
Original Publication

Mitigating Misinformation Toolkit: Online Simulation and Standardized
Patient Cases for Interprofessional Students to Address Vaccine Hesitancy
and Misinformation
Nicholas M. Fusco, PharmD*, Kelly Foltz-Ramos, PhD, RN, FNP-BC, CHSE-A, Jessica S. Kruger, PhD, Alison M. Vargovich, PhD,
William A. Prescott Jr, PharmD

*Corresponding author: nmfusco@buffalo.edu

Abstract

Introduction: Medical misinformation, which contributes to vaccine hesitancy, poses challenges to health professionals. Health
professions students, while capable of addressing and advocating for vaccination, may lack the confidence to engage with
vaccine-hesitant individuals influenced by medical misinformation. Methods: An interprofessional in-person simulation activity
(90 minutes) using standardized patients was developed and instituted for students in medicine, nursing, pharmacy, and public health
programs. Student volunteers were recruited from classes approximately halfway through their respective degree programs (i.e., second
or third year of a 4-year program). Online simulation was used as a method to prepare for in-person simulation. Impact on students was
assessed primarily through a postprogram student self-assessment. Results: A total of 220 students participated in the program; 206
(94%) had paired data available to analyze. Following program participation, self-assessed abilities increased from pre to post, from 2.8
out of 5 (good) to 3.9 out of 5 (very good; p < .001). Ninety-eight percent of students felt that their ability to address medical
misinformation was somewhat/much better after the activity, compared to before, and that their ability to address vaccine hesitancy was
somewhat/much better. The overall program was rated highly, with mean scores for each program evaluation item >4 out of 5 (very good).
Discussion: An interprofessional cohort of students demonstrated improvement in self-assessed skills to participate in a conversation with
an individual with hesitancy to receive vaccines and/or beliefs informed by misinformation. Students felt that this program was relevant
and important to their professional development.
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Educational Objectives

By the end of this activity, learners will be able to:

1. Describe how to actively listen to an individual’s concerns
related to vaccines.

2. Describe how to assess an individual’s readiness for
change to encourage discussion around vaccine decision-
making.
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3. List ways to respond appropriately to an individual’s level
of resistance to vaccination.

Introduction

The World Health Organization (WHO) recognized vaccine
hesitancy as a top 10 public health threat in 2019.1 This
hesitancy is fueled by various factors, including an individual’s
confidence in the safety and effectiveness of vaccines, perceived
need for vaccination, and access to vaccines.2 Misinformation
and disinformation, often propagated through social networks,
can significantly influence an individual’s confidence and
perceived need for vaccination.3,4 Navigating conversations
to address misinformation and promote vaccination can prove
difficult, particularly when individuals hold deep emotional
attachments to their beliefs. Although health professionals and
students are adept at addressing factual gaps in vaccine-hesitant
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individuals, they may lack the tools to influence those entrenched
in misinformation-driven beliefs. This underscores the importance
of an empathetic and inquisitive approach that goes beyond
mere correction of facts.5

According to Kolb, experiential learning is a continuous four-
step cycle including concrete experience, reflective observation,
abstract conceptualization, and active experimentation.6 This
cycle can initiate from any point but commonly commences with
a concrete experience where the student actively engages in
or feels a real-life situation. Subsequently, the student engages
in reflection to gain insights into their actions. The third step
involves grasping the overarching principles underlying those
actions. Finally, active experimentation permits the student
to apply newfound knowledge to novel situations. Simulation
enables students to complete the entire experiential learning
cycle, and research indicates that simulation can yield positive
outcomes in terms of learning, skill development, learner
satisfaction, critical thinking, and self-confidence.7 This approach
to learning can be leveraged when aiming to improve learner
confidence and skill in a complex domain like vaccine hesitancy.

