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How to use this package? 
 
The simulation packages are designed to allow paediatricians and simulation leads to deliver these sessions 
with  ease and minimal planning.  Each package is written to be delivered in a 40-45 minute teaching 
session. These are perfect for a departmental teaching programme. 
To use: 
• download this pack and review the instructions 
• Use the registration QR code to register all the attendees to your programme 
• Run the scenario and debrief as per usual practice 
• Share the handout provided 
• As the trainees to scan the feedback QR code to provide feedback on the scenario. 
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Relay Sim package instructions: 

 
What is included  
1. Set up of relay Sim and what it is 
2. Example scenario  
3. Learning points from relay Sim 

 
What is relay Sim? 
 
Relay Sim is a scenario specifically designed to test non-technical skills, specifically that of handover. 
It is based around a simple clinical case, the technical parts are designed to be straightforward but common 
to paediatric practice and therefore not particularly out of the comfort zone of most paediatric trainees. This 
will mean that the handover part of the scenario will be the most critical and will enforce the learning. 
The timed aspect will also push them to think carefully about what to include in their handover and structure 
it appropriately.  
The scenario was based upon an article about relay simulation from Ashish Patel & Annabel Copeman in 
BMJ Simulation.  
https://stel.bmj.com/content/5/Suppl_2/A90.1 
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How do we do it? 
 
This scenario can be run in a simulation centre setting, in a teaching room or out on the wards “in situ” using 
a mobile mannikin.  
It could equally be a high fidelity mannikin with an electronic observations display or low fidelity with the 
observations being told to the candidate by the nurse plant and written on a BPEWS chart. If low fidelity 
there would need to be more input from the nurse plant to drive the scenario, especially for example if the 
child is to have apnoeas as this would need to be explicitly described.  
 
• There can be any number of candidates but in practice around 3-5 would work well. 
• The starting candidate has a 30 second handover from one of the faculty before they leave the room. 
• Each candidate then has 3 minutes with the patient to assess and manage them. At the end of the 3 

minutes the faculty member timing sends in the next candidate.  
• There is then 30 second for handover before the first candidate leaves and then next carries on with 

their 3 minutes. This can be continued for however long you have candidates for. The idea would be 
that things change slowly between each assessment and that the patient’s management is progressed. 
Look at the example using a patient with bronchiolitis - they will start with some mild work of breathing 
just needing some suctioning, to oxygen via nasal cannula, further escalating to Optiflow/ CPAP and 
then bag valve mask ventilation for apnoeas and mechanical ventilation, if required 
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Debrief  
 
As in any Simulation debrief it is be important to recap the description of what happened to the patient so 
that everyone is aware of the progress that the scenario took. Allow the candidates to be part of this and 
clarify anything that might have been unclear to those watching. 
 
If there are any technical learning points that need clarification then these can be covered in a brief question 
and answer session with the faculty, but the idea would be that as it is a straightforward scenario that is 
common to paediatric trainees that the technical part should not need much further teaching. 
 
As is usual in non-technical debrief, let the feelings of the candidates and the specific human factors that 
were witnessed be focused on and explored, however the main learning point will obviously be handover so 
thinking through handover tools (such as SBAR) and other useful handover techniques and what the 
candidates feel works in real life practice. 
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Patient : Felix 27d old 
Cough and coryza for 3/7 
Increased work of breathing 
Handover from plant on commencing 
scenario :  
Discharged 1 week ago from NICU. Born at 34 
weeks by emergency C/S due to pre-eclampsia. 
Required I+V and surfactant at birth due to 
respiratory distress. Ventilated for 1 day, 3 days 
of CPAP, 3 days of vapotherm then off 
respiratory support.  
Whole family have had URTI symptoms 
Synopsis :  
Felix attends ED with his mother due to 
respiratory distress and reduced feeding.  
Whilst in ED he gradually deteriorates and goes 
from mild respiratory distress with some s/c 
recessions to worsening respiratory distress with 
head bobbing, grunting and finally apnoeas  
 
Treatment required –  
Initially suctioning and recommendation of NG 
feeds.  
When respiratory distress gets worse then start 
Optiflow 2L/kg O2 to keep sats >94% 
IV access and 2/3 maintenance fluids  
Bag valve mask ventilation and calling 
anaesthetics to intubate 
 
 
Expected actions : 
 
Take history 
Examine - A->E 
Manage resp distress - 
suction/O2/optiflow/manual ventilation  
Escalate as appropriate 
Communicate with nurse plant 
Update mother 
Succinct accurate handover - SBAR 

Set up :  
Baby sim mannikin  
BPEWS chart 
Airway adjuncts, suction equipment, oxgen 
masks, bag valve mask and different size masks 
 
Monitoring : Nil  
Sats probe on request 
BP cuff on request 
ECG on request 
 
Additional attachments : 
IV access if requested 
 
Staff :  
Nurse plant, 
Doctors x3 - come in every 3 mins and handover 
and the next one takes over 
Anaesthetist (faculty) at end 

Initial observations : 
Airway patent 
RR 65 HR 170 Sats 93%  
Warm well perfused CRT <2 
Alert crying. Mild s/c recessions 
 
2nd obs 
Airway patent but intermittent grunting 
RR 70 HR 175 Sats 90%  
Warm well perfused CRT <2 
A bit more lethargic and quiet 
S/c recessions, head bobbing 
 
3rd obs 
Airway patent but grunting and occasional 
apnoeas of 20s - becomes cyanosed 
Sats 89% in air (94% in 25% FiO2) but drop to 
70% with apnoeas 
RR 80 HR 190 Cool peripherally CRT 3s central 
Significant s/c + i/c + sternal recessions 

Information for candidate :  
You are one of the doctors in the team 
managing this patient in ED majors. You will take 
handover from the colleague before you, 
manage whatever is going on acutely until your 
colleague arrives. 
 
Information for nurse plant : 
 
You ask for Felix to be seen straight from triage 
as he is slightly tachypnoeic and tacnycardic 
and you know he is high risk as he is a small ex-
preamture baby.  
You can support the candidates as they come 
through. 
Alert the candidates to the changing severity of 
the illness and your increasing concern for the 
baby and his work of breathing. 

Learning points : -  
 
1. Importance of clear handover between teams 
2. Learning how to listen to and assimilate 

handover 
3. Learning how to handover succinctly using 

SBAR format 
4. Awareness of responding to changing 

situations 
5. Early escalation to appropriate support 

Investigations 
1st Blood gas (cap) = pH 7.35 pCO2 6 pO2 5 
HCO3 23 BE -4 Lac 1.1  
2nd Blood gas (cap) = pH 7.29 pCO2 8 pO2 4 
HO 22 BE -5 Lac 2.1 
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