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Introduction:  The Integrated Care Programme for Older 
Persons in Ireland (ICPOP) aims to change the way health 
and social care for older persons is planned and delivered, 
with the goal of improving patient experience, quality and 
outcomes.

Implementing integrated care for older adults is a 
complex task requiring a collaborative approach among 
several healthcare disciplines and working environments. 
Interprofessional simulation-based education (SBE) 
provides an ideal learning environment for probing the 
current system of care, providing opportunity to identify 
key issues that are compromising the patient journey so 
they can be actioned in a meaningful way. Here we outline 
our experience of using simulation to enhance the care 
journey for the older adult.
Methods:  Two interprofessional simulation scenarios were 
designed and facilitated by an expert panel in the simulation 
laboratory. Multi-disciplinary team members from the 
Frailty at the Front Door (FFD), specialist geriatric ward (SGW) 
and Integrated Care Programme for Older Persons (ICPOP) 
participated. The scenarios worked through the health 
care journey of patients within the ED and acute hospital 
setting, incorporating multidisciplinary discussions, 
onward referrals and communication processes between 
the different teams. There was a facilitated debriefing 
session afterwards among participants, stakeholders from 
hospital, community and national programmes. Feedback 
was obtained following both scenarios in an anonymous 
online questionnaire.
Results:  Twenty-three participants provided feedback 
following both scenarios. Overall, participants enjoyed 
participating in the simulation and reported that they 
would be eager to engage in future SBE. The simulation 
highlighted areas for quality improvement pertaining to 
existing communication structures. All participants stated 

they found the simulation relevant to their area of practice 
and expressed that their practice would change as a result 
of the simulation, with improved communication noted 
as a key learning outcome by many. Participants noted 
that relationships developed through SBE could lead to the 
delivery of more efficient patient care and better patient 
outcomes.
Discussion:  Through SBE we identified key areas for 
quality improvement for older adults moving between 
multidisciplinary services. Future SBE sessions are planned to 
explore the continuum of older adult care bringing together 
teams from primary care, rehabilitation and specialist 
inpatients services.
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Introduction:  The UK government has mandated 50% 
foundation doctors complete a 4-month placement in General 
Practice (GP) [1]. This means that GP trainees have completed 
most of their previous training in a hospital environment. As 
a result they have less exposure to primary care systems and 
ideas for quality improvement projects (QIP) which may be 
completed by other members of the health care team within 
the hospital setting.

During the coronavirus pandemic a GP emergency 
simulation course was developed to support trainee wellbeing 
and enhance induction. We have continued this course as 
part of our ST1 induction and over time we have adapted our 
debriefs to help trainees identify some quality improvement 
projects they could complete as part of their mandatory 
training [2].
Methods:  We use 5 scenarios and use reflective questions to 
suggest potential QIP ideas.

●	 Scenario 1 – Hypoglycaemia in a diabetic patient during 
Ramadan

Does your practice have a policy for diabetic patients during 
Ramadan?

●	 Scenario 2 – Anaphylaxis

Do you know where your emergency drugs are located and 
are these monitored?

●	 Scenario 3 - Baby with meningitis

Does your practice have a protocol for managing unwell 
children and summoning colleagues for help?

●	 Scenario 4 - Acute psychosis
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Does your practice have a protocol for managing patients 
who are agitated/ potentially aggressive and may require 
detention?

●	 Scenario 5 - Palliative care home visit

Does your practice update key information for palliative 
patients including their wishes for final place of care.
Results:  Many trainees have subsequently introduced 
quality improvement ideas which will improve patient safety 
and communication within their practice, and are evidence 
of transformative simulation [3].

Examples include:

●	 Introducing anaphylaxis bag – protocol/ drug doses and 
medication all stored within one area and checked on a 
regular basis.

●	 Introducing meningitis bag – as above.
●	 Developing leaflet for patients with diabetes practising 

Ramadan
●	 Protocol within practice highlighting Ramadan and 

potential changes to diabetic medications for all clinical 
staff.

Discussion:  Whilst quality improvement is not the primary 
objective of this course it appears to be a positive outcome. 
Prior to this many trainees commented that they thought 
quality improvement projects were “completing an audit.” 
Following this course, they felt positive about practical ways 
to improve patient safety and systems within the practice, 
and actually make a difference. We will continue to encourage 
trainees to participate in quality improvement and aid patient 
and practice safety and trainee development.
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Introduction:  Interprofessional Education (IPE) helps improve 
collaboration between different professionals working in 
Intensive Care Units (ICU) improving clinical outcomes and staff 
well-being. In-situ simulation (ISS) has been increasingly used 
in ICU settings to reproduce real-life clinical issues. In Whiston 

ICU, ISS is undertaken as an IPE intervention, allowing doctors 
and nurses to train together in the clinical environment. 
This evaluation explores how the ISS programme produces 
interprofessional outcomes for different staff groups, whether 
undertaking simulation in the clinical environment impacts 
this, and what features of the programme help make inter-
professional simulation effective.
Methods:  A qualitative realist evaluation approach was 
adopted to create and then test hypotheses about how the ISS 
programme might work to produce interprofessional learning 
[1]. These Initial Programme Theories (IPTs) were constructed 
using documentary analysis and from discussions with 
the designers and facilitators of the ISS programme. Ten 
IPTs were tested and refined by two methods. PubMed was 
searched to identify potential mechanisms which might 
facilitate or impede interprofessional learning [2]. At the 
same time, qualitative data collection, consisting of non-
participant observation of ISS, semi-structured interviews 
and an interprofessional workshop was undertaken in 
Whiston Hospital ICU staff. Triangulation of qualitative data 
and the literature was used to test and refine IPTs.
Results:  One Non-Participant Observation was undertaken. 
Two doctors, three nurses and one medical student were 
interviewed, and four doctors and six nurses attended 
an interprofessional workshop. Iterative refining of IPTs 
using computer-assisted qualitative data analysis software 
(NVivo) [3]; allowed the identification of three relevant 
contexts (a busy ICU with high clinical acuity, the clinical 
environment of the ICU, and new/junior vs. experienced/
senior participants) and four mechanisms which facilitate 
successful interprofessional ISS. These were ‘Planning 
and Logistics’, ‘Interdependence’, ‘Embodiment’ and 
‘Psychological Safety’; this allowed the generation of two 
middle-range theories:

1. In a busy ICU with high clinical acuity, a well-planned 
ISS allow staff from different healthcare professions to 
participate without distractions from clinical work.

2. Well-designed ISS encourages interdependence among 
healthcare professionals, clarifies different professional 
roles, and promotes the transfer of interprofessional skills 
to practice.

Discussion:  ISS is a valuable tool in IPE. To be successful 
it requires careful planning and organisational support. 
Emphasis should be placed on ensuring a diverse but equitable 
mix of professions, with interprofessional instructional 
design of scenarios to create simulations which cause 
interdependence between different professions to solve 
clinical problems and engender embodiment in participants 
to improve role clarity and transfer to practice.
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