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Background: Previous large-scale vaccination clinics have been successful before the corona-
virus disease 2019 (COVID-19) pandemic; however, owing to the strict storage requirements
and pharmaceutical preparation needed for the COVID-19 vaccines, careful thought and
planning were necessary to successfully deploy these clinics immediately after vaccine
availability. The focus of this manuscript is to describe the development and implementation
of COVID-19 vaccination clinics in a large public university, using professionals from within
and outside of its health sciences schools.
Objectives: The primary objective of this project was to (1) implement COVID-19 vaccination
clinics for university faculty, staff, students, and community members. Additional objectives of
the clinics were to (2) actively incorporate pharmacy, nursing, and medical students into the
clinic workflow; (3) promote interprofessional collaboration among faculty and students; and
(4) assess patient satisfaction.
Practice description: The School of Pharmacy faculty, in conjunction with the Office of Strategic
Initiatives, planned and coordinated COVID-19 vaccination clinics from December 2020 to July
2021. Students and faculty from schools of pharmacy, nursing, and medicine were used.
COVID-19 vaccinations were offered to university faculty, staff, and students and community
members based on the Centers for Disease Control and Prevention priority groups. The clinic
processes were designed such that they could be scaled from 100 to 2,000 participants per day.
Practice innovation: The School of Pharmacy led approach was adjustable depending on the
number of patients, continuously monitored and adaptable. The importance of pharmacists as
part of the interprofessional health care team was exemplified by faculty and students
involved.
Evaluation methods: All patients receiving COVID-19 vaccinations at the clinics were e-mailed
anonymous surveys for assessment of the quality of the vaccination encounter after
completion of their primary vaccine series.
Results: More than 15,000 COVID-19 vaccinations were provided through the clinics from
December 2020 to July 2021. Professional staffing totaled 3352 hours for the 48 clinics. Thirty-
eight percent of the vaccinated patients responded to the clinic satisfaction survey with
predominately excellent ratings.
Conclusion: COVID-19 vaccination clinics can be successfully planned and implemented in a
scalable fashion in a large university setting using an interprofessional team approach.
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Key Points

Background:

� Large-scale vaccination clinics have successfully

been conducted in the past to meet the public health

needs of a community; however, limited data are

available in a university setting using a multidisci-

plinary staffing approach.

� A high and immediate demand for coronavirus dis-

ease 2019 (COVID-19) vaccines was present owing to

the lethality of the virus and the extremely high effi-

cacy of the vaccines.

� Few data were publicly available on the COVID-19

vaccine products before their approval to adequately

prepare for large-scale vaccination clinics.

Findings:

� Schools of pharmacy with assistance of university

administration can successfully plan and implement

large-scale vaccination clinics in a university setting.

� Interprofessional teams can conduct vaccination

clinics with a high level of patient satisfaction.

� Faculty and students were willing to volunteer an

extraordinary number of hours to organize, staff, and

oversee COVID-19 vaccination clinics.
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Background

Since the first vaccine was discovered 225 years ago, many
approaches in development and administration of vaccina-
tions have been implemented.1 Commonly seen during influ-
enza season, public health officials use community vaccination
clinics to rapidly immunize large populations.2,3 They are also
crucial to pandemic response efforts, as illustrated by the
success of public vaccination clinics created to quell the H1N1
influenza strain in 2009.3 During the coronavirus disease 2019
(COVID-19) pandemic, one community hospital developed a
pharmacist-run clinic to quickly use their first allotment of 975
COVID-19 vaccine doses for employees.4 Later in the vaccina-
tion efforts, a university implemented an interprofessional
effort to administer 1582 doses to students.5 The publication of
specific factors associated with successful implementation of
these clinics is crucial to the overall scalability of immuniza-
tion administration.

