
Seriously ill children presenting to small district general hospitals
face increased risk unless cared for by a team trained to recog-
nise, stabilise and manage them prior to retrieval by a specialist
transport team.1 Simulation is a teaching technique that enhances
the clinical skills of inter-professional teams, identifying learning
needs whilst not exposing patients to harm.2 A real time simula-
tion was instigated as part of a quality improvement program.
This unannounced single site, multi departmental, inter-professio-
nal simulation was designed and implemented to offer staff train-
ing opportunities to enhance their skills when faced with acute
life threatening illness in the paediatric patient. Support was
received from stakeholders and the regional simulation team.
Method The simulation followed the real life patient journey of
a child with serious illness; from arrival in the resuscitation
room of the Emergency Department, transfer to the acute paedi-
atric ward for further stabilisation before being moved to the
operating department recovery area, for intubation and ventila-
tion. Staff from all areas participated in this simulated real life
event caring for the high fidelity wireless simulated patient, who
was accompanied by actor parents to add authenticity to the sit-
uation. Contingency plans were established to manage any emer-
gency during simulation.
Results The simulation exercise was fully observed by stakehold-
ers from all departments. Immediate verbal feedback was pro-
vided to departments after transition of the patient to the next
care team. This process identified latent risks and raised human
factors awareness and an action plan was produced. Many of the
recommendations were implemented the same day to address
key areas of patient safety and clinical care.
Conclusion This simulated patient journey demonstrated the
feasibility and value of real time outreach training in small dis-
trict general hospitals helping to improve availability of safe
healthcare irrespective of location. It helped strengthen multidis-
ciplinary working relationships and improve patient safety.

Stakeholder feedback was positive and has identified a strong
desire for further simulated training opportunities.
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Aims To determine the association of maternal and fetal inflam-
matory factors with neonatal and infant adiposity
Methods Data from 265 mother-child pairs at birth and 280
pairs at 6 months postnatal from a randomised control trial
assessing the effect of a low glycaemic index diet on birth weight
were analysed. Maternal TNF-alpha (TNFa) and Interleukin 6
(IL-6) were measured in early and late pregnancy and fetal levels
from cord blood. Anthropometric measurements were recorded
at birth and at 6 months. The sum of all skinfolds and the sum
of Subscapular plus Triceps skinfolds [SS+TR] were used as
markers of general adiposity and the ratio of SS/TR skinfolds as
a marker of central adiposity.
Results Maternal TNFa in early pregnancy was associated with
neonatal anthropometry including biceps [p = 0.048], triceps [p
= 0.027] and subscapular [p = 0.002] skinfold thicknesses.
TNFa in early and late pregnancy correlated with general

Abstract G313(P) Figure 1 Association of maternal and fetal TNF-a with infant adiposity at birth Simple linear regression
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adiposity in the neonate [SS + TR p = 0.003, p = 0.008 respec-
tively; Sum of skinfolds p = 0.011, p = 0.002 respectively]
[Table 1]. Maternal early and late pregnancy TNFa was also
associated with 6-month-old central adiposity [SS/TR ratio p =
0.002, p = 0.030, respectively]. Fetal TNFa did not exert a sig-
nificant influence on neonatal anthropometry but was associated
with infant triceps skinfold at 6 months.

While fetal IL-6 was associated with birth length and waist:
height ratio, maternal IL-6 was not significantly associated with
adiposity.

On multiple linear regression analysis, TNFa contributed sig-
nificantly to the majority of the final models for both neonatal
and infant anthropometry, however, the models themselves were
not significant. Any associations between maternal or fetal IL-6
with neonatal and infant anthropometry were no longer signifi-
cant in the multiple regression models.
Conclusion Maternal TNFa significantly correlates with greater
offspring adiposity at birth and 6 months and therefore may act
as a potential antenatal indicator of a predisposition towards
early childhood obesity.

G314(P) CAN MULTIDISCIPLINARY SIMULATION IN A
PAEDIATRIC DEPARTMENT IMPROVE CLINICAL
GOVERNANCE?

