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ORIGINAL ARTICLE

Evaluation of an immersive simulation
programme for mental health clinicians to address
aggression, violence, and clinical deterioration

Jeanne Young, Kylie Fawcett and Lucia Gillman
Royal Perth Bentley Group (RPBG) Organisational Learning and Development, Perth, Australia

ABSTRACT: This study investigated the effectiveness of high-fidelity immersive simulation
education to support inter-professional hospital clinical staff in recognizing and responding to
aggression, violence, and clinical deterioration of patients admitted with mental health issues.
Increased incidents of aggression and violence have been reported in many clinical hospital
settings, especially in mental health wards. Patients experiencing severe psychological distress/
agitation can result in the escalation of physiological symptoms such as chest pain, difficulty
breathing, traumatic injury, etc. Mental health staff do receive aggression prevention training and
medical emergency team training. However, there is added complexity when dealing with a mental
health patient who is exhibiting aggressive, violent behaviour while also experiencing a medical or
psychological emergency. Therefore, mental health staff needed a combined training programme
that enhanced their delivery of recovery focussed care, de-escalation, and medical emergency crisis
resource management skills. This study used a prospective quasi experimental research design
with repeated measures. Hospital clinical staff were immersed in two mental health emergency
response and clinical deterioration scenarios and debriefing sessions. Self-efficacy was evaluated
using a 10-item validated tool which addressed non-technical skills of Leadership, Management,
Communication, and Teamwork. The sample consisted of 122 clinical staff, with the majority from
mental health wards (52%; n = 63) who were nurses (68%; n = 83). Mean self-efficacy scores
increased significantly across the three time points (F = 11.555; df = 2; P = 0.000). Post hoc
pairwise comparisons showed that self-efficacy scores increased between pretest (mean 62.9;
n = 122) and posttest 1 (mean 83.2; n = 122) and follow up, 3 months later (posttest 2; mean
81.9; n = 24). Between pre- and posttest 1, significant improvements in self-efficacy were observed
for both the Leadership/Management domain (t = 8.2; df 119; P < 0.000; 95% CI 13.3–21.7) and
the Communication/Teamwork domain (t = 8.0; df 119; P < 0.000; 95% CI 11.1–18.4). Immersive
simulation with high fidelity education was found to be effective in improving hospital nursing
and medical staffs’ confidence, when responding to incidents of aggression/violence and clinical
deterioration of a mental health patient.
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INTRODUCTION

The acute deterioration of patients with mental health
conditions can manifest physiologically, cognitively or
psychologically, often requiring emergency intervention
(Manu et al. 2015; Porter et al. 2018). Further com-
pounding emergency intervention is when agitation,
aggression and violence are also present, sometimes
masking the underlying clinical issue (Craze
et al. 2014).

Increased incidents of aggression and violence have
been reported in many clinical hospital settings (Aus-
tralian Institute of Health and Welfare 2016; Bor-
dignon & Monteiro 2019; Braitberg et al. 2017;
Manchego et al. 2015). Aggressive or violent incidents,
whether perpetrated, received, or witnessed, can
greatly impact on the health and well-being of already
vulnerable patients. Studies have shown that people
suffering from mental health conditions, cognitive or
emotional problems, substance withdrawal, dementia,
trauma, etc., are more frequently involved in aggressive
and violent incidents (Fazel et al. 2009; Li et al. 2020).

A systematic review of 20 international studies
(n = 18 423) reported that the rate of general violence
was 4–5 times greater in individuals experiencing psy-
chosis (Fazel et al. 2009). A meta-analysis study involv-
ing 61 800 health care professionals reported
prevalence estimates of workplace physical violence
ranging from 2.8% to 88.3%, with a pooled prevalence
estimate of 19.3% (Li et al. 2020). The highest physical
violence estimates in this study were found amongst
staff working in psychiatric units (Dickens et al. 2013;
Fazel et al. 2009).

Research by Dickens et al. (2013) also reported a
high prevalence of aggressive incidents by patients
admitted to a secure psychiatric hospital in the United
Kingdom. From a sample of 373 patients, 3113 aggres-
sive incidents were reported over a 16-month period.
The top three aggressive incidents were physical assault
(n = 1768; 56.4%), property damage (n = 144; 4.6%),
and verbal abuse (n = 133; 4.3%), with a further 993
(31.3%) incidents reported that involved self harm
(Dickens et al. 2013).

