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COVID-19: National guidance on the safe delivery of simulation-based education

Executive Summary

NHS England recognises the importance of re-establishing simulation-based education and training 
in a safe manner that acknowledges latest guidance relating to COVID-19 and which considers all 
who will be involved in the design and delivery of this activity.

Following on from publication of the TEL COVID-19 Toolkit for Safe Simulation, located HERE, this 
document provides a more detailed description of the challenges being encountered and suggests 
methods for preventing or managing these issues in a safe and controlled manner.

In line with other documents that will be published on the website and the Learning Hub over the 
coming months, this guidance sits within the TEL Simulation Programme.

TEL is extremely grateful to the authors listed and others who have contributed to this work.
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Introduction
Simulation has played a vital role in the preparation for, and ongoing support of, healthcare’s 

response to the COVID-19 pandemic. It has provided continued training and development of 

current and future healthcare practitioners, both during and following lockdown.

Many simulation providers (in the broadest sense) halted all non-essential work to focus on this 

response during the early phase of the pandemic. As the need for process testing and ‘just-in-time' 

training decreased, organisations are exploring how to restart routine simulation programmes for 

different staff groups and students. Furthermore, the increase in visibility of simulation as an 

effective learning and assessment technique, emphasised by the pandemic, will almost certainly 

invite new interest in both novel and traditional forms of simulation-based education.

Simulation, and education in general, has a positive effect on the workforce and demonstrates that 

they are valued by their employing organisation. In times of increased stress and anxiety, education 

is an important way of improving the wellbeing of the workforce. However, the COVID-19 era now 

presents multiple challenges in designing and delivering effective face-to-face simulation-based 

programmes, which will differ in detail depending on context, but include:

This rapid response document is not intended to be fully comprehensive, but instead provides a 
framework for an iterative, risk assessed, collaborative approach that can aid in restarting and 
sustaining safe Simulation-Based Education (SBE) across a range of settings. These will include 
formal simulation areas as well as in the clinical environment that will be relevant to colleagues 
working in the NHS and higher education sectors.

One of the key principles highlighted is the importance of local discussions with relevant individuals 
from infection control, health and safety, education and learning, and other specific stakeholders. 
Local simulation providers should seek to ensure this process is proactive and sustained to 
engender effective communication, co-operation and co-ordination as a continuous process 
amongst all relevant stakeholders.

1 This term includes role players, actors, simulated or standardised patients

being aware and responding to latest COVID-19 guidance from national and local bodies

acknowledging issues related to accessing faculty (including volunteers and simulated 
people1) and learners when (re)designing simulation-based education activities

taking account of new constraints faced with access to teaching areas (including 
dedicated simulation areas or in the clinical environment)

social distancing requirements and the inherent risk of infection with face-to-face 
contact and training (patients, learners and staff)

safe decontamination of training equipment

•

•

•

•

•
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Who might use this document and how?
This document is written to support education leads and managers, clinical educators and faculty, 

and simulation technicians who are designing, delivering and monitoring the quality and safety of 

simulation-based learning within organisations, regardless of whether this is provided within 

dedicated centres, more generic learning spaces or the clinical setting itself. It is intended to be 

relevant for the higher education sector as well as NHS organisations.

The document recognises the broad application of simulation-based learning, allowing the reader 

to focus on elements applicable to their simulation practice. The document can be used to sense 

check existing arrangements, as well as highlighting elements that potentially may not have been 

considered in earlier planning.

Managing risk

Applying these three principles should help to identify existing and emerging learning needs, 

balance the benefits and risks of addressing them through previously established educational 

methods, and aid discussions regarding the potential to employ one or a combination of 

different approaches that can offer remote access to education and training. Examples include:

It remains the responsibility of the local organisation and education / 
simulation leads to risk assess all simulation activities, confirm that risks 
have been described and controlled or mitigated, and that benefits of 
providing the activity outweigh any residual risks.

Remember that alternative, non-face-to-face ways to deliver learning should 
be considered along with acknowledgement of any learning outcomes that 
may not be achievable if different approaches are adopted.

The COVID-19 era remains dynamic, and this will require an iterative and 
agile approach to monitoring changing circumstances and learning needs.

Immersive technologies

Augmented and Virtual Reality (VR)

Video assisted simulation activities

Video case-based discussions

Virtual worlds.

