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designated ward envelopes, with no live patient interaction. 
Each session lasted one hour, followed by structured group 
debriefs. Six sessions were delivered. Students completed 
pre- and post-session surveys measuring confidence 
across six domains (prioritisation, prescribing, answering 
bleeps, note-taking, handover, and escalation) on a 5-point 
Likert scale. Free-text responses were collected to explore 
qualitative experiences. Descriptive analysis was performed.
Results:  Of the 27 students completing pre-session surveys, 
20 completed post-session surveys (completion rate: 74%). 
Confidence improved across all domains. The greatest 
improvement was seen in answering bleeps, with the mean 
confidence score increasing from 1.8 to 3.8. Initially, 85% of 
students rated their confidence as low (scores 1–2), compared 
to 75% rating it as moderate-to-high (scores 3–4) post-
session. Qualitative analysis identified themes of increased 
confidence, appreciation of the session’s realism, and the 
importance of practicing teamwork and escalation pathways.
Discussion:  Participation in the VOC simulation significantly 
improved final-year students’ self-reported confidence, 

especially in managing bleeps and prioritising tasks. 
Students valued the realism, safe environment, and practical 
application of multiple skills simultaneously. Our findings 
suggest that low-fidelity, accessible simulations can 
effectively enhance undergraduate preparedness for clinical 
practice, supporting previous literature on simulation-based 
learning [3].
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Introduction:  Recent reforms in undergraduate pharmacy 
education [1] mandate increased clinical exposure in primary 
care to support the development of prescribing competencies and 
consultation skills. However, capacity constraints in community 
care, driven by workforce shortages and service pressures 
challenge traditional placement models [2]. Observed simulation-
based education offers a scalable and innovative solution. This 
pilot project explored the design and implementation of a virtual 
clinical experience (VCE) for third-year pharmacy students, using 
simulation to deliver standardised, high-fidelity, experiential 
learning. The aim was to implement and evaluate a hybrid 

simulation model that addresses placement shortages, reduces 
clinician burden, enhances student engagement, and supports 
interprofessional education.
Methods:  Seventy-four third-year pharmacy students 
from the University of Brighton participated in a pilot VCE 
day comprising simulated GP consultations delivered via 
livestream. The day was structured into:

1. Prebriefing with defined learning outcomes
2.	Live observation of two distinct GP-patient consultations

with simulated patients
3. Facilitated debriefing sessions utilising experiential and

social learning theories.

Half way through the day students were divided into
subgroups with assigned observer roles focusing on clinical, 
communication, and patient-centred care dimensions. 
Supplementary workshops and a digital health session 
introduced prescribing workflows and electronic health records.

The simulation design was informed by Kolb’s Experiential 
Learning Cycle and Bandura’s Social Learning Theory, 
promoting active observational learning. With the midway 
changes, debriefing was adapted to deepen engagement. 
Directed observer roles transformed passive observation 
into purposeful participation, fostering critical thinking, 
reflective practice, and peer discussion [3].
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Results:  84% of students reported increased confidence in 
consultation skills and rated 4.5/5 for enjoyment; Qualitative 
feedback highlighted the value of real-time observation and 
communication strategies. Educators rated the day 4.8/5; 100% 
agreed objectives were met. Identified challenges included 
time management and AV logistics; key improvements 
suggested included extended debriefs and clearer observer 
instructions from the start.
Discussion:  VCE provides a scalable, immersive solution 
for clinical learning in pharmacy education, addressing 
placement limitations while supporting high-quality, 
standardised experiences. The model’s success supports 
future iterations incorporating longitudinal simulated patient 
journeys to encompass the continuity of patient care in 
primary care. Expansion to other institutions and disciplines 
is feasible, promoting sustainability, and collaboration in 
simulation-based learning.

Future evaluations will explore the integration of learner-
designed cases and interprofessional simulations across 
multiple institutions. This will assess long-term retention 
of consultation skills and model scalability, contributing to 
national pharmacy education reform.
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Introduction:  Peer Evaluated Simulation (PES), embedded 
in a final-year undergraduate nursing module, enables 
students to enact clinical scenarios and receive formative 
feedback from peers. In simulation-based learning, peer 
evaluation can be a powerful formative assessment tool. 
Creating a rubric for peer evaluation in simulation is a 
structured approach that provides students with clear 
guidelines and criteria to assess their peers’ performance 
accurately and constructively [1,2]. A well-designed rubric 
standardises feedback, reduces subjective bias, and 
encourages reflective practice. The key concepts within this 

PES are related to Shared Decision Making (SDM), which 
is a neglected component of existing simulation rubrics. 
Therefore, this study outlines how these components are 
conceptualised and developed into the rubric to enable 
students to critically analyse each other’s performance in a 
constructive, respectful manner.
Methods:  A co-design educational approach, underpinned 
by a descriptive qualitative design was adopted. Three one- 
hour focus groups were conducted with final year nursing 
students, and standardised patients at a large UK university 
from February to June 2024 to iteratively co-design the 
content and implementation of the rubric. Focus groups 
were held over the MS-Teams platform and recorded. 
Thematic analysis was used to identify key aspects of SDM 
that informed and refined the rubric and its integration into 
a pre-registration nursing course. The study was guided by 
established programme theory on shared decision making 
[3].
Results:  Several recurring themes emerged that 
informed the creation of the rubric: (1) patient-centred 
care and engagement; (2) communication skills; (3) team 
dynamics and interprofessional collaboration; (4) cultural 
competence and self-awareness; and (5) openness to 
learning. The co-development of this rubric ensured 
content validity for peer evaluators to rate and provide 
feedback on student’s shared decision-making behaviour 
in the simulation setting. Students positively evaluated 
the rubric’s clarity and relevance but highlighted the need 
for improved usability, clearer descriptors, and scenario 
specific alignment.
Discussion:  Findings demonstrate the feasibility and value 
of co-designing a SDM focused rubric for use in simulation-
based nurse education. Involving students and patients in the 
design ensured alignment with authentic clinical experiences. 
Early introduction of the rubric into the curriculum, along 
with structured opportunities to practice giving feedback, 
were identified as essential. The rubric shows promise for 
supporting formative assessment and developing reflective 
practitioners. Future research should examine its reliability, 
potential for adaptation across settings, and integration into 
summative assessment strategies.
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