We hypothesize that an experiential, interprofessional education
(IPE) activity could be a novel approach to helping prepare a
diverse group of students to address misinformation and vaccine
hesitancy. An interprofessional approach aligns with the WHO’s
interprofessional collaborative practice framework.8 Furthermore,
an IPE approach allows students to explore how they can work
in complementary ways to address shared challenges.9 By
developing health professions students’ confidence in engaging
in these challenging conversations, we aim to equip them
with the skills necessary to effectively address misinformation,
advocate for vaccination, and, ultimately, influence individual
behaviors towards a healthier future.

Previous studies have focused on uniprofessional approaches
and impact on students’ or residents’ confidence in addressing
vaccine hesitancy.10-13 Norton, Olson, and Sanguino developed
a vaccine curriculum for medical residents that includes didactic
instruction and standardized patient (SP) simulations.14 Similarly,
Morhardt and colleagues combined SP simulated encounters
with didactic instruction of medical residents while preforming
pre- and postcurriculum assessments of resident self-confidence
and performance.15 Our educational program is similar in
that it includes SP simulated encounters; however, we have
incorporated two unique elements. First, our program is designed
to be interprofessional, with student learners from multiple health
professions schools extending beyond medical resident training.
Second, we have incorporated online simulations as a method

to prepare learners for in-person simulation. Data from our pilot
program (n = 51) have been previously published and indicate
that the program had a positive impact on students’ self-assessed
abilities and that the program overall was rated highly.16 These
data are encouraging and support our efforts to scale up the
program to a larger cohort of students.

Methods

An interprofessional team of faculty from the schools of medicine,
nursing, pharmacy, and public health designed the educational
program. These faculty had prior experience with facilitating
IPE and simulation-based learning following the health care
simulation standards of best practices.17 The educational
program included two major elements: online simulation and
in-person simulation.

Participants
Student volunteers from the schools of medicine, nursing,
pharmacy, and public health were invited to participate. Due
to the varying length of each degree program, no single class
year of students was targeted. We sought to recruit students
who had some professional awareness and consequently did
not recruit first-year students. Otherwise, there was no restriction
on participation.

Prework
Prework was made available to students but was optional. Using
our university’s learning management system, participating
students were enrolled in an administrative (i.e., non-credit-
bearing) course where they accessed the simulation prework. To
facilitate readiness for simulation, all students were encouraged
to explore information related to vaccine misinformation, vaccine
hesitancy, and how to address vaccine misinformation. While
information related to vaccine misinformation could change
rapidly, organizations like the Centers for Disease Control and
Prevention provided high-quality, regularly updated information
and training tools. The “Vaccine Recipient Education” page
offered helpful information to trainees that was relevant to our
simulations.18 More specifically, “How to Address COVID-19
Vaccine Misinformation”19 and “Talking With Patients About
COVID-19 Vaccination”20 were helpful in giving students
generalized background information regarding communication
strategies. Future educators can consider these, or other similar
resources, as prework for this simulation.

Online Simulations
Students had the option to engage in online simulations
accessed through our university’s learning management
system. These simulations, lasting 20 minutes each, allowed
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students to practice navigating an encounter with individuals
with varying levels of vaccine hesitancy (Appendices A-D).
Designed according to best practices,21-24 the simulations
involved observing health worker interactions with vaccine-
hesitant individuals. Students received real-time feedback based
on their choices during the simulations. At the end of each online
simulation, students were guided through a short self-reflection
(Appendix E). Completing all four online simulations and the short
self-reflection was estimated to take approximately 100 minutes.

In-Person Simulations
The in-person simulation scenarios were required. Approximately
2 weeks after gaining access to the optional prework and
online simulations, students were assigned to attend a single,
90-minute, in-person simulation session. Four in-person
simulation scenarios were designed to allow students the
opportunity to actively experiment and debrief. Like the online
simulations, each in-person simulation was designed to represent
an encounter between a health worker and an individual hesitant
to receive vaccines and/or an individual with beliefs informed by
misinformation. The in-person simulation scenarios took place in
our school of medicine’s simulation center. The center consisted
of 18 exam rooms with digital audio and video systems in each
room that transmitted live feeds to faculty and staff in monitoring
rooms. Faculty and staff could operate the cameras to change
the angle and zoom and record each session. We created case
summary files for each of the four in-person simulation scenarios
(Appendices F-I). Most scenarios were designed to occur as a
brief interaction in a community setting between a health worker
(or student learner) and a community member; therefore, the SP
cases did not require many of the clinical history components
typically discussed in a health care encounter.

