
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​​​​t​p​:​/​/​c​r​e​​a​​​t​i​
v​e​​c​​o​​m​​m​​o​n​s​.​o​r​g​/​l​i​c​e​n​s​e​s​/​b​y​-​n​c​-​n​d​/​4​.​0​/​​​​​.​​​

Najjuma et al. BMC Medical Education         (2024) 24:1528 
https://doi.org/10.1186/s12909-024-06521-9

BMC Medical Education

*Correspondence:
Josephine N. Najjuma
jnajjuma@must.ac.ug

Full list of author information is available at the end of the article

Abstract
Background  Although Interprofessional Education (IPE) is an important component of medical education, it has 
only recently come under consideration in Sub-Saharan Africa. IPE occurs when two or more professions learn from, 
about and with each other regarding effective collaboration and the improvement of health outcomes. Current 
academic programs focus more on traditional approaches to training physicians, pharmacists, respiratory therapists, 
physiotherapists and nurses like they were independent entities. Simulation-Based Learning (SBL) is a potential 
platform to introduce IPE to Mbarara University of Science and Technology in southwestern Uganda that has a 
well- established medical simulation center but IPE has not yet been implemented. Evidence is scarce regarding the 
barriers and facilitators to implementing simulation-enhanced IPE (Sim-IPE). Therefore, the purpose of this study was 
to obtain information on barriers and facilitators of IPE from various stakeholders.

Methods  We conducted a qualitative study among university administrators, faculty and undergraduate medical 
and nursing students. We purposively selected undergraduate students to include 3rd and 4th year nursing students 
and 3-5th year medical students as they had been exposed to SBL. Guided by the Consolidated Framework for 
Implementation Research (CFIR), we conducted semi-structured interviews with administrators and faculty members, 
and focus group discussions with students (n = 31). The focus group discussions were uniprofessional with individuals 
from the same class allowing participants to share their views freely. Interviews were transcribed verbatim. We used 
the deductive (CFIR-driven) method to develop relevant codes and themes.

Results  The barriers and facilitators identified to implementing Sim-IPE program arose from the six CFIR domains 
namely, the intervention characteristics, inner setting, outer setting, individual characteristics and the process. The 
barriers included the intervention processes such as lack of interprofessional educational resources, scheduling and 
communication gap between departments, the nonexistence of protected interprofessional simulation time in the 
curriculum, attitudes and unfavorable perceptions toward interprofessional simulation, and lack of clear assessment 
mechanism. The facilitators include the significance of IPE and the support of simulation-enhanced IPE (Sim-IPE).

Barriers and facilitators to interprofessional 
simulation-based learning in a Ugandan 
medical school: a qualitative study
Josephine N. Najjuma1*, Albert Muhumuza1, Data Santorino1, Samuel Owusu Sekyere2, Amaka N. Ocheke3, Simon 
J. Yiltok3 and Francis Bajunirwe1

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



Page 2 of 11Najjuma et al. BMC Medical Education         (2024) 24:1528 

Background
Interprofessional teams in clinical practice improve 
patient care and reduce medical errors. For a team to 
be effective, team members from different health pro-
fessions are required to function and effectively com-
municate with one another, cooperate and collaborate 
to ensure that care is continuous and effectively deliv-
ered [1]. Interprofessional health workforce is required 
to function effectively to ensure good patient outcomes. 
Interprofessional education (IPE) is an opportunity to 
create a cadre of health workers trained to work as a 
team. Although IPE presents several advantages and 
holds the promise to develop health workers prepared 
to work in interprofessional settings, medical and nurs-
ing students seldom learn in interprofessional teams. 
According to the World Health Organization, “Interpro-
fessional education occurs when students from two or 
more professions learn about, from, and with each other 
to enable effective collaboration and improve health out-
comes. Collaborative team behavior has been shown to 
improve with interprofessional education [2, 3]. Interpro-
fessional education can also help clarify roles and lead to 
positive attitudes among health workers [4].

Simulation-based learning as a teaching tool is taking 
root in sub-Saharan Africa [5] including our institution 
[6, 7] and may be an appropriate vehicle to deliver IPE. 
When IPE is enhanced by simulation, it may have the 
potential to address communication and collaboration 
issues between health disciplines [8]. In the resource-
rich countries, interprofessional education has developed 
through global forum workshops, private foundations 
and partnerships among health professional educational 
bodies. These collaborations encourage innovation and 
development of core competencies to guide effective 
training of students in different professions to facilitate 
interprofessional collaborative practice [9]. Interprofes-
sional education, with simulation technology, can allow 
students of different professions to learn with and from 
each other in a safe environment while allowing group 
reflection and immediate feedback.