•

•

•

•

•
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Whilst it will not be possible to deliver all face-to-face (F2F) simulation programmes remotely,
it may be possible to run some programmes or learning activities as a blended approach that 
combines the use of different techniques according to local requirements and resources. The aim 
should be to reduce the frequency and volume of direct learner (and faculty/staff) contact, provide 
clearer guidance and opportunity for adequate decontamination between F2F sessions, and 
enhance access to expertise and resource that can enable or enhance remote access learning.

Such innovation may well require additional investment and faculty should be encouraged to 
share practice and resources. Currently TEL is collating a series of specific case studies and best 
practice exemplars that can be shared openly on the Learning Hub to try and reduce the need for 
duplication of efforts locally and signpost access to expertise to aid local application
of such resources.

Where to start?

We have seen the willingness and ability of healthcare staff to quickly adapt in their practice 

and systems of work during COVID-19 and the simulation community has demonstrated 

similar enthusiasm to adopt and embed innovation in SBE and its delivery.

The first step in considering future simulation delivery will be to ensure a thorough understanding 

of learning requirements in the form of a training needs analysis. This needs to identify the 

potential for online or remote delivery of part or whole programmes and consider curriculum 

integration, learning outcomes and available resources.

Different options can then be considered within a risk matrix that describes the issues to offering 

F2F SBE or not in the local context.
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Risk matrix:
Potential risks of continuing or halting F2F SBE
in the COVID-19 era

Risks of halting F2F SBE Risks of continuing F2F SBE

Educational

People

Patient
safety

Inability to deliver effective 
safety critical teaching

Limitations to learning new skills

Professional and regulatory 
requirements not delivered

Logistical challenges to deliver 
effective and safe learning 
opportunities to the same capacity

Compromises to workforce development 
when orientating to new roles, 
responsibilities, teams or work 
environments

Limitations to supporting staff returning to 
training or practice

Limited opportunities to share lessons learnt 
and have support from senior faculty

Staff do not feel supported and valued by 
their employer with potential impact on 
retention

Confidence decreases, and stress increases, 
as staff do not have an opportunity to 
practice in a safe setting with impact on 
their wellbeing

Increase in COVID-19 risks to 
simulation personnel and learners

Potential for staff already under 
pressure to feel overburdened with 
accessing simulation activities as well 
(faculty, learners and local staff)

Potential for faculty, technicians and 
managers to be overburdened with 
developing new, remote, programmes 
and simulations

Increased hazard of inadvertent harm 
to patients / service users when 
performing new skills or tasks

Inability to rehearse safety critical drills 
in teams

Loss of opportunity to test and improve 
system safety or support adaptations 
and transformation

Increased risk of infection with face 
to face simulation that might be 
transferred back to the clinical setting
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Some different approaches to consider
Video assisted simulation
The use of video equipment to stream scenarios during simulation sessions is well established. 

Historically this has been restricted to the local intranet, however there is potential to explore 

streaming over the internet to promote remote learning, increase capacity and reduce risks.

This could be applied in several different situations as demonstrated below.

The ability to deliver video assisted simulation will depend on resources, technical ability and 

enthusiasm of faculty to deliver sessions in an innovative way. Some audio visual (AV) systems 

already have inbuilt technology to allow secure streaming to take place. Furthermore, it is often 

possible to use the software hosting remote meetings to facilitate this. The degree of complexity 

will vary, however a list of applications to facilitate video assisted simulation include:

