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Objectives

* Review definitions, best practices and challenges of interprofessional simulation

» Discuss how to implement interprofessional simulation to provide competency based medical
education
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What is interprofessional education?

*  According to the WHO’s Framework for
Action on Interprofessional Education and
Collaborative Practice, “interprofessional

Figure 1.  Health and education systems

education occurs when two or mote et aducntion syt
T ‘ health system
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each other to enable effective s

collaboration and improve health " T
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Interprofessional
Education and
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Why 1s interprofessional education important?

* Historically, health professions education
has occurred within profession specific
silos, denying learners the opportunity
understand the team dynamics that are
intrinsic to actual clinical practice
(D’amour & Oandasan 2005; Robertson
& Bandali 2008).

* Interprofessional education fosters
collaboration and communication,
ameliorates fragmentation of health
systems, and contributes to safer, more
reliable patient care. It can also unravel
assumptions that individuals have about

other professional roles, influence culture
and test clinical systems.
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History and Core Competencies of IPE

History of IPE Interprofessional Education Collaborative

Core Competencies for Interprofessional Collaborative Practice

. 1972- Institute of Medicine recognized the need for team

based patient care for improved outcomes and patient safety * Values and ethics for interprofessional practice
*  2009- Interprofessional Education Collaborative (IPEC) - Promote climate of mutual respect and shared
formed and included five professions (nursing, pharmacy, values

dentistry, medicine and public health)
*  Rolesand responsibilities
*  2011-IPEC core competencies were developed

- Knowledge of individual and other professions
role in assessing and addressing healthcare needs
of patients

¢ 2016- Core competencies were updated to include

communities and preventative initiatives, currently
encompassing sixty professions!

*  Elements of effective communication

- Team approach to promote and maintain health

[ J ® ¢ Teams and teamwork
¥
...L - Relationship building values and principles of

team dynamics in order to effectively work as a

Interprofessional Education Collaborative team
Connecting health professions for betfer care
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Why use simulation as an IPE modality?

* Patient care 1s delivered by IP teams
* Patient safety 1s improved when team performance is optimal
* Simulation is an ideal modality for IPE because it:
- facilitates teaching of knowledge
- offers opportunities to practice technical and behavioral skills
- is realistic and reproducible
- provides an opportunity for reflection and sharing of perspectives

- fosters collaboration
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Does interprofessional simulation work to improve patient
carer

Improved Clinical Performance and Teamwork of
Pediatric Interprofessional Resuscitation Teams
With a Simulation-Based Educational Intervention*

*  Multicenter prospective interventional study at four
tertiary-care children’s hospitals in Canada

*  Measured, via pre and post-tests, the effect of a 1-day
team training course for interprofessional pediatric
resuscitation teams including residents, ICU NPs,
RNsand RTs on:

1. Adherence to PALS guidelines

2. Time toinitiation of chest compression and

defibrillation

3. Teamwork performance (as measured by the
Clinical Teamwork Scale)

*  Pound significant improvementin all outcome
measures, in a simulated setting
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Does interprofessional simulation work to improve patient
carer

Australasian Emergency Nursing Jourmal (2016) 19, 4453
* Integrative review method used to explore the aa R
) ] o ScienceDirect
tollowing research questions: PY.
ELSEVIER journal homepage: www. alsevier.comflacatelaanj
1. Does multidisciplinary simulation-based resuscitation team training lead to LITERATURE REVIEW
improved team performance?
4 P What is the impact of multidisciplinary ()
2 Does teanmork lead to efficiency in resuscitation management? team simulation training on team
performance and efficiency of patient care?
3. What simulation training models for resuscitation teams are evident in the An integrative review

literature?
Margaret Murphy, RN, MHIthSc (Ed) >
ac
4. ’ £ ; / / idiscibli Kate Curtis, RN, PhD "
Wba do staff perceive ars .be nece&m@i.m.mponm s of multidisciplinary Andrea McCloughen, RN, MN Health), PhD®
simmlation-based resuscitation team training?
* Syeiney Mursing School, University of Sydney, Australio

* Emergency Department, Westmeod Hospital, Australic
£ &t George Mospital Trouma Sorvice, Australia

* This review uncovered eleven primary research
articles demonstrating that simulation 1s an

