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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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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 
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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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 
handover but not briefed around the central theme of incivility. 
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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