Although large-scale vaccination clinics have been success-
ful in the past, the COVID-19 pandemic created new challenges
for vaccination acceptance and administration, namely the
limited time between approval and the need to disseminate in
large quantities.6 Initial studies were conducted in the United
States and globally to determine how factors such as cost,
adverse effects, efficacy, and manufacturing location would in-
fluence patients’ vaccination intentions.7-9 The aforementioned
speed of vaccine development presented a unique challenge in
part owing to relatively short time intervals between product
information release and vaccine availability, in addition to
evolving data on vaccine pharmaceutics and administration
guidance.6 In some cases, health systems and local partners had
less than a week to plan and implement large-scale vaccination
clinics.10 Other challenging factors included the importance of
immediately identifying means to optimize flow, safety, and
patient experiences; incorporation of quality improvement
processes in initial plans; and assurance of patient safety in the
context of a highly contagious respiratory virus.11 Several health
care professions’ contributions are required to meet all of these
charges illustrating the importance of sharing information on
the development and deployment of impactful interprofes-
sional teams.

Given limited previous publication of detailed logistical
descriptions of vaccine clinic operations, particularly in
university settings, it is important to disseminate and assess
this successful approach. This manuscript adds to the rapidly
evolving COVID-19 literature by describing and assessing the
unique opportunities and challenges of implementation and
operation of scalable COVID-19 vaccination clinics in one large
university setting that incorporates interdisciplinary health
professions students and providers. In addition, this work
describes patient satisfaction with receipt of a COVID-19
vaccine, a topic with limited peer-reviewed publications to
date.
Objectives

The primary objective is to (1) describe the implementation
of COVID-19 vaccination clinics for the administration of
COVID-19 vaccines to university faculty, staff, students, and
community members. Additional objectives of the vaccination
clinics were to (2) actively incorporate health professions
students into the vaccination clinic workflow; (3) promote
interprofessional collaboration among faculty, staff, and
students; and (4) assess patient satisfaction.
Practice description

Clinic planning

The School of Pharmacy faculty and the West Virginia
University (WVU) Office of Strategic Initiatives planned and
coordinated the COVID-19 vaccination clinics from December
2020 to July 2021 for university staff, faculty, students, and
community members. The Office of Strategic Initiatives
comprised nonacademic staff members who work to support
the university’s everyday needs, including maintaining
sustainable resources, provide administrative and support
programs and services, and build connections with govern-
ment and business leaders. WVU has a multidisciplinary
health sciences campus with schools of Dentistry, Medicine,
Nursing, Pharmacy, and Public Health. Prioritization of
students for vaccination within the 15 health sciences-
associated experiential degree-based programs was
modeled after potential exposure risk level. Students sched-
uled on rotations in emergency departments and intensive
care units were immunized first, followed by all others with
patient contact. A proportional distribution of vaccine ap-
pointments was spread across all health sciences programs
for students participating in experiential rotations at higher
risk sites.
1431
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Scheduling

Individual patient appointments were scheduled by
inviting priority groups following guidance, as provided by the
state, which was based on U.S. Centers for Disease Control and
Prevention (CDC) recommendations. Initial priority was given
to those employees older than 65 years of age and then pro-
gressed through the age ranges of faculty, staff, clinically active
health sciences students, and, finally, the general student
population. Subsequent groups also eventually included
children of employees � 12 years of age in addition to the
surrounding community. The Moderna COVID-19 vaccine was
used at most clinics based on recommendations from the state
task force. Pfizer BioNTech vaccine was used toward the end of
the semester to achieve full immunization of patients more
quickly.

First- and second-dose clinics were conducted on separate
days for the first fewmonths to avoid confusion and minimize
potential risks associated with mixing patient groups. Full
clinic days were subdivided into morning and afternoon ses-
sions to ease scheduling of both patients and volunteers. Most
clinics used scheduled individual appointments through the
Vaccine Administration Management System (VAMS) to verify
eligibility. However, the latter clinics were conducted at a time
of more widespread dose availability; thus, the team used a
combined scheduled and walk-in approach to improve access.
In addition, the latter clinics offered multiple vaccine products
with careful attention to avoid dose preparation and admin-
istration errors.