Although IPE presents several advantages, its imple-
mentation faces potential challenges ranging from logis-
tics, scheduling and financial support [10] to skepticism 
about its IPE role, utility and in acceptability. In tradi-
tional health professionals’ education programs, lines 
and visible boundaries are drawn between professions 
in training. The lack of interprofessional opportunities 
for training is a common challenge across African health 

training institutions. Most of the training is in the form of 
lectures and tutor-led skills demonstrations which do not 
present sufficient opportunity for team practice. The lack 
of inter professional team practice opportunities between 
medical and nursing students creates a mystery between 
professions. This includes professions not understanding 
each other’s roles and responsibilities and development 
of implicit biases.

Limited studies in sub–Saharan Africa have examined 
opportunities to introduce and integrate IPE into the 
medical and nursing curricula but evidence shows that 
Simulation-Based Learning (SBL) as a teaching tool is 
effective and may be a superior method for training inter 
professional communication skills and should be con-
sidered as the gold standard for communication training 
[11]. A systematic literature review has shown that inter-
profession simulation training among nursing students 
strengthens their nurses’ roles and understanding of the 
roles of other health workers [12].

Although SBL learning is well established at Mbarara 
University of Science and Technology in southwestern 
Uganda, the training of undergraduate medical and nurs-
ing students has not deliberately implemented interpro-
fessional education. The study aimed to determine the 
barriers and facilitators to inter-professions simulation-
based learning at a medical school with established medi-
cal simulation-based learning center in sub–Saharan 
Africa.

Methods
Study setting
Mbarara University of Science and Technology (MUST) 
is located in southwestern Uganda about 250  km from 
the capital Kampala. Established in 1989, MUST has the 
second oldest medical school in Uganda. The Faculty 
of Medicine offers undergraduate and graduate degree 
courses including: Medicine, Nursing, Pharmacy, Medi-
cal Laboratory Science and Physiotherapy. At MUST, the 
combined population for undergraduate Nursing and 
Medical students is 600. MUST has successfully estab-
lished a center of excellence for simulation-based learn-
ing, the only one of its kind in East Africa. The Sim for 
Life Center of Excellence was established in 2016 with 
support from the university and grant funding. The cen-
ter is equipped with two simulation scenario rooms and 
debriefing spaces with both high and low fidelity mani-
kins. The simulation faculty is drawn from the univer-
sity faculty, staff and simulation trained post graduate 

Conclusions  Implementation of Sim-IPE faces significant process and policy barriers that require addressing. There 
is an opportunity to capitalize on the significance that stakeholders place on IPE. The findings can be used as a 
benchmark for designing Sim-IPE in other low- and- middle-income countries.
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students. Currently SBL is incorporated into the curricu-
lum for nursing and medical students at MUST, although, 
medical and nursing students separately undergo SBL 
with no elements of IPE.

Study design
We applied qualitative methods to explore faculty and 
student attitudes, barriers and facilitators to simulation-
enhanced IPE (Sim-IPE) at MUST.

Eligible study participants
We had two categories of participants. The first were uni-
versity managers and stakeholders involved in allocating 
time and designing curricula at MUST. These were indi-
vidually approached; study objectives were explained and 
consent obtained. The second category of participants 
were selected undergraduate medical and nursing stu-
dents at MUST in their clinical years. These participants 
were individually identified through their class leaders. 
The study was explained to them and written informed 
consent was obtained.

Sampling data collection
We purposively selected key stakeholders that are 
involved in the scheduling and teaching of the under-
graduate medical and nursing students. We conducted 
all the in-depth interviews with faculty from the Depart-
ments of Nursing, Internal Medicine, Surgery, and Pedi-
atrics and key stakeholders in timetabling and curriculum 
design. These departments conduct the bulk of clinical 
training for medical and nursing students. The questions 
focused on current practices of IPE for medical and nurs-
ing students, attitudes towards IPE, as well as its barriers 
and facilitators. We collected information on participants 
age, gender, roles, duration of service in the institution, 
exposure to simulation-based learning, place of expo-
sure and frequency of simulation exposure experience. 
All interviews were audio recorded. We also conducted 
focused group discussions (FGDs) with undergraduate 
medical and nursing students. The FGDs were unipro-
fessional with individuals from the same class to allow 
participants to share their views freely. The FGD com-
prised of 5 to 7 members with equitable gender represen-
tation. Interviews were audio-recorded, transcribed and 
reviewed to ensure accuracy.

A semi-structured data collection tool (Supplementary 
file 1) was designed using the constructs of the Consoli-
dated Framework for Implementation Research (CFIR) 
tool.

