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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.
Ethics Statement:  As the submitting author, I can confirm that 
all relevant ethical standards of research and dissemination 
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ethical approval has been obtained, where applicable
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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 
(MTNs). 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.
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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 
arrest was not part of the 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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