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· Outline 
· HPS and Virtual Hospital (15 minutes): http://www.cvtc.edu/pages/835.asp
· History of our experience with human patient simulation. 
· Review of resource development and implementation.
· Clinical Simulated Experiences (15 minutes): 
· Review of strategies for development of the simulated clinical experience. 
· Design of simulated clinical experiences for single or multidisciplinary participants. 
· Discussion of debriefing strategies with an example to discuss.
· Open Discussion and reaction (15 minutes):
· Participant reaction to / experience with simulation
· Some evaluation strategies 
Family Medicine Residents must collaborate with other health care team members to improve the quality and safety of health care in their future practices. Family physicians already in practice, especially those in rural and underserved settings, must develop and retain competence in a wide variety of skills, some of which they perform infrequently in their practices. In its landmark report of 1999, “To Err is Human: Building a Safer Health System”, the Institute of Medicine stated, “At least 44,000 people, die in hospitals each year as a result of medical errors … caused by faulty systems, processes and conditions that lead people to make mistakes or fail to prevent them.” Critical care, procedural, behavioral, and teamwork skills are difficult to teach consistently, and even more difficult to evaluate for competence.
Our experience with human patient simulation will be presented along with a process to develop a simulated clinical experience that focuses on improving interdisciplinary team-based patient care and skill competence. These simulated clinical experiences are adaptable to a variety of health care settings, such as health education centers and in hospitals (in-situ) with Mock Codes.

I will discuss our attempt to integrate human patient simulation into the education of our residents and other members of the health care team. The use of clear objectives, situational awareness, teamwork skills, and evidence based guidelines in developing a simulation experience and the importance of debriefing for crisis resource management and skill competence will also be discussed. 

Simulated clinical experiences allow students to gain experience with new skills that may be performed and evaluated, refine and apply these skills in realistic situations, and maintain competencies in those rarely performed, without a fear of harming a real patient. This would improve interdisciplinary team-based care. Successful completion of a virtual experience would require that the resident or medical student: demonstrate an understanding of individual disciplinary roles and responsibilities; display skills and behaviors appropriate to his/her role in team protocols; demonstrate effective communication skills to enhance team functioning; demonstrate respect for the patient and other health care team members; initiate practice based learning and improvement; maximize available resources within the healthcare system.
History of our experience with human patient simulation. In September 2004, Eau Claire Family Medicine Residency (ECFM) moved to the Chippewa Valley Technical College (CVTC) Health Education Center (HEC) building, offering an opportunity for a team-based approach to medical training while providing medical care for the residents of the Chippewa Valley and the students of CVTC. This HEC offers a unique collaboration that provides an opportunity for the development of new interdisciplinary health care educational programs. ECFM partnered with CVTC to develop the use of their advanced human patient simulators (HPS) in medical and allied health professional education.  We (ECFM) then began to explore using the HPS for small-group resident education. We have developed patient scenarios that require residents to assess and manage patients presenting with common acute conditions (e.g., myocardial infarction, pulmonary embolism, etc).  In 2005, CVTC designed and installed their virtual hospital unit.  ECFM and CVTC are now developing a research interest in the use of simulation in interdisciplinary team training to improve functioning in urgent care situations using the concepts of constructive teamwork and experiential learning.