Data analysis
Data were analyzed using thematic content analysis based 
on a priori themes generated from the research ques-
tions designed using the CFIR model. We also considered 

emerging themes from the data. Data were transcribed 
verbatim and transcripts were read and re-read by two 
independent researchers and reviewing of Audio files 
(JTB and GM). Codes were grouped into categories and 
condensed intro broader themes. The first analysis was 
done by two independent qualitative researcher (JTB and 
GM). Two members of the research team (JNN and AM) 
double-coded the transcripts and compared their results 
with the results of the other two qualitative research-
ers. Finally, the research team met, reviewed transcripts, 
agreed on the codes and resolved any disagreements.

Ethical considerations
The study was reviewed and approved by the research 
ethics committee (REC) of Mbarara University of Science 
and Technology (MUST-2023-763). The research team 
also sought ethical approval from the Uganda National 
Council for Science and Technology (SS1858ES). Partici-
pants provided individual written informed consent. We 
adhered to the Helsinki declaration on the use of human 
subjects in research including voluntariness and respect 
for persons. Administrative clearance to conduct the 
study was obtained from the university. Privacy and con-
fidentiality were maintained throughout the study. Par-
ticipants were assigned unique identifiers and only these 
identifiers were included on the transcripts. All study 
data were stored on a password protected laptop. Our 
data transcripts do not report potential identifiers such 
as the gender, age, titles and specific role of the partici-
pants as the study setting is small and it would be easy to 
identify the respondents.

Results
We conducted 9 key informant interviews with faculty 
from the Departments of Nursing, Internal Medicine, 
Surgery, and Pediatrics as well as key stakeholders in 
timetabling, medical education committee and curricu-
lum design. We also conducted 3 FGDs (two with medi-
cal students, and one with nursing students) to explore 
the dynamics among the different groups mix. For the 
medical students, the FGDs were also segregated based 
on years of study namely third and fifth-year Medicine 
and surgery students.

Demographic information
Four females and five males aged between 35 and 60 
years were interviewed. Their roles included Academic 
registry leadership, heads of department, senior lectur-
ers, lecturer, resident physician, medical education unit 
and curriculum committee leadership. Their length of 
experience in these roles ranged from 2 to 12 years. All 
but three had been exposed to simulation-based learn-
ing. Most had encountered simulation-based learning 
at Mbarara University of Science and Technology with 
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frequencies described from rare to very often. Individual 
responses are not included in this manuscript to preserve 
confidentiality. Details of Key informant participants are 
summarized in Table 1.

The FGD included 10 male and 9 female students 
aged between 21 and 25 years. All the participants were 
exposed to simulation before and were currently in their 
clinical rotations.

Themes from key informant interviews and FGD transcripts
Thematic analysis was employed to identify key themes 
and subthemes that emerged from the participants’ 
responses regarding the facilitators and barriers to Sim-
IPE. We categorized the results as shown in Table 2.

Theme one: significance of interprofessional education
Interprofessional collaboration and mutual learning
Participants from all groups emphasized the importance 
of interprofessional collaboration during simulation-
based learning. A faculty member expressed,

“the biggest benefit is when you bring the different 
professionals together, they come in with the unique 
skills that are beneficial to the other group. For 
instance, if a nursing student comes to this simula-
tion-based learning, they bring their set of skills that 
a medical student is not aware of but needs to know 
or learn about…and vice versa. So, there’s cross pol-
lination of skills at that level.” Key informant 07.

Table 1  Summary of key informant study participants
Participant Role Department Duration in 

role (years)
Exposure to 
simulation-
based learning

Place of 
exposure

Frequency 
of Expo-
sure to 
IPE

01 Administrative staff Academic Registrar 11–15 No NA None
02 Administrative and teaching Surgery 0–5 Yes MUST Not often
03 Teaching staff Internal medicine 11–15 No NA NA
04 Teaching staff Pediatrics 6–10 Yes MUST Many times
05 Teaching staff Internal medicine 0–5 Yes MUST Very often
06 Teaching staff Nursing 11–15 Yes MUST Not often
07 Administrative and teaching ALL 11–15 Yes Makerere 

University
Once

08 Administrative and teaching Curriculum and 
teaching

6–10 Yes MUST Once

09 Administration Academic registrar 6–10 No NA None

Table 2  Summary of themes and subthemes regarding the facilitators and barriers to interprofessional simulation-based learning
Thematic areas Key points

Facilitators Significance of Interprofessional Education Interprofessional collaboration and mutual learning
Preparation for future teamwork
Breaking down professional silos
Roles clarification

Support of Interprofessional Simulation-based learning Departmental support
Individual faculty support of Inter-profession training
Absence of formal administrative support

Barriers Barriers during the simulation session Lack of leadership clarity
Unequal numbers of certain professions in simulation groups
Lack of familiarity with the group members
Perceived hierarchies between medical and nursing students
Information sharing gap among students

Lack of Resources Lack of resources: time and physical faculties i.e space
A limited number of instructors
Simulation scenario design

Curriculum Integration Difficulties in scheduling
Attitudes and Perceptions towards IPE SIM Facilitator bias towards certain sub-groups
Attitudes and Perceptions toward IPE SIM Resistance to change

Mixed Perceptions towards simulation learning
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The interprofessional education experience leads to 
mutual respect for each other’s professions. Partici-
pants appreciated the contributions of each profession in 
patient care, that helped boost the esteem of each team 
member.

