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Abstract 

Background Skill‑based practice (e.g., communication skills) is important for individuals to incorporate into students’ 
learning and can be challenging in large classes. Simulation‑based education (SBE) is a method where students can 
learn and practice skills in a safe environment to use in real world settings with assistance of peer coaching. The 
COVID‑19 pandemic presented challenges to providing students with sufficient SBE. The purpose of this paper is to: 
a.) describe a SBE approach for health coaching referred to as “Demo, Debrief, and Do” (DDD), b.) discuss how this 
approach became important in COVID‑19 classroom experiences, c.) describe the impact of DDD activity on students 
in a health sciences curriculum. DDD is a collaborative activity where graduate health coaching students demonstrate 
coaching skills, debrief their demonstration, and support undergraduate students to demonstrate (or do) their own 
coaching skills in a small virtual online setting.

Methods Qualitative feedback from 121 undergraduate students enrolled in 3 sections of a behavior change 
strategies course and quantitative surveys to examine their confidence in applying the skills and overall satisfaction 
with DDD were gathered.

Results The overall average confidence level following the lab was 31.7 (0–35). The average satisfaction level fol‑
lowing the lab was 23.3 (0–25 range). The most common highlight of this DDD experience described was observing 
the coaching demonstration (i.e., demo), followed by the feedback (i.e., debrief ), and the practice (i.e., do).

Conclusion The (DDD) simulation approach fulfilled an educational need during the COVID 19 pandemic and filled 
a gap in offering SBE opportunities for both graduate and undergraduate students while learning effective client‑
communication skills health coaching delivery.

Keywords Simulation based exercise, Peer learning, Skills‑based practice, Health coaching

Background
Skill-based practice is important for individuals to utilize 
in health-related fields and may be critical to incorporate 
into students’ learning. However, educating students to 

learn skill-based techniques can be challenging, espe-
cially in large classes given the complexities of imple-
menting hands-on practice with large groups. Most of 
the literature focused on large class sizes with skill-based 
techniques is in medical related fields and generally 
incorporates “flipped classroom” techniques followed by 
the use of simulation-based experiences [1, 2]. Simula-
tion-based education (SBE) is another method by which 
students can learn and practice skills that they would use 
in real world settings. SBE is a practice in which students 
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undergo guided experiences where they take on vari-
ous roles (client, health care professional, family mem-
ber) in acting out a case study experience [3]. It may be 
used in situations where participants may have hands-on 
experience in an environment where learners may feel 
more comfortable practicing with reduced fear of making 
mistakes [4].

SBE activities have shown promise in increasing com-
petencies in healthcare delivery in both undergraduate 
and postgraduate students [3]. In a recent review article 
[5], researchers determined that SBE included the follow-
ing as best practices: simulation design and delivery (i.e., 
interactivity and repeated practice), resources (i.e., facili-
tator competency), and curriculum related integration 
and planning (e.g., curriculum application, opportunities 
for practice). The authors further suggest that SBE should 
focus on these best practices [5].

The literature suggests that SBE using peer coaching 
may be beneficial for student learning. Ickes and Mcmul-
lin [6] reported successful teaching outcomes from utiliz-
ing graduate students in the health coaching field. In their 
example, 15 students were enrolled in a graduate health 
promotion and behavior change course that focused on 
health coaching techniques. The health coaching stu-
dents were paired up with participants in a campus-
based physical activity course designed specifically for 
obese college students. As a result of fostering a coach-
ing relationship with these undergraduates, the gradu-
ate students reported improvements in self-efficacy for 
health coaching skills, knowledge scores, and comforta-
bility with the skills necessary to be a coach [6]. Although 
literature has discussed the challenges for students in 
health sciences to transfer the classroom knowledge into 
practice [7], peer coaching is one method to enhance 
peer learning and increase skill learning and professional 
development as a form of SBE. For the purpose of this 
paper, peer coaching is described as peers participating 
in a demonstration, observation, discussion and feed-
back experience to learn with and from one another. The 
use of peer coaches is well-aligned with social cognitive 
theory of learning and can help students to increase their 
self-efficacy [8] in implementing these skills [7].