For patients coping with mental health conditions,
different strategies are needed to manage episodes of
aggression and violence. Interventions such as recovery
focussed care, which aims to establish collaborative
therapeutic partnerships between patient and staff, is
an integral component in fostering a trusting relation-
ship (Craze et al. 2014; Lim et al. 2017, 2019). Verbal

de-escalation techniques and situational awareness
safety procedures are other effective strategies utilized
in the management of aggression and violence (Craze
et al. 2014; Lim et al. 2017, 2019). While mental health
staff are trained in dealing with agitation, aggression,
and violence, it is imperative that they are also
upskilled in recognizing and responding to acute psy-
chiatric and physical deterioration of patients in their
care.

The use of medical emergency teams (MET) or
rapid response teams is both well-established and rec-
ognized in reducing mortality rates, cardiac arrests and
admissions to intensive care units (Al-Omari
et al. 2019; Maharaj et al. 2015; Manu et al. 2015; Por-
ter et al. 2018; Winters et al. 2013). The use of MET
teams within psychiatric settings appears to be limited
but does highlight the need for emergency medical and
psychological training of all mental health staff (Craze
et al. 2014; Manu et al. 2015; Porter et al. 2018).

One study by Manu et al. (2015) evaluated the use
of rapid response teams in a 222 bedded psychiatric
facility in New York city. Of the 169 emergency
response activations, the most common reasons for
assistance were for acute changes in condition
(n = 109; 64.5%) such as chest pain, loss of conscious-
ness, falls, and hypertension. Abnormal physiological
parameters accounted for 27.2% (n = 46) incidents. Of
these patients, 75.2% (n = 127) were transferred to the
emergency department for treatment, with 27.2%
(n = 46) admitted to medical or surgical wards (Manu
et al. 2015).

Porter et al. (2018) undertook a retrospective medi-
cal record review in an acute mental health setting of
patients who required MET intervention. Of the 140
records analysed, the most frequent reason for a MET
call was being ‘worried’ about a patient’s condition (e.g.
altered conscious state, low oxygen saturation or chest
pain; n = 47; 34%) followed by hypotension (n = 31;
23%) or low Glasgow Coma Scale scores (n = 22; 16%;
Porter et al. 2018).

For staff to respond effectively in any emergency sit-
uation, ongoing training, and practice are required.
Immersive high fidelity simulation education is a firmly
established training modality for MET training, where
it enables clinicians to practice and refine their crisis
resource management skills in a safe learning environ-
ment (Allen et al. 2018; Kelly et al. 2014; McGarry
et al. 2011; Watters et al. 2015). The teaching and
practice of non-technical crisis resource management
principles has been shown to enhance communication,
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teamwork leadership, situational awareness, and follow-
ership (Boet et al. 2014; Coggins et al. 2017; Tschan-
nen et al. 2018; Watters et al. 2015; Yang et al. 2019).
Followership involves staff assisting the leader by sup-
porting and contributing to the team, providing con-
structive ideas and solutions, and anticipating key
actions required (Boet et al. 2014; Coggins 2017;
Tschannen et al. 2018; Yang et al. 2019; Watters
et al. 2015).

Specifically, these high-fidelity simulation education
training sessions, utilize immersive scenarios coupled
with debriefing discussions to afford clinical staff the
opportunity to develop/refine skills in a risk-free clinical
environment, identify areas for individual (and collec-
tive) improvement, and gain a unique insight into the
pressured environment of an emergency situation
(Allison et al. 2017; Bergh et al. 2015; Brogaard
et al. 2019; Buckley & Gordon 2011; Chung et al. 2018;
Feinstein & Yager 2018; Figueroa et al. 2013). An addi-
tional benefit of immersive simulation education is
enhanced self-efficacy/confidence levels acquired by
staff from being subjected to immersive experiential
learning.

Many research findings show that higher levels of
self-efficacy can positively enhance communication,
resuscitation skills, collaboration and influence clinical
performance (Allen et al. 2018; Buckley & Gor-
don 2011; Chang et al. 2010; Egenberg et al. 2017;
Figueroa et al. 2013; Krull et al. 2019; McRae
et al. 2017; Mitchell et al. 2020; Watters et al. 2015;
Wu et al. 2019). However, there are few recent studies
that have evaluated the effectiveness of simulation edu-
cation on self-efficacy in the management of aggres-
sion/violence in a hospital setting (Krull et al. 2019;
Mitchell et al. 2020; Wu et al. 2019).

