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Methods: 

  Twenty participants attended the 
sessions. Before the session, the mean confidence at interpreting 
CXRs was 2.55 out of 5. After the session, mean confidence rose to 
4.25 out of 5 (increased by 1.70, p < 0.00001). In terms of usefulness, 
participants rated the session 4.8 out of 5 on average. Free text 
comments mentioned the case mix, integration of radiographs 
into the ABCDE assessment and teaching on systematic methods 
to interpret radiographs as being assets of the programme.
Discussion:  Simulation can improve student confidence in 
CXR interpretation. Students find simulation-based scenarios 
to be an engaging and interactive way to learn about imaging. 
To improve student confidence and ability further, we could 
introduce multiple radiology-based sessions throughout 
their rotation.
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Introduction:  Failed cannulation is an issue for patients and 
clinicians and means patients will not receive medications 
needed. Depending on staffing levels, it can be difficult to find 
a suitably trained colleague to attempt the skill, resulting in 
a telephone call to ITU for help. This adds to the ITU registrar 
on calls workload. Ultrasound guidance can improve patient 
outcomes and skill success [1]. Physicians Associates (PA’s) 
and Advanced Care Practitioners (ACP’s) are expected to 
cannulate patients, but are rarely taught advanced skills 
for cannulation. We sought to teach ultrasound cannulation 
using simulation to this population.
Methods:  Simulation was utilised to teach ultrasound 
cannulation techniques. Upper limb vasculature was recapped, 
and ultrasound was used to look at the vasculature of the 

candidates and instructors, noting the anatomical differences 
between people and the look of different structures (veins, 
arteries, muscles, etc) under ultrasound. Venepuncture arms 
compatible with ultrasound were used to practise cannulation 
of vessels. Peyton’s 4-step approach was used to teach the skill 
itself, comprising 4 steps of: demonstration; deconstruction; 
comprehension; and execution [2]. Confidence levels before 
and after the session were recorded, and followed up 2 weeks 
after the teaching session.
Results:  Twelve students attended the course, 8 of which 
had never used ultrasound before. 80% felt their confidence 
levels were a 1 on a scale of 1-10 (1 being the lowest possible 
score). During the course, participants appeared to increase in 
confidence throughout the day. Following the session, 60% rated 
their confidence as 9/10 with the remaining 40% being above 
6/10. After 2 weeks, 1 participant was lost to follow up, but the 
remaining 11 still felt confident at ultrasound cannulation having 
had a chance to practise on real patients (with supervision at 
first). Confidence levels remained above 7/10 for all 11.
Discussion:  Traditionally, ultrasound cannula teaching 
has been self-motivated and in the clinician’s own time/
when opportunities arose on the job. Teaching the skill has 
been shown to improve success rates amongst notices and 
experienced operators1. The use of simulation reduced the risk 
to patients and allowed for trial and error [3]. We stated that 
the first-time using ultrasound guidance on a patient must 
be supervised, and all 11 used ultrasound on a patient under 
supervision in the 2 weeks that followed with confidence levels 
remaining high. The course appeared to be a success and may 
reduce the need for escalation to ITU in future.
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Introduction:  The General Medical Council in its document 
‘Promoting Excellence’ [1] states that ‘learners must have 
access to technology enhanced and simulation-based learning 
opportunities within their training programme as required by 
their curriculum’. Prior to 2016, the Royal Aberdeen Children’s 
Hospital (RACH) had no formal simulation programme. Sporadic 
sessions were offered to paediatric trainees with no opportunity 
to undertake multidisciplinary team (MDT) training. Our aim 
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