Teaching and learning challenges posed by COVID‑19 
Pandemic
The COVID-19 pandemic presented new challenges 
to providing students with sufficient simulation-based 
education. The pandemic forced a quick pivot to online 
learning. This was a difficult transition for both educators 
and students who had to adapt to teaching and learn-
ing in virtual environments [9, 10]. Regarding university 
level students, this transition posed a greater learning 
challenge because of the diverse populations, various 

student learning needs, and limited access to technology 
to facilitate successful online learning [9]. Furthermore, 
some of the students who felt most productive with 
face-to-face instruction and small group assignments 
may have felt a void in their overall learning experience. 
In several cases, students expressed needing real-time 
interactions with their professors and peers to assist with 
learning techniques [11]. A study by Adnan & Anwar [11] 
found that 42.9% of college students felt they struggled 
to complete group projects in distant learning formats. 
The need for real-time interactions during the transi-
tion to virtual learning environments posed the question 
of how to incorporate simulation-based education into 
curriculums.

Potential solutions
Researchers have examined potential solutions to edu-
cate students using SBE throughout the pandemic 
[12–14]. In Canada, a group of educators worked with 
master’s in social work students to implement “Virtual 
Practice Fridays” [13]. This experiential learning tech-
nique consisted of splitting a large class into groups of 
10 students by utilizing virtual breakout rooms. During 
the sessions, the students practiced the role of a social 
worker working with a client. After completing their 
role as the social worker, the students received feedback 
from both their faculty and peers [13]. In this case, the 
students processed case notes, reviewed recordings, and 
completed reflections on their client interactions. Simi-
larly, in a medical school setting, Jeong and colleagues 
[12] implemented virtual peer teaching into their cur-
riculum to work on skills related to patient education. 
In this example, teaching guides outlining what should 
be covered were created and implemented throughout 
each session. These guides were a way to maintain fidel-
ity of the sessions. Jeong and colleagues [12] planned to 
continue administering these experiential techniques in 
their curriculum after returning to in-person learning, 
as they believed this style of teaching can benefit faculty, 
students, and peer teachers. Malone [14] also used a vir-
tual platform to facilitate learning during the pandemic 
in their nurse residency program. The use of a virtual 
platform in this setting allowed for nursing students and 
faculty to interact, while the small group settings used 
for case study reviews provided enhanced opportunities 
for feedback and interactions from peers. Survey results 
emphasized the importance of virtual peer interactions 
as 95% felt they were helpful. In multiple health science 
disciplines, utilizing small groups in a virtual setting 
allowed students to continue to progress in their knowl-
edge while providing opportunities to connect with their 
peers and mentors.
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The purpose of this paper is to: a.) describe a simu-
lation-based education approach for health coach-
ing referred to as “Demo, Debrief, and Do”, b.) discuss 
how use of this approach became more important in 
COVID-19 classroom experiences, and c.) describe the 
impact of this Demo, Debrief, and Do activity on both 
the graduate and undergraduate students in a health 
sciences curriculum.

Health behavior science course context
The overall context for this study was an undergradu-
ate Health Behavior Science course focused on teaching 
junior or senior undergraduate level students the appli-
cation of behavior change strategies often completed 
through case studies and practice scenarios. The gradu-
ate component incorporated graduate health coaching 
students within this institution’s Health Coaching Cer-
tificate program. In Health Coaching training, empha-
sis is placed on individual and group-oriented coaching 
scenarios through personal practice and observation 
using simulation-based education approaches. As part 
of the training process, students practice creating a 
safe space for client interactions as well as debriefing a 
client-centered interaction with peers as well as clients 
[15, 16].

The standards for training health coaches in the cer-
tificate program are set forth by the National Board for 
Health and Wellness Coaches (NBHWC). Health and 
Wellness Coaches work one on one or with groups of 
individuals pursuing improved overall health. This is 
achieved through the individual’s partnership with 
a health coach who may assist in the creation of self-
directed health behavior changes to support sustain-
able and long-term health and wellness [17].

The health coaching skills included motivational 
interviewing  (a collaborative style of communication 
between a practitioner and client, appreciative inquiry) 
a strength-based approach to creating lasting positive 
change, goal setting, evoking, guiding, and support-
ing clients’ decisions around their health behaviors to 
reduce the impact of chronic disease and improve their 
health and well-being [14, 18, 19].

Instructor challenge
The instructors of both the graduate and undergraduate 
courses were also challenged in teaching these health 
coaching skills in a larger class size. Due to the large 
class size, it was difficult for the instructor to gauge 
student’s ability to practice the communication styles 
being taught while providing specific feedback in a 
timely fashion.