One faculty member communicated vaccination supply
requests with the West Virginia Higher Education Policy
Commission coordinator who sat on the joint interagency task
force for the state. Allotted vaccines (and ancillary supplies) for
each clinic day were shipped from the state’s allotment to a
regional hub operated by the WV National Guard where a
designated School of Pharmacy faculty pharmacist collected
and transported them to a monitored storage location in the
WVU Medicine Student Health Services Clinic.

Volunteers and staffing

Before vaccination clinics, a pharmacy faculty member
sorted and organized ancillary supplies. Another School of
Pharmacy faculty pharmacist was responsible for soliciting
pharmacy faculty and student pharmacists staffing volunteers
using an electronic sign-up site on the Health Science Center’s
online learning management system. A subsite was created for
the COVID-19 vaccination clinics that included training infor-
mation and volunteer sign-up lists for student pharmacist and
faculty volunteers. All pharmacy faculty and student phar-
macists were loaded into this site. The sign-up lists were
created with a specific number of volunteer spots available
based upon anticipated clinic volume. The faculty represen-
tative communicated new opportunities via e-mail with the
School of Pharmacy student body and faculty who were
qualified to administer vaccinations or prepare doses. Addi-
tional requests were sent if the volunteer spots were not filled
a few days in advance of each clinic. Any remaining openings
were filled by WVU Medicine Student Health Services nursing
staff, which were scheduled outside the learning management
system. When the clinic size was subsequently increased, the
1432
pharmacy faculty communicated with nursing faculty to re-
cruit additional student nurse volunteers and faculty as
needed. A School of Medicine faculty member sent volunteer
requests to their student body, which included the contact
information for the pharmacy faculty member volunteer
coordinator. Interested medicine students e-mailed the phar-
macy faculty member to sign up to assist in the postvaccine
observation area as primarily first-year medical students who
had not yet been trained to administer immunizations
volunteered.

Volunteers were sent an e-mail before each clinic, which
detailed their responsibilities and expectations. Pharmacy
faculty vaccinators were asked to complete CDC trainings
related to the COVID-19 vaccines. In addition, pharmacy fac-
ulty and student volunteers were asked to watch videos
related to dose preparation, review the emergency use
authorization (EUA) for all vaccines that would be used at the
specific clinic, and review the clinic flow process that was
developed by the School of Pharmacy faculty. All volunteers
were asked to arrive 30 minutes before the start of each clinic
to participate in an interdisciplinary huddle to discuss the
clinic process. The appointed clinical lead pharmacist for that
day would review immunization technique as needed, ensure
volunteer registration in the VAMS (U.S. CDC), familiarize
everyone with building and clinical logistics, flow, and address
any questions or concerns. Each clinic followed a systematic
flow to ensure continuity and minimize errors, which is
depicted in Figure 1.
Dose preparation

Vaccine doses were prepared by pharmacists and super-
vised student pharmacists in a distinct area of the room away
from the patient flow, separated by plexiglass, yet within
visual sight of the vaccination stations. Pharmacists verified
appropriate preparation technique, appropriate dilution
when applicable, and accuracy of doses to minimize the
chance for errors. Syringes (along with other supplies) were
provided by the WV National Guard along with the vaccine
product. Given difficulties in supply chain, 9 different syringe
types were used across the clinics, which varied by manu-
facturer and volume (1 or 3 mL). Syringe brand and volume
affected the ability to obtain extra doses from vials with the
best and most consistent being 1 mLVanishPoint (Retractable
Technologies). Once vaccines were prepared, they were
dispersed in plastic baskets by team members to the nearby
immunization stations.
Documentation

The university’s Strategic Initiatives marketing and
communication team communicated with patients via e-
mail to guide them through scheduling in VAMS, which was
selected as the documentation system by the state. The
WVU Student Recreation Center was chosen as the main site
for the vaccine clinics based on its size, ventilation, provi-
sion for unidirectional patient flow, familiarity, and access
to university faculty, staff, and students, as well as reliable
Internet service to allow for online, real-time documenta-
tion in VAMS.