A third-year medical student stated,

“For me, I’ll give an experience… I learned a lot from 
the physiotherapists, they’re better at doing these 
examinations, especially neuro examinations; for 
the nursing students, they had more to do with the 
caring for the Nasogastric tube because he was in a 
coma. So I learned really quite well from them… We 
came to appreciate that each of us, like our profes-
sions, really matter.” … Speaker 3, Male, FGD 03.

Interprofessional education involving medical and nurs-
ing students working together mainly on the wards was 
perceived as a facilitator. It allowed them to learn from 
each other and benefit from their different perspec-
tives and expertise. Although this occurred occasionally, 
it showed them how important it would be for them to 
learn together in other avenues like simulation.

“Now that we are in third year, I think I’ve seen that 
happen on the ward where sometimes we have the 
nurses with us, and at the same time, we also have 
the medicine students together. Okay, I have mainly 
seen it on hospital ward mainly in third year, where 
we are actually working together.” Speaker 6, Female, 
FGD 03.

Preparation for future teamwork
Interprofessional simulation prepares students for future 
collaboration in healthcare settings. Simulation sessions 
involving different professions bring the experience 
closer to real-life scenarios, preparing students for the 
collaborative nature of healthcare practice.

“In the future, we won’t be working as medical per-
sons, like doctors alone. You have to work with the 
nurses, you have to work with the physiotherapists, 
to manage the patient… It’s preparing us for the 
future.” Speaker 5, Male, FGD 03.

Breaking down professional silos
Participants articulated the role of Sim-IPE on breaking 
silos created as a result of nursing and medical students 
training separately. Sim-IPE is an opportunity to learn 
what happens in each ‘silo’, creating an avenue for com-
munication and knowledge sharing while breaking the 
information gap between the two professions. One nurs-
ing student stated,

“You realize when we start clinical, we tend to take 
different routes because you will find that is when 
medical students are going to go to their depart-
ments. So that gap, at least during that clinical… 
Because at least this is the time during the clinical 
whereby we should be together… is the time when we 
are separated. But during the simulation sessions, at 
least they will bring us back together each other such 
that, after these sessions, after the post debriefing, 
they tell us this and this and this.” Speaker 6, Male, 
FGD 01.

Roles clarification
Participants acknowledged that co-involving under-
graduate medical and nursing students in their teaching 
is essential in appreciating each other’s roles in patient 
management. These experiences help to prevent confu-
sion of roles and students know their professional scope 
of practice. A head of department shared,

“it helps understand the different roles that each one 
is supposed to play to help a patient get better. What 
you notice is that in simulation, they tend to take 
roles that are assigned to them by nature of their 
future employment. …you have medical students 
taking up the roles of clinicians while the nurses will 
take on the roles of the nurse… the medical students 
tend to be the lead physician and give out instruc-
tions to the nurses and what they expect them to do. 
We find situations where medical students are get-
ting lost doing nursing roles and the nursing students 
are also getting lost doing the medical roles. So, if 
they train together it would be easy to streamline to 
know this is the role you’re supposed to take, this is 
how it’s supposed to be done” Key informant 04.

A medical student stated,

“the simulation session is going to help you under-
stand what roles can the nurses help you with. If 
you’re alone, can a nurse do an exam? If you ask 
them to perform maybe a respiratory exam, can they 
do it or do they need guidance? Can you confidently 
ask someone to maybe take vitals?” Speaker 1, Male, 
FGD 02.

Participants also emphasized the importance of assigning 
roles based on each profession’s technical knowledge and 
expertise thus improving efficiency and teamwork during 
simulations.

“For instance, I know a nurse is better at cannula-
tion. So, say IV access and fluids, we assign them to 
the nurses.” Speaker 6, Male, FGD 02.
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Theme two: support of simulation-enhanced IPE (Sim-IPE)
Departmental support
Participants stressed their contribution towards training 
postgraduate students in their departments to facilitate 
effective interprofessional learning. One departmental 
head highlighted,

“All we have done as a department, is to make sure 
all our postgraduate students get the training, to 
advocate for all our post graduates getting trained 
[in simulation] such that they engage into the train-
ing of students.” Key informant 2.

