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For Scenario Fidelity, some equipment has been purchased 
including specialized task trainers and contemporary mannikins. 
We have furnished the suite with a variety of dark-skin task 
trainers targeted for lumbar puncture, chest drain insertion, and 
other invasive procedures. The paediatric department appeared 
well vast in EDI promotion with the development of an entire 
simulation study day focusing on sexual health in children and 
young people with EDI-specific ILOs.
Discussion:  Overall, there is evidence of deliberate efforts 
to increase the scope of EDI in simulation within the Trust. 
Further recommendations included creating more EDI-
specific scenarios, incorporating EDI into debrief sessions 
where possible, and developing more faculty training for EDI 
debriefs.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  The principles of human factors aim to 
understand the “fit” between staff members and their 
environment. Human factors include equipment design, 
processes, communication, teamworking, leadership and 
organisational culture. Understanding these principles can 
result in reduced human error and therefore beneficial results 
on quality of care and patient safety [1]. The NHS Patient Safety 
Syllabus highlight human factors as a core theme of its training 
for every member of staff across the NHS. Despite this, we 
were unable to identify any interprofessional human factors 
training courses in Wales when establishing this concept [2].
Methods:  In Cardiff & Vale University Health Board, we 
created an interprofessional, multi-speciality human 
factors course. The course was one full day consisting of 
a “The Basics” lecture, interactive workshops around the 
main themes of Human Factors and then discussion about 
the practical application of Human Factors based around 
pre-filmed simulations. A pre-course handbook and post-
course online platform was also created to allow attendees to 
consolidate their learning. Content was delivered by a multi-
professional multi-speciality faculty.
Results:  The first course, run in January 2024, was attended 
by 11 doctors, 13 nurses and one physician associate in 

attendance. All attendees were requested to complete pre- 
and post-course questionnaires.

The pre-course questionnaire found that only 12% (3/25) of 
attendees felt confident about human factors and 48% (11/23) 
of attendees were aware of human factors effects on their 
clinical work. 74% (17/23) reported having had minimal or no 
human factors teaching prior to this course. The post-course 
questionnaire found that 80% (20/25) felt confident about human 
factors and 88% (22/25) felt aware or very aware of human factors 
effects on clinical work following attending the course.

Qualitative feedback suggested that the participants found 
the course engaging, interesting and useful and felt that their 
learning would help them to improve their clinical areas and 
share their learning with their colleagues.
Discussion:  This interprofessional multi-speciality human 
factors course has proven its usefulness and value for all 
healthcare professionals working within the Health Board. 
It’s inter-professional nature, has strengthened the learning 
that attendees gained and proved that human factors really 
are everyone’s problem. Detailed feedback will be analysed in 
order to improve upon the courses foundations and further 
courses will open this education to more Health Board staff.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  Clinical reasoning is an essential skill for 
doctors to reduce the risk of diagnostic error [1]. Diagnoses 
typically stem from a thorough patient history and physical 
examination; however, an increasing dependence on 
laboratory testing may suggest a compensatory measure for 
poor history taking and examination skills [2] and therefore, 
diminished clinical reasoning. Clinicians can learn diagnostic 
reasoning effectively if “teachers provide guidance on the 
cognitive processes involved in making diagnostic decisions” 
[3] and “competence in clinical reasoning is acquired by 
supervised practice with effective feedback” [3].
Methods:  In Withybush General Hospital, the medical 
education team have developed a simulation programme 
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to promote diagnostic reasoning. The simulation scenarios 
centre around a common presenting complaint e.g., chest 
pain, with a specific learning objective to identify a list of 
differential diagnoses using a focussed history. During the 
simulation, the learners only have access to “immediate” 
diagnostic tests such as observations, ECG, ABG and portable 
CXR. The simulation is facilitated for foundation doctors 
with an advocacy-enquiry style debrief discussing diagnostic 
reasoning and post-simulation feedback from the learners.
Results:  Quantitative ratings out of 5 for educational value 
and written comments were collected for results. 100% of 
the foundation doctors who attended the simulations and 
completed the feedback rated the educational value of the 
sessions as 5 out of 5 (excellent). Written comments include 
the following: “it was good exposure for clinical judgement 
and decision making for complex patient presentations” and 
“made me increase my list of differentials”.
Discussion:  This simulation programme illustrates the 
potential to use simulation as a tool to develop diagnostic 
reasoning through specific cases that encourage the learner 
to develop a list of differential diagnoses without relying on 
laboratory testing.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  Initial contact for trauma and paediatric 
patients can be from junior doctors. However, medical 
students receive limited teaching in trauma skills and 
courses teaching intraosseous access (IO) are postgraduate. 
Obtaining emergency intravenous access in an unwell child 
can be time consuming and has a high failure rate. IO access 
provides a quick method of access that has a low failure rate. 
Our aim was to teach medical students IO access in a single 
session, assess their success and confidence and determine if 
these attributes are retained over time.
Methods:  Small groups of fourth year medical students 
completed a pre session questionnaire assessing their 
knowledge and experience of IO access. A short lecture was 
delivered followed by a practical session taught using the 
Peyton’s four step approach. Students were assessed using a 
clinically validated scale. At the end of the session a further 
questionnaire was undertaken to assess knowledge and 

confidence following the session. Students were then invited 
back for reassessment to see if the skill had been retained and a 
repeat questionnaire assessing knowledge and confidence was 
performed.
Results:  A-hundred-and-one students undertook training with 100% 
gaining successful IO access. 91.9% of participants agreed or strongly 
agreed they would be confident to attempt IO access in a clinical 
setting immediately after training. 100% of participants either 
agreed or strongly agreed that the teaching was appropriate for their 
level of training. 49 participants were reassessed over a range of 16 to 
347 days. Our aim had been to test after a minimum of 6 weeks. 100% 
of reassessed participants successfully gained IO access and 95.9% 
of participants agreed or strongly agreed they would be confident 
to attempt IO access in a clinical setting. Knowledge depreciated 
slightly with time.
Discussion:  There have been limited studies [1] looking 
at teaching medical students IO access. Remote and rural 
hospitals are often staffed primarily by junior doctors who 
may have limited knowledge and experience of this procedure 
yet be expected to undertake IO access in an emergency. This 
study has shown that the skill can be taught to senior medical 
students and retained. Further re-assessment over a longer 
time period would be beneficial.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  Successful management of trauma patients 
is perhaps more reliant on optimal non-technical skills (NTS) 
than any other area of patient care. We believe that to be 
able to achieve this there is a requirement for inter-specialty 
immersive simulation training which is not currently offered 
routinely [1].

Using this form of shared training and reflection we 
hypothesise that we would see generation of new mental 
models and categorisation of knowledge which would 
supplement the skill, fact and protocol-based learning that is 
delivered by existing international trauma courses.
Methods:  We created 5 trauma scenarios aimed at meeting 
learning outcomes based around vital NTS. Consultants 
or senior trainees in emergency medicine, anaesthetics, 
intensive care medicine and surgical specialties attended 
along with trauma nurses.

Scenarios were managed in teams of 5 with the remaining 
attendees observing. The participants and observers were 
varied for each scenario allowing adequate opportunity for 
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