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Investigator Guidance

Contents.

Learn
¥ Together

NIFR s,

The Investigator guidance booklet provided an introduction of key background information including the common principles for
involvement, what people need during an investigation and sources of support, as well as information about how to make this
work for them in practice. Investigators were guided through patient and family involvement in investigations at each stage,

broken down into subsections: “prepare yourself”, “initial contact”, “continued contact”, “closing contact” and ’support for you’.

Patient and Family Guidance

Contents

Learn
¥ Together

NIFR s,

The patient and family guidance provided information designed to support patients and their families through the process. The
content of the booklet was broken down into two key parts. First, “general information”, which was designed to help people
know what to expect during the serious incident investigation process. Second, ‘your investigation, which was designed for
people to support people to be involved as much as they would like to be, with reflective space to record information, questions
and any other information that may feel important.

Other documents:

1. Investigation record

2a. National investigatory body—investigator support

2b. National investigatory body—patient and family reflective booklet
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1) Make apologies meaningful: rather than offer excuses, demonstrate understanding and a commitment to learn what has happened
and why

2) Individualise your approach: involvement should be flexible and adapt to changing needs, Set realistic expectations

3) Be sensitive to timing: investigation can feel like they are happening slowly, quickly or at insensitive times. Investigators need to
manage time carefully

4) Investigations can compound harm: harm can happen through the experience of the investigation and how people are treated
within it.

5) Strive for equity: investigations allow an organization to learn, but if their agenda is prioritized over patients/staff, the process can
feel discriminatory.

6) Provide guidance and clarity: patients, families and even healthcare staff can all be confused by what an investigation
actually entails.

7) Listen: if there is a true commitment to learning, then everyone involved should have the opportunity to share their experiences.

8) Be collaborative and open: it's often much more complex than people seeking compensation or wanting to assign blame

9) Respect humanity: investigations should embrace and accommodate different human responses

10) Accept subjectivity: each individual will experience the same incident in different ways. No one truth should be prioritized
over others.
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i) The desired outcome

It was clear from the synthesis of the evidence that organisational learning was not the only desired outcome of incident
investigations, for all stakeholders. Our synthesis demonstrated that patients and their families who experience patient safety
incidents have a range of needs that arise, with only some of those being related directly to the incident itself—for example,
physical health needs or financial compensation to support costs associated with ongoing physical or psychological health. For
patients and their families, and in some ways healthcare staff too, there was a second purpose of an investigation, relating to
their need to be restored or “repaired”, in part through the process of being involved in a collective sensemaking of the incident.
Additionally, our synthesised findings suggest that being listened to, heard, and having their contributions and experience both
valued and dignified by the investigation process, was an important part of the potential restorative impact. Importantly, our
findings suggest that when patients and families are not involved in investigations in ways that they need and want to be, and
where their needs are ignored or minimised, organisations can compound the initial harm. That is, the initial harm from the
incident can be made worse, or in some cases eclipsed, by the harm generated from investigations that do not meet these dual
needs—for learning, and for restoration and repair. Therefore, the explicit desired outcome of the approach and guidance to be
co-produced, is to support restorative learning; that is, balancing the need for organisational learning with the need to minimise
compounded harm.

i) Who needs to be involved?

Our evidence synthesis suggests that whilst the desired outcome is to reduce compounded harm for the patient and their family,
through the process of the investigation, the key actor in the new approach will be the investigator. The investigator sits at the heart of
the investigation and is the fulcrum for co-ordination of involvement and engagement activity. The investigator is the principal link
between the organisation and the patient and their family, following disclosure of the incident (i.e., via the Duty of Candour—a
general duty to be open and transparent with people receiving care in England)

iii) What needs to be done?

The investigator needs to balance the needs of the organisation to learn, alongside the needs of the patient and family to get
answers to their questions and feel that their experience has been given the time to be shared, listened to, and dignified. Their
witness to what happened should be valued as credible information to sit alongside other sources of evidence. To undertake this
important role, investigators need to be trained, have sufficient capacity, and be supported by the wider organisational system.

iv) When should it be be done?

This approach needs to be flexible, with the ability to person-centred; that is, able to accommodate the different needs of
individual patients and their families. The nature and success of the early contacts by the organisation, and then the investigator,
is likely to be perceived by the patient and their family as setting the tone for further contact through the investigation, and so
should be prioritised.

v) How should it be done?