Receved 23 April 3015; recedtved in revised form 7 Gctober 2015; accepted 14 October 2015

effective method to train resuscitation teams in KEYWORDS Tt s e s e o o ki
.. .. B e I mprove tearmwork i the hesith care emtent incuce molteiscplinary seruiation based
the management of crisis scenarios in the oo e racaatin i e, 1t e e evece demarrg e e o the

5
Cmperlhl:'lrr and impacts of multidiscplinary simulation-based resuscitation team traiming by conducting an

Setting Of Simulation. _.fmﬁmﬂ.ﬂ':ﬁﬂﬁm.m databates) ard had sesching methods

far primary research published between 1980 and 2014 was undertaken; followed by a igorous
screening and quality appraisal process. The inchuded articles were assessed for similarities and
By . El sy e e i
® Trans ferablhty Of these Outcomes tO 2, Chnlcal I:Ilﬂlll'll\. team mnrgwwere |m:lumfn. Free studies imvolved E:':um teamE; two de{ﬂ:nhccl
o e anactbet e, Semdtion s  efecire b £ o remectaton e b he

setting needs to be more clearly demonstrated. e ket o e ok o e e e e

of communication, teamwork and Leadership.

* Commesponding ainfor at: Depantmaent, Heapital, ary Read, REW 2145, ssmtratia.
Tel: =61 I 9245 7385, fau: +&1 1 9845 T355.
E-mail address: Margaret. Murphy@ealth.nsw. gocau (M. Marphy).
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Does interprofessional simulation work to improve patient
carer

Simulation-based mock codes significantly correlate with improved

° Longitudinal, miXCd—mCthOdS study at a pediatric patient cardiopulmonary arrest survival rates*
Children)s hOSpital embedded Withiﬂ a Pamela Andreatta, PhD; Ernest Saxton, BSN; Maureen Thompson, MSN; Gail Annich, MD

. . . e i etk £ade progeah o pail comes, 0 oo sl Mceesed R o et cade 2 Pt
tertiary care, academic medical center. e e i e S T I Tyt e S e
m.:mmmm::rnmm mmmmmnmm

*  Examined the effect of mock codes L T e D = T T T

Design: Langitudinal, mixed-methods ressarch design. of mock codes as an inlegral part of residency programs could
Sefting: Children’s huspitsl al an Lertiary care scademic med-  provide residents with the resuscilation training Bey require to

called randomly at increasing frequency s e S b S i

Clinicians: Tor pedialric mmuﬂtmmmmm

recordied and used for immedkate debrisfing faciitated by cinicsl laculty nm:mnd
ummwmmw o s wﬂ;mmm pedislric patient cardiopulmonary

cardiopulmonary arrest survival rates e s Bl by e 8 s s

wefe examined bof the study duration.

suscitation to a child in car-  suscitation is provided throwgh the coor-  preparation is insufficient to provide
dispulmenary arrest (CPA) s dinated effort of multiple specialists  residents with the confidence and abil
critical for pediatricians at ev-  performing emergency procedures under  ities to perform pediatric resuscitations

Within the hospital. T he ahility to provide rapid re-  lum. In our teaching hospital seiting, re-  These studies suggested that PALS

° k d . . . 1 d d d. . ery level of experience. Mast pediatricians  the direction of a senior resident, the successfully. Not unexpectedly, physi
,\ /I receive their code team leader. The ability of the code  cian confidence to respond correctly to
OC CO e parth1pantS lnc u e pe latrlc of CPA during residency rotabions  peam leader is believed to be integral to  CPA is consistently lower than expected

through neonatolody, pediatric critical  accurate nd efficient elinical 1=i|'|1 nse  for proficient clinicians (6, 9, 14, 191
care, and pediatric emergency medicine 3 g)  Although direct Several programs have demonstrated

hospitalists, residents, PICU nurses, (172, v ey D ot G b s e oo o sk ok g

tatinns ard are reguired to complete Pe hp shility (3, 7. B, opparhunities rm to improve physician confidence in re

lllll:.l;nuiﬁ‘r;:::LI;;::lr‘;ﬂ:IaT EEII::'II:E' residents and pediatricians to gain this  sponding to the need for pediatric resus

medical students, pharmacists and i o . i o e o

ical ernironment (9, 10) and whether or  as adjunct support to formal PALS train

*Eae alsa p. 105 ot a code oocurs at a time when they are  ing in pediatric residency programs (3, 8.