Blackboard Collaborate 

CAE learning platform 

GoTo

H5P

Kaltura

YouTube

Moodle

MS Teams

Panopto

Periscope – via app store

Skype

SMOTs

Zoom

And others

8

Organisation Home / elsewhere

Adapting simulation delivery with video

Traditional
Faculty Learner

Faculty Learner

Learner Learner

Faculty

Faculty

Faculty Faculty

LearnerLearnerLearner Learner

Faculty member
shielding

Learners
remote

All remote
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https://www.blackboard.com/teaching-learning/collaboration-web-conferencing/blackboard-collaborate
https://www.cae.net/educational-platforms/
https://www.goto.com/?cid=goto_emea_ggs_cpc_brand_goto_e&gclid=COuMx8nYkOoCFQFRGwodnZcG9A
https://h5p.org/
https://corp.kaltura.com/
https://www.youtube.com/
https://moodle.org/
https://www.microsoft.com/en-gb/microsoft-365/microsoft-teams/group-chat-software?ef_id=CjwKCAjw57b3BRBlEiwA1Imytniai9nzg7gdbwhw_rnB-MUf7A24jVhwlZTN9zOkBVv2J2A8EJ1oBhoComIQAvD_BwE:G:s&OCID=AID2000956_SEM_CjwKCAjw57b3BRBlEiwA1Imytniai9nzg7gdbwhw_rnB-MUf7A24jVhwlZTN9zOkBVv2J2A8EJ1oBhoComIQAvD_BwE:G:s
https://www.panopto.com/
https://help.twitter.com/en/using-twitter/getting-started-periscope
https://www.skype.com/en/
http://www.scotiauk.com/products/smots/index.html
https://zoom.us/


As with all software applications, local advice 

should be sought from information 

governance and IT service teams.

At the extreme of video assisted simulation, 

where candidates and faculty are all remote, 

planning and design should consider how 

learners are enabled to participate in an 

experiential manner and allow them the active 

experimentation required to learn. This will 

involve innovative delivery that may well push 

the boundaries of simulation.

Using a ‘chat’ function, learners may have 

questions that occur to them in ‘real time’ 

during a scenario (live streamed or 

pre-recorded). These questions may then, for a 

variety of reasons, not arise during the debrief, 

but because the question has been logged 

using the chat function, the facilitator can still 

bring it up and maybe its omission is as strong 

a learning point as its subject.

There are often options for faculty moderators 

to decide if chats are shared, anonymised, etc. 

and so the function could be adapted for each 

learner group. This mimics video tagging and 

offers numerous opportunities for innovative 

work. Some platforms support file sharing, 

which again offers innovation (a screenshot of 

a behaviour or a PDF of a cognitive aid). For 

example, a group could watch fragments of a 

video-based case study, stopping regularly to 

discuss their interpretation, priorities and 

action plans, and then have a synchronous 

facilitated online debrief afterwards, or 

break-out groups could be employed in 

‘round-robin’ cycles.

Video assisted simulation should not be 

regarded as a simple, quick way to deliver 

simulation. Indeed, with the technical support 

required, this may be more resource 

demanding than face-to-face delivery. 

However, there may well be additional 

outcomes and benefits, including enhanced 

educational return on investment. Such videos 

may become the epitome of ‘reusable learning 

objects’ and could be available to share.

Imagine every student nationwide 

participating in the same event (perhaps at 

different times), then breaking off into 

individual and small groups to work through 

the scenarios again to allow the opportunity 

for discussion, debate and development 

through mastery learning, potentially as an 

inter-professional event.

These resources provide the opportunity for 

staff to access self-directed on-line learning 

specific to a practice area before they start, 

regardless of their rota, and allow them to 

return to elements as needed to prevent

skill fade.
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Delivery of skills teaching

Traditionally a significant amount of skills-based teaching, including those to deliver mandatory 

training would be delivered face-to-face. There is often a presumption that individuals cannot gain 

competence unless they get ‘hands on’. However, these assumptions are open to challenge and 

many learning sessions will have some elements at least which can be delivered remotely.

As an example, consider BLS (Basic Life Support); for a novice we would teach:

Most learning outcomes could be delivered online – perhaps lacking only tactile sensation and 

physical activity – and innovative solutions to these challenges continue to be created, for example, 

using haptics or sensors in mobile devices to objectively assess the quality of chest compressions.

Deciding whether to replace the ‘hands-on’ component is an example of the need for careful 

consideration of educational needs and risk assessments. Changes in delivery of mandated sessions 

may of course need to be approved by governance, professional, statutory and regulatory bodies as 

appropriate.

For programmes that have a significant percentage of skills training, especially for those likely to 

have to manage continuing restrictions for face-to-face training (for example dentistry), the use of 

augmented and virtual reality equipment providing haptic feedback may offer a solution. Resources, 

including faculty, that require funding should perhaps include allowing access at weekends or 

evenings to increase capacity.