One hospital-based study by Mitchell et al. (2020)
assessed perceived confidence with managing clinical
aggression using immersive simulation education in a
sample of 146 paediatric nursing, medical, allied
health, education and security staff. Findings showed
significant differences between pre- and posttraining
with 80% (n = 117) of participants reporting higher
confidence levels in managing clinical aggression. Sixty
six percent (n = 44) of participants also reported con-
tinued confidence 3–6 months later.

An emergency department study by Krull
et al. (2019) assessed whether simulation education
using verbal de-escalation techniques and physical
restraint application enhanced interprofessional staffs’
knowledge, self-confidence, skills, ability, and prepared-
ness in responding to patient violence. In this sample

of 96 staff, significant improvements at posttest were
observed for all five categories, with preparedness hav-
ing the greatest increase. Krull et al. (2019) concluded
that simulation training was beneficial in providing a
safe environment for staff to experience, reflect, learn,
and practice.

A small (n = 34) but rigorous Taiwanese study by
Wu et al. (2019) evaluated simulation training for the
prevention of violent episodes in the emergency
department. Wu et al. (2019) also reported significantly
improved staff self-efficacy ratings at posttest and
delayed posttest for responding to violent episodes
(Wald X2 85.202, P < 0.001).

It is very encouraging that many hospitals are provid-
ing clinical staff with simulation education for managing
medical emergencies and/or violence in the emergency
department (Bergh et al. 2015; Brogaard et al. 2019;
Buckley & Gordon 2011; Egenberg et al. 2017; Felton
& Wright 2017; Figueroa et al. 2013; Kolb 1984; Krull
et al. 2019; McRae et al. 2017; Mitchell et al. 2020; Wu
et al. 2019; Van Schaik et al. 2011). However, there is
also a need for advanced emergency simulation educa-
tion programmes tailored for mental health staff who
are constantly exposed to violence and aggression.

For this reason, the Mental Health Emergency
Response Programme (MHERP) was created to sup-
port the development of skills that enhanced staffs’
ability to proactively manage potential aggressive/vio-
lent incidents and respond to acute clinical deteriora-
tion (mental or physical) of a patient. This programme
provided an experiential learning opportunity for inter-
professional mental health staff to be immersed in
high-risk acute psychological and medical clinical situa-
tions that were delivered in a low-risk educational envi-
ronment.

AIM

This study investigated the effectiveness of high-fidelity
immersive simulation education to support inter-
professional clinical staff in recognizing and responding
to the acute clinical deterioration of mental health
patients who are also displaying episodes of aggression
or violence.

METHODOLOGY

Design

The project used a prospective quasi experimental
research design with repeated measures to evaluate the
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mental health clinical deterioration simulation interven-
tion at pretest, posttest 1, with a final survey sent to
participants three months after course attendance
(posttest 2).

Participants and setting

Inter-professional clinical nursing, medical, and allied
health staff working on mental health wards at two
major teaching hospitals were invited to participate. A
final sample of 122 clinical staff were involved in this
study. However, the impact of COVID-19 limited the
release of mental health staff to attend this programme,
with vacancies opened to medical wards and emer-
gency departments who provide care to patients with
mental health conditions.

The MHERP was delivered by a dedicated team of
mental health clinical experts, simulation experts and
professional actors. The education training was con-
ducted in a clinical skills simulation suite located at the
hospital. The suite was set up to faithfully represent a
mental health patient’s common area, patient’s room
and bathroom area. Rooms without one-way mirrored
glass had a video camera, which allowed the scenario
to be realistically played out while still allowing the
simulation faculty viewing access when patients/staff
moved between rooms.

A life like electronic high fidelity 3G patient simula-
tor was also used in scenarios to capture the physical
deterioration of a mental health patient. The patient
simulator allowed staff to talk with the patient, under-
take and obtain observations, deliver intravenous fluids
or medication, take blood, live shock the patient, etc.
Additionally, participants could access all necessary
clinical resources appropriate to the scenarios, includ-
ing cardiac monitors, resuscitation drugs and equip-
ment, pathology/laboratory data, imaging services, and
communication systems. Staff underwent full orienta-
tion to the simulation suite prior to commencing the
simulation scenarios.

