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ABSTRACT
A pandemic has sent the world into chaos. It has not only
upended our lives; hundreds of thousands of lives have
already been tragically lost. The global crisis has been
disruptive, even a threat, to healthcare simulation,
affecting all aspects of operations from education to
employment. While simulationists around the world
have responded to this crisis, it has also provided
a stimulus for the continued evolution of simulation.
We have crafted a manifesto for action, incorporating
a more comprehensive understanding of healthcare
simulation, beyond tool, technique or experience, to
understanding it now as a professional practice.
Healthcare simulation as a practice forms the foundation
for the three tenets comprising the manifesto: safety,
advocacy and leadership. Using these three tenets, we
can powerfully shape the resilience of healthcare
simulation practice for now and for the future. Our call
to action for all simulationists is to adopt a commitment to
comprehensive safety, to advocate collaboratively and to
lead ethically.

INTRODUCTION
A pandemic has sent the world into chaos. It has
not only upended our lives; hundreds of thou-
sands of lives have already been tragically lost.
Coronavirus Disease 2019 (COVID-19) has been
called ‘the greatest public health crisis of our
generation’ by the secretary-general of the
United Nations.1 This global crisis has been dis-
ruptive, even a threat, to healthcare simulation,
affecting all aspects of operations from educa-
tion to employment. Healthcare simulation
operations and education must continue in
order to ensure the uninterrupted training of
the next generation of healthcare professionals,
which is especially essential at this time.
Informed by this critical need, we have collabo-
rated to produce this manifesto for action that is
rooted in simulation as an evolving practice.
A manifesto has been defined as ‘a published
declaration of the intentions, motives or views
of the issuer, be it an individual, group, political
party or government’.2 While COVID-193 is the
catalyst, even cataclysm, that sparked this docu-
ment, the principles outlined here are relevant
for other pervasive and deadly challenges
impacting and impacted by healthcare simula-
tion, including those of healthcare disparities,

human rights and social justice, and for the
future of healthcare simulation.

HEALTHCARE SIMULATION AS A PRACTICE
Today, healthcare simulation is informed and
enhanced by perspectives from a variety of sciences,
technologies, engineering and the arts. However,
simulation as a phenomenon began several millen-
nia ago,4 treated as an ancillary tool or imitation of
bedside teaching.

Healthcare simulation has evolved and has
become more than an ancillary tool or occupa-
tion. Therefore, the future of the profession must
leverage a more comprehensive understanding of
healthcare simulation—as a practice. The authors
define healthcare simulation practice (HSP) as
the expert use of established healthcare simula-
tion methodology and techniques, using indivi-
dual judgement and a holistic understanding of
that method and its context. As with any profes-
sional practice, HSP entails specialised training,
continuous vocational learning, contributions to
the community of practice, credentialing and
accreditation. The development and implementa-
tion of standards of best practice and codes of
ethics are cornerstones of HSP.

We define simulationist as a person who advances
HSP through the use of tools, techniques, events,
experiences and methodologies. A simulationist
contributes expertise in a variety of roles.
Simulationists (who may interchangeably be called
simulation professionals) include but are not limited
to administrators, artists, clinicians, designers, edu-
cators, engineers, faculty, health and social scien-
tists, innovators, modellers, operations specialists,
researchers, simulated participants and standardised
patients (SPs), teachers and technicians. All of these
expert contributions are necessary to the function
and advancement of HSP. This definition of simula-
tionist and understanding of healthcare simulation
as a practice inform the foundation for the tenets of
this manifesto. These tenets are safety, advocacy and
leadership.

SAFETY: SAFE VERSUS LESS HAZARDOUS
The safety of patients and learners is a core value for
HSP.However, the safety of the simulationists them-
selves is often overlooked in the understanding of
this core value. The safety of simulationists must be
embedded in this core value in order to achieve
comprehensive safety for HSP.
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During the pandemic, rapid adaptation of HSP to online and
remote platforms has allowedmany simulationists to work remo-
tely. However, some simulationists, such as operation specialists
and SPs, have been categorised as ‘essential’, and have been
working in simulation centres, and even in clinical environments.
A crucial distinction exists between ‘essential’ as a value proposi-
tion and that of a labour perspective. As a value proposition, all
simulationists are integral to educational and training processes.
By contrast, ‘essential’ from a labour perspective is a category of
employee whose physical presence is required tomaintain critical
infrastructure.5 6 ‘Non-essential employees’ are valuable and
vital; the term refers to a status that on-site presence is not
required tomaintain infrastructure. Using the labour perspective,
most simulationists would qualify as non-essential employees.
Therefore, we believe that there is no justification in subjecting
simulationists to additional risk of exposure during simulation
activities in any environment that is not under the direct control
of the simulationists to the same degree as the simulation centre.
It should be noted, however, that even in-centre work is still at
elevated risk compared to working remotely.