1D Birahinduka, 1H Salam, 1C Petropoulos, 2S Trippick, 1K Baillie. 1Paediatrics, University
College Hospital London, London, UK; 2Emergency Medicine, University College Hospital
London, London, UK

10.1136/archdischild-2015-308599.291

Background Simulation is increasingly becoming an integral part
in paediatric teaching. It offers an excellent opportunity to prac-
tice medical emergencies in a safe environment and allows
addressing human factors that are pivotal in safely managing the
critically ill child. However, multidisciplinary simulation in our
paediatric unit has also facilitated discussion about clinical gover-
nance issues within the wider institution.
Aims Does multidisciplinary simulation program in paediatrics
address clinical governance issues?
Methods Over a four month period ad hoc in house multidisci-
plinary simulation sessions involving medical and nursing staff of
all levels from the paediatric, anaesthetic, radiology and emer-
gency medicine department were conducted. The simulation ses-
sions were held on paediatric wards and in the emergency
department. Faculty members were resuscitation officers, paedia-
tricians, anaesthetists and nurses with experience in conducting
simulation. The sessions lasted 20–25 min; followed by debrief
for another 20 min. Immediate feedback on the simulation ses-
sions and learning points was obtained. The quality, the useful-
ness and the conduct of the simulation were evaluated in a
feedback form.
Results In total, thirteen simulation sessions were held over a
four month period and there were an average of 11 attendees
per session. During immediate discussions areas of concern were
identified. These included clinicians’ performance, human factors
and clinical governance issues. Governance risks included inad-
equate resuscitation equipment and emergency protocol folder,
access to emergency lifts, and the quality of emergency activa-
tion system.
Conclusions Multidisciplinary simulation sessions are an impor-
tant tool in addressing human factors that are crucial to success-
fully managing the critically ill patient. Multidisciplinary
paediatric simulation has been vital in identifying and addressing

clinical governance issues such as above. Subsequently, these
areas of improvement were escalated to the divisional manage-
ment team and appropriate steps were taken to address them
and minimise the risk to sick children.
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Background When a child dies, the interactions between medi-
cal professionals and parents are remembered clearly and impact
significantly both positively and negatively on the family’s griev-
ing process and eventual recovery. In our richly multi-cultural
society it is an increasing challenge to provide sensitive, appro-
priate bereavement care.
Aims To determine whether paediatric doctors have basic
knowledge of the cultural practices during end of life care asso-
ciated with the five main religious affiliations present in our
community (Muslim, Christian, Jewish, Hindu and No Religion).
Methods An electronic questionnaire was sent to all paediatric
trainees and consultants working in hospitals in one training sec-
tor of the UK. A combination of case based multiple choice
questions and single answer questions were used. Results were
collated anonymously.
Results 111 (28%) of questionnaires were returned. Most doc-
tors were able to identify Faith Leaders of Islam and Judaism
(83% and 81% respectively), and identify support for those of
no specific religious affiliation, however only 5% of respondents
could name a Faith Leader for Hinduism. Regarding actions at
the time of death; Christian rituals were best understood (66%)
followed by Islamic (54%), Hindu (44%) and Jewish (30%) tra-
ditions. Only 28% of respondents were aware that organ dona-
tion is not strictly forbidden in any of these religions. Overall,
there was no relationship between training grade and cultural
knowledge.
Conclusions As doctors we are not well informed about the pre-
dominant religious needs of our community. This is likely to
impact adversely on our ability to offer appropriate bereavement
care to parents. Our false beliefs about barriers to organ
donation may also prevent us from offering this opportunity to
newly bereaved parents. We plan to produce a nationally avail-
able training package in order to equip paediatric doctors with
the knowledge to provide high quality, culturally sensitive end of
life care.
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Children with complex needs and their families coming into hos-
pital with an acute admission may face a very unfamiliar envi-
ronment despite perhaps having been under the care of
community multidisciplinary teams for years.
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