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Introduction:  Sudden Unexpected Death in Infancy (SUDI) is 
a traumatic scenario for the professionals involved. A unique 
set of skills are required to manage this effectively and due 
to its uncommon nature, professionals may be dealing with 
this tragedy for the first time. The first NI Multi-Agency SUDI 
Protocol outlining expectations of staff is being developed on 
following recommendations in the Kennedy Report [1]. Despite 
all this, comprehensive training does not currently exist in 
Northern Ireland. An innovative simulation-based course 
with multi-agency involvement and parental involvement 
was designed to address this gap in training with specific 
focus on delivering family-centred care and conducive multi-
professional working.
Methods:  An immersive simulation-based course was 
designed to align with the goals of both the 2023 Interim 
Protocol and the draft Multi-Agency Protocol. It was piloted on 
25th April 2024 in Craigavon Area Hospital Simulation Suite and 
delivered to 8 senior doctors/higher-specialty trainees within 
Paediatrics and Emergency Medicine. A robust faculty made up 
of consultants with SUDI expertise, paramedics, senior police, 
a Coroner, clinical psychology, actors - as well as the voice of 
a parent’s experience via a surrogate - allowed for invaluable 
insight. Directors of the Public Health Agency (PHA) Child Death 
Programme observed with interest for Protocol influence. 
High-fidelity simulations focused on futile resuscitation and 
delivering compassionate family care. The unique role of the 
police and Coroner as well as clinical psychology to promote 
staff wellbeing was delivered via interactive sessions. Pre- and 
post-questionnaires were completed.
Results:  The course had significant impact on participants, 
faculty and members of PHA. Of the 8 participants, 62% had 
never dealt with a SUDI scenario, 78% lacked confidence 
in management and 100% lacked a good understanding 
of the role of the medical team and other agencies in the 
investigation of these deaths. 100% of participants reported 
improved confidence and understanding across all domains. 
Awareness of where to seek personal mental health support 
also improved from 0% to 100%. The effect of actors was 
described as ‘invaluable’ and ‘hauntingly accurate’. Faculty 
feedback was overwhelmingly positive.
Discussion:  Simulation-based training for SUDI is 
emotionally charged and can be difficult but there is a desire 
for such training and the benefits are enormous as evident 
in the feedback. There is significant interest from PHA and 
other stakeholders to roll this out as a regional initiative and 
redesign to target police participants in a multi-professional 
approach similar to other parts of the UK.
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Introduction:  Fires within operating theatres are rare 
but can have grave consequences for patients and staff. 
Transferring an anaesthetised patient in an emergency 
carries significant risk. The recent ‘Fire safety and evacuation 
guidelines’ published by the Association of Anaesthetists, 
recommends multidisciplinary fire evacuation training be 
incorporated into annual mandatory training [1]. A purpose-
built four table ‘Barn operating theatre’ opened in 2023 
as part of transformation works at University Hospitals 
Dorset. Barn theatres are large open-plan surgical spaces. 
Each patient is operated on in a dedicated operating area, 
separated by mobile screens. Barn theatres are unique 
environments, with very few in the United Kingdom. Large-
scale multi-casualty fire evacuation simulations of a barn 
theatres have not been conducted previously in the UK. 
The primary aim of this exercise was system testing and to 
identify any unknown latent safety risks.

This collaborative project was conducted with: the Fire 
Safety team, the Quality & Risk team, the Head of Emergency 
Planning, Resilience and Response, the Theatre Management 
team, the Theatre Educators, and the Simulation Team.
Methods:  Fire simulations were conducted with three 
multidisciplinary theatre teams who each, simultaneously, 
had a patient who was at a different peri-operative phase. Two 
simulations were run with the “fire” occurring at different 
locations within theatre. Scenarios were designed to increase 
the risk of a failure occurring by increasing cognitive load 
on the staff involved. The end point was safe evacuation of 
patients. Each operating team had a debrief and then shared 
key points with the larger group. Switchboard was also 
engaged in this event.
Results:  Teams completed timely evacuations without major 
challenges, but there were a number of near-misses. Findings 
highlighted:

●	 The importance of communication and co-ordination 
between neighbouring teams within the barn theatre.

●	 The need for vertical evacuation devices closer to theatre.
●	 The benefits of pre-packed transfer bags.
●	 The importance of making the 2222 fire call.
●	 An obstructed evacuation route.

Discussion:  It would not be feasible to run practical sessions for 
all staff members, so the focus was on testing the new systems 
and processes. Each team brought a different perspective with 
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