pediatric ward nurses. amSimanmommry stierel | L BuBnassimele

The result is p'r:llnmlnant reliance  demuonstrated that simulation-hased
o Pasiaric Medicine {541 Usiversity of Michigan_ Asn

o f PALS trsining to scquire and main-  methods in performing mock codes can
The asthors have not disciosed any peienfial con taim code management co encies.  be utilized to assess profic e
Micts of intenest. 1.|ﬂ|clu|U‘| effective for providing and  clinical knowledge, skills, an
° C d' 1 : 1 Fir réormaten 1y e aroe, Emal sustai o the area of pediatric re
ar lopu IIlonary arrest Suerva rates mpgmnumnnquumwumum ce| (3, 11, 12), numer-  as reveal specific aspects o
Mectcine ané the World Faderaton of Pectabrc e studies (3, 5, 13-18) have demon:  and management that req ™
s and Cical Cane Sazieses ical ne  tion and improvement. Although these

applied.  findings provide important evidence con

increased to from 33% to 50% over the o e e

Pzt Cril Care Med 2011 ol 12 Ne. 1 1
course of the program (p=0.000).
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Challenges ot IP simulation

* Different educational requirements
* Variation in staffing models
*  Scheduling challenges
- Protected educational time
- Houtly staff
* Traditional interprofessional and intraprofessional hierarchies
* Expensive
* Variation in learning styles
* IP debriefing requires strong facilitation skills

* Assessing and proving return on investment
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Successtul Interprofessional Simulation

1. Focus on the ‘interprofessional’
2014, 36: 853-857

2. Anticipate complex logistical challenges
3. RecruitIP simulation ‘champions’
TWELVE TIPS
Twelve tips for a successful interprofessional 4. Balance diversity with equity
team-based high-fidelity simulation education . :
. 5. Create scenarios relevant to all professions
session
) i . 6. Be mindful of sociological fidelity
SYLVAIN BOET', M. DYLAN BOULD'?, CARINE LAYAT BURN? & SCOTT REEVES’
"Univarsity of Ottawa, Canada, "HESAY-University of Health Sclences, Lausanne, Vaud, Switzariand, “Kingstan University & 7. Use prebrieﬁn g toput all of the professions on the same page
St. Georga's, University of London, UK
8. Beware of interprofessional debriefing challenges
Abstract
Simulation-based education allows experiential leaming without risk to patients. Interprofessional education ims fo provide 9. Use simulation within a broader lnterprofessmnal curriculum
opportunities to different professions for leaming how to work effectively together. Interprofessional simulation-hased education
presents many challenges, including the Iogistics of setting up the session and providing effective feedhack to participants with 10. Focus the assessment on the team
different hackgrounds and mental models. This paper aims to provide educators with a series of practical and pedagogical tips for
designing, implementing, assessing, and evaluating a successful interprofessional team-based simulation session. The paper is . . . .
organized in the sequence that an educator might use in developing an interprofessional simulation-hased education session. 11. Sup pOl't mterp rofessional simulation educators

Collectively, this paper provides guidance from determining interprofessional learning objectives and cumicular design to program . .

evaluation, With a better understanding of the concepts and pedagogical methods underlying interprofessional education and 12. Use teaChlng oppor tunities to foster research
simulation, educators will be able to create conditions for a unique educational experience where individuals lear with and from

ather specialties and professions in a controlled, safe environment,
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Our Program

¢ 2010: Hannaford Center for Safety, Innovation and Simulation
* 2015: Hannaford Team Training Facility at Maine Medical Center

* Lack of interprofessional team training at the Barbara Bush Children’s Hospital was noted on a site review by the U.S
News and World Report

* 2016: Weekly IP simulation sessions started
- Overseen by an IP steering committee
- Consistent prebrief
- Debrief focus:
» 1P teamwork & communication

» Explore systems of care

» 1P management of a clinical scenario
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Real Life Application of the “12 Tips” at MMC

*  Multi-disciplinary steering committee led by
a nurse and physician

* Focus on interprofessional /collaborative
content including nursing, pharmacy, Life
Flight of Maine, security and safety, hospital :
switchboard and care team well being gt

