, Dunning J, and NHS
England HCID Networks. ‘Clinical Management of Hospitalized Patients
With High-Consequence Infectious Diseases in England’ Health Security
2024,22:51,550-S65

2. Gurnett P, Weldon S, Spearpoint K and Buttery A: ‘Transformative
Simulation: To Patient Safety and Beyond’ in ‘Patient Safety: Emerging
Applications of Safety Science’, 1st Ed. Class Publishing 2024

SUPPORTING DOCUMENTS - FIGURE 1-A108

A82

Journal of Healthcare Simulation 2025;5(Suppl 1):A1-A84


https://www.ncbi.nlm.nih.gov/books/NBK568786/
https://www.ncbi.nlm.nih.gov/books/NBK568786/
mailto:thomas.hayes7@nhs.net

Objective % agree that
- . . objective met
Objectives marked (S) were demonstrated through simulation.
(n=33)
Weighting: Not met 0%, Partially met 50%, Fully met 100%.
Test the protocols for activating an HCID response within the 96.43
organisation.
Allow participants to familiarise themselves with the PPE ensemble and 95.31
IPC requirements of caring for a VHF patient. (S)
Test the clinical protocols for peripartum care of a VHF patient. (S) 92.86
Test the clinical protocols for management of a L2 and subsequently L3 93.55
patient with a VHF in the HLIU environment. (S)
Test the effectiveness of communication between the clinical team caring | 93.75
for the patient. (S)
Test the effectiveness of communication and escalation procedures - as | 96.15
outlined in the incident response framework - between the Hospital
Control Team and clinical staff caring for the patient (tactical to
operational). (S)
Allow participants the opportunity to increase their familiarity with the 96.67
clinical environment and skills required to perform an emergency
caesarean section and manage and major haemorrhage in the HLIU. (8)
Explore where there are gaps in the protocols and procedures for 90.00
managing a confirmed HCID patient admitted to the Trust. (S)
Explore issues around Category A waste management at the Trust. 78.26

Figure 1. Evaluation from observers stating whether the objectives of the exercise had been

met.

Figure 1: Evaluation from observers stating whether the objectives of the exercise had been met.
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Introduction: University Hospitals Dorset (UHD) relocated
maternity services into a newly constructed building.
Transformational simulation is an effective method
for identifying safety threats and driving healthcare
improvements [1]. Research is limited on transformative
simulation for maternity relocations. This project aimed
to use simulation to identify latent safety threats in a new
maternity unit and explore the impact on staff.

Methods: Prior to opening, twenty mandatory in situ
Multidisciplinary Team (MDT) simulation days were delivered
for 682 staff due to work in the new maternity unit. Simulations
were co-produced and co-facilitated by simulation, maternity,
obstetrics, anaesthetics, transfusion, theatres and porters.
Participants received a day’s training, split into three groups

of 10-15 people incorporating orientation and rotation through
three simulations - Sepsis, Major Obstetric Haemorrhage and
Eclampsia - running simultaneously. Simulations required
transfers, with locations varied to identify safety risks
throughout maternity. MDT debriefs identified safety threats,
which were recorded on a risk log and escalated to senior
management. Mixed-method data was collected via participant
questionnaires after each day to assess impact on staff.
Results: Main safety threats:

* Increased time for blood collection, due to increased
distance from transfusion.

* Removal of dedicated maternity porter.

+ Staff not trained in blood collection.

* Unfamiliarity with department name and location during
emergency phone calls.

* Lack of adequate signage.

+ Staffinjured during pool evacuations due to new shaped
birthing pool.

Improvements:

* Increased O-negative blood supply in Maternity
emergency fridge.

* Automatic printing of blood collection slips to transfusion.

+ Allocation of general porter for urgent blood collection.

+ Staff blood collection training.

* Location prompt cards adjacent to phones.
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* Improved flag style wayfinding signage.
* Suspension of new birthing pools until alternative
evacuation equipment tested.

Impact on staff: Most participants reported increased
confidence; 25% reported no change, and 7% reported a
decline.

92% felt positive their contributions were valued.
Discussion: This project identified latent safety threats
within a new maternity unit using in situ simulation, leading
to real-time improvements. While the overall impact on staff
was positive, the decrease in confidence for some - likely due
to the identification of safety threats without immediate
solutions - suggests the need for further research on
managing staff confidence whilst identifying safety threats.
Feedback highlighted the value staff placed on orientation
simulations, expressing a desire for further sessions. Key
lessons for future transformative simulation include the

importance of sufficient equipment in proposed locations,
formal safety escalation processes and timely feedback to
participants.
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