The disaster management cycle illustrates what HSP is experi-
encing through the COVID-19 crisis and reconstruction, ulti-
mately moving to a transformed state rather than a resumption
of operations as before.7 An iterative reconstruction model cre-
ates system resilience to withstand and respond to periods of
advance and retreat.8 9 This will be the case until a substantial
proportion of the population has immunity through disease or
vaccination,10 from 55% to 82% by some estimates.11 Until such
time, simulation operations will not be truly safe, but with appro-
priate considerations, can be made less hazardous.

As the pandemic evolves, we must make critical decisions
balancing safety, maintaining employment and responding to
inequities. We must be stewards of limited resources in recon-
structing simulation activities. In the USA, the National Institute
for Occupational Safety and Health describes a hierarchy of
controls for occupational hazards.12 The safest plan is one with-
out risk of occupational exposure. Personal protective equipment
(PPE),I often promoted as an assurance of safety, is in fact the last
and least effective measure of protection (eg, in firefighting, PPE
does not make going into a burning building safe). It is therefore
imperative that we do not provide false reassurance by calling
working conditions safe when they are not.

Labelling a simulationist as ‘essential’ leads to a paradox:
requiring simulationists to work on-site supports a culture of
safety for learners while placing simulationists at risk. Examples
of these kinds of situations could include sending operation
specialists to an intensive care unit for code training or bringing
SPs on-site for teaching ophthalmic examinations. Further,
many simulationists are contract or part-time workers, lacking
the agency, protections and benefits available to full-time
employees.II

Given the proximity to learners in simulation centres as well as
to patients, families and other caregivers, simulationists will be at
risk for some time to come. This risk will be accentuated for those
with underlying health conditions and advanced age.13–15 While

a 100% fail-safe plan is not likely to be attained, a less hazardous
plan includes redesigning processes to allow both technology-
based and human-based simulationists to participate remotely as
much as possible. Any in-person work must follow health protec-
tion organisation guidelines. Critically, with respect to decisions
about in-person work, seeking out simulationists’ feelings of
comfort or safety may seem reassuring. However, these feelings
are not evidence of adherence to physical safety standards and
must not be used to influence return-to-work decisions.

ADVOCACY: COLLABORATION VERSUS ACCOMMODATION
Perhaps in part due to our disparate backgrounds, historical
beliefs or indeed our enthusiasm to champion simulation, HSP
has unfortunately often functioned through accommodation
more than collaboration. What does this mean, and why is it
important? In this context, accommodation reflects how health-
care simulationists work diligently to have others appreciate the
already-proven value of simulation to provide needed experi-
ences not otherwise readily available or ill suited to explore in
ad hoc environments. We often accommodate requests by react-
ing with ‘yes’ first, with the intent to determine implementation
later, educate potential stakeholders and transform them into
champions. Instead, we believe strength-based collaboration
should be the standard everywhere in which the needs of all
parties are met rather than the needs of one superseding the
needs of another.
The traditional hierarchical cultures of healthcare and educa-

tion are problematic. Healthcare simulationists may work in
settings where they feel they must accommodate the decisions
of others rather than honouring their own expertise. Too often,
simulationists are disempowered and under-resourced, and
expected to accommodate to make clinical education work—
causing overwork, straining operations and compromising the
well-being of simulationists. In addition to expertise and service,
we must also develop improved autonomy, as autonomy is
needed for continual improvement of quality in a profession.16

Therefore, we must shift our practice from one that tolerates
inequitable distribution of power and resources to one that
thrives on collaborative mutual respect. The HSP must work
together in collective advocacy. In this pandemic, it is imperative
that this issue is brought to light because it could—inadvertently
—result in physical harm and even death.
By the very nature of our work across professions, specialities

and clinical contexts, healthcare simulationists often see what
others do not—opportunities for simulation strategies that
improve individual and population health. In order to maintain
innovation and adaptability of HSP, we must advance connec-
tions with other areas affecting health beyond the clinical
domain, such as quality and safety, public health, law, engineer-
ing, civil and government services, and even logistics and supply
chain management. Bringing our expertise to collaborate in these
areas can improve the ability of healthcare systems to prepare and
respond flexibly during crises. The outcome of this advocacy for
healthcare simulation will improve patient, learner and profes-
sional safety.