* Solicit feedback from all professions “
RULELTE .
; = e

I 4y
* Use of different approaches to support N TR
event attendance based on profession i p

H.F

* Attention to sociological and task fidelity
* Pre-briefing and co-debriefing

* Cultivating a broader interprofessional
culture

*  Opportunity to study our teams
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Interprotessional culture

¢ IP simulation education should be delivered as part of a
broader interprofessional education curriculum and
within a culture that emphasizes interprofessional
collaboration

* Other examples of interprofessional practice could
include: interprofessional education sessions, Grand
Rounds, Morbidity & Mortality conferences,
interprofessional and nursing awards, collaborative
quality improvement and quality assurance work

There is significant value in seeing how
nurses work and think differently than
doctors, and vice versa. There is a lot of
work nurses do that we doctors don't see.
Nurses and providers work together, so
why shouldn’t we train together?
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Supporting IP Sim Educators!

* Annual faculty development course

* Protected time for physicians for simulation teaching,
curriculum development and research

* Justin time feedback for IP co-debriefing team
* Mentorship of new debriefers
* Sharing facilitation tips

* Integrating subject matter experts (SMEs) in each debrief
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Using teaching opportunities to foster research

JOURNAL OF INTERPROFESSIONAL CARE e TEZLC:E .&f,:anc's
https://doi.org/10.1080/13561820.2021.1928027 o e

M) Check for updates

Factors associated with interprofessional engagement in debriefing following
pediatric simulation-based team training

Richard Byrnes?, Micheline Chipman®, Zachary Priest®, Christine Schreiber<, Justin Michaud®, Tracie Barbour®,
Michael Ferguson®, Wendy Craig (%, and Leah Mallory (2>

*Office of Student Affairs, Tufts University School of Medicine- Maine Track, Boston, MA, United States; "The Hannaford Center for Safety, Innovation
and Simulation, Department of Medical Education, Maine Medical Center, Portland, ME, United States; ‘Department of Nursing, The Barbara Bush
Children's Hospital at Maine Medical Center, Portland, ME, United States; “Division of Pediatric Critical Care, The Barbara Bush Children’s Hospital at
Maine Medical Center, Portland, ME, United States; *Maine Medical Center Research Institute, Scarborough, ME, United States; ‘Division of Pediatric
Hospital Medicine, The Barbara Bush Children’s Hospital at Maine Medical Center, Portland, ME, United States

ABSTRACT

Simulation offers a high fidelity modality to deliver and study team-based interprofessional education.
Debriefing the following simulated scenarios is a critical component of this training. Little data exist to
inform best practices to optimize interprofessional engagement during debriefing. This pilot study
analyzed interprofessional debriefing events following 20 pediatric simulation-based team trainings to
identify associations between modifiable factors and learner engagement. Reviewers observed a total of
236 learners, using a previously published tool to assess learner engagement. Data related to the scenario,
debriefing, learners, and facilitators were collected. Spearman’s correlation was used to analyze the
association between factors of interest and average learner engagement scores for each debriefing
event. Mean engagement did not differ between physicians and nurses, but was lower for other profes-
sionals. Average learner engagement was inversely related to learner group size, but not to the proportion
of learners in each profession. Oral participation differed significantly between professions for both
learners and co-facilitators, with physicians speaking more in both groups. Students of all professions
had lower engagement and spoke less frequently. This study identifies several modifiable factors, includ-
ing total group size, learner level, and facilitator behavior that were associated with interprofessional
engagement during debriefing following simulation-based team training.
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Engagement Across Professions
A Mixed Methods Study of Debriefing After Inferprofessional Team Training

Micheline L. Chipman, M3, BIN;
Christine M. Schraiber, M3, BM:
Jamis M. Fay, MD;

Susan ). Lane, CCT;

Chris Dilisio, BaA;

Leah A. Mallary, MD

Intreduction: Simulation is an ideal toal for interprofessional (P feam maining. Bebrialﬁ
affer simulalion is key jo P leaming, although engogement and parlicipation may be
warsely influenced by cullural and hierarchical barriers. This mixed methods study explored
factors influencing leamer engagement and participation in IF debriefing and the expert-
ence of “silent but apparently engaged” partici .