When students arrived at their assigned session, they gathered in
a large classroom where they received prebriefing and met their
partner for simulation (30 minutes). Prebriefing was intended to
establish psychological safety by situating learners in a common
mental model and conveying ground rules for the simulation
activity.25 To promote interprofessional collaboration, students
completed the in-person simulation scenarios in pairs. We aimed
to pair each student with one from a different health professions
program. However, based on scheduling, there were select
instances where students from the same professional program
were paired together. Both students were expected to speak
with the SP during the encounter. Facilitators followed a standard
prebriefing script (Appendix J). Students were reminded that this
was an ungraded experience and an opportunity to apply what
they had learned during the prework.

After prebriefing, the student pairs proceeded to their first
simulation scenario. On the door of each simulation room, a
brief description of the encounter was available for students to
review prior to beginning the simulation (Appendix K). When all
students were ready, an announcement to begin the simulation
was made on an overhead speaker. Student pairs had 7 minutes
to complete their conversation, with an overhead prompt
when 2 minutes remained. At the end of the scenario, student
teams exited the room, moved to their next simulation room,
and read the next brief. Participants completed three of the
four scenarios. The total time to complete all three scenarios
and move between rooms was approximately 30 minutes.
When the simulations were complete, students returned to the
original classroom for debriefing. The faculty led a 30-minute,
reflection-based debriefing (Appendix L) session following
the plus-delta and Debriefing With Good Judgment debriefing
frameworks.26,27 The purpose of using the plus-delta framework
was to encourage constructive feedback, highlight successes,
and identify areas for growth or enhancement.26 It helped
with continuous improvement by capturing both strengths and
weaknesses. The primary purpose of using Debriefing With Good
Judgment was to promote learning from experience by analyzing
both successes and failures through a lens of good judgment.26

It helped participants develop better decision-making skills,
enhance situational awareness, and foster a culture of continuous
learning and improvement.

SP Training
An SP playing the role of the vaccine-hesitant individual was the
most important resource. The SPs were recruited from the pool
of SPs utilized consistently by the school of medicine. These SPs
were familiar with the school of medicine simulation center and
therefore did not require orientation to the facilities. The SPs
were provided with the case summary files (Appendices F-I) in
advance and then met with the authors and school of medicine
simulation staff for 60 minutes to ask questions about the cases.
The SPs were not given a script but were encouraged to ad-lib so
long as they were consistent with the information provided in the
case summary files. We emphasized with the SPs that there was
not an end outcome that needed to be achieved (i.e., agreeing
to receive a vaccine). Rather, the students would be expected
to engage in a brief, respectful conversation with the SP about
their hesitancy to receive vaccines. The SPs were instructed
to allow the students to lead the conversation and that their
responses could be guided by how the student was performing.
For example, if the student was respectful and empathetic, the
SP could conclude the scenario with a positive statement such
as “You’ve given me a lot to think about, and I’d be interested
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in speaking with you again.” If the student was judgmental or
dismissive, then the SP could conclude the scenario with a
statement such as “I’m not interested in any more information
right now.”

Data Collection and Assessment
To evaluate the overall educational program, we asked students
to complete a 26-item, locally developed survey (Appendix M).
We developed a communication rubric to be used by faculty
observers as a standard objective evaluation tool (Appendix N)
and piloted it with a small group of students. To assess the
accuracy of the rubric, two faculty observers rated student pairs,
and revisions to the communication rubric were made based
on feedback from the faculty observers. The communication
rubric was not completed for each student pair enrolled in our
program but is included here as a suggested tool for those
interested in a mechanism to provide objective feedback to
learners.