Careful consideration should be given as to whether the equipment can be paired with a simulated 

(or non-human) didactic feedback component. Such equipment may be utilised as a stand-alone 

self-directed learning resource if the equipment capability extends to maintaining standards and 

providing appropriate objective feedback, reducing or even possibly eliminating the need for faculty 

and improving the cost/benefit for extended availability. There are already examples of virtual 

scenarios and interactions which will provide a degree of assessment and metrics for feedback.

A step back from this is a virtual (video) faculty presence, but this also offers some efficiency 

advantages and may be able to obtain support from faculty (for example, those that are shielding) 

from home.

There is a need for both a local consultative, collaborative approach to deliver guidance and 

agreement on best practice across educational programmes, supported by exemplars and sharing 

of innovation and adaption at a national level.

•

•
•
•

underpinning knowledge (what is a cardiac arrest?)

response to the collapsed patient (explain the process)

practice the process on a manikin (A-E assessment)

practice the process in a scenario (patient with chest pain who collapses)

10
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OSCEs/assessments

Some assessments can be facilitated over a video link, for instance, those focusing on 

communication or history taking. Careful consideration is again required to ensure the assessment 

remains both valid and reliable.

Faculty engagement

Faculty engagement is key. It is the responsibility of the simulation lead to engage with all faculty 

and outlier individuals in discussions around delivery, expectations, challenges and concerns. 

Individual risk assessments must be considered and performed, in conjunction with discussions with 

occupational health, for faculty with individual risk factors.

In addition to this, as faculty are responsible for the safe learning environment, including the 

physical health and wellbeing of all learners involved in the simulation delivery, it would be sensible 

to promote and distribute an agreed local Standard Operating Procedure (SOP) or guidance 

document on COVID-19 era simulation operations. This should include the actions to be taken if an 

individual (faculty, technical support or learner) displayed COVID-19 symptoms or required any form 

of organisational support; which may require the editing of a generic document developed at a 

strategic level in the organisation.

Personal Protective Equipment (PPE) for simulation

Local advice should be sought on PPE requirements for faculty and learners which will follow 
guidance from the Office for Health Improvement and Disparities (OHID).

Consideration will need to be given to both PPE worn during scenarios and during other elements 
of simulation, for example, observing and the debrief. Whilst it would be potentially possible on 
occasion to use a lower level of PPE, for most simulations, social distancing will not be possible and 
there is a risk that using different PPE to that in practice could confuse learners and omit learning 
outcomes.

Conversely, translational benefit of using the same PPE as in practice will be to provide the same 
barrier to communication (for example) that is obvious in practical use, and facilitate staff 
developing ways to mitigate this.

It may be feasible to use level 2 PPE in place of level 3 PPE, for simulations in which the greater 
barrier to communication posed by respirators, etc. would detract from the intended learning 
outcomes of the scenario. It may also not be possible for simulation providers to be equipped with 
every kind of Filtering Face Piece (FFP)3 which learners may have been fit tested for, and so the 
lower fidelity of using an alternate mask may have to be accepted.



Examples of wellbeing support:

Local Organisational Regional/national

Buddy process

Shift / line manager

Wobble rooms

Peer support

Psychological first aid

On call support

Chaplaincy

Occupational health

elearning material 
School support
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Donning and doffing of PPE may be an additional specific learning outcome, allow ongoing 

education and may prompt streamlining and ergonomic assessment of the process, especially when 

delivered in practice areas.

Consideration of how achievable this is, including cost, availability and potential impact on the 

learning event will feed into discussions about the requirement to deliver face-to-face simulation 

versus remote opportunities.

Hand hygiene should be rigorously encouraged, and gloves always worn during the scenario.

Wellbeing

A high degree of awareness must be maintained around wellbeing for everyone participating in, or 

witnessing, simulation. As people have been highly stressed, often working long hours, it is 

important that simulation continues to be seen as a safe event – and now, more than ever, the 

faculty should seek to ensure that learners are supported and do not feel that simulation is an extra 

burden, but rather a way for them to learn safely in a non-threatening environment and to 

continue to test their practice arena as part of organisational development. The same consideration 

needs to be applied in respect of the simulation faculty and not merely recognising those who have 

been working in practice during the pandemic.