‘Without prescribing the components of the new approach ahead of the Stage 3 co-design activity, the common principles provide
a starting point from which the materials and guidance would be developed. However, it is likely that information for the patient and
family to support their navigation through the novel (to them), potentially retraumatising, and often confusing investigation process,
will be an important component. Further, the approach needs to recognise the relational nature of investigations, and that they are
not just “fact-finding” processes to establish and objective “truth”. The tensions involved in reconciling different data sources and
perspectives on the same event need to be recognised and made visible for all involved. Finally, the new approach needs to
prioritise and promote transparency and seek to create processes that lead to equity in outcomes.






OPS/images/frhs-05-1519124/frhs-05-1519124-t004.jpg
Action
(1) Analyze the management of suicide
assessments.

Motivation
‘The assessments often serve as guides for
decisions of healthcare and suicide-
reducing interventions.

(2) Extend the analysis to the very time
when the discase or relevant problem
first started.

(3) Analyze the system of the patient as
a whole.

Crucial to understand the suicidal
process, the interacting factors, and the
care process preceding suicide.

Enables understanding of the interplay
between patient, next of kin, and
stakeholders to identify possibilities for
improvement in cooperation.

(4) Make efforts to understand how the
patient experienced healthcare and how
care managed to meet the needs of the
patient.

Trust in healthcare and trustful
communication are essential for
adherence and influences the outcome of
healthcare.

(5) Focus the analyses on the areas of
importance for safe care and key events
in the suicidal process.

‘Makes the investigation legible and eases
identification of areas of improvement in
suicide prevention.

(6) Integrate the experiences of family
and significant others in the analyses.

Contributes to understanding the reality
that the patient faced and managed in
daily life and facilitates learning from
how the care managed to meet the
expectations and needs.

(7) Include expertise and broad
experience in the analysis team.

Ensure good quality and relevance of the
investigation.

(8) Save extensive analyses for the most
complex suicide cases.

(9) A structured approach should guide
the investigations.

Cases with several involved caregivers
were considered 1o have the largest
potential for learning.

A template based on all other actions
should improve the investigations.
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Workshop 1

Stage of
fieldwork

Attendees

Trained investigators across sites and research
team

Workshop topic

Sharing a draft investigation report with patients and families

Workshop 2 and 3
Same content delivered
twice

Workshop 4

Workshop 8

Workshop 9

Trained investigators and managers across sites
and research team

Trained investigators and managers across sites,
patients/relatives, co-design partners, academics,
policymakers and research team

Recruitment, sharing a draft investigation report with patients
and families, adopting a more joined-up approach, and
additional complexities in mental health settings

Revising the co-designed Learn Together guidance

Sharing a draft investigation report with patients and families

Involving patients and families in a mental health setting

‘Trained and un-trained investigators and
‘managers working for the national investigation
body and researchers (LR, JOH).

Involving families in independent investigations

Researchers (LR, JOH, ]M, DH)

Revisions to the guidance and development of supplementary
website, imagery and video content.

Researchers (LR, JOH, JM, DH)

Revisions to the guidance and development of supplementary
website, imagery and video content
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Revisions to the learn together guidance following
evaluation

A shift in tone from “information sharing” to “rebuilding trust and
relationships®

Explanation

‘The original tone of the guidance centered on sharing information to patients and families, to
equip them with relevant knowledge and empower them to become involved in ways that met
their needs. However, the needs of patients and families varied widely, and frequently changed
as investigations progressed. Because of this, the “identity” of the guidance was important, and
needed to shift more towards rebuilding trust and relationships. This was driven by the
principle that harmed patients and families want human responses to harm, and not
organizational responses. This affected how the guidance as a whole was written and led to the
addition of an opening letter from members of a patient and family advisory group,
compassionately relating to how people may be fecling. In addition, personal messages from
people with lived experience were scattered throughout the revised guidance

A re-structure to orient around relational touchpoints rather than
chronology

Additional support and resources for all when sharing draft investigation
reports

Explicit reference to the required support and training for investigators
working in a challenging and emotionally laborious role from all levels of
the system