Individual faculty support of interprofessional training
Key informants mentioned that they are committed to 
teaching students and being receptive to Sim- IPE. This 
willingness to facilitate sessions creates an easy environ-
ment for learning. A faculty remarked,

“I think for us we are very open and we would love to 
have the nurses trained with the medical students, 
we would love them to be part of our wards because 
we really believe in…we need them, they can help us 
in management of the patients. But we also believe 
that we have something to learn from them. So, our 
attitude is something that we would embrace that 
partnership or collaboration where we can train the 
students together both the nursing and medical stu-
dents.” Key informant 4.

Absence of formal administrative support
There is lack of clear policies outlining how interprofes-
sional education should be conducted. A faculty mem-
ber experienced in medical education noted, this in part 
could also be the cause of the information and commu-
nication gaps between the departments, students and 
facilitators.

“We wanted to develop guidelines of how to conduct 
interprofessional education because we saw it as a 
missed opportunity here in our faculty of medicine, 
that the medical students are by themselves, the 
nursing students are also by themselves and others.” 
Key informant 7.

Theme: barriers during the simulation session
Lack of leadership clarity
Assigning leadership positions in interprofessional teams 
may be difficult due to varying levels of seniority and may 
lead to reluctance or conflicts.

“…Now, here is a scenario whereby a nursing student 
among us, maybe four medical students, and I want 
to be the team leader. It’s going to really be hard for 

some people (to accept). Of course, you may be com-
petent, but just because by the mere setting of things 
that you know a nurse cannot lead in the presence 
of a doctor. I think it is going to pose some bit of sup-
pression. Yet we may have some competent people 
who can lead teams during the sessions. So, it’s really 
going to bring some element of dominance to a cer-
tain extent.” Speaker 6, Male, FGD 01.

Unequal numbers of certain professions in simulation groups
Participants mentioned that some rotations or classes 
had bigger numbers than others. For instance, there could 
be more nursing students than medical students and 
sometimes more medical students than nursing students, 
resulting in imbalanced role assignments. This disparity 
could lead to some team members feeling underutilized 
or excluded, which could cause a tendency for the facili-
tators to focus on the profession with the majority.

“…how they are going to divide these groups. Because 
if you are having one nurse among five medi-
cal students, it’s going to pose another, actually, a 
major risk … that they will concentrate in one area. 
Because it is known the medical students in our year 
is around 100 and something. We are only 33. So 
you can see that you can feel that it’s going to be a 
big challenge anyway.” Speaker 3, Female, FGD 01.

Lack of familiarity with the group members
Some participants expressed challenges in working with 
students from a different class, as they had never inter-
acted with them before the simulation session. Being 
unfamiliar with group members could hinder effective 
communication and team dynamics during the session.

The other thing is, because these two groups have 
not interacted for a given period of time, usually it 
is easier to do a given task within you that you don’t 
know each other. But now here, since these people 
have never interacted, like someone say, we had a 
different year all together and you never see them 
before. So it really makes these connections a little 
bit having some gap. Speaker 2, Male, FGD 02.

Perceived hierarchies between medical and nursing students
Some students reported feeling anxious or fearful when 
working with others from different professions, especially 
when hierarchical barriers exist. This can hinder effective 
collaboration and communication.

“Because of simulation, when you’re working 
together, a nurse… it reduces that anxiety and fear 
that a nurse has for a doctor… you get to identify 

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



Page 7 of 11Najjuma et al. BMC Medical Education         (2024) 24:1528 

those things in simulation.” Speaker 4, Female, FGD 
03.

A faculty member highlighted,

“…one of them [weaknesses] could be just like infe-
riority complex, you know sometimes when you are 
there and you are in a group, you may say that okay 
now I am a nurse or I am a doctor, if it is nursing 
intervention, I may say something that is wrong or 
if I am a nurse and I want to make diagnosis, I may 
fail because doctors are there.” Key informant 6.

Information sharing gap amongst students
Some medical students felt uncertain about how to effec-
tively work with nursing students during simulation 
sessions, leading nursing students to feeling left out or 
ignored, and this reduces the ability of the nursing stu-
dents to cooperate and achieve the set goal during the 
learning sessions. An undergraduate medical student 
stated,

“… we also had the same session with nurses… But 
then during the session, it happened that…, the com-
munication, we had a bit of breaks in the communi-
cation. …most of us here, since we are usually used 
to doing the simulations as medical students, some-
times we don’t really go deep into what instruction 
you’ve given the person. We don’t know what they 
need to know and what is relevant to them. We don’t 
know what to keep for ourselves and what to give 
them.” Speaker 4, Male, FGD 02.