Results

A total of 220 students participated in this IPE program, and
206 (94%) completed paired datasets and were included in the
primary analyses. Of these 206 students, 51 came from our pilot
study, which has been described previously.16 Following the
pilot, we were able to expand our program to include additional
participants while maintaining the same sources of data collection
(i.e., student self-assessments and surveys); these data were
combined and are presented here. The 206 students included in
the primary analyses represented medicine (n = 32), nursing (n =
41), pharmacy (n = 115), and public health (n = 18). In general,
these students were at a point in their degree programs where
they had developed an awareness of their professional roles
and had some clinical/field experience; however, were not in
the final (clinical) years of their training (e.g., year 3 of a 4-year
program).

A comparison of students’ self-assessed abilities is summarized
in Table 1. A significant increase was observed for all individual
items and for the total scale score from pre- to postexperience,
with moderate to large effect sizes. Mean preexperience scores
were significantly different (p = .01) across professions due to
a difference between nursing (3.1, SD = 0.9) and pharmacy
(2.7, SD = 0.7; p = .03). Mean postexperience scores were
significantly different (p < .001) across professions due to the
difference between medicine (4.1, SD = 0.5) and pharmacy
(3.7, SD = 0.7; p < .001) and between nursing (4.1, SD = 0.7)
and pharmacy (3.7, SD = 0.7; p < .006). No difference (p = .08)
existed between professions in magnitude of change from pre- to
postexperience.

Students’ evaluation of their abilities to collaborate
interprofessionally, address medical misinformation, and address
vaccine hesitancy pre- and postexperience are summarized
in Table 2. Overall, most students reported that their abilities
were somewhat to much better now than before the activity. No
differences existed between professions.

Mean responses to the programmatic evaluation items are
summarized in Table 3. Overall, the individual elements of the
program were rated highly. Table 4 summarizes the overall
program evaluation data. Again, a significant difference (p =
.005) existed between professions due to a difference between
pharmacy (4.2, SD = 0.6) and public health (4.6, SD = 0.4;
p = .03).

Student comments provided insight into the overall quality of
the program and its impact. One student commented, “The in-
person simulations were very well organized and extremely
helpful in preparing me for future real-world conversations with
patients.” Another student wrote, “This blew my expectations
out of the water. This should be a part of the curriculum
for medical students because we see it daily!” Regarding
the interprofessional collaboration component, a student
commented, “I think working in pairs was a great idea. I learned
new information and different ways to approach these realistic
challenges. This was a very valuable experience and one that I
would certainly recommend to fellow students.”

Discussion

We sought to develop, implement, and assess an IPE program
to enhance health professions students’ confidence in engaging
in conversations with individuals with vaccine hesitancy and/or
beliefs influenced by medical misinformation. Our data indicate
that this program was successful in improving students’ self-
assessed skills. It addressed an important need within each of the
health professions’ curricula and complemented our university’s
existing IPE program. These data provide useful information to
health professions educators on how a hybrid instructional design
strategy can positively impact a student’s self-assessed skills in
having these challenging conversations.

We observed a significant difference in mean self-assessment
scores between professions at pre- and postexperience. In
general, pharmacy students rated themselves lower than their
colleagues at both pre- and postexperience. As mentioned, the
individual health professions curricula lack application-based
activities related to misinformation and/or vaccine hesitancy,
and so, this difference, particularly at preexperience, is likely
not related to the didactic content in each curriculum. Previous
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Table 1. Comparison of Retrospective Pre- and Postexperience Self-Assessed Abilities by Student Participants (N = 206)

Item Educational Outcomea Pre M (SD)b Post M (SD)b Difference M (SD)c p Cohen d Magnitude of Effectd

Before/after participating in this experience, my ability to do the following skill was …
Ask an individual permission to
discuss vaccines