‘The guidance was originally developed following the chronology of an investigation. This
assumed that time would be the most common reference point. However, we found that

patients and families were not always ready to engage in an investigation process whether due
to emotional state, or practical constraints of everyday life, and that “time” itself can be
experienced in a fandamentally different way for people, especially those who recently

experienced trauma. Therefore, we shified the focus from chronology, to relational
touchpoints, learning from the independent investigatory body and their 10-step process. This
accepted that the “start” point for patients or families might happen after an investigation has
started and that their level of engagement may vary at different stages of the investigation. The
emphasis was placed on being as involved as much or as little as the patient or family would
like, and that regardless of when they wanted to engage in the process, the same relational
“touch points” would apply. This understanding sits at the heart of the revised guidance which
is guided by a new process—termed the “five-stage process”

Stage 1: Understanding you and your needs—The investigator is encouraged to meet with
the patient and family to understand their needs following the incident. Patients and families
need time and space to talk about what has happened, in their own words. This is an
important step on the road to recovery and helps them begin to make sense of what happened.
Stage 2: Agreeing how you work together—The investigator is encouraged to work with the
patient and family to develop a shared understanding of how the investigation will progress,
what the investigation will look at and how they will work together based on ten common
principles (27, 28).

Stage 3: Giving and getting information—The investigator is encouraged to gather
information from relevant sources, including the patient and family, who have a unique and
valuable perspective on what happened and may have information others do not have access
to. This step includes regular updates, even if there is no specific news, and being transparent
about any delays.

Stage 4: Checking and finalizing the report—The investigator is encouraged to discuss key
findings with the patient and family before passing on the draft report, sensitively preparing
them for any information that might be unexpected or any points of disagreement. This is
because reading the draft report for the first time can be very difficult, even after such
discussions, and the patient and family should be prepared for this. The investigator is
encouraged to invite the patient and family to feedback on the draft about the accuracy of their
account of the incident and other important details, raise any additional questions or
challenge other content.

Stage 5: Next steps—The investigator is encouraged to close the investigation in a way that
dignifies and reflects the potential impact on those involved, provide a copy of the final report
and check whether they have any further questions or needs for support. If the investigator is
unable to meet the patient and family’s needs, they are encouraged to advise them where to
access the appropriate support

‘The sharing of a draft report was found to be a critical window of opportunity for enacting the
fundamental principles of meaningful involvement and was one that shaped as much by the
flexibility of the wider system, as the approach taken by individual investigators. The revised
guidance provided additional, detailed support and resources for investigators, patients and
families during this stage. For patients and families this included a message from someone
who had experienced an incident investigation, as well as sections on “getting prepared for the
report” and “checking the report”. For investigators this included sections on “preparing to

share the draft report” and “getting feedback on the draft report”
1t was clear that there needed to be an explicit recognition of the loneliness felt by individual
investigators faced with an emotionally demanding role, as well as navigating systemic issues
alone. Because of this, the revised guidance emphasized the importance of not only the
investigator, but also middle management, senior leadership and the wider system and outside
agents who all play a significant role in enabling or making it difficult for these people to do
what feels like the “right thing”, and meaningfully involve patients and families following
patient safety incidents

Supplementary, digital resources

A new, supplementary website containing videos and images from lived and professional
experience, as well as additional signposting to relevant support for all stakeholders was

developed (hitps://learn-together.org.uk)
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Strategy

Build a coalition of interested parties

Details
Panenl/famdy advoczles clinicians; patient safety, patient relations, risk management, claims, insurance, and legal
leaders; CRP experts; ions that have been collecting CRP measures; healthcare
measurement experts; PSOs; healthcare accreditation organizations; public and private payers; patient safety and risk
management software vendors; health information technology regulatory entities; data collection and management entities;
other professional associations, societies, state-level groups (such as the Betsy Lehman Center in Massachusetts), legislators,
patient safety advocacy groups; national quality measurement-focused organizations.

Address the barriers to measurement

Reduce the burden of CRP measurement; co-design with patient safety and risk management software vendors; consider data
entry & management, data analysis, and the visual display of results; flexibility across care settings; the role for artificial
intelligence, large language models, and requirements/regulations to incentivize vendors to better support CRP measurement.

Consider measure development processes

Develop guiding principles, a holistic and aspirational vision of CRP measurement that attends to a variety of measure types—
mphasiing ouicome nd expeience messures focused on patent sty andthe people ffctd b events, and uing procss
measures to “diagnose” sub-optimal outcomes and inform CRP i d formal measure

processes.