Rationale for graduate students working 
with undergraduate students
Lecture-based teaching alone does not offer the experi-
ences and skills needed to prepare students for a career 
in health and wellness coaching [20]. Informal student 
feedback obtained after course completion indicated that 
the graduate students desired more opportunities for SBE 
learning experiences. To address the needs of the stu-
dents, combining graduate and undergraduate students 
in this format in which both student populations could 
obtain these hands-on learning opportunities helped 
address the desires of the students as well as the chal-
lenges of instruction during COVID. This format allowed 
demonstration of high-quality coaching, time to debrief 
the demonstration with the instructor and peers, and 
time to practice coaching in front of the instructor and 
peers. Additionally, the format also supported oppor-
tunity to practice proficiency in the necessary coaching 
skills to work with actual clients, as it is suggested to 
practice immediately after observing, practice often, and 
practice in different modalities to adequately refine skill 
sets, all in a controlled environment [3, 21, 22].

Rationale for undergraduate students
Initially, it was difficult for the undergraduate students 
to gain a clear understanding of the micro-skills neces-
sary for developing health coaching competencies. Ickes 
& McMullin [5] note the complexities of teaching health 
coaching skill sets while ensuring regular practice and 
feedback from experienced health coaches. The authors 
highlight specifically the skills of, “fostering autonomy, 
expressing empathy, intrinsically motivating individuals, 
and suggesting strategies to improve self-efficacy” and 
acknowledge that they are developed over time and with 
generous opportunity to practice [6]. Previously in this 
course, videos, class activities, and practice with peers 
were the most common strategies used by instructors 
to teach undergraduates coaching skills. Unfortunately, 
the video demonstrations were long, which made it diffi-
cult for students to focus on the sections needed to learn 
the skills. The large number of students enrolled in the 
course made it difficult for them to experience personal-
ized guided practice, feedback, clarification, and discus-
sion about the variety of health coaching scenarios they 
were practicing. For some individuals, group work can be 
intimidating to practice skills while experienced faculty 
and peers are present. To increase learning proficiency 
and address these concerns, the instructors brainstormed 
ideas and decided to have health coaching graduate stu-
dents demonstrate the skills for undergraduates, as well 
as facilitate class discussions and SBE in smaller groups. 
It was felt this approach would support a more relaxed 
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collaborative environment, encourage greater engage-
ment, and facilitate comfort in asking questions.

“Demo, Debrief and Do”: Description, development, 
and implementation
The “Demo, Debrief and Do” is a collaborative activ-
ity in which graduate health coaching students  demon‑
strate  coaching skills, debrief their demonstration with 
the undergraduate students within the group, and sup-
port the undergraduate students as they work in pairs to 
demonstrate (or do) their own version of the coaching 
skills in front of the small group. Through the graduate 
coaching demonstration, the undergraduate students 
observe a live interaction between a coach and client. The 
graduate student coaches may pause the demonstration 
to debrief in the moment the skills utilized during the 
coaching conversation. They additionally debrief after 
the conclusion of the demonstration which allows con-
tinuous, rich discussion about the interaction as well as 
open conversation about strategies (tips and tricks) to 
support undergraduate learning and engagement. Finally, 
when the undergraduate students take turns as the coach 
and client, immediate feedback and opportunities to 
“re-coach” are offered in the moment which supports 
improved individual and group learning. See Table 1 for a 
thorough description of Demo, Debrief, and Do.

The development of the Demo, Debrief, and Do 
approach was an iterative process. Initially, in the Fall of 
2019, the technique started with two graduate coaching 
students visiting the undergraduate classes and demon-
strating a live coaching interaction on a few occasions 
during the semester. At that point, there was not a spe-
cific case study assignment. This was primarily a demon-
stration of a general role-played coaching interaction with 
a bit of engagement from students practicing the skills 
demonstrated and participating in a question/answer 
session. Therefore, this iteration of Demo, Debrief, and 
Do was not structured and did not include demonstrat-
ing a specific set of coaching skills from beginning to 
end. One of the themes from the feedback obtained from 

both the undergraduate and graduate students during 
this experience was that they wanted more similar sim-
ulation-based education opportunities. As COVID-19 
restrictions related to in person learning continued to 
be in place for the Fall of 2020, offering an opportunity 
for both groups began to surface as a viable solution to 
provide more simulation-based education class sessions 
while also filling the need for graduate students to get 
sufficient training hours in health coaching. In the fall of 
2020, the first small group sessions with graduate student 
coaches occurred virtually in the undergraduate course. 
During the class session, graduate students demonstrated 
a behavior change case study for the full class designed to 
showcase specific coaching skills and then discussed the 
demonstration in small groups (using break out rooms) 
with the undergraduate students in a safe environment 
to help reduce the fear of completing the activity in 
front of a large group. This specific case study was used 
as a course skill demonstration assignment in which the 
undergraduate students created their own video demon-
strating the skills that were taught and practiced during 
the session.