Theme: lack of resources
Lack of resources: time
The lack of frequent interprofessional simulation ses-
sions was mentioned as a barrier to further enhancing 
collaboration between medical and nursing students. 
The opportunities available for the groups to meet and 
have the learning are few to realize the desired benefits of 
interprofessional learning. When asked about their expe-
rience of being involved in interprofessional simulation 
sessions, a medical student said,

So you find that the group you’re dividing is hav-
ing many students and you are limited by time. 
So maybe for our success, for that case, we need to 
increase more time. Maybe if it is a Friday after-
noon, it will be a full Friday afternoon just for 
simulation practices. But of now, we are practicing 
on Thursdays and its only for two hours. Speaker 
1,Female, FGD 01.

Lack of resources: space
The limited space in the simulation labs was mentioned 
as a barrier to accommodating a required number of stu-
dents from different professions to enable IPE. Numerous 
sessions are required and this creates long durations of 
waiting before students can access the labs, and this often 
results into fatigue and loss of morale for some of the stu-
dents as stated by participants below.

“Then another thing would be space. He has talked 
about it. So if this one is to be a success, then they 
should put into account the space bit of it. We have 
two labs at the moment, and you realize we are 33 
in our class of nurses. And you realize sometimes we 
even have to encroach on the time for other lectures.” 
Speaker 6, Male, FGD 01.

Limited number of instructors
Another barrier mentioned by the participants was an 
inadequate number and availability of qualified instruc-
tors to conduct the simulation sessions. A nursing faculty 
shared,

“You know sometimes you go and you find the 
same facilitators and they get tired. So, if we could 
get enough man power or personnel. … you know 
sometimes they make the group so big because of 
the shortage of the facilitators and also… another 
thing to have enough models which can facilitate 
and other equipment you find that they are lacking. 
Because when you go there sometimes and they tell 
you that this one we don’t have it.” Key informant 6.

Theme three: curriculum integration
Lack of integration of interprofessional simulation as 
a method of teaching students into the curriculum was 
identified as a crucial barrier to successful Sim-IPE to 
happen. For Sim-IPE to be prioritized during scheduling, 
it must be incorporated into the teaching curriculum of 
the students. An administrator whose role involves allo-
cating teaching time mentioned,

“There is no way you’re going to prioritize Sim-IPE 
when it’s not in the curriculum. The curriculum is 
very clear it talks about these are the courses which 
are there. So, when you bring in IPE-simulation may 
look at it as something that has been imported into 
the students. I will first timetable all these other 
classes which are in the curriculum. Then, where 
students are free like OK fine now here they are free 
let us timetable simulation,” Key informant 1.
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Theme four: simulation scenario design
Participants mentioned a lack of input from tutors of 
both nursing and medical students in simulation scenario 
design with input as one of the requirements in order to 
have the expectations of both groups met during the sim-
ulation sessions. A faculty member expressed,

“Like I said, you find a case scenario about manage-
ment of stroke and all of it is medical and nobody 
has said anything about the nursing care. If we can 
have these cases prepared by both so that you have 
the nursing section and you have the medical sec-
tion…, so that all these things are together in one 
case to enable each be executed …favoring both 
sides.” Key informant 4.

Theme: difficulties in scheduling
Participants stressed the lack of harmonization of the 
timetable to have simulation sessions for both under-
graduate medical and nursing students happen at the 
same time. An administrator whose role involves design-
ing the teaching timetable mentioned,

“if we are specifically talking about simulation, the 
timetable I have done for simulation really I’ve not 
seen it timetabling nursing students and medicine 
students at the same time. Actually, it’s always sep-
arate. You have…I always timetable medical stu-
dents in year three alone when they are free, you do 
it for medical students in year five alone, you do it 
for nursing students alone. I’ve not seen a scenario 
where I’ve combined medicine year three, nursing 
year three together. It has always been separated on 
the timetable.” Key informant 1.

Another participant who is a facilitator also noted,

“…this has to be harmonized at the schedules’ level, 
that when we are drawing schedules, these times 
should be scheduled together so that we know that 
when medical students are having simulation ses-
sions even the nursing students at that time should 
be free to come and actually have these sessions with 
the medical students. Otherwise, you look at the 
schedules they’re drawn differently so the time when 
medical students are there the nursing students are 
probably having a lecture and vice versa.” Key infor-
mant 5.

One of the nursing students from the focused group dis-
cussion also emphasized the same point,

“if the people in charge can put maybe simulation 
for both of us during the same time on the timetable, 

that will help us to put in our mind even prior when, 
Okay, we are there and we know we are going to par-
ticipate together with the medical students.” Speaker 
3, Female, FGD 01.

Altering the timetable to accommodate more simulation 
sessions could impact the time spent on actual clinical 
rotations, raising questions about the trade-off between 
simulation and real patient care.

“… it might affect lecture time or ward time. Most 
likely it would be ward time. I don’t think it would 
be a problem if it did affect the ward time, but the 
question is, is it worth reducing the ward time for 
it?” Speaker 4, male, FGD 01.