Intervention

Simulation training was underpinned by an experiential
learning framework. Inter-professional staff were
immersed in high-risk acute mental health clinical sce-
narios to develop and practice their crisis resource
management skills (Felton & Wright 2017; Kolb 1984;
Yang et al. 2019). Participants worked within their
scope of practice when immersed in the simulation sce-
nario to diffuse and address the needs of the patient

and other patients present as well as staff and visitors.
Participants used their clinical and their non-clinical
skills such as establishing a collaborative partnership,
verbal de-escalation, and situational awareness to man-
age the situation.

The crisis resource management methodology was
also used, this is a team training method that teaches
teamwork concepts such as assessment, role responsi-
bility, assertiveness, effective communication, support,
and resource management so that healthcare profes-
sionals are better prepared for emergencies and able to
avoid errors that can occur under pressure (Allen
et al. 2018; Allison et al. 2017; Boet et al. 2014; Cog-
gins et al. 2017; Feinstein & Yager 2018; Kelly
et al. 2014; McGarry et al. 2011; Tschannen
et al. 2018; Watters et al. 2015; Yang et al. 2019).

Simulation and mental health faculty members
devised several mental health emergency responses
and clinical deterioration scenarios such as beha-
vioural disturbances, escalating agitation resulting in
violence, aggression, and violence incidents resulting
from withdrawal from alcohol and/or opioids or
resulting in self-harm. Mental health patients’ roles
were delivered by a professional actor (Crofts
et al. 2008). A 3G patient simulator was used in the
delivery of medical emergency scenarios such as
clozapine toxicity, eating disorder resulting in elec-
trolyte imbalance and suspected COVID-19 deteriora-
tion. For these scenarios, the actor played the part of
an agitated/aggressive relative, adding further depth
and complexity to the learning objectives of the sce-
nario.

Each course had capacity for 8–10 places with par-
ticipants sent an online pretest survey and course infor-
mation 1 week prior to attendance. Participants were
immersed in two real life mental health acute deterio-
ration scenarios followed by in-depth debriefing ses-
sions conducted in a safe learning environment.
Scenarios were based on real life de-identified clinical
incidents and Code Black (personal threat) incidents.
The debriefing sessions enabled staff reflection and
provided an opportunity to discuss actions and perfor-
mance before a second simulation scenario and
debriefing was undertaken. Scenarios alternated and
were selected based on participants’ learning require-
ments and contextual needs.

Instrument

Participants’ confidence and abilities were measured
three times; pretest, posttest 1 with a final survey
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3 months after attending the course (posttest 2). A 10-
item validated self-efficacy Likert scale was used which
ranged from 0 (no confidence) to 100 (very confident).
The instrument had strong reliability (Cronbach alpha
0.926) and covered two domains; leadership/manage-
ment and communication/teamwork (Watters
et al. 2015). Additional items captured demographic
data, confidence ratings for clinical skills, knowledge,
and application of crisis resource management princi-
ples.

Data analysis

Quantitative data analysis consisted of descriptive as
well as inferential statistics such as paired t tests, mul-
tivariate repeated measures analysis were used to
measure, incidence, knowledge, and self-efficacy over
time using SPSS v24. The level of statistical signifi-
cance for all tests was set at P = 0.05 using two-tailed
tests.

Ethical considerations

As this study was deemed minimal risk with staff
choosing to attend this education programme, clinical
governance approval was sought instead from the hos-
pital’s Mental Health Division Committee (ref 39039).
The study adhered to the organization’s policy for ethi-
cal conduct which is underpinned by the National
Health and Medical Research Council’s (2018) state-
ment on the ethical conduct of research with regard to
staff recruitment, consent, withdrawal, privacy, and
data security/storage.

Flyers were sent to all mental health and relevant
clinical areas promoting the MHERP. Staff registered
themselves to attend sessions and were sent detailed
information sheets addressing the following require-
ments/issues of being involved in a research study
which included that participation was voluntary and
they could withdraw if they wanted with no adverse
outcomes, written informed consent, confidentiality
agreements and that completion of three short surveys
was also required.