Research questions
The research component of this paper focuses on 
addressing the following questions:

1. What is the impact of the Demo, Debrief, and Do 
simulation-based education approach on undergrad-
uate students’ learning, satisfaction, and confidence 
in the microskills taught?

2. What is the impact of leading the SBE experiential 
activity on health coaching graduate students?

Methods
Design
The study used a convergent mixed methods design. A 
parallel cross-sectional survey approach was used to 
gather qualitative feedback from undergraduate stu-
dents on the lab experience and quantitative responses 

Table 1 Demo, debrief, and do description

Demo Graduate Students • Graduate student demonstration of the undergraduate case study showcasing coaching micro skills (building 
rapport, use of MI skills and goal setting)
• Sessions may have “starts and pauses” to allow graduate students the opportunity to explain a concept after dem‑
onstrating it in real time

Debrief Graduate Students
Undergraduate Students

• Graduate students lead discussion and offer strategies (e.g., tips and tricks) for improving micro skills by pausing 
to debrief both during the demonstration and again at the conclusion of the demonstration
• Undergraduate students prepare to demonstrate micro skills with peers by asking questions and taking notes

Do Undergraduate Students • Undergraduate students in peer pairs (i.e., client and coach roles) practice micro skills in front of graduate students 
and peers
• Sessions may have “starts and pauses” to allow students the opportunity to “re‑coach” and gather real‑time feed‑
back and suggestions. Either graduate or undergraduate may pause session for clarification or suggestions
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to examine their confidence in applying the skills taught, 
and overall satisfaction with the experience. In addition, 
qualitative feedback was informally gathered from gradu-
ate health coaching students and instructors.

Participants
The study focused on undergraduate students enrolled 
in a course that teaches students about how to apply 
behavior change strategies (e.g., Motivational Interview-
ing techniques and micro skills). Motivational interview-
ing (MI) is a central person-centered behavior change 
framework covered in this course. Motivational inter-
viewing “is a collaborative, goal-oriented style of com-
munication with particular attention to the language of 
change. It is designed to strengthen personal motivation 
for and commitment to a specific goal by eliciting and 
exploring the person’s own reasons for change within an 
atmosphere of acceptance and compassion. ([23], p. 29). 
“OARS” is an acronym for a set of micro-skills that are 
central to MI and represent open questions, affirmations, 
reflections, and summarization. In brief, open questions 
are those that “draw out and explore the person’s experi-
ences, perspectives, and ideas” (e.g., How would you like 
things to be different?) and avoid closed questions that 
obtain limited (e.g., How often do you _____?) or one-
word (e.g., yes/no) responses; affirmations are used to 
acknowledge a person’s “strengths, efforts, and past suc-
cesses” (e.g., You were really resourceful in your efforts to 
quit smoking in the past) and “help to build the person’s 
hope and confidence in their ability to change” (e.g., You 
have shown determination and skillful problem solving 
so far; these will help you reach your new healthy lifestyle 
goals); reflections “are based on careful listening and try-
ing to understand what the person is saying, by repeat-
ing, rephrasing or offering a deeper guess about what 
the person is trying to communicate” (e.g., It sounds like 
you…); and summarization may be used throughout and 
at the end of an interaction (e.g., You have shared a lot 
of important information, let me summarize and see if I 
understand so far…) and “ensures shared understanding 
and reinforces key points made by the client” [24].

Students are taught to use these micro-skills, along 
with other concepts and strategies from MI and other 
health behavior change theories in this behavioral sci-
ence course. OARS micro-skills were a main component 
included in this DDD simulation. A detailed description 
of Motivational Interviewing is beyond the scope of this 
paper. A variety of resources, textbooks, and research 
papers are available describing this approach and the evi-
dence supporting it [25, 26].

This behavior change course is a required course for all 
students in the Health Behavior Science Bachelor of Sci-
ence degree program at a mid-Atlantic area University. 

Participants were junior or senior year students enrolled 
in three sections of this behavior change strategies course 
delivered from Fall 2020 to Spring 2021. In total, 121 
undergraduate students were enrolled in the three sec-
tions and there were 78 responses to surveys and 113 
responses to open-ended questions.

All procedures were reviewed and approved by the 
institution’s Institutional Review Board; and the research 
was exempt from federal policy requirements for the pro-
tection of human subjects.