One of the very positive elements during the pandemic is how wellbeing has become a proactive 

responsibility for all of us; both faculty and the learners should be encouraged to continue to 

support each other. The underpinning notion of ‘it is ok to not be ok’ must be embraced. The 

Clinical Human Factors Group (CHFG) has produced a document that covers key human factors 

messages when working under pressure – these may inform additional learning outcomes and 

provide an additional resource for learners and faculty (see appendix 3).

It is common to encounter a range of responses to simulation, now potentially amplified because 

of the pandemic, and indeed sessions could trigger a range of reactions – this is completely normal 

with individuals working in such stressful situations. Faculty should recognise the limitation of what 

they can offer in respect of psychological support and be able to signpost learners and other faculty 

to clear pathways for further support.



Working with individuals from outside your organisation

Extra consideration should be given to all individuals external to the organisation, including 

trainees, simulated people, undergraduates on placement and external faculty. Guidance for the 

delivery of education may differ from one organisation to another and therefore it is important that 

external individuals are informed how simulation will be delivered to achieve risk management 

solutions/requirements and ensure they are afforded the same level of support.

Cleaning simulation equipment

Consult manufacturer’s guidelines and infection control advisers to formulate SOPs for cleaning 

equipment between scenarios and after sessions. This will include manikins but also other handled 

objects, for example: phones, monitoring equipment and general surfaces, cupboards, and 

door-handles, sinks, etc.

Equipment will require cleaning as soon as is reasonably practical following simulation sessions. If 

for some reason this is not possible, as an ad hoc temporary solution, equipment should be labelled 

as dirty and removed from use until it can be decontaminated - if this is acceptable in that specific 

location. Adequate time should be allowed to enable thorough cleaning to take place between 

sessions. Educationally valuable and relevant tasks should be designed into the session to 

accommodate extended intervals.

Currently, basic CPR should be taught compressions only. Further details on training on resuscitation 

are available on the Resuscitation Council (UK) website: www.resus.org.uk.

Careful consideration will need to be given whether to use and how to clean augmented/virtual 

reality (AR/VR) equipment and headsets especially those with porous foam components. Where 14

headsets can be allocated to single person use, this is preferable. Sharing of equipment should be 

discouraged unless adequate decontamination can be done and, due to the risk of virus 

transmission, certain equipment may be identified that cannot be effectively cleaned between uses. 

This information must be reviewed as part of the risk assessment when considering which 

technology can be utilised and how.

Bed sheets, blankets, gowns, pillows, etc. will need to be regularly replaced so adequate stocks will 

be required. If linen is used by simulated people, this will need changing immediately and the bed, 

etc. cleaned down and remade between simulations. Risk assessment may well conclude that it is 

inappropriate to work with simulated people in live events at the current time.
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Simulation in a dedicated learning area

14

Consideration should first be given to the 

possibility of running sessions virtually or 

providing access to online learning, as this will 

minimise risk to staff and faculty.

Planning for sessions that are run in learning 

areas which are dedicated to the delivery of 

simulation-based education will need to 

include social distancing provision, by 

determining the maximum numbers of 

candidates that can be accommodated. It is, 

however, unlikely that scenarios can be 

delivered whilst observing social distancing 

and thus it is anticipated that PPE must be 

worn for most scenarios.

This will also apply to faculty – social 

distancing again may not be compatible with 

current practice, for example, in control 

rooms, and with additional concerns around 

shared technical equipment, result in the 

faculty needing to wear PPE. Consideration 

should also be given to clothes worn by 

faculty and by simulated people (SPs). Where 

no uniform is provided, consider providing 

hospital scrubs for them to wear rather than 

their own clothes.

Delivery may need to be redesigned to 

manage the resultant reduction in learner 

numbers and perhaps faculty. Although some 

learners may benefit from more exposure 

during sessions, without careful redesign it is 

likely to negatively impact outcomes, 

especially those which have previously focused 

on multi-disciplinary or multi-specialty 

interactions.

The reduction in numbers of faculty and 

candidates permitted is also likely to result in 

a need for more sessions. The learning area 

should be reviewed to optimise people flows 

for social distancing, i.e. by one-way routes 

and staggered start times, etc. Changes may 

offer further opportunities for learning 

innovations, for example, a staggered start 

may give time to quiz a learner subset or give 

them the chance to practice in another 

suitable location. Educationally valuable and 

relevant tasks should be designed into the 

session to accommodate extended intervals.