Figure 1. Clinic layout. Early clinics were conducted in a 19,000 square foot section of the 177,000 square foot West Virginia University Student Recreation Center
building, whereas later (higher volume) clinics were in a 25,200 square foot section of the building.
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Clinic layout

School of Pharmacy faculty and university coordinators
carefully designed and planned the clinic layout and contin-
uously re-evaluated and adjusted the site as necessary based
on clinic size and patient population. Stations included
greeting, check-in or registration, immunization, post-
vaccination observation, dose preparation, vaccine storage,
and emergency supplies. Multiple signs were used to direct
patient traffic and ensure unidirectional flow during the
vaccination process. Information technology specialists were
on-site at each clinic to troubleshoot issues with the electronic
management system and patient scheduling. Additional de-
tails related to clinic layout are depicted in Figure 1.

The Strategic Initiatives marketing and communication
group sent scheduled patients the EUA associated with the
vaccine product to be used and also verified their eligibility
requirements for vaccination before each clinic. One to 2
greeters were used at the entrance of each clinic to verify
patient identification and ensure their appointment time was
within 10 minutes of the check-in time. They assigned each
patient to one of 4-8 check-in or registration stations (based on
clinic size) where patient identification was confirmed again,
checked-in VAMS, patients were offered a paper copy of the
EUA fact sheet, and name and date of birth were added to
vaccination cards.

Registration personnel assigned patients to a vaccination
station operated by pharmacists, student pharmacists, nurses,
or student nurses. In clinics where multiple COVID-19 vaccine
products were available, vaccinators were assigned only one
vaccine type. Vaccinators verified the patient’s name, date of
birth, and address and then interviewed the patient to ensure
vaccination eligibility by the use of a questionnaire checklist.
Vaccinators also provided education regarding possible
adverse effects, management of adverse effects, and reporting
of adverse effects on V-safe and addressed patient questions
and concerns. They additionally verified the vaccine product
and dose to be given, prepared the patient for vaccination, and
administered the vaccine. They completed the vaccination
card using sticker labels preprinted with the product and lot
number and then instructed patients to take a picture of the
card, keep it in a safe location, and bring it back for their
second dose, if applicable. The specific date for a follow-up
clinic was provided to patients in their information packet.

Patients were referred to the postvaccine observation area
and asked to keep track of their observation time, which was
communicated by the vaccinator based on U.S. CDC guidelines
and previous reactions to vaccines or vaccine components. After
the observation time, patients were directed to the clinic exit.
Vaccinators then documented the administered dose in the
VAMS before progressing to the next patient. Pharmacist, nurse,
and physician preceptors oversaw health science student vol-
unteers to provide guidance and feedback on vaccination
administration technique and were available to answer any
questions from the students, employees, and patients. An
interdisciplinary approach was used as preceptors assisted
students within and outside of their specific discipline.

The postvaccination observation area was organized with
physically distanced forward facing chairs and was staffed by a
physician, medical student, nurse, pharmacist, or student
pharmacists, oftentimes with an interdisciplinary mix. A
movable partition was available for patients who experienced
syncope or to adapt to a requested private vaccination area so as
to be inclusive with social and religious convictions. When
vaccinations were administered to adolescents, the post-
vaccination observation areawasmodified to have sets of chairs
paired together to allow seating with a parent or guardian.
Snacks and water were available for patients in the observation
area on an as-needed basis. Patients were provided vaccine
stickers and instructed to not use their phones in the facility
except to take a photo of their vaccination card and to take a
picture using a backdrop selfie wall as they exited after
1433



Figure 2. Patient volume data for the university COVID-19 vaccination clinics. Bars show the number of patients vaccinated during each clinic session. The color of bars
reflect the predominant COVID-19 vaccine offered in that session: blue, Moderna; red, Pfizer; green, Janssen; purple, all 3 products. The earliest clinics started with the
university’s most older faculty or staff, followed by health science students, general students, and employees’ children older than 12 years, and then walk-in clinics for
the general public. Abbreviation used: COVID-19, coronavirus disease 2019.
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observation. This was located on the opposite side of the space
from the entrance to ensure unidirectional flow and ensure
patient privacy.

