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to promote diagnostic reasoning. The simulation scenarios 
centre around a common presenting complaint e.g., chest 
pain, with a specific learning objective to identify a list of 
differential diagnoses using a focussed history. During the 
simulation, the learners only have access to “immediate” 
diagnostic tests such as observations, ECG, ABG and portable 
CXR. The simulation is facilitated for foundation doctors 
with an advocacy-enquiry style debrief discussing diagnostic 
reasoning and post-simulation feedback from the learners.
Results:  Quantitative ratings out of 5 for educational value 
and written comments were collected for results. 100% of 
the foundation doctors who attended the simulations and 
completed the feedback rated the educational value of the 
sessions as 5 out of 5 (excellent). Written comments include 
the following: “it was good exposure for clinical judgement 
and decision making for complex patient presentations” and 
“made me increase my list of differentials”.
Discussion:  This simulation programme illustrates the 
potential to use simulation as a tool to develop diagnostic 
reasoning through specific cases that encourage the learner 
to develop a list of differential diagnoses without relying on 
laboratory testing.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  Initial contact for trauma and paediatric 
patients can be from junior doctors. However, medical 
students receive limited teaching in trauma skills and 
courses teaching intraosseous access (IO) are postgraduate. 
Obtaining emergency intravenous access in an unwell child 
can be time consuming and has a high failure rate. IO access 
provides a quick method of access that has a low failure rate. 
Our aim was to teach medical students IO access in a single 
session, assess their success and confidence and determine if 
these attributes are retained over time.
Methods:  Small groups of fourth year medical students 
completed a pre session questionnaire assessing their 
knowledge and experience of IO access. A short lecture was 
delivered followed by a practical session taught using the 
Peyton’s four step approach. Students were assessed using a 
clinically validated scale. At the end of the session a further 
questionnaire was undertaken to assess knowledge and 

confidence following the session. Students were then invited 
back for reassessment to see if the skill had been retained and a 
repeat questionnaire assessing knowledge and confidence was 
performed.
Results:  A-hundred-and-one students undertook training with 100% 
gaining successful IO access. 91.9% of participants agreed or strongly 
agreed they would be confident to attempt IO access in a clinical 
setting immediately after training. 100% of participants either 
agreed or strongly agreed that the teaching was appropriate for their 
level of training. 49 participants were reassessed over a range of 16 to 
347 days. Our aim had been to test after a minimum of 6 weeks. 100% 
of reassessed participants successfully gained IO access and 95.9% 
of participants agreed or strongly agreed they would be confident 
to attempt IO access in a clinical setting. Knowledge depreciated 
slightly with time.
Discussion:  There have been limited studies [1] looking 
at teaching medical students IO access. Remote and rural 
hospitals are often staffed primarily by junior doctors who 
may have limited knowledge and experience of this procedure 
yet be expected to undertake IO access in an emergency. This 
study has shown that the skill can be taught to senior medical 
students and retained. Further re-assessment over a longer 
time period would be beneficial.
Ethics statement:  Authors confirm that all relevant ethical 
standards for research conduct and dissemination have been 
met. The submitting author confirms that relevant ethical 
approval was granted, if applicable.
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Introduction:  Successful management of trauma patients 
is perhaps more reliant on optimal non-technical skills (NTS) 
than any other area of patient care. We believe that to be 
able to achieve this there is a requirement for inter-specialty 
immersive simulation training which is not currently offered 
routinely [1].

Using this form of shared training and reflection we 
hypothesise that we would see generation of new mental 
models and categorisation of knowledge which would 
supplement the skill, fact and protocol-based learning that is 
delivered by existing international trauma courses.
Methods:  We created 5 trauma scenarios aimed at meeting 
learning outcomes based around vital NTS. Consultants 
or senior trainees in emergency medicine, anaesthetics, 
intensive care medicine and surgical specialties attended 
along with trauma nurses.

Scenarios were managed in teams of 5 with the remaining 
attendees observing. The participants and observers were 
varied for each scenario allowing adequate opportunity for 
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