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Introduction:  Medical students at University Hospitals 
Dorset have an 8-week placement in Paediatrics, where 
they are expected to develop their skills in history taking 
and examination of children. Previously these skills 
were introduced through lectures, prior to students 
commencing placement, where they would be expected to 
practice their new skills on patients. Informal feedback 
showed that students found this daunting. Literature on 
this topic shows that students find an abrupt transition 
from theory to practice with real patients to be challenging 
[1]. To address this, we designed a simulation session to 
occur prior to clinical placements, where we gave students 
the opportunity to practice their skills in a safe and low-
pressure setting.
Aims:  1) To increase student understanding of paediatric 
history taking and examination. 2) To increase student 
confidence assessing children prior to clinical placements.
Methods:  29 students attended a simulation session covering 
common paediatric presentations, including wheeze, 
reduced oral intake and abdominal pain. Students could take 
a history from a simulated parent and examine the paediatric 
manikin. The scenarios were designed to be slow-paced, with 
opportunity to ask the group or faculty questions throughout, 
to prioritise problem-solving in a psychologically safe 
manner. A learner-led debrief was then followed by relevant 
micro-teaching by a consultant Paediatrician.
Results:  After the session, 100% of students agreed that 
simulation was a useful way to learn paediatric history 
taking and examination. 100% of students also felt more 
prepared to clerk patients during their placement after 
practicing their skills during simulation. When surveyed 

again at the end of their placement, 92% agreed that their 
confidence in seeing patients was improved as a result of 
participating in this session. Informally, staff working in the 
department reported they observed increased willingness 
for the students to see patients themselves early in the 
placement when compared to previous cohorts who did not 
have this intervention.
Discussion:  Simulation is a learning tool that embodies 
experiential learning theory, whereby students learn through 
a cycle of experience, reflection and experimentation [2]. 
Feedback from students and staff showed that simulation 
was a valuable method of teaching the skills of paediatric 
assessment, and that it prepared students well for their 
upcoming placement by increasing their confidence and 
willingness to assess real patients. This project could 
be enhanced with formal data collection around staff 
experiences of working with students who have had early 
exposure to simulation in contrast to traditional methods of 
teaching.
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Introduction:  Early and appropriate use of Non-Invasive 
Ventilation (NIV) reduces patient mortality [1]. Simulation-
based multidisciplinary education enhances realism, 
teamwork, and clinical preparedness in acute care settings 
[2]. Embedding Critical Care Outreach (CCOT) teams 
into simulation training mirrors real-world escalation 
pathways and strengthens clinical decision-making. 
However, resident doctors often report low confidence and 
high anxiety when managing NIV, primarily due to limited 
formal training - a pattern seen in the UK [2]. Addressing 
this gap is essential to optimise acute patient care. We 
collaborated with CCOT and peer-led teaching initiatives to 
deliver simulation-based sessions focused on recognising 
suitable patients, setting up, and initiating NIV [3]. We 
aimed to evaluate the benefits of interdisciplinary, CCOT-
integrated simulation in developing skills for managing 
respiratory failure.
Methods:  A quasi-experimental pre- and post-test study 
involved 16 participants, including foundation doctors, 
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internal medicine trainees, and specialty registrars. All 
doctors attending the sessions were eligible to participate. 
The intervention comprised a simulation-based workshop 
delivered with CCOT, using real NIV equipment. Participants 
assessed a simulated patient using case-based vignettes, 
set up and initiated NIV pressure settings, and reassessed 
therapy effectiveness. CCOT actively guided escalation 
protocols, clinical decision-making, and team communication 
throughout the scenarios, providing real-time feedback. 
Data were collected before the programme and two weeks 
after the simulation. An 8-point Likert scale assessed self-
rated confidence, and the Six-Item State Anxiety Scale (SAS) 
measured anxiety. Ethical approval was not required as the 
project was part of service improvement.
Results:  Among participants, 91.7% had not received 
previous formal NIV training. Baseline confidence averaged 
2.7/5, improving to 4.2/5 post-simulation, Table 1. Anxiety 
scores decreased from 16/24 to 11.7/24. Overall, confidence 
increased by 56% and anxiety reduced by 27%, exceeding 
initial targets. Notably, 93.8% of participants reported that 
CCOT input benefited their learning experience, describing it 
as pivotal for understanding effective escalation processes, 
multidisciplinary communication, and the practical 
application of NIV management.
Discussion:  Embedding Critical Care Outreach into 
simulation-based education significantly improved resident 
doctor confidence and reduced anxiety in managing NIV. 
Positive feedback regarding CCOT involvement highlights 
the value of incorporating real-world multidisciplinary 
escalation pathways into training. Adopting this model could 
enhance national NIV training standards, strengthen acute 
care teamwork, and improve patient safety. Limitations 
include the small sample size and short follow-up period; 
however, immediate educational impacts were significant. 
Integration into local postgraduate teaching is planned to 
sustain and expand the benefits observed.
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ethical approval has been obtained, where applicable.
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Introduction:  Point-of-care ultrasound (POCUS) is 
increasingly becoming an integral component of healthcare 
due to its capability for swift diagnosis, aiding management 
plans and improving accuracy and decreasing complications 
of bedside procedures. POCUS training has advanced over 
recent years with many centres now offering accredited 
courses and implementing structured training to improve 
clinician’s ultrasound skills. According to the literature, 
frequent barriers to accreditation include lack of supervisors 
and lack of time to complete supervised scans [1], by running 
a “Introduction to POCUS” course it was our aim to reduce 
these barriers.
Methods:  We organised a monthly “Introduction to 
POCUS” session for resident doctors to teach how to use 
ultrasound using simulation via Bodyworks Eve and 
SonoSim. Residents were taught how to use an ultrasound 
probe, perform ultrasound guided cannulation and were 
shown different pathologies involving heart, lung, and 
abdomen.
Results:  Several sessions were held between 2022 
and 2024 for interested resident doctors. In total 45 
participants attended. The majority were FY1 and FY2 
doctors (97%), with most having no previous ultrasound 
experience (67%). Participants were asked to rate their 
confidence in carrying out bladder scanning, ultrasound 
guided cannulation, and diagnosing DVTs and lung/
abdomen pathology. 33 doctors completed both the survey 
before and after the session, with all showing statistically 
significant improvements (p < 0.01) in all measured 
parameters using the paired t-test. Interestingly, doctors 
cited access to probes, supervision, and their lack of 
practical knowledge were the main barriers to being able 
to use or learn ultrasound.
Discussion:  Our study has shown that early exposure to 
ultrasound may be beneficial for doctors in improving 
their clinical practice and development of new skills. All 
participants that participated believed they were more likely 
to use ultrasound in their clinical practice going forward. 
The use of ultrasound guided cannulation may also reduce 
the burden on departments such as vascular access or the 
anaesthetics, that may be asked to assist during difficult 
cannulation. We are hoping to reduce the barriers to 
accessing ultrasound and practising the skills residents have 
learned over the next coming months by implementing more 
informal monthly sessions where doctors will be given access 
to use the simulation equipment. Lastly, we will arrange 
future accreditation courses in focussed acute medical 
ultrasound, to allow them to take the first steps to becoming 
accredited.

Table 1   

Outcome Measure Pre-
Simulation 

Post-
Simulation 

Change 

Confidence Score 
(mean,/5)

2.7 4.2 +56% increase

Anxiety Score (mean,/24) 16.0 11.7 -27% reduction
Participants with prior 
formal NIV training (%)

8.3% — 91.7% without 
prior training

Participants finding CCOT 
input beneficial (%)

— 93.75%
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