Define a nationally recognized standardized
‘CRP measure set

A nationally recognized standardized CRP measure set, including a standard definition for “CRP events,” would facilitate
integration into patient safety and risk management software, help organizations attest to the Centers for Medicare &
Medicaid Services (CMS) Patient Safety Structural Measure (PSSM), inform future patient safety process or outcome
measures, and form the foundation of a CRP accreditation program and the basis for financial incentives for organi

Develop methods of sharing data amongst
organizations

Consider the role for Patient Safety Organizations (PSOs), including the potential benefits, drawbacks, and pitfalls. Once
sharing mechanisms are established, conduct comparative analyses and benchmarking, and celebrate CRP measurement
Successes.
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Stage 1a: Review of Stage 1b: Documentary Ramsey et al., 2022
empirical literature analysis of policies McHugh etal, 2024

Ramsey et al., 2024
Ramsey et al., 2025

O’Hara et al., under review

Ramsey et al., under review
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Organization summary
Setting ical 1 Mental health Maternity—National
No. of patients | Approx. 500,000 Approx. 800,000 Approx. 580,000 Approx. 980,000 Approx. 700 consenting
families meeting criteria of
harm per year

No. of sites 2 (largely community care) | 50 307 (all maternity units in
England)

Socio- One of the most deprived | One of the most affluent areas | One of the most deprived | A mixture of affluent and | National reach across
economic areas of England of England areas of England deprived areas England

profile

Investigation process
Investigators | Investigators had varying | Predominantly one bank Investigators were employed | Investigators were employed | Independent investigators
we worked with | levels of experience, training | investigator, whose role was | at the Trust and bank at the Trust and bank worked in pairs, and their
and caseloads. Incidents | purely to investigate and who | investigators who were used | investigators who were used | role was purely to investigate.
deemed complex tended to | conducted most Trust regularly and investigating | regularly and investigating | Investigators were supported
be investigated by those | investigations. They were was their only role. was their only role. Bank | with central resource and
more experienced. trained, experienced in patient | Investigators had varied investigators included retired | training. Investigations were
Investigators also worked in | safety and had a background | backgrounds in patient members of staff who assigned based on region and
governance or clinically. | in nursing. Other safety, complaints, audit and | investigated on a part time | caseload. Investigators had
Some maternity staff investigators had current nursing. Levels of training | basis. Levels of training varied background in
conducted regular senior clinical roles with varied. Investigations tended | varied. Investigators had midwifery, nursing,
investigations limited time to investigate | to be assigned based on varied backgrounds in academia, safety science,
caseload patient safety, national governarce, patient safety,
investigations and nursing | risk management and
inclusion

How patients/ | Investigalors made initial contact to explain the investigation | Investigators liaised with | The care team made initial | The investigator and
families were | process and ask how they would like to be involved, usually | clinical teams to determine if | contact and introduced the | investigation support made
involved via telephone. The investigator provided updates as regularly | any contact had been made | investigator where possible. | initial contact, usually via
as agreed (eg, condolences) before | Investigators explained the | telephone, to arrange an in-
explaining the investigation | process and asked how they | person meeting in the family
process, usually via letter, | would like o be involved via | home where possible, to
including contact details if | a method that felt listen to the family
they wish to be involved. | appropriate e, letter, perspective of what happened
Where necessary, the telephone or meeting. Where | and to explain the
investigator sought next-of- | necessary, the investigator | investigation process. The
kin contact information via | sought next-of kin contact | investigator provided updates
the coroner. The investigator | information via the coroner. | as regularly as agreed, guided
asked those who made People were invited to by a 10-step process
contact with them, how they | contribute to setting the
would like to be involved | terms of reference and the
investigator provided
updates as regularly as
agreed
Not formally part of the | The draft report was accuracy | The draft report was shared | The draft report was signed | The draft report was reviewed
investigation process—tried | checked by a clinical team and | with the clinical team. off by the quality assurance | by a panel of clinical advisors
once and was signed off by | permission was sought from a | Patients/relatives were group and shared with the | and sent to the Trust for
the executive team before | subset of the serious incident | notified that the report was if they y-checking and any
sharing with the family. The | group to repeat the process | ready to share and asked if | wished to receive it, viaa | amendments were made,
executive team routinely | with the patients/family if | they would like to receive a | method that felt appropriate. | before repeating the process
gave final sign-off of reports | they wished to receive it. copy, usually via letter. The | The Trust incident review | with the family. The final
Feedback was considered and | final report was provided to | group provided final sign off | report was shared with the
changes made where the coroners where necessary | of the report and sent to the | family, Trust, NHS
necessary. Investigators coroners where necessary | Resolution and relevant
present the report to the organisations. A tripartite