An important part of the risk assessment of 

the area is a review of cleaning schedules of 

common areas and toilets including 

identification of all high contact points such 

as code locks and doors which may need to 

be cleaned before and after sessions or even 

more regularly.

If risk assessment identifies insufficient hand 

washing facilities, the installation of these may 

need to be explored or provision of hand gel 

as a minimum to allow hand hygiene. PPE 

donning and doffing areas should be 

appropriately placed to allow the learners 

and faculty to don their PPE safely and 

appropriately. Donning and doffing may be 

additional learning outcomes for the session.



In-situ simulation

There is concern about the risk of transmission to service users and staff in practice areas. The same 

applies to faculty and learners. Areas which treat suspected or confirmed COVID-19 positive service 

users are of higher risk to faculty and learners than ‘green’ areas. However, delivering teaching in 

green areas puts service users and local staff at risk from the faculty, equipment and learners. This is 

particularly important to think of when considering running simulations within a practice area treating 

vulnerable service user groups.

The practice area and equipment will need the same level of cleaning before and after the 

simulation as if the simulation had been a real event. Actions should be taken to prevent 

equipment transfer around the organisation, to reduce the risk of equipment becoming a 

vector for the transmission of infection.

Consideration should also be given to warning and alerting service users and visitors that simulation is 

occurring, particularly if numbers of staff will be donning PPE – this may be accomplished via suitable 

signs and conversations before the simulation starts. This should be a specific item of risk assessment 

and risk management – not merely the preference over an ‘Unannounced In Situ Simulation’.

Time must be given to undertake a robust and objective risk assessment and implement all actions 

forthcoming, including (re)consideration of the intended learning outcomes and the event design, 

to justify the need to deliver the simulation before delivering education in a high-risk environment 

(high risk to patients/service users and/or faculty and/or learners).

However, this does not rule out in situ delivery as it may be both practicable and impossible to 

deliver the session elsewhere. Part of the demonstrated application of simulation during the 

COVID-19 response has been to support both the rapid development of team skills and to interpret 

and train new policies and procedures. The strengths of the simulation community include the focus 

of organisational development through the lens of human factors and ergonomics, the ability to 

support team non-technical skills, improve patient safety and reduce risk to staff. This needs to 

be communicated to individuals at a strategic level to support the case for simulation, including 

in situ simulation.

If it is not possible to supply all areas that would normally require manikins with one for their 

dedicated use, then the use of lower fidelity manikins and part task trainers, which could stay in 

that area, should be considered within the risk assessment to reduce movement of equipment around 

the organisation. The preference is for the relevant department to provide faculty rather than central 

faculty having to visit a practice environment where they do not normally work. Learners should 

likewise be restricted to staff who would normally work with that practice environment.

15
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Evaluation of learning

Evaluation is an essential part of the learning process that allows us to refine and adapt sessions 

and demonstrate that individuals and organisations have benefited. This is even more 16

crucial when delivery methods are being redeveloped and/or there is an escalating 

demand/resource mismatch.

Electronic documentation is preferable for attendance lists, feedback and evaluation data. It is 

recommended to keep a back-up copy of attendance lists, should these be required for track 

and trace purposes. GDPR requirements must be followed.

16
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FAQs
As mentioned, this document has been produced rapidly to help support the simulation 

community and a number of FAQs have been included below.

Should I be delivering simulation?
Although there are currently risks to delivering simulation there are also risks to not delivering it – it is 

important that a robust risk assessment is undertaken to minimise risks and justify simulation. Currently, 

it will be easier to justify remote simulation and learning where the infection risks to learners, faculty 

and service users are removed.

I can’t deliver face-to-face simulation, so there is nothing I can do.
This is an opportunity to think of how to adapt simulation delivery to remote learning.

But simulation should be experiential?
Depending on the interaction, many elements – for example, decision-making and communication

– may still be able to be delivered remotely.

How can I socially distance in simulation?
For some simulations it will not be possible to socially distance and appropriate PPE will need to be worn. 

This will feed into the risk assessment, i.e. the availability of PPE versus risk of not delivering training.

What is appropriate PPE for simulation?
This will need careful local consideration. Where resources allow, the appropriate PPE should be worn 

that would be worn for that practice case. If that is not achievable the risks of confusing staff, reducing 

realism and missing PPE focused learning outcomes may support not delivering face-to-face simulation.