Clinic volume and extra doses

The scheduled clinic patient volumes were largely based on
doses available until the later months. The initial clinic gave
118 doses starting with university employees of the oldest age,
thus at the highest risk of severe COVID-19 infection. Vaccine
availability increased each week, as shown in Figure 2. By the
fifth week, we were directed on a limited basis to begin
vaccination of health sciences students who were on experi-
ential clinical rotations, as previously described.

Given the limited initial stability data and lowavailability of
the vaccine products early in the pandemic, the team prepared
a list of backup patients following priority group guidance
from the U.S. CDC and state who could be “on call” for extra
doses to avoid waste from cancellations or from skillful
preparation that allowed extra doses to be obtained from
vaccine vials. In addition, clinic pharmacists were in frequent
contact with other clinics in our region to both accept and
transfer extra doses. All extra doses were given to eligible
patients from December 2020 to the end of April 2021, after
which vaccine availability becamemuchmorewidespread and
some limited wastage occurred in the final few clinics.

Practice innovation

The overall process for planning the university-based
clinics on a scalable platform, which was adjustable from
1434
100 to > 1000 patients per clinic session, recruiting and
communicating with volunteers, prioritizing patients from
thousands of employees and -students, and vaccinating pa-
tients is novel given the context of a pandemic. These pro-
cesses were continuously monitored and adjusted based on
clinic needs along with faculty, staff, and patient feedback. The
clinic process also allowed health professions’ students and
faculty to work together on interprofessional teams to prevent
disease and promote the health of patients in and around WV.
This experience could lead to improved interprofessional
collaboration in the clinical students’ future careers. In addi-
tion, the School of Pharmacy faculty were featured on various
local, state, national, and international media outlets for their
vaccination efforts, which promoted the pharmacy profession
and exemplified the importance of pharmacists as part of the
health care team.

A reason for the success of the clinics was the team’s ability
to constantly adapt. Clinic leaders and volunteers frequently
implemented changes to accommodate different vaccine
products, number of patients vaccinated per clinic, and patient
demographic groups being vaccinated. In addition, clinic
leaders and volunteers would routinely conduct postclinic
brainstorming sessions to identify areas for improvement.
Implementation of scalable vaccine clinics similar to those
described here can be readily reproduced in other settings.
Evaluation methods

All patients receiving COVID-19 vaccinations in these
clinics were sent anonymous surveys by e-mail for assessment
of the quality of the vaccination encounter after completion of



Table 1
Discipline-specific health professionals and clinical students staffing West Virginia University COVID-19 vaccination clinics

Clinics and hours served School of
Pharmacy
faculty

School of
Pharmacy
students

School
of
Nursing
students

School of
Medicine
students

Student
Health
nursesa

Other
professionals

No. clinics attended by at least 1 health professional or clinical student 48 46 22 14 43 30
No. clinic sessions attended by a health professional or clinical student 227 237 222 20 95 41
Total no. hours served 898 921 916 84 372 161

Abbreviation used: COVID-19, coronavirus disease 2019.
a Paid employees as part of a regular work assignment.

COVID-19 vaccine clinics at a large university

SCIENCE AND PRACTICE
their primary vaccine series. The e-mail provided a hyperlink
to a short survey consisting of Likert scale and open-ended
questions. Areas covered included individual parts of the
process (scheduling, appointment, administration, explana-
tion, postvaccination, and overall assessment of the facility
and process.) Two reminders were sent to optimize compli-
ance with the survey.