Theme: attitudes and perceptions
Facilitator bias towards sub-groups
There is also a tendency of the facilitators to be inclined 
towards one profession during the debrief sessions and 
this leads one of the professions to feel ignored. A stu-
dent stated,

“If it’s a doctor who is taking us through the debrief-
ing, remember, we are with medicine students. They 
will concentrate more on the medicine side because 
that’s what they are comfortable with. Then if it’s 
also a nurse who is taking us through the session, 
they will concentrate more on that nursing side. One 
of the groups will… They will lose out…ok not so 
much, but they will not get what they’re supposed to 
get. Maybe if they are to have both a doctor and like 
a nurse taking us through the debriefing, it would be 
better because they will project the roles of each of 
the groups. But if it is one person of like a specific 
profession, they will be biased.” Speaker 4, Female, 
FGD 01.

Resistance to change
Some faculty members are resistant to adopting new 
methods of teaching like simulation making it a chal-
lenging to implement Sim-IPE. One of the administrators 
who is also a faculty mentioned.

“Many people don’t think they need it… they’re 
thinking of, this is how we have always done it, some 
people are so static, they don’t want to change.” Key 
informant 8.

In addition, students in the final year of medical school 
who had some level of seniority in the practice did not 
also find it very relevant to practice on mannequins when 
they had already had real encounters with patients of 
similar cases on wards.
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“I think simulation sessions should be end at level 
of third year level ,….when, we are motivated. And 
another thing, we have not handled real patients 
[then]. But now in fifth year, say we are going to dis-
cuss a patient with abortion, I’ve already manage 
the patient on ward with abortion. So, I know, I real-
ized there’s no need to come to the mannequin and 
pretend.” Speaker 6, Male, FGD 02.

Mixed perceptions towards simulation learning
Participants reported mixed attitudes and perceptions 
towards simulation-enhanced IPE (Sim-IPE) but majority 
of faculty members and administrators were supportive 
of the learning methodology. A faculty member stated,

“I believe this should be good news to the students 
because now everyone gets to practice at their level 
of professional training and get better at it and also 
attain the confidence. we are all welcome to having 
these joint sessions and I for one can’t wait to … I 
think it’s a good thing.” Key informant 5.

Theme: lack of clear assessment mechanism
Students felt that the lack of academic recognition for 
simulation participation could lead to reduced motiva-
tion and attendance. There is a need for clear marking 
guidelines. Participants emphasized the importance of 
clearly defining how marks will be awarded during inter-
professional simulations.

“Then the other thing is as well about the reward. 
Just as they have been saying that people learn by 
either punishment or reward. Yes. Most of the time, 
these marks actually there. Our logbooks have 
simulation sessions. And the marks were not even 
accounting for the final mark.” Speaker 4, female, 
FGD 03.
“…even the way marks will be awarded by the partic-
ular facilitators should be laid down clearly because 
I don’t think it will remain the same like how we 
have been having where they’re giving us team…
group work marks and all that, because now in this 
case we are different.” Speaker 7 (female), FGD 02.

Discussion
In this study, we focused on understanding the barriers 
and facilitators to interprofessional simulation-based 
learning at a medical school in Uganda. Overall, students 
reported having had an experience with interprofessional 
education while all of the key informants knew about it, 
some had had an experience with it, while others had not 
had any experience.

Generally, all participants were knowledgeable about 
Sim-IPE and acknowledged its importance in narrowing 

the gap between the medical and nursing students and 
improving the quality of patient care. A meta-analysis by 
Reeves et al., 2016 showed improvement in attitudes and 
perceptions towards one another and increased knowl-
edge and skills needed for future collaborative working 
among students when IPE is implemented [13]. Despite 
the lack of strong evidence as reported by Reeves et al., 
2016 that IPE improves patient care and outcomes, par-
ticipants in this study stressed that the overall goal of 
IPE-Simulation is to improve patient care and were very 
hopeful that its implementation will lead to that.

Faculty and students believed it is vital to clarify pro-
fessional roles to avoid collision between the profession-
als and to help learners know their professional scope 
of practice. The simulation sessions are designed so that 
students take up roles in line with their profession which 
inculcates the roles and scope of practice [14]. Contrary 
to Yu et al., 2020 [15] participants in this study saw Sim-
IPE as an opportunity for the students to dispel the myth 
that nurses take on subordinate roles from physicians but 
work together to achieve linked or shared objectives and 
outcomes. The discrepancy between the two findings can 
be explained by the fact that in the clinical settings, their 
roles are different, with doctors having a more directive 
role, while nurses take on the subordinate role focused 
on patient care.