Serious incident group for meeting was offered. If

final sign off. A copy is sent to accepted, the Trust was

the patients/family by post. responsible for arranging
Liaison is then handed back to representation from the

the care group Trust, independent
investigatory body and family
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Aspects

Example
dimensions

Example measures (outcome measures bolded)

Harm events Volumeseverity # & severity of harm events, # 1o which the CRP is applied (aka “CRP events”)
Provenance How CRP events came to the satention
Type Categories of events (e, diagnosic delays, medication errors, etc)
Locations/services Places where harm events happened, the involved services
Equity Stratfying event-related measures by race, ethnicity, language, etc.
G with Process-adh % getting initial post-event review d when
patients/families serious harm was preventable
Timeliness Time between event reports and initial communications with patients/families; time between completing event
reviews and the findings
Effectiveness & PUFam- | Pt/fam of respect, honesty, i ities to ask questions, etc.
centeredness
Equity Stratfying communication-related measures by race, ethricity, language, elc.
Support of Timeliness Time between event report, assessments of support needs, offers of support

Support of clinicians

Types & Magnitude

Nature & scope of support offered to pt/fam (e.g, counseling, logistics, etc.), % with legal representation or
other 3rd party support

Effectiveness
Equity
Timeliness

Pt/fam assessments of how well their support needs were met
Stratfying support-related measures by race, ethnicity, language, etc.
‘Time between event report, assessments of support needs & offers of support

Types & magnitude

Nature & scope of support offered to clinicians (¢.g. counseling, etc.)

Effectiveness

Clinicians’ assessments of how well their support needs were met

Event review

PUfam engagement

% of CRP events that included the pt/fam narrative

Timeliness

‘Time between event report and completion of event review

Contributing factors
-

Aggregated learnings about the causes of events
% of findings shared with clinicians and beyond (e, via a PSO)

Outcomes % CRP events deemed preventable, non-preventable
Patient safety improvements | Timeliness “Time between event report & complete implementation of corrective actions
Effectiveness Corrective action strength, unmitigated contributing factors, # of events
CRP outcomes Types % only involving (no litigation or % involving litigation, % involving a
proactive offer of compensation, etc.
Timeliness Time between event report & completion of CRP process

Malpractice experience

# of claims/suits, legal costs, indemnity payments (incl. proportion going to pt/fam who experienced
preventable harm), # of NPDB reports

Effectiveness

Pt/fam & clinician assessments of the process, degree to which it met their needs, non-physical outcomes
(emotional, psychological, financial, and socio-behavioral including trust, healthcare engagement,
etc)

Opportunities for
improvement

Qualitative information from pt/fam and clinicians

Equity

Stratifying outcomes by race, ethnicity, language, etc.

CRP resourcing

Team & workload

CRP team roles, credentials, FTE, events per FTE, etc.

Costs

CRP team FTE, training, supporting systems (e.g., vended software), waived bills, pt/fam & clinician support
expenditures, external reviews, legal representation, indemnity payments, etc.

%, percentage; #, number; PUfam, patient/family; NPDB, National Practitioner Data Bank. This table represents a sampling of measures noted during the PACT Network Measurement
Workgroup’s conversations and it is intended to provide context for readers unfamiliar with CRPs. These example measures here have not necessarily been endorsed by PACT.
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No. of trained

PH2 | MH1 | MH2 | IND | Total

No. of investigations
discussed

No. of investigations
followed

No. of investigators we
worked with

No. of people consenting
to take part

No. of patients/families
consenting

No. of staff (non-clinical,
dlinical) consenting

No. of interviews
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Questions

What is most important to analyse in the investigations of healthcare before
suicide?

How can this be done?

How can we bring in the perspectives of the patient?

What time period do you think is relevant to analyse?

How to recognize warning signs for suicidality?
How to think about suicide risk assessments?