LEADERSHIP: ETHICAL DECISION-MAKING VERSUS
CONVENTION
Ethics must underlie responsible leadership. Creating safety plans
through iterative reconstruction, as we emerge from this pan-
demic, is a key moral and ethical activity.
There is no one-size-fits-all set of instructions for moving

forward during this period in time, but we do have
a guiding professional code of ethics and standards of best

IIn healthcare, examples of PPE include: masks, gowns, gloves, eye protection, face
shield, head and shoe coverings and respirators of various types.
IIIn the United States, some simulationists are temporary workers or independent
contractors hired on a per-assignment basis. This nearly always means these
simulationists do not have employer-based health insurance. Without a federally
sponsored health insurance plan, a significant proportion of the US population is
un-insured or under-insured. Under these circumstances, illness resulting from
occupational exposure could result in not only devastating illness or death, but
also lack of access to healthcare and financial ruin.
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practices that prioritise respect and safety. We must uphold
and mobilise the best practices developed by organisations
that already integrate professional safety into their standards
for HSP. We call on all organisations that develop best
practice standards for HSP to address simulationist safety
with the same priority as traditionally afforded to learners
and patients.

The Healthcare Simulationist Code of Ethics17 calls for
working to ‘eliminate unnecessary harm to humans, animals
and the environment’, ‘maximise safety and minimising phy-
sical and psychological risk’ and ‘maintain vigilance regarding
not only desired outcomes but also potential unintended
consequences of the simulation activity’. The Association of
Standardized Patient Educators Standards of Best Practices
stipulates safety as a key guiding principle for human simula-
tion work.18 Domain 1 calls for a safe work environment for
SPs and simulationists, including the importance of anticipat-
ing and recognising occupational hazards and insuring both
psychological and physical safety.18 The International
Nursing Association for Clinical Simulation’s Standards of
Best Practice calls for ‘the ethical behaviour and conduct
that is expected of all involved in simulation-based experi-
ences’, and ‘doing what is right in the face of strong counter-
vailing temptation or pressure’ is one of the lynchpins of
a safe work environment.19 Safety for professionals is empha-
sised, advocating for systematic personnel resource
management.20 Simulation leaders must involve and train
simulationists in adapting workplaces and protecting
workers.13–15

Simulation can also potentially provide crucial clinical
replacement hours required for learners across disciplines
and countries.21 This is even more important during
COVID-19, as learners may be restricted from entering the
clinical environment for some time, and the healthcare
workforce is likely to experience acute and long-term
shortages. As an HSP, we must be leaders in building new
resilience in our practice. We must respect and protect our
simulationists and accept responsibility for their illness as an
unwanted harm. Simulation leaders must ensure that simula-
tion experiences are delivered as safely as possible, providing
transparency and choice regarding hazards that cannot be
eliminated. We must expand capacity for endurance, includ-
ing building and sustaining remote learning formats. We
urge the utmost caution with forward planning, because
without the entirety of the simulation team, HSP may fall
apart. The operations stop. The education stops. The inno-
vations stop.

Simulationists have pursued increased understanding of the
developmental needs of individuals, teams and healthcare
systems.22 In this spirit, while COVID-19 has provoked
a need for broad and rapid change, care should be taken
not to merely transpose conventional simulation actions but
to redesign actions with a clear understanding of the over-
arching objective of the simulation. These redesigned actions
should aim to be complementary to existing non-simulation
educational resources in order to guide the learner on their
journey.

As a practice, we have an obligation to fairly represent
our needs and the benefits we offer to all our stakeholders.
This is especially important in a time of constrained
resources when sustainability is called into question in all
endeavours. As systems progress through crisis response
toward recovery, even essential functions are vulnerable.
We must all engage in understanding the costs and benefits

of our choices. Safety, advocacy and leadership policies,
and practices that cannot be sustained are unethical.
Leadership decisions for simulation operations that do not
advocate for equity and safety on behalf of the simulation
workforce are unethical. Developing more creative, more
inclusive and more transparent models for educational and
financial sustainability will make our simulation pro-
grammes more resilient in the face of ongoing transforma-
tion in every sector.

SUMMARY
During the COVID-19 pandemic and indeed throughout our
history, simulationists have delivered innovation and maintained
personal resilience. In sharing our creativity and knowledge to
advance innovations for patient safety, this pandemic has heigh-
tened the necessity of cultivating equity throughout HSP.
Importantly, we must champion those simulationists whose calls
for safety are overlooked or even disregarded by their own insti-
tutions. By leveraging the disruptions to the status quo catalysed
by this pandemic, HSP will be poised to successfully rise in
response to future crises.
We recognise that this manifesto is incomplete. It does not

address other pandemic problems, including those of health-
care disparities, human rights and social justice. We recog-
nise the urgent need to include and listen to the voices of
our colleagues who have expertise and lived experience in
these areas. We need greater involvement of all healthcare
system users, especially patients around whom much of our
work is centred. We must stand in solidarity with, partner
with, and seek the leadership of those who are marginalised
and oppressed. Echoing the director-general of the WHO,
we are not prisoners of the pandemic, and every one of us
can make a difference.23 Together we can leverage the
potential of simulation to improve the health of all people
everywhere.
Our call to action is for all simulationists to adopt

a commitment to comprehensive safety, to advocate collabora-
tively and to lead ethically. Using the three tenets described, we
can powerfully shape the resilience of HSP for now and for the
future.
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