Resource Development 
· Visit health care simulation centers
· Bring back ideas to improve our own center
· Medical Education Technologies, Inc.
· January 29th-31st, 2007 Tampa, Florida METi meeting
· Discuss and develop simulated clinical experience for chest pain, SOB and GI bleed cases
· Interdisciplinary approach to development
· Stanford - Dr. David M. Gaba M.D. and Dr. Steven Howard M.D. 
· Aug. 4-6 - Stanford - Dr. David M. Gaba M.D. and Dr. Steven Howard M.D.
· CRM – crew resource management
· http://cisl.stanford.edu/
· Harvard - Dan Raemer, PhD. and Jenny Rudolph, PhD. 
· Aug. 13-18 - Harvard - Dan Raemer, PhD. and Jenny Rudolph, PhD. Comprehensive Course Faculty Development at Center for Medical Simulation 
· http://www.harvardmedsim.org/cms/instituteformedicalsimulation.html 
· Stanford 
· CRM (crisis or crew resource management) teamwork
· Training crews to work as teams
· Crisis – sequence of events that offer a clear and present danger to the patient, brief and intense
· Source of unknown errors within system or process
· Poor design or implementation of equipment
· “Technique” not a “technology”
· Debriefing skills CRM – How did you feel that went?
· Define discussion by question or statement
· Encourage the students to speak at length without input from teacher, unless needed to guide discussion back to issue.
· Process not person
· Evaluate – Team Skills 
· Communication
· Calm voice
· Clear commands
· Close the loop/ list to others
· What is right for patient, not who is right
· Cross check information
· Leadership – who is in charge?
· Task recognized and assigned
· Time out to assess / review the situation
· Followership / shared leadership
· Workload distribution
· Assign tasks to appropriate skills
· Avoid involvement in manual tasks
· Look for overloads and team failures
· Anticipation and Planning
· Situational Awareness
· High index suspicion
· What may happen next
· Utilization of all available resources
· Additional help, supplies, equipment
· Knowledge of work environment
· Eliminate or reduce distractions
· Use all available information and resources
· Understand why things happened
· Calling for help early enough
· Declare early and mobilize resources
· Obtain special skills needed early
· Staged experiences
· Gradual introduction of personnel into the simulation
· Utilization of team members as needed
· “Hot seat”
· Video use
· Task Trainers and/or Mannequin-based 
· Ob-Gyn trainer with other mannequins
· METi / Laerdahl 
· Mock Codes in hospitals – In-situ simulation 
· Harvard 
· Incorporate training into residency curriculum. Causes or improves:
· Thinking
· Teamwork
· Decision making
· Develop interdisciplinary health care curriculum.
· Schedule Residents during clinical to do a course.
· Other members of the health care team – RN, RT, EMT
· Teams
· ER
· OB
· Mock Codes
· Surgery 
· Mission Statement
· Center’s Purpose – goals
· Mock codes
· CRM
· Skills development
· Research
· What we want to do
· Stakeholders’
· What will clients’ do differently after attending 
· Personnel/Facilities needed
· Equipment
· http://www.hmc.psu.edu/simulation/available/index.htm 
· Video
· Budget
· External Resources
· Society for Simulation in Healthcare
· www.SSIH.org 
· Theory of Experiential Learning
· Imprinting requires upper level of activation. See model of emotion – Barrett (example)
· Requires some parts of simulation be real-like
· Eyes blink
· Pulse
· Breathing
· Heart Sounds
· Kolb Model - David Kolb's (Professor of Organizational Development at Case Western Reserve University, Cleveland, Ohio) proposed a different-learning-styles-model and a experiential learning theory (ELT) published in 1984. So how does this simulation experience promote learning? Kolb says
· Experiences lead to observations and reflections. 
· Reflection  are assimilated into abstract concepts with implications for action,
· Concepts which the person can actively test and experiment with,	   
· Experiments which in turn enable the creation of new experiences, 
· Experience
· It is learning that is achieved through reflection upon everyday experience and is the way that most of us do our learning. We can start at any one point, but concrete experience seems to create a better memory for concepts. 
· Experience / Emotion / Imprinting 
· Memory requires imprinting which requires an upper level of emotional activation which is created in the simulation experience. Cases are brought to life. Experience causes emotion, thinking and more lasting learning.
· Simulation Experiences:  http://www.cvtc.edu/videos/asx/health/simulation/METI Live Simulation 10-10-07.asx
· Strategies for development 
· Critical incidents, timely topics, case reports, rare events, closed malpractice claims, M&M 
· Bring cases to life – PBL 
· Develop Objective – 
· Skills development and evaluation
· Crisis (crew) resource management (CRM).
· Interview parties to be involved 
· Develop Simulation Experience for those who want the simulation, hospital or faculty
· Realism
· Feasibility
· Impact
· Time efficiency – 10 to 20 minutes
· Flexibility of execution
· Balance of technical issues and CRM
· Elements of Simulation Experience 
· Narrative
· Characteristics of patient(s)
· Clinical situation
· Abnormal events
· Patient records
· Props
· Guidelines for operator or instructor
· Instructions for actors or confederates
· Information for participants to read or be given before scenario (Pre-brief)
· Teaching Points for Debriefing 
· References - EBM
· Design 
· For single or multidisciplinary participants
· Gradual introduction of participants – small group – skills vs CRM
· Large group experience –CRM
· Single vs interdisciplinary simulation experiences
· Debriefing 
· Objectives 
· Discussion of and involvement in, debriefing strategies
· CRM
· Skills
· Understanding the results, the actions that caused them and the frames that affected the actions. 
· After the simulation experience, debriefing allows reflection and discussion of actions and results in a safe environment that encourages a discussion of what went well and what could be changed. Mistakes are to be discussed and learned from, unlike what occurs in many real cases. New knowledge, assumptions and feelings are promoted, that may affect future actions and results. 
· What happened is based on:
· Frames (knowledge, assumptions, feelings) 	      
· Action	       
· Results
· Debriefing is about understanding the results, the actions that caused them and the frames that affected these actions. 
· Advocate and Inquire with good judgment. 
· Neither judgmental nor non-judgmental 
· Share observation and opinions
· Use curiosity, respect. 
· Advocacy = my views etc. - I observed, believed, felt concern for – 
· Inquiry= learners perspective – What was your observation, belief, concern (knowledge, assumptions, feelings)
· Evaluate Team 
· Communication
· Leadership
· Followership / shared leadership
· Workload distribution
· Anticipation and Planning
· Utilization of all available resources
· Knowledge of work environment
· Calling for help early enough
· Family Physicians 
· Must collaborate with other health care team members to improve the quality and safety of health care in their future practices.
· Experiential Learning Curriculum 
· A curriculum is needed that integrates experiential learning in a safe and controlled virtual environment to enhance scholarship, quality and safety of patient care interventions. This curriculum will utilize situation awareness, information processing, team based resources and evidence based guidelines in developing differential diagnoses and care plans for infrequent critical interventions. These skills are easily practiced in a thoughtful simulation experience and the knowledge is enhanced with respectful debriefing.
· Utilize –
· Situation awareness
· Information processing 
· Team based resources
· Evidence based guidelines 
· Develop appropriate differential diagnoses and care plans
· Respectful debriefing
· Completion of Virtual Experience 
· Requires physician:
· Demonstrate understanding of individual disciplinary roles and responsibilities
· Display skills and behaviors appropriate to his/her role in team protocols
· Demonstrate effective communication skills to enhance team functioning
· Demonstrate respect for the patient and other health care team members
· Initiate practice based learning and improvement
· Maximize available resources within the healthcare system 
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