What are the key elements to analyse in the healthcare contacts?
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Holistic approach

Suicidality

Effectiveness of the
investigation
‘The involvement of all current stakeholders

Time

‘The competencies of investigator leaders
and analysis team

‘The system supporting the patient

Prioritized cases for extensive analysis (P)*

‘The patient’s perspective and
expectations
‘The factors of significance in the care

Guide a structured approach (P)*

*P = this subtheme was identified among professionals only.
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Characteristics
Women

Number (n)

Men

Lived experience of suicidality

Family to deceased

Researchers in suicidology

Patient safety leaders

Officials at supervisory authority
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Investigator guidance (27, 28)

Contents

JJ Learn
¥ Together Introauction

NIHR e,

The Investigator guidance booklet provided an introduction of key background information including the common principles for
involvement, what people need during an investigation and sources of support, as well as information about how to make this
work for them in practice. Investigators were guided through patient and family involvement in investigations at each stage, broken
down into subsections: “prepare yourself”, “initial contact”, “continued contact”, “closing contact” and “support for you”.

Patient and Family Guidance (27, 28)

Contents

% Learn
¥ Together

reontanescen Tt o vy 50 n o w10 l

Yottt vt e o ki s bkt
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The patient and family guidance provided information designed to support patients and their families through the process. The content
of the booklet was broken down into two key parts. First, “general information”, which was designed to help people know what to
expect during the serious incident investigation process and prepare them to engage from an informed position. Second, “your
investigation”, which was designed to support people to be involved as much as they would like to be, with reflective space to
record information, questions and any other information that may feel important.

Other documents:

1. Investigation record

2a. National investigatory body—investigator support

2b. National investigatory body—patient and family reflective booklet
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Medical Case: Insuln overdose

Adull, female patient with disbetes admitted for
eacerbation of chronic obstructive pulmonary disease
(COPD). Physician handwrites “7U” rather than approved 7
units” on admisson orders. Nurse mistook “7U” for 70",
checked with another nurse, and then gave 70 units of insulin.
Nurse discovered patient unresponsive in room shortly
thereafter. Patient successfully treated for hypoglycemia, spent
the night in ICU, and is now fine. Patient is confused about
why she became il so quickly. Patient's emotional response
when error is revealed is distressed and sad.
Surgcal Case: Lost specimen

Adult, female patient undergoes urgent surgery for vaginal
bleeding. Suspicious cervical mass is removed, leading to
significant perioperative bleeding. In the chaos, the mass is
inadvertently discarded. Bleeding is controlled and the patient
makes full surgical recovery. During the procedure, the
circulating nurse was relieved by another nurse for a scheduled
break Following the procedure, the lab calls to report that the
specimen container was received empty. An immediate search
of the operating room confirms that the tissue specimen is
irvetrievably lost. The lack of biopsy will complicate diagnosis
and decision making about treatment. Patient’s emotional
response when error is revealed is distressed and sad.
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SETTINGS

Canada

Total

NUMBER

TYPE

Tertiary care, teaching facility
Community, teaching facility
Federal, integrated care system

Cooperaive care system

PARTICIPANTS

NUMBER"

SPECIALTY*

Medical cl

63% (48)

55% (12)

61% (60)

Surgical clinicians

37% (28)

45% (10)

39% (38)

TOTAL FEMALE % (N)*

63% (48)

59% (13)

62% (61)

FEMALE BY PROFESSION®
Female MDs % (N)
Female RNs % (N)

37% (14)
89% (34)

18% (2)
100% (11)

33% (16)
92% (45)

YRS IN PRACTICE mean (sd.)°

156 (11.8)

YRS IN PRACTICE BY PROFESSI!

ON®

MD mean yrs (s.d.) [

12 (93)

RN mean yrs (s.) [

19 (12.8)

SIMULATED ERROR DISCLOSURES

NUMBER

38

11

TYPE OF ERROR DISCLOSED % (N)*

Medical error
Surgical error

63% (24)
37% (14)

55% (6)
45% (5)

61% (30)
39% (19)

LENGTH OF SIMULATION

Mean # of minutes (s.d.)™*

| 9709

10120 | 9809

“Data from videotaped disclosures. N equals actual number of participants. Available for both

US. and Canadian data.

"Data from respondents who answered a separate web-based demographics survey. N does
ot equal number of participants in videotaped simulations due to non-responders. Web-
based demographic survey not collected for Canadian simulation participants.

Length of disclosure measured from first “in-character” utterance to last utterance by either

MD or RN participant.
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