Evaluation methods
Undergraduate

Satisfaction and self‑confidence quantitative meas‑
ure The “Student Satisfaction and Self-Confidence in 
Learning Scale” was used to examine satisfaction and 
self-confidence regarding the DDD lab experience [27, 
28]. This is a 13-item questionnaire with two dimen-
sions, i.e., satisfaction with current Learning (5-items; 
range = 0–25) and self-confidence in learning (8-items; 
range = 0–40). Five items were slightly modified to reflect 
the students’ satisfaction specific to the demo, debrief 
and do labs, such as replacing “medical curriculum” with 
“health coaching skill set”. Items pertaining to satisfac-
tion with learning included “The methods …were help-
ful and effective.” I enjoyed how the instructor taught the 
simulation.” Items referring to self-confidence in learning 
included “I know how to use simulation activities to learn 
critical aspects of these skills.”, “I am confident that I am 
mastering the content of the simulation activities…”. A 
5-item Likert response scale is used with responses from 
“strongly disagree” (scored 0) to “strongly agree” (scored 
5). An average score and standard deviation were cal-
culated for of the two dimensions where higher scores 
indicate higher satisfaction and higher self confidence in 
learning. This measure was used with the two sections 
offered in the Fall 2020 semester.

Qualitative survey questions The qualitative survey 
questions were developed by the researchers to address 
the question: “What is the impact of the Demo, Debrief, 
and Do simulation-based education approach on under-
graduate students’ learning?” A qualitative survey (Sup-
plemental File 1) was completed after the DDD simula-
tion activity that asked the following questions: (a) What 
was the highlight of working with the graduate students 
for you? and (b) How did your coaching improve by work‑
ing with the graduate students?

Qualitative data coding and summarization The quali-
tative data from the two survey questions was reviewed 
multiple times by the coding team, including 2 graduate 
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students and two faculty, to identify codes. A conven-
tional inductive content analysis approach guided this 
process [29]. The team met over the course of several 
weeks to consolidate and streamline the coding process. 
First, each team member independently reviewed the 
student responses and highlighted themes. After each 
member finalized themes independently, the team met 
and compared their themes. Team members agreed upon 
similar themes and used these to finalize codes and create 
a codebook. The code book was used to guide summative 
content analysis of  student responses and report find-
ings. In total, five team members used the codebook to 
code the responses from each of the two qualitative sur-
vey questions for the first two simultaneously delivered 
sections of the course. For the third subsequent course 
section, only two coders reviewed the qualitative ques-
tions to code the data since the codebook was previously 
developed. A third coder participated, when needed, to 
resolve inconsistencies of the first two coders for this 
course section. All coders were paper authors. Themes 
are listed and described in Table 2.

Health coaching graduate students
The qualitative data assessing the graduate student 
experience was obtained through email. Two reflection 
questions were sent to each graduate student, and they 
submitted their responses through email. The questions 
included: 1) What was the highlight of working with 
the undergraduates for you?; 2) How did your coaching 
improve by working with the undergraduates? Com-
pletion of the graduate student survey was optional. A 
total of 4 of 8 graduate students completed the follow 
up reflection questions. Once the students submitted 
their responses, a content analysis was conducted by 2 
team members; themes were compared, inconsistencies 
were discussed, and final themes/notable quotes were 
determined. The team members chose a unique quote 
from each graduate respondent to represent the breadth 
of themes. Furthermore, the team members omitted 
responses from the graduate students that were repetitive 
(See Table 3).

Results
Undergraduate results
Student satisfaction and self‑confidence in learning scale
The overall average confidence level following the lab was 
31.7 (SD = 2.8; possible scale range = 0–35). The average 
satisfaction level following the lab was 23.27 (SD = 2.3; 
possible scale range = 0–25). Overall, these composite 
scale levels are high indicating that students felt satisfied 
with the experience and confident in their learning (see 

Table 4 for detailed summary of Student Satisfaction and 
Self-Confidence in Learning Scale).