1 2.7 (1.0) 3.8 (0.8) 1.2 (0.9) <.001 0.9 Large

Ask an individual to share their
concerns related to vaccines

1 2.9 (1.0) 4.0 (0.7) 1.1 (0.9) <.001 0.9 Large

Express empathy in relation to an
individual’s concerns about
vaccination

1 3.1 (1.0) 4.1 (0.8) 1.0 (0.9) <.001 0.9 Large

Assess an individual’s level of
resistance to vaccination

2 2.9 (0.9) 3.8 (0.8) 1.0 (0.8) <.001 0.8 Medium

Respond appropriately to an
individual’s level of resistance to
vaccination

3 2.5 (0.9) 3.7 (0.8) 1.2 (0.8) <.001 0.9 Large

Incorporate social norms into a
conversation about vaccination

3 2.8 (0.9) 3.8 (0.8) 1.0 (0.9) <.001 0.9 Large

Engage in shared decision-making
with an individual

3 2.9 (0.9) 3.8 (0.8) 0.9 (0.8) <.001 0.8 Medium

Affirm an individual’s decision about
vaccination

3 2.8 (1.0) 3.9 (0.8) 1.1 (0.9) <.001 0.9 Large

Total scale scoree 2.8 (0.8) 3.9 (0.7) 1.0 (0.7) <.001 0.7 Medium

aEducational outcomes: 1: actively listen to an individual’s concerns related to vaccines, 2: assess an individual’s readiness for change during an encounter to encourage discussion
around vaccine decision-making, 3: respond appropriately to an individual’s level of resistance to vaccination.
bRated on a 5-point scale (1 = poor, 2 = fair, 3 = good, 4 = very good, 5 = excellent).
cPaired-sample t test was used to determine significance, defined as p < .006 after Bonferroni adjustment between pre and post results.
dd < 0.2 is considered a very small effect size, 0.2 < d < 0.5 is considered small, 0.5 < d < 0.8 is considered medium, and d > 0.8 is considered large.
ePre α = .92, post α = .95.

studies have indicated that a difference in perceived self-
assessed skills may exist across students of health professions
programs and may be related to gender or their understanding
of their role as health professionals.28 We did not collect data to
evaluate this; however, it underscores the importance of IPE in
cultivating a team-based approach to patient/population health.
IPE promotes collaboration among health care professionals,
fostering a team-based approach that leads to enhanced patient
care quality, shorter hospital stays, cost savings, and fewer
medical errors.29,30 The magnitude of change from pre- to

postexperience was similar across all professions, indicating that
the program impacted students to a similar magnitude despite
the observed differences at baseline.

While we included students from medicine, nursing, pharmacy,
and public health programs, further development could expand
this activity to reach students in other health professions
programs. The online and in-person simulation scenarios were
developed so that they would not be profession-centric but
rather provide a common challenge that could present in multiple

Table 2. Comparison of Self-Assessed Abilities After Completing Educational Experience Between Professions
(N = 206)

N (%)

Item Total Medicinea Nursinga Pharmacya Public Healtha pb

Compared to the time before participating in the program, my ability to …
Collaborate interprofessionally is:
About the same 31 (15) 5 (16) 7 (17) 17 (15) 2 (11) .14
Somewhat better now 84 (41) 18 (56) 11 (27) 50 (43) 5 (28)
Much better now 91 (44) 9 (28) 23 (56) 48 (42) 11 (61)

Address medical misinformation is:
About the same 4 (2) 2 (6) 0 (0) 2 (2) 0 (0) .21
Somewhat better now 98 (48) 12 (38) 17 (41) 62 (54) 7 (39)
Much better now 104 (50) 18 (56) 24 (59) 51 (44) 11 (61)

Address vaccine hesitancy is:
About the same 4 (2) 1 (3) 0 (0) 3 (3) 0 (0) .06
Somewhat better now 73 (35) 5 (16) 14 (34) 50 (43) 4 (22)
Much better now 129 (63) 26 (81) 27 (66) 62 (54) 14 (78)

aFor cohort, medicine n = 32, nursing n = 41, pharmacy n = 115, and public health n = 18.
bChi-square was used to determine significance, defined as p < .05 between professions.
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Table 3. Comparison of Ratings of Individual Components and Overall Experience Between Professions (N = 206)