Qualtrics XM (Qualtrics LLC) was used for all surveys.
Nonpatient-specific data such as the number of volunteers,
hours of individual discipline-specific volunteers served, num-
ber of vials used, lot numbers for the vaccines used, doses
administered for each type of vaccine, duration of the clinic,
number of syncopal reactions, and predominant population of
patients served were compiled and analyzed with Microsoft
Excel version 16.51 (Microsoft Corporation). Before planning
larger vaccination clinics, modeling and observations were
completed to determine average time spent at each station. A
vast majority of the clinics used a scheduled appointment
approach with the number of vaccinating volunteers based on
the number appointments per hour with a goal of only a few
minutes wait time before initiating the continuous process of
registration, vaccination, and postvaccination observation. We
used the Excel spreadsheet to track statistics from the clinics in
real time. Final data were verified with VAMS numbers within
24 hours of ending the clinics.

The assessment plan conducted for this study was
approved by the university’s institutional review board before
its initiation.

Results

The processes described earlier enabled 15,229 vaccina-
tions to be administered to faculty, staff, students, and com-
munity members from December 2020 to July 2021 (Figure 2).
Health professional staffing (including clinical students in
pharmacy, nursing, and medicine) totaled 3,352 hours for the
48 clinics with approximately 90% of those hours representing
volunteered time (Table 1). Individual health care pro-
fessionals or clinical students provided staffing at a clinic for a
collective total of 842 times (sessions).

The team’s goal was to have a short wait time at the clinic of
only a few minutes to minimize contact exposures between
the patients. The duration of and number of volunteer workers
in clinics were scaled based on doses available (Table 2). The
clinical staffing model was fairly consistent in the type of po-
sitions filled over the course of the clinics, as was the ratio of
doses administered to health professionals þ clinical students
with a mean of 17; however, we underestimated the number
of staff needed for the largest clinics (mean ratio 33) The later
walk-in clinics tended to have the lowest ratio (i.e.,
overstaffing) owing to a lesser ability to accurately predict
patient volumes because we started allowing for walk-ins,
given improved access to the supply of vaccines.

Acute toxicities were very rare after the 15,229 doses
administered, with symptomatic reactions (fainting) occurring
in approximately 0.1% of patients during the 15-30-minute
observation period. A vast majority of these were college stu-
dents who had little or no previous food ingestion that day and
experienced lightheadedness. One instance of symptoms
consistent with an anaphylactic reaction was observed. After
epinephrine administration in the clinic and transfer of the
patient to a nearby emergency department, they fully recov-
ered and were discharged to home.

Thirty-eight percent of the 6326 vaccinated patients
responded to the clinic satisfaction survey. Results demon-
strated the success of the vaccination delivery program
(Figure 3). Although all areas of assessment showed predom-
inantly excellent ratings, the 2 questions related to the vaccine
administration station received the highest scores. Open-
ended questions in the survey provided responses that were
very appreciative of the operations.

Practice implication

Strategies used to implement the scalable immunization
clinics for university employees and students were highly
successful given that all weekly available doses were effi-
ciently delivered with a high degree of patient satisfaction.
One of the important factors in the effective implementa-
tion of these clinics was communication among clinic
leaders, volunteers, university staff, and students. A unique
benefit to these clinics was the interprofessional approach
with pharmacists, student pharmacists, nurses, nursing
students, physicians, and medical students working
together to perform clinic duties. In general, pharmacy roles
included clinic planning, volunteer requests, dose prepara-
tion, vaccine administration, and overseeing student phar-
macists and nurses. Nursing roles included vaccine
administration and overseeing pharmacy and nursing stu-
dents. Physician and medical student roles included
observing patients in the postvaccine observation area.
Physicians and medical students also worked with phar-
macy and nursing faculty to address reactions to vaccines as
needed. The inclusion of students in this process signifi-
cantly increased the number of volunteers for each clinic.
Student inclusion also provided health sciences students
with the opportunity to make a difference in their com-
munity and obtain hands-on learning by applying and
demonstrating what they acquired in the classroom to real
life scenarios. Interactions between students and faculty
1435