There was also willingness by stakeholders to take up 
the Sim-IPE program in the university and such opti-
mism had been reported earlier when the simulation 
center was established in this setting [16]. Stakeholder 
buy-in is essential in ensuring the success of Sim-IPE. 
Administration support would be a driving force towards 
better enforcement of SBL. Top management makes deci-
sions regarding the curricula and allocating resources to 
the different programs. This administrative and faculty 
support is key to the implementation and sustainability 
of Sim-IPE, absence of which jeopardizes the longevity of 
this program [17].

There were reports of the inadequate number of facili-
tators. Therefore, faculty development and training in 
simulation techniques to ensure sustainability of the 
program would be key. West, C et al., 2016 reported 
that faculty development is important since the interac-
tive nature of Sim-IPE requires specific skills among the 
facilitators without which learners may not be actively 
engaged in learning [10].

Barriers
The lack of incorporation of Sim-IPE in the curriculum 
as a method of teaching students was acknowledged as 
a barrier and Al-Elq and Abdulmohsen H [18]identi-
fied it as a requirement for effective SIM- implementa-
tion. Another barrier was scheduling and timetabling. 
Students reported inadequate time during the learning 
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sessions and few simulation scenarios. Studies at uni-
versities in the United States [10, 19] also showed that 
limited simulation time and scheduling make it difficult 
to focus on the core competencies required for interpro-
fessional training and the time available is not enough 
for the learning to be effective. However, it is recom-
mended to include programs in the teaching curriculum 
that increase exposure to social interactions among stu-
dents from different professional disciplines so that stu-
dents are exposed to such interprofessional experiences 
and hence benefit fully from interprofessional education 
experiences [15].

Students expressed concerns over the lack of clear 
communication and information sharing among them-
selves while working as an interprofessional team which 
confirms a similar finding by Watts et al.,2022 [20]. This 
communication gap created a feeling of unworthiness 
which impedes Sim-IPE because of limited socializa-
tion in the group. The frequency with which the Sim-IPE 
happened was limited as some students reported having 
had only one session. Consequently, there is insufficient 
opportunity to interact and learn for both professions to 
bond and work collaboratively which ultimately hinders 
the effectiveness of Sim-IPE.

There were no set guidelines on how to conduct the 
SBL and not all staff were involved. The absence of clear 
institutional guidelines on the operation of Sim-IPE was 
a hindrance to fully unleash the gains from Sim-IPE. 
Although integrating Sim-IPE in the curriculum through 
working with different departments in the university to 
develop guidelines on how it is going to be implemented 
was identified as key to its success [16], it has not been 
realized. The implication is that if scheduling and financ-
ing of Sim-IPE are not prioritized, the core courses 
reflected on the training curriculum for each profession 
will remail the only scheduled learning opportunities. 
The lack of administrative support has been shown to 
lead to minimal attention and resource allocation for IPE 
[17].

The absence and or the limited number of Sim-IPE 
trained faculty impacts negatively the running of the pro-
gram. In addition, Watts et al., found that facilitators/
instructors played a crucial role in IPE experiences in 
setting realistic goals, designing learning scenarios, moti-
vating learners, managing interactions to ensure equal 
participation and ensuring that all those taking part felt 
equally “valued and empowered” [19].

The perceived hierarchy between the different profes-
sions impedes socialization among the student due the 
attitudes and professional stereotypes acquired on join-
ing the training institutions. This existence of profes-
sional hierarchies has been reported by Watts et al. [20]. 
This subsequently limits collaborative learning and prac-
tice opportunities [13].

Strengths
Our study has important strengths as it employed a sys-
tematic implementation research tool to explore and 
report findings. Second, the study used thematic analy-
sis, which is a rigorous qualitative research method, to 
identify key themes and subthemes from participants’ 
responses. Lastly, the study collected perspectives from 
various stakeholders, including faculty members, key 
informants, and students, providing a comprehensive 
view of the barriers and facilitators to Sim-IPE.

The study provides a dense description of the context, 
process and results making it easier for a reader to apply 
the results to their context. Therefore, the lessons learned 
can be used as benchmarks for other medical schools 
planning to implement Sim-IPE as method of teaching in 
a resource-limited settings.

Conclusions
In this study, we aimed to examine the barriers and facili-
tators to Sim-IPE. We demonstrate the main facilitators 
as perceived benefits in interprofessional collaboration, 
mutual learning, and preparation for future teamwork 
as contributors to a positive learning experience. The 
emerging barriers were lack of clear policies, inadequate 
resources, communication gaps, hierarchical attitudes, 
and absence of curriculum integration hinder the poten-
tial benefits of this approach. To overcome these chal-
lenges and fully leverage the benefits of Sim-IPE, it’s 
important to address issues related to communication, 
faculty training, curriculum integration, resource alloca-
tion, and changing hierarchical attitudes. These insights 
provide valuable information for educators, administra-
tors, and policymakers to enhance the implementation 
and effectiveness of such educational initiatives.
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