M (SD)

Itema Total Medicineb Nursingb Pharmacyb Public Healthb pc

The online simulations …
Advanced my foundational knowledge related to this topic 4.2 (0.7) 4.0 (0.7) 4.3 (0.6) 4.1 (0.7) 4.6 (0.5) .01
Advanced my skills related to this topic 4.2 (0.7) 4.2 (0.7) 4.2 (0.7) 4.1 (0.7) 4.7 (0.5) .01
Prepared me for the in-person simulation 4.5 (0.8) 4.1 (0.8) 4.3 (0.6) 4.1 (0.7) 4.5 (0.8) .11

The in-person simulation …
Advanced my skills related to this topic 4.4 (0.6) 4.6 (0.7) 4.4 (0.6) 4.4 (0.6) 4.7 (0.6) .10
Prepared me to apply learned knowledge and skills to patient care 4.5 (0.6) 4.7 (0.6) 4.4 (0.6) 4.4 (0.6) 4.8 (0.4) .01
Large-group debriefing helped me further develop my ability to
use the skills

4.3 (0.7) 4.3 (1.0) 4.4 (0.7) 4.3 (0.7) 4.8 (0.5) .04

Through participation in the program in its entirety …
I gained new knowledge and insights about medical
misinformation

4.3 (0.6) 4.5 (0.8) 4.4 (0.7) 4.3 (0.6) 4.8 (0.4) .002

I gained new knowledge and insights about vaccine hesitancy 4.4 (0.6) 4.6 (0.8) 4.5 (0.6) 4.3 (0.6) 4.8 (0.4) .002

aRated on a 5-point scale (1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, 5 = strongly agree).
bFor cohort, medicine n = 32, nursing n = 41, pharmacy n = 115, and public health n = 18.
cOne-way analysis of variance was used to determine significance, defined as p < .05 between professions.

environments. Programs can edit or develop other contextually
relevant in-person simulation scenarios emphasizing more
profession-specific situations if desired. While not necessarily
realistic that students, upon entering practice, will engage in
these conversations in pairs with another health professional,
as a learning experience it is helpful for students to learn about,
with, and from each other so that they appreciate how other
members of the health care team can complement them even
if they are not physically in the same space.

The quantitative data from 206 participants presented here are
like those of the 51 participants from the pilot study.16 The larger
sample size in the present analyses strengthens our findings
that the educational program had positive impact on student
self-assessed abilities. In the pilot program, we also assessed
student knowledge, which demonstrated modest improvement,
but we moved away from that assessment as we felt measuring
knowledge was not necessarily in line with the objectives of

the program; rather, practicing skills was the focus. A larger
sample size also allowed us to gain further insight into the
program. Specifically, during debriefing, faculty gained valuable
insights into student learning. First, we learned how unique this
experience was in the students’ training and how important
they felt it was to day-to-day clinical practice or field work.
Students often commented that the SPs made the simulations
feel more real and applicable. This emphasizes not only the value
of simulation but also the importance of SP training. Students
appreciated having a partner from a different profession to
collaborate with. We often observed students providing insight
and advice to each other based on either past personal or
professional experiences, which we think helped to provide each
student with a different perspective and an appreciation for how
another profession can address a shared challenge. While all
the in-person simulation scenarios involved interactions with a
patient or community member, students were asked to reflect
on how their approach would differ if they were interacting with

Table 4. Comparison of Overall Evaluation of Program Between Professions (N = 206)

M (SD)