Table 2
Workload data for clinical staff of West Virginia University COVID-19 vaccination clinics

Parameters < 200 doses per clinic session 200e500 doses per clinic session > 500 doses per clinic session

Total no. clinics 17 22 9
Doses administered 124 ± 62.5 290 ± 96.1 748 ± 203
No. health professionals þ clinical students staffing 13.2 ± 5.5 18.3 ± 5.6 23.8 ± 4.3
Doses administered/health professionals þ clinical

students staffing
9.0 ± 4.6 16.6 ± 5.1 32.7 ± 11.7

Abbreviation used: COVID-19, coronavirus disease 2019.
Note: Data are shown as mean ± SD, except for the number of clinics.
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were also strengthened through this opportunity as stu-
dents worked one on one with faculty members. Given that
many of their classes were offered via remote learning
owing to the pandemic, these volunteer opportunities pro-
vided students with the chance to get to know and learn
from faculty members in person.

Previously published studies have shown high levels of
patient satisfaction with influenza vaccination clinics con-
ducted by public health departments.12,13 Similarly, a study
looked at satisfaction with student pharmacist-run influenza
vaccination clinics in both community- and campus-based
clinics and found that 98% of vaccine recipients were satis-
fied or very satisfied with their experience.14 As the pandemic
continues and the need for booster doses intensifies, decision-
influencing factors such as satisfaction with previous vacci-
nation experiences are likely to be of importance and perhaps
crucial to continued vaccine uptake. We hope the approaches
taken here will foster continued adoption of any future rec-
ommendations for COVID-19 vaccinations.

Comments provided in the patient assessment survey
suggested improvements to the clinics, including a focus on
Figure 3. Patient assessment of university COVID-19 vaccination clinics. All patients w
complete a survey-based assessment of the clinics using the categories shown in t
COVID-19, coronavirus disease 2019.

1436
limiting the wait time for vaccination. This was facilitated by
recruiting more volunteers and expanding our interdisci-
plinary approach. In addition, there were several comments
regarding individuals passing out after their vaccines were
given. Although comments suggested that the clinic did an
excellent job in helping those individuals, strategies to prevent
this issue could have been improved. A few recommendations
included encouraging patients to eat and drink plenty of fluids
before receiving their vaccine. It was also suggested we notify
individuals during the appointment process of the 15-20-
minute observation time after vaccine administration to help
with planning and to enable student patients to get to class on
time.

Many comments requested that the university use this
model in the future to conduct similar vaccine clinics for ef-
ficiency. Multiple people commented on how caring vaccine
administrators were in helping ease their vaccine-related
anxiety.

A limitation to this study was the number of individuals
who responded to the survey (38%). To improve response
rates, surveys could be given during the observation period or
ho registered with e-mail addresses (n ¼ 6,326) were sent an electronic link to
he figure. Surveys were completed by 38% of the patients. Abbreviation used:
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have patients check out on a computer that provides them
with a survey.

Overall, these clinics were extremely successful and
demonstrate that schools of pharmacy across the country
could help administer similar university-wide vaccination
events.

Conclusion

Efficient COVID-19 vaccination clinics allow for mass
vaccination of faculty, staff, students, and community mem-
bers, and student involvement and interprofessional collabo-
ration promote the engagement and cooperation of all
members. The strategy for organization of clinics for university
employees and students was highly successful such that all
doses available were given each week with a high degree of
patient satisfaction. Faculty and students readily volunteered
an extraordinary number of hours to organize, staff, and
oversee COVID-19 vaccination clinics. As described, scalable
university COVID-19 vaccination clinics can be successfully
planned and implemented by a School of Pharmacy. Future
research should continue to assess how schools of pharmacy
can assist their communities in response to public health
emergencies.
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