Qualitative feedback
The themes titles, descriptions, frequencies and sam-
ple quotes are shown in Table 2. As can be seen in this 
table, regarding the highlight of the student experience, 
the most common highlight described was observing 
the coaching demonstration. A representative quote is 
“Just observing their approach helped me learn and see 
different ways of health coaching that I can incorporate 
myself.” The second and third most common themes 
were “debrief” and “do” and were reported in similar fre-
quency (See Fig.  1). The debrief comments focused on 
the feedback they received from coaches on their own 
role-played coaching interaction. A representative quote 
is “Highlight to working with the practicum students 
was getting really personalized feedback when practicing 
doing the coaching.” The “do” feedback focused on stu-
dents’ experiences with completing their own role-played 
interaction. A representative quote is “Being able to prac-
tice coaching in front of them, and then they were able 
to guide us on the right path.” Other common themes 
included their awareness of the health coaching approach 
more generally and getting general information (e.g., 
tips, advice, guidance). In response to the question about 
the areas they felt improved based on the DDD experi-
ence, the most common skill-based themes were learn-
ing to be “client-centered” and feeling more confident 
in their skills. Also, building rapport and maintaining a 
comfortable flow during the interaction were also com-
mon themes. Regarding the themes associated with the 
mechanisms that impacted their improvement, the most 
frequently reported theme was receiving feedback or 
guidance from the coaches. The other common themes 
were practice, demonstration by the coaches, and the 
debrief (e.g., getting advice, tips, suggestions on how to 
reframe questions using open-ended questions, creating 
appropriate goals, using OARS techniques) with these 
representing similar frequencies.

Graduate student qualitative feedback
The graduate students reported various highlights and 
improvements associated with the Demo, Debrief, and 
Do (see Table  3). A quote provided by a graduate stu-
dent on the highlight of the experience includes, “I would 
see specific students take our feedback and improve on 
their delivery in the next DDD. I was impressed by the 
questions they asked and how most of the students were 
engaged in the process.” Along with this, the graduate 
students indicated having the opportunity to gain real 
experience and constructive feedback from the students 
and professors was a highlight. An example quote of how 
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the experience improved their coaching includes, “The 
undergraduates provided me the opportunity to reflect 
on my style of coaching, and to acknowledge the differ-
ent coaching styles that different people have, and to find 
ways to accommodate that in different settings/with dif-
ferent clients.” In addition, becoming more secure and 
confident with the entire coaching process helped to 
improve their coaching. Although the Demo, Debrief, 
and Do were designed to provide undergraduate students 
with the opportunity to gain “real-life” coaching experi-
ences, it is evident that there were beneficial experiences 
for graduate students as well.

Discussion
The main objectives of this paper were to describe a 
SBE approach for health coaching and the need for this 
teaching method during COVID-19 and describe the 
impact this technique had on both the undergradu-
ate and graduate students enrolled in a health-related 
curriculum. This study’s contributions to the literature 
include highlighting an SBE approach that was successful 

Table 3 Graduate student qualitative feedback about the demo, 
debrief, and do simulation

Qualitative Questions: Selected Graduate Student Responses:

#1: What was the highlight 
of working with the under‑
graduate students?

• “I would see specific students take our 
feedback and improve on their deliv‑
ery in the next DDD. I was impressed 
by the questions they asked and how most 
of the students were engaged in the pro‑
cess.”
• “Getting a chance to gain real experi‑
ence and receive constructive feedback 
from both clients and professor.”

#2: How did your coach‑
ing improve by working 
with the undergraduate 
students?

• “The undergraduates provided me 
the opportunity to reflect on my style 
of coaching, and to acknowledge the dif‑
ferent coaching styles that different people 
have, and to find ways to accommodate 
that in different settings/with different 
clients.”
• “It helped me feel more secure/confident 
with the whole coaching process. Working 
with them also helped give room to figure 
out my coaching style.”

Table 4 Summary of student satisfaction and self‑confidence in learning scale

Subscale or Question Mean (SD)
[range]

The teaching methods used in this simulation were helpful and effective. (Satisfaction Question) Mean: 4.75 ± .45
Range: 3–5

The simulation provided me with a variety of learning materials and activities to promote my learning in the coaching skill 
sets (Satisfaction Question)

Mean: 4.59 ± .59
Range: 2–5

I enjoyed how my instructor taught the simulation. (Satisfaction Question) Mean: 4.67 ± .60
Range: 2–5

The teaching materials used in this simulation were motivating and helped me to learn. (Satisfaction Question) Mean: 4.67 ± .57
Range: 2–5

The way my instructor(s) taught the simulation was suitable to the way I learn. (Satisfaction Question) Mean: 4.54 ± .7
Range: 2–5

Satisfaction with Current Learning Subscale Composite Mean: 23.27
SD: 2.3
Range: 10

I am confident that I am mastering the content of the simulation activity that my instructors presented to me. (Confidence 
Question)

Mean: 4.12 ± .69
Range: 2–5

I am confident that this simulation covered critical content necessary for the mastery of my coaching skill set) Mean: 4.58 ± .56
Range: 2–5

I am confident that I am developing the skills and obtaining the required knowledge from this simulation to perform neces‑
sary tasks (in working with clients)