The simulation faculty members and professional
actors were also required to sign confidentiality agree-
ments prior to attendance with all hard copy documen-
tation kept in a locked cabinet with electronic
documents were password protected that could only be
accessed by the research team. Data will be kept for

5 years before being destroyed by shredding and by
erasing electronic information.

RESULTS

Demographics

The final sample consisted of 122 participants, the
majority (68%; n = 83) of staff were nurses and the
remainder were medical officers. The mean age of the
group was 37 years (SD 11.3 years) and 70% (n = 85)
were female. The majority were from mental health
wards (52%; n = 63) followed by medical wards and
the emergency department.

Half the sample (n = 61) stated they had attended
simulation training previously with most attending
MET Simulation training (n = 50; 41%). Since com-
pleting the course, only 24 participants responded to
the posttest 2 survey. Of this group, 10 stated they had
been involved in a real medical emergency, with all rat-
ing highly the value of attending the simulation educa-
tion.

Overall self-efficacy scale results

Self-efficacy was shown to significantly improve
between pre- and posttest 1 for all 10 items which cov-
ered the domains of leadership/management and com-
munication/ teamwork (see Table 1). Managing a
clinical emergency showed the highest improvement
(mean difference 21.2 points) between pre- and postt-
est 1, followed by taking a leadership role in an emer-
gency (mean difference 19.0 points).

A repeated measures ANOVA determined that mean
self-efficacy scores differed significantly across the
three time points (F = 11.555; df = 2 P = 0.000;
n = 24). Despite a smaller sample, post hoc pairwise
comparisons showed that self-efficacy scores increased
between pretest (mean 62.9) and posttest 1 (mean
83.2) and remained steady at follow-up 3 months later
(posttest 2; mean 81.9). A large effect size measuring
strength of association (Cohen statistic 0.344) was also
observed for this sample between time intervals.

Self-efficacy ratings were then subdivided based on
the domains of leadership/ management and communi-
cation/teamwork (see Fig. 1). Leadership/management
domain was shown to have the highest mean score
improvement (mean score difference at posttest
1 = 9.3).
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Findings revealed that between pre- and posttest 1,
significant improvements in self-efficacy were made in
both domains (Leadership/Management t = 8.2; df 119;
P < 0.000; 95% CI 13.3–21.7; Communication/Team-
work t = 8.0; df 119; P < 0.000; 95% CI 11.1–18.4).

Participants also rated their clinical skills, knowledge
and application of CRM non-technical skills (see
Table 2). Findings showed significant improvements
for each item post-MHERP intervention with CRM
knowledge and application obtaining the highest
improvements at posttest.

DISCUSSION

The use of immersive simulation education was found to
be successful in preparing mental health staff to deal
with emergency clinical situations that were further com-
pounded by violent and aggressive behaviour. Simulation
education allowed MHERP participants to safely prac-
tice and respond to an escalating emergency situation.
Significant improvements in self-efficacy were observed
between pre- and posttest 1, for dealing with aggressive/
violent mental health patients who were also experienc-
ing a mental health or medical emergency. These posi-
tive findings were then sustained over 3 months.

Immersive simulation has been effectively used for
many years to teach clinicians attending a medical
emergency (Allen et al. 2018; Kelly et al. 2014;

McGarry et al. 2011; Watters et al. 2015). With MET
simulation education shown to increase self-efficacy in
performing both clinical skills and non-technical skills
(Allen et al. 2018; Kelly et al. 2014; McGarry
et al. 2011; Watters et al. 2015). Furthermore, outcome
studies have also reported the benefits of MET inter-
vention in reducing mortality rates, cardiac arrests, and
admissions to intensive care units (Al-Omari
et al. 2019; Maharaj et al. 2015; Winters et al. 2013).

Given the successful use of immersive simulation
education to upskill staff and reduce patient harm, it is
surprising that there is not a plethora of research on
the use of immersive high fidelity simulation education
for the specific management of aggression, violence
management and clinical deterioration. The research
that is available tends to focus on emergency depart-
ments, undergraduate settings or paediatric mental
health wards and not adult mental health hospitals
(Australian Institute of Health and Welfare 2016; Bor-
dignon & Monteiro 2019; Felton & Wright 2017;
Kolb 1984; Wu et al. 2019; Yang et al. 2019).