Itema Total Medicineb Nursingb Pharmacyb Public Healthb pc

This program:
Was an effective learning experience 4.4 (0.6) 4.4 (0.7) 4.5 (0.6) 4.2 (0.6) 4.8 (0.4) <.001
Was important to my professional development 4.3 (0.7) 4.5 (0.7) 4.4 (0.6) 4.2 (0.6) 4.6 (0.6) .02
Was relevant to my profession 4.5 (0.6) 4.7 (0.6) 4.5 (0.6) 4.4 (0.6) 4.7 (0.5) .04
Was well organized 4.5 (0.6) 4.8 (0.4) 4.4 (0.6) 4.4 (0.6) 4.8 (0.5) <.001
Should be required for the degree program in which I am enrolled 4.2 (0.8) 4.2 (1.0) 4.3 (0.8) 4.0 (0.8) 4.3 (0.7) .18
Should be required for all health professions students 4.2 (0.9) 4.3 (1.0) 4.3 (0.9) 4.0 (0.9) 4.6 (0.6) .03

Total scale scored 4.3 (0.6) 4.5 (0.6) 4.4 (0.6) 4.2 (0.6) 4.6 (0.4) .005

aRated on a 5-point scale (1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, 5 = strongly agree).
bFor cohort, medicine n = 32, nursing n = 41, pharmacy n = 115, and public health n = 18.
cOne-way analysis of variance was used to determine significance, defined as p < .008 after Bonferroni adjustment between professions.
dα = .91.
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another health professional. Students often struggled with how
their approach would be different if communicating with a peer.
This revealed an opportunity for future directions of the in-person
simulation activities by incorporating peer-to-peer cases.

Our educational program has several limitations. Our evaluation
approach relied on student self-assessment. It is important
to note that if student competency evaluation is desired,
then programs should develop an objective assessment
beyond student self-assessment.31 Items included in Table 2
were adopted from the language used in question 21 on
the Interprofessional Collaborative Competency Attainment
Survey.32 Note that we modified the response scale to set the
floor to “stayed the same” as we felt that students’ abilities
should not worsen because of participating in IPE. Although
not an element of our educational program, the communication
rubric we developed (Appendix N) may be helpful to those
programs seeking to measure competency attainment.
The cost associated with the use of a simulation center is a
potential barrier for widespread adoption of this program.
However, it is important to note that participants in our study
felt the in-person simulations were valuable and impactful.
Additionally, because the opportunity to apply and reflect
upon skills is an important step in the experiential learning
framework, in-person simulation is a critical piece of the program.
The essential elements of the in-person simulations are the
SPs. Therefore, if an institution is prioritizing how to spend
resources, this educational program could be adapted to include
SPs alone, without much of the technology or audiovisual
recording equipment we used. The prework, including the
online simulations, was optional, and completion was not
verified prior to students attending the in-person simulations.
Although the online simulations were rated favorably, we cannot
evaluate the impact they had on performance because they
likely were not completed by all participants. We felt it was
important to provide participants with some information and an
opportunity to practice prior to attending the in-person simulation.
Future research should investigate the extent presimulation
preparatory work impacts performance. As the landscape relate
to vaccine confidence and misinformation continues to evolve,
educators will need to update this educational program to reflect
contemporary issues. The student participants primarily came
from pharmacy; however, we feel that our data (Table 4) support
the applicability of this program to various health professions
programs.

In addition to expanding the types of in-person case scenarios,
future directions include creating an online platform to host

live simulations. Rather than students physically presenting
themselves at a simulation center, scenarios mirroring telehealth
encounters could be developed. This direction would help
students develop valuable communication skills in a digital
environment. It would also expand the opportunity for students
in online health professions degree programs to have access
to all elements of the educational program. The program
should be piloted with different health professions programs to
expand reach. Furthermore, an objective assessment of student
performance should be tested.

Vaccine hesitancy, often influenced by medical misinformation,
is pervasive and will be an ongoing challenge for health care
professionals and students of health professions programs. Our
educational program provides health professions students an
opportunity to learn, practice, and reflect upon communication
skills that are important to their role in addressing this public
health crisis.
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G. SP Sam Sampson.docx

H. SP Jamie Wilcox.docx

I. SP Pat Smith.docx

J. In-Person Simulation Prebriefing Script.docx
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L. In-Person Simulation Debriefing Guide.docx
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N. In-Person Simulation Communication Rubric.docx

All appendices are peer reviewed as integral parts of the Original
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