Methods: Semisiructured profassiorapacific 8 groups were conducted with parici-
men - I‘padinninélai‘rﬂ:im .qugmmmmdedjh mmcril:lm:l,
and 1 i and . Eli iciparnts were assi o “silent” or “verbal”
araups ucmrd?'lg e h:&dbamag mﬂu Er?d recaivad a%mugsﬁcmir&. Participants"
selirahed erg I scores were compared Using a f fest,

Results: Thiy-six of 81 eligible partic were included, 13 completed o guestionnaire,
and 23 |8 physicians, 10 nursing staff, 4 pharmociss, | respirabory therapisl] participated in
13 foeus groups. Twenhtwo subthemas ware grooped inhs & themes: paychalogical safery,
realism, distrocters, siress, group eharocteristies, and Fociliator behavior, with differences
indparl.pev:ﬁva according to profession. Of the 36 respendents, 18 were “slent” and 18 “ver-
bal * Self-rated engogement scores differed batween grovps |[3.65 v 417, P= 0.08]; how
ever, “silenl” porticipants described themselves as engoged.

Conclusions: Themes idenified that influenced learner engagement in debriefing included
aspects of prebri and the simulation. Some aligned with |:4'mu|:i1:rn?:asr prac-
fices, such o3 paye jeal safety, prebriefing, and faciliator behovior. Findings unigue ta
IP simubation incleded importonee of realism to nonphysician professions, protecing time
for raining, group compesition, and direct probing by eofaeiliiators fo deerease physician
bias and emphasize IP confribulions. Slant participants reparied engogemant.

| Sims Heolfoare 00:00-00, 2023)

Key Words: Interprofessional education, debriefing, engagement.
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Using Team Training for CBM

¢ “Competency-based education (CBE) 1s an approach to
preparing physicians for practice that is fundamentally
oriented to graduate outcome abilities and organized
around competencies derived from an analysis of societal
and patient needs. It de-emphasizes time-based training
and promises greater accountability, flexibility and
learner-centeredness” (Frank et al, 2010)

(L]

Perspective

Advancing Competency-Based Medical
Education: A Charter for Clinician-Educators

Carol Carraccio, MD, MA, Robert Englander, MD, MPH, Elzine Van Melle, PhD,
Olle ten Cate, PhD, Jocelyn Lockyer, PhD, Ming-Ka Chan, MD, MHPE,

Jason R. Frank, MD, MA(Ed), and Linda 5. Snell, MD, on behalf of the
International Competency-Based Medical Education Collaborators

Abstract

The International Competency-Based
Medical Education (ICBME) Collaborators
have been working since 2009 to
promote understanding of competency-
based medical education (CBME) and
accelerate its uptake worldwide. This
article presents a charter, supported by a
literature-based rationale, which is meant
to provide a shared mental model of
CBME that will serve as a path forward in
its widespread implementation.

At a 2013 summit, the ICBME
Collaborators laid the groundwork for
this charter. Here, the fundamental
principles of CBME and professional
responsibilities of medical educators in

its implementation process are described.

The authors outline three fundamental
principles: (1) Medical education must
be based on the health needs of the
populations served; (2) the primary
focus of education and training should
be the desired outcomes for learners
rather than the structure and process
of the educational system; and (3)

the formation of a physician should

be seamless across the continuum of
education, training, and practice.

Building on these principles, medical
educators must demonstrate
commitment to teaching, assessing,
and role modeling the range of

identified competencies. In the

clinical setting, they must provide
supervision that balances patient safety
with the professional development

of learners, being transparent with
stakeholders about level of supervision
needed. They must use effective and
efficient assessment strategies and
tools for basing transition decisions

on competence rather than time in
training, empowering learners to be
active participants in their learning
and assessment. Finally, advancing
CBME requires program evaluation and
research, faculty development, and a
collaborative approach to realize its
full potential .

The Barbara Bush Children’s Hospital )’- At Maine Medical Center
-

—

PATIENT CENTERED | RESPECT | INTEGRITY | EXCELLENCE | OWNERSHIP | INNOVATION

17



CBME Charter, Fundamental Principles

1. Education must be based on the health needs of the population served

2. The primary focus of education and training should be the desired outcomes for learners
rather than the structure and process of the educational system

3. The formation of a physician should be seamless across the continuum of education,
training and practice
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