This gap in the literature coupled with the increas-
ing frequency of violence observed within our hospital
mental health settings, led to the development of this
immersive simulation education programme specifically
for mental health staff to better recognize, prevent,
and respond to violence, aggression, and clinical deteri-
oration.

TABLE 1 Effectiveness of the mental health simulation intervention on self-efficacy at pre- and posttest 1*

Confidence rated for

Mean (SD)

Mean Difference

(Pre/Post 1) P value

Pretest

n = 122

Posttest 1

n = 122

Leadership/Management domain

Taking a leadership role in an emergency 56.5 (22.9) 75.5 (17.6) 19.0 (29.0) 0.000

Managing a clinical emergency 55.2 (22.4) 76.4 (17.2) 21.2 (27.8) 0.000

Knowing what to do when a patient

emergency occurs

69.4 (19.8) 83.5 (15.0) 14.0 (24.5) 0.000

Diagnosing/ taking steps to improve patient

safety in an emergency

64.3 (19.9) 80.0 (15.5) 15.7 (24.2) 0.000

Communication/Teamwork domain

Entering a new clinical situation and effectively

communicating

66.6 (18.0) 81.9 (14.0) 15.3 (21.8) 0.000

Knowing when to call for help 77.4 (18.3) 88.0 (13.9) 10.7 (22.0) 0.000

Communicating useful information effectively

using the early warning score system

65.9 (23.2) 83.2 (15.8) 17.2 (27.9) 0.000

Knowing what is involved in effective communication 70.2 (19.3) 85.3 (12.8) 15.0 (22.6) 0.000

Asking colleagues

for necessary

information

69.9 (19.1) 86.9 (13.5) 17.0 (23.1) 0.000

Asking colleagues for

necessary assistance

74.3 (18.7) 87.6 (12.5) 13.2 (21.5) 0.000

*Posttest 2 results were not included as n = 24.
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Mental health wards manage patients known to have
high risks of aggression due to underlying mental
health conditions such as psychosis/delusions, lack of
impulse control due to alcohol or drug issues, etc.
(Craze et al. 2014). Education that enables staff to
enhance their early recognition of clinical deterioration
and intervention, can reduce the use of restrictive and
prevent both patient and staff harm.

When mental health staff recognize early deteriora-
tion they are able to deliver collaborative care that is
recovery focused (Craze et al. 2014; Lim et al. 2017).
Growing confidence in communication skills can assist
in enhancing future interactions with consumers and
build capacity to manage complex interpersonal inter-
actions (Bordignon & Monteiro 2019). This is the
essence of a therapeutic alliance and essential in the
delivery of mental health care (Lim et al. 2017, 2019).

Prior to this study, mental health staff were offered
two separate education sessions that addressed either
aggression/violence prevention training or MET train-
ing. The MET simulation training program was devised
for staff to practice their responses when dealing with
a medical emergency and did not address the

additional needs of mental health staff and their patient
cohort. Particularly, mental health staff needed a pro-
gramme that increased their skills in recognizing and
responding to both acute psychiatric and physical dete-
rioration.

The MHERP is the first simulation education pro-
gramme to offer hospital-based clinicians a fully
immersive mental health emergency education oppor-
tunity. To achieve this, the MHERP immersed staff in
a variety of real-life scenarios where they had to man-
age escalating and confronting situations involving
patients exhibiting behavioural disturbances, escalating
agitation and aggression, self-harming behaviour or vio-
lence. Staff then had to safely manage and contain the
situation before being able to fully assess and deliver
emergency care.

This type of experiential learning offered partici-
pants a safe environment to experience, then critically
reflect on their crisis resource management skills and/
or their clinical reaction to a volatile emergency situa-
tion (Chung et al. 2018). Reflection allowed partici-
pants to evaluate their self-efficacy with regard to their
personal performance in each scenario. Findings

61.4

78.9
70.7

85.5

10.0
20.0
30.0
40.0
50.0
60.0
70.0
80.0
90.0

100.0

Pre Post

 Leadership/Management  Communica�ons/Teamwork

FIG. 1 Total mean self-efficacy score measured pre- and post-MHERP intervention.