Mean: 4.48 ± .61
Range: 2–5

My instructors used helpful resources to teach the video (demo and debrief ) Mean: 4.71 ± .56
Range: 3–5

It is my responsibility as the student to learn what I need to know from this simulation activity Mean: 4.57 ± .56
Range: 3–5

I know how to get help when I do not understand the concepts covered in the simulation Mean: 4.66 ± .54
Range: 3–5

I know how to use simulation activities to learn critical aspects of (coaching skills) Mean: 4.49 ± .60
Range: 3–5

Self‑confidence in Learning Subscale Composite Mean: 31.7
SD: 2.8
Range: 11
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in its implementation and had a positive impact on the 
acquired learning in both graduate and undergraduate 
student populations.

The Demo Debrief and Do (DDD) simulation approach 
fulfilled an educational need during the COVID 19 pan-
demic. It also continues to fill a gap in offering simula-
tion-based education opportunities for both graduate and 
undergraduate students while learning effective client-
communication skills for best practice in health coach-
ing delivery in a safe environment. Additionally, students 
learned how to navigate and communicate within a vir-
tual session, a valuable skill for our future leaders in 
health care. Overall, we found that this SBE practice had 
benefits across all participants in the class, the faculty, 
undergraduate students, and graduate students. This is 
similar to findings that Jeong and colleagues (2020) found 
in their implementation of virtual peer teaching related 
to medical patient education as this program benefited 
the faculty, students and the peer teachers.

Impact on undergraduate students
After implementation of the Demo, Debrief, and Do 
simulation approach, the instructors found that the DDD 
was highly effective and valuable in teaching benchmarks 
skills visible in the higher quality coaching showcased in 
the videos created by the students after the learning expe-
riences. In our study, the undergraduate students indi-
cated, with highest frequency, that the feedback and tips 
from the graduate students during the debriefing section 
of the DDD was the highlight of the sessions. They were 
able to apply this feedback, as well as feedback from their 
peers to their videos demonstrating their skills. Kour-
giantakis and Lee [13] also utilized feedback in their vir-
tual practice Fridays and their students commented that 
these techniques assisted them in improving their social 
worker skills. In our study, the undergraduate students 

indicated that their coaching skills improved and they 
gained more confidence in their abilities to effectively 
communicate with individuals related to health behavior 
change. This is evidenced by the following quote: “work-
ing with the health coaches provided me with a demon-
stration of how the video should run with my partner for 
the case study. Practicing with my partner in front of the 
class and coaches allowed me to overcome my fear of act-
ing as a coach. Seeing the other teams perform the same 
scenario and receive advice also made me feel more com-
fortable and confident”.

Instructors also noticed improved health coaching skill 
sets compared to past undergraduate cohorts in similar 
video assignments. The following quote exemplifies how 
the DDD was a supportive mechanism in their learning 
and application of targeted health coaching skills: “My 
coaching improved by watching their session, discuss-
ing what they did right and wrong, and then by practic-
ing it with other people in my group. In the beginning of 
the zoom call, the health coaches played a video of them 
in a session with each other, then we all discussed what 
the health coach did poorly and what they health coach 
did well, then we applied those observations and prac-
ticed with each other”. Overall, demonstrating, debriefing 
and practicing with the graduate students was valuable 
as it allowed the undergraduate students an opportu-
nity to “try out” their assignment in a safe environment 
with their peers and receive real time feedback before 
attempting to create their own graded video.

Furthermore, the smaller groups may have increased 
overall engagement with the material. The graduate stu-
dent to undergraduate student ratio was 2 to 10. Addi-
tionally, the undergraduate students reported a greater 
understanding of the process of health coaching in this 
format. These in class instructions offered a foundation 
of coaching skills which was focused on segments of a 

Fig. 1 Word cloud of three major themes: demo, debrief, and do
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coaching session and the DDD offered an example of put-
ting the segments together in real time as demonstrated 
by the following quote: “The highlight of working with 
the graduate students was getting student interaction 
with individuals with students in the graduate program 
and getting their perspective on how they would typically 
administer a health coaching session. It was nice to learn 
from other students and get that hands-on experience of 
what a health coaching session entails and how we can 
become better with learning the proper tools to be a suc-
cessful coach.”

The results from The Student Satisfaction and Self-
Confidence in Learning survey completed by the stu-
dents after each DDD experience captured favorable 
responses indicating that the students learned, prac-
ticed and refined the intended skills and strategies with 
greater confidence, competence and satisfaction. Addi-
tionally, the survey results indicate that they were satis-
fied with the SBE method in which the instructors taught 
the intended skills. SBE has been shown in literature to 
promote active learning and improve self-confidence by 
practicing, in real time, skills and strategies to support 
client health behavior choices and changes [12–14].