Is an Aerosol Generating Procedure (AGP) simulation actually an AGP?
No, on a clean manikin performing an AGP simulation is not an AGP, however, it would be best practice 

to treat it as such, so as not to confuse staff about PPE requirements and require the team to perform 

wearing PPE.

The manufacturer suggests cleaning with an item we cannot get / do not stock.
Consult with your local infection control to determine if there is another appropriate substance to use 

to clean the equipment. The aim is to collate cleaning requirements from manufacturers and make this 

available as a separate document held online.

How can people be safe in face-to-face simulation?
We can reduce the risks but cannot remove them – key to reducing the risks is good hand hygiene 

and ensuring that people do not come to training if they are unwell.
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Some examples to review
1. Restart simulation education plan
The University of Minnesota has shared a good example of a plan to restart

simulation-based education:

https://www.simulation.umn.edu/sites/ahcsimcenter.umn.edu/files/m_simulation_
flexible_operations_plan-final.pdf.

2. Modifications to a skills and simulation course
For an example of modifications following a risk assessment, please see appendix 4.

Your feedback

We are keen to receive feedback on the document including any other elements that you 

may feel are unanswered. Please contact tel@hee.nhs.uk

Summary

It is the responsibility of those delivering simulation to ensure that the risks have been 

mitigated. It is clear in this dynamic and developing situation that simulation has and continues 

to be used to support healthcare’s response to COVID-19.

Although the situation is dynamic, simulation will continue to support frontline staff in 

preparation for future surges as well as supporting more planned activity.

The following pages contain appendices that will support decision-making 

and planning around simulation activity.
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Appendix 1: COVID-19 safe delivery of 
simulation toolkit
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Appendix 2: Candidate information example
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Appendix 3: Key human factor messages 
– when working under pressure
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Appendix 4: Example of session modifications 
following risk assessment
Following a risk assessment of the area and the course, the following modifications have 

been applied for:

Pre-course checklist

•

•

•

•

Pre-course

Social distancing

Equipment and practice areas

Auxiliary refreshments, washrooms

COVID-19 risk information and consent to participate sent to the candidates.

Prior to 48 hours, screening and proceed to delegate places appropriately.

Three learners in the waiting list to back fill.

Only the candidate will be provided with accommodation, travelling with family 
is discouraged.

Hospital accommodation will be arranged to avoid unnecessary travel.

On arrival learners should report to a registration table with screen, repeat 
screening with temperature, and social distance on both days (elaborated below).

Screening for faculty in a similar format.

Hand hygiene and application of mask.

Use of dedicated pre-course learning to avoid multiple lectures.

Electronic documentation of pre, post-course questionnaire and feedback to 
minimise handling paper.

Agreed SOP for core training faculty to minimise risk.

Social distancing.

Faculty meetings on Zoom.

Empty waiting rooms to minimise lingering.

Ensure a screen at reception.

Implement a one-way flow system.
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Ensure a limited number of participants based on room size (split the group in 
half to accommodate the number) - to ‘ensure social distancing can be achieved’.

Run the skill stations and lectures simultaneously on day one.

Four candidates per group for lectures and one skill station. Skills will be 
one-to-one.

Four candidates doing four skill stations (one-to-one in separate rooms).

Outside green area for refreshments with benches two metres apart.

One-to-one skill stations with masks and hand hygiene.

Reduce the number of scenarios (multiple learning objectives included in one 
scenario) and facilities to watch other candidates on screen from different rooms.

Minimum required faculty without compromising quality.

SOP for cleaning areas including surfaces, doors, handles, floors.

Reduce number of scenarios to allow thorough cleaning as advised by the 
cleaning provider.

Cleaning of equipment after each session – skill stations.

Single use disposable for skill training and simulation.

Video assisted learning techniques, for example, for Awake Fibre Optic Intubation 
(AFOI).

Hand hygiene stations, masks and appropriate facilities for disposal.

Pre-packed individual meals and refreshments to be provided in outside areas 
with social distancing measures.

Pre-packed dinner provided to any candidates using accommodation to facilitate 
social distancing.

Being flexible to consider the changing risk and situation due to second surge 
of COVID-19.

Auxiliary

Equipment and areas
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