TABLE 2 Effectiveness of MHERP intervention on clinical and crisis resource management knowledge and skills at pre and posttest 1*

Items

Pre

n = 122

Post 1

n = 122

Mean Difference

Pre/Post 1 P value

My knowledge of crisis resource management principles 60.2 (19.7) 82.3 (14.7) 22.1 (25.7) 0.000

Feeling confident about my clinical skills. 63.7 (20.4) 79.3 (16.3) 15.7 (26.1) 0.000

Feeling confident about applying my non-technical skills in an emergency 63.2 (19.9) 83.4 (14.8) 20.2 (25.3) 0.000

*Posttest 2 results were not included as n = 24.
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showed that ratings for all 10 items covering leader-
ship/management or communication/teamwork
increased significantly on completion of the MHERP
training. The highest improvement in confidence rat-
ings was observed for the items ‘managing a [mental
health] clinical emergency’ and ‘taking a leadership role
in a [mental health] emergency’. Overall, self-efficacy
results for the domain of leadership/management were
shown to have the most significant improvements
increasing from 61.4 at pretest to 70.7 at posttest 1.
These findings are very encouraging as they concur
with other research results, which show that higher
levels of self-efficacy can positively enhance communi-
cation, collaboration, and influence clinical perfor-
mance (Egenberg et al. 2017; Felton & Wright 2017;
Kelly et al. 2014; Krull et al. 2019; McRae et al. 2017;
Mitchell et al. 2020; Watters et al. 2015; Wu
et al. 2019; Van Schaik et al. 2011).

The MHERP also ensured that each simulation edu-
cation session involved interprofessional clinical staff
(nurses, medical officers, allied health, and support
staff). This was to replicate the type of roles and
responses that would be experienced in the clinical
environment. One group that was invited to participate
but were not able to attend, were the security staff.
Their involvement in assisting with aggressive and vio-
lent situations within the hospital is routine practice
and therefore their disengagement was very disappoint-
ing. However, this absence has since been rectified,
with the MHERP now incorporated into the hospital’s
education curriculum and security staff formally
required to attend.

With an increasing frequency of violence observed
at a local hospital level, the decision to develop an edu-
cation programme to enhance the skills of clinical staff
to better recognize, prevent and respond to violence
and aggression was clearly warranted. Based on this
study’s findings, it can be concluded that the MHERP
simulation-based training created a positive impact on
improving the knowledge, skills and self-efficacy of
clinical staff to enable them to confidently manage a
patient with mental illness who required emergency
mental and or physical intervention.

The benefits of the MHERP are that it provides
learning opportunities through the provision of immer-
sive, realistic clinical scenarios that were conducted in
a safe learning environment. With no risk to patients,
staff can improve their confidence, theoretical, practical
knowledge, and skills through repetition, constructive
feedback, and reflection.

CONCLUSION

Immersive simulation with high fidelity education was
found to be effective in improving hospital nursing and
medical staffs’ confidence, when responding to inci-
dents of aggression/violence and clinical deterioration
of a mental health patient.

IMPLICATIONS FOR PRACTICE

Mental health staff at this hospital had not previously
utilized immersive high-fidelity simulation as a learn-
ing method. The development of the MHERP pro-
vided mental health staff with the chance to learn,
reflect, and enhance their clinical and non-technical
skills delivered in a demanding emergency environ-
ment.

While simulation training is resource intensive,
results from this study clearly show a sustained
improvement in staff self-efficacy in managing an
emergency situation. As such, it is recommended that
staff attend the MHERP on an annual basis to refresh
and maintain their competencies in the performance of
both psychological and physiological patient deteriora-
tion.

Health care educators should also consider the use
of both professional actors alongside high-fidelity
patient simulators. Actors playing patients or relatives
greatly added to the authenticity of the scenario by cre-
ating confrontational/dangerous situations that staff had
to address before providing necessary emergency treat-
ment.

While not addressed in this study, future research
should look at the impact of improved self-efficacy on
reducing clinical incidents and staff harm.

LIMITATIONS

Sampling bias is acknowledged as clinical staff self
booked to attend the simulation sessions. Posttest
responses after 3 months was minimal and additional
strategies beyond reminder emails and texts need to be
considered.

Generalisability of this project may be limited as this
study was conducted at a single hospital centre. Simu-
lation education training is resource intensive and
therefore is costly compared with other forms of edu-
cation training. While the use of professional actors
further enhanced the immersive experience, it also
added to the cost of this programme.

© 2022 John Wiley & Sons Australia, Ltd.
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