Impact on graduate students
The graduate coaches also showed improvements in spe-
cific areas, such as feeling comfortable with discussing 
certain topics, the use of effective nonverbal skills, and 
satisfaction with active listening skills. An example of a 
graduate student quote is, “one of the skills I worked on 
improving for myself was my use of affirmations. I find 
they are the hardest part of OARS to use well, so it was 
interesting to hear the student’s ideas on how to use affir-
mations and develop some that naturally integrated into 
the conversation.” The results of this program may indi-
cate that this learning technique can be adapted and used 
in a variety of educational settings.

Strengths and limitations
Strengths of this research include using mixed methods 
approaches to gather both quantitative and qualitative 
information. An additional strength was the inclusion of 
multiple perspectives in examining the DDD approach, 
including undergraduate student, graduate student, and 
instructor perspectives. Limitations of the DDD include 
student feedback bias as the student may offer a higher 
satisfaction rate or positive experience because the 
assignments and surveys were not anonymous and part 
of a graded assignment. Also, the information obtained 
through surveys and reflections capture one cohort 
of students during one semester of the undergraduate 
course. Additionally, there are only a few academic pro-
grams that offer health coaching training at a graduate 

level and therefore fewer students possessing the skill 
set needed to facilitate a DDD experience. To accurately 
assess the effectiveness of the DDD, additional cohorts of 
students (graduate and undergraduate) over a course of 
several semesters would offer more data to measure this 
SBE teaching method.

Conclusion
Lessons learned for practice of innovative higher 
education
We found that implementation of this SBE experience, 
the DDD, was easy to implement via a virtual platform, 
ZOOM. During COVID, the virtual platform was needed 
and then was continued remotely. This platform allowed 
the graduate students to participate even though some 
of them were not close by geographically, while remov-
ing the barrier of time constraint. This type of teaching 
can be continued as part of the course instruction after 
COVID-19 restriction in both the graduate and under-
graduate curriculum.

Even though the SBE experience was conducted virtu-
ally, the undergraduate students responded positively to 
having a graduate student instead of an instructor facili-
tate the group. These small virtual groups facilitated by 
the graduate students may have felt more informal and 
allowed the undergraduate students to feel less intimi-
dated while participating in this safe environment. One 
student explains: “I was able to practice my skills in a 
smaller breakout room setting with the coaches, instead 
of a regular, big class session. This helped me prac-
tice my skills while also increasing my confidence lev-
els and learning along the way. Also, being able to view 
the coaches’ demonstration as well as the peer partner 
examples, helped to give me better ideas of the possible 
responses I could encounter and how I would profession-
ally respond to them. For example, how to handle a client 
that is hesitant to get started or maybe be really nervous 
to share their concerns with me". The instructors learned 
through individual undergraduate student reflections and 
satisfaction of learning surveys that students found value 
in the DDD experience. Additionally, through standard 
university course evaluation, several students added in 
comment sections that the DDD was a highlight of their 
learning experience. Instructors also gleaned through 
qualitative feedback from graduate students that first 
learning the skills through their own coursework, and 
then demonstrating the skills in front of the undergradu-
ate students, and lastly offering supportive feedback to 
the undergraduate students during the session aided in 
their own development and growth.

The DDD has the potential to be implemented not 
only in teaching health behavioral change skills, but also 
in other healthcare specialties where SBE is the gold 
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standard. To further support the efficacy of using a DDD 
style format is evidence of this technique being success-
fully used with graduate students teaching undergraduate 
students nutrition concepts; specifically, a dietetics pro-
gram incorporating health coaching skills [30]. Research-
ers found an increase in overall knowledge of health 
coaching in both the graduate student health coaches and 
the undergraduate participants.

Future research
Future research may include investigating the imple-
mentation of this technique as supplemental modules 
that can be utilized at other institutions to support best 
practices in health behavior change curriculum. Further-
more, there is potential for the DDD to be modified and 
adapted in various academic settings and formats to sup-
port best practice for experiential learning of client-cen-
tered skill sets needed to work with individuals in a wide 
variety of healthcare settings and academic fields. With 
the development of technology and continued advance-
ment of educational initiatives, this type of teaching 
technique has the potential to be adapted to meet the 
needs of students pursuing client-centered communica-
tion skills in various learning environments and diverse 
healthcare settings.
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