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Abstract

The growing complexity of healthcare systems demands innovative strategies to strengthen collab-
orative work, particularly in breastfeeding, where clinical, social, and cultural factors converge. In 
this context, Interprofessional Collaborative Clinical Simulation (ICCS) has emerged as a promis-
ing methodology to promote learning in safe and reflective environments. Objective: To evaluate 
the satisfaction of health professionals with the learning experience generated through an ICCS in a 
continuing education program on breastfeeding. Methods: Quantitative study with an exploratory 
qualitative component, and a cross-sectional, non-experimental design. The sampling method was 
by convenience and included 216 public health professionals. The intervention was carried out in 

What do we know about the subject matter of this study?

Collaborative clinical simulation enhances interprofessional skills in 
healthcare, but its application in breastfeeding is limited. Although 
there have been regulatory advances and recommendations from 
the Ministry of Health, there is still a lack of interprofessional work, 
with no clear references or counter-references in regions, affecting 
the quality of care.

What does this study contribute to what is already known?

This study provides new evidence in Chile by evaluating the satis-
faction of public system professionals with Interprofessional Co-
llaborative Clinical Simulation (ICCS) in breastfeeding care. It ex-
pands on what was previously known by demonstrating that ICCS 
is feasible and highly valued, consolidating itself as an innovative 
strategy to close training gaps, strengthen continuing education, 
and enhance collaborative work in maternal and child health.
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Introduction

The growing complexity of health systems has 
put pressure on traditional models of care, requiring 
new forms of professional interaction. In this scenar-
io, fragmentation of care poses a threat to therapeutic 
continuity and user safety, especially in sensitive areas 
such as breastfeeding, where clinical, social, and cul-
tural factors converge, requiring integrated and collab-
orative responses from health teams1-4.

Although exclusive breastfeeding has widely recog-
nized benefits such as lower infant morbidity, better 
immune system development, and strengthening of 
the emotional bond, its practice faces multiple barri-
ers. These include the perception of insufficient milk 
supply, maternal insecurity, and a lack of professional 
support and support networks5-8. These difficulties are 
exacerbated in contexts of social vulnerability, where 
the limited availability of specialized services amplifies 
health inequalities from early stages of life 9.

Given this situation, international organizations 
such as the World Health Organization have empha-
sized the need to strengthen interprofessional compe-
tencies to improve the quality of care and ensure fami-
ly-centered care10-12. Collaborative work among health 
professionals allows for the integration of complemen-
tary perspectives, clarification of roles, and promo-
tion of respectful and timely care for the mother-child 
dyad. Skills such as clinical communication, shared 
decision-making, and joint problem-solving are recog-
nized as critical dimensions for interprofessional prac-
tice in this field13-15.

In this context, Collaborative Clinical Simulation 
(CCS) has emerged as a highly valuable pedagogical 
strategy. Its strength lies in the recreation of complex 
clinical scenarios that allow teams to practice joint 
decision-making and reflect in a safe and deliberative 
environment16-18. Unlike unidirectional approaches, 
CCS promotes understanding of interprofessional dy-
namics, appreciation of each discipline, and the trans-
fer of learning to real practice17,19. Several studies have 

demonstrated its effectiveness in developing collabora-
tive attitudes, improving clinical communication, and 
clarifying responsibilities within the team, all of which 
are essential elements of maternal and child care14,19.

In the case of breastfeeding, evidence shows that 
coordinated and respectful care from health teams 
can promote exclusive breastfeeding duration and 
positively impact maternal and child health outcomes 
4,10,20,21. However, the application of CCS in continuing 
education programs aimed at professionals who care 
for this process has been scarcely explored, which con-
stitutes a significant gap.

In Chile, the promotion and protection of breast-
feeding have been the subject of sustained effort over 
recent decades, driven by national programs aimed at 
strengthening education and professional training, as 
well as implementing protective public policies. As a 
result of the breastfeeding promotion and support 
strategies implemented in the last few decades, Chile 
has shown sustained progress in this area. Recent data 
indicate that 56.3% of mothers maintain exclusive 
breastfeeding for 6 months or more, as reported in 
the National Survey on Breastfeeding in Primary Care 
(ENALMA)22, consolidating the country as a regional 
benchmark in policies supporting breastfeeding. This 
progress has been supported by public policies and 
regulatory frameworks, such as Law No. 20,545 on ma-
ternity protection and postnatal parental leave, as well 
as technical guidelines from the Ministry of Health 
aimed at humanized care and continuity of care in the 
postpartum period 23-25.

Organizations such as the National Breastfeeding 
Commission (CONALMA), the Chilean Society of 
Pediatrics (SOCHIPE), the Chilean Institute of Repro-
ductive Medicine (ICMER), and health services have 
played a key role in training professional teams and 
organizing continuing education opportunities. In ad-
dition, various national studies have documented the 
impact of comprehensive postpartum interventions 
and the decisive role of clinical support in the dura-
tion and success of breastfeeding26-28. These achieve-
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high-fidelity scenarios organized into 27 interprofessional groups. Satisfaction was measured using a 
validated questionnaire and an open-ended question. Quantitative data were analyzed with descrip-
tive statistics and instrument reliability using Cronbach’s alpha, while qualitative data were exam-
ined through open coding and constant comparisons. Results: 93.1% of participants scored maxi-
mum satisfaction. Qualitative analysis identified six key dimensions: interprofessional coordination, 
clinical communication, collaborative learning, emotional development, debriefing appraisal, and 
clinical applicability. Triangulation demonstrated consistency between both approaches, reinforcing 
the robustness of the findings. Conclusions: ICCS was perceived as highly satisfactory and feasible, 
addressing gaps in traditional training and strengthening interprofessional collaboration in breast-
feeding care. 
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ments position Chile as a regional leader in this area, 
although challenges remain in terms of equitable ac-
cess and the need to consolidate collaborative practices 
between disciplines.

In this context, the study was conducted as part of 
a continuing education course on breastfeeding held in 
Chile, organized by the V Region branch of SOCHIPE, 
SEREMI V Region, and CONALMA, to evaluate par-
ticipants’ satisfaction with the learning experience 
generated by an Interprofessional Collaborative Clin-
ical Simulation (ICCS). The results provide evidence 
to guide the design of innovative, contextualized, and 
scalable educational interventions that promote the 
strengthening of integrated, collaborative, and human-
ized care models.

The objective of this research was to evaluate the 
satisfaction of health professionals with the learning 
experience generated by an ICCS in a continuing edu-
cation course on breastfeeding.

Method

Study design
A quantitative study with an exploratory qualita-

tive component was conducted. It was cross-sectional 
and non-experimental, aimed at evaluating partici-
pants’ satisfaction with the learning experience provid-
ed by an ICCS in the context of a continuing education 
course on breastfeeding care.

Participants
The initial cohort of the course consisted of 270 

people from the healthcare sphere. Of these, 216 met 
the inclusion criteria and formed the final sample, se-
lected by non-probabilistic convenience sampling. The 
criteria applied were: (1) full attendance at all course 
sessions, (2) possession of a professional degree in the 
health field, and (3) at least one year of clinical experi-
ence in breastfeeding.

Intervention
The course consisted of a total of eight sessions, 

which included short presentations, case studies, and 
clinical skills workshops. The topics covered includ-
ed: breastfeeding physiology, common difficulties 
and their clinical management, support for the moth-
er-child dyad, counseling and clinical communication, 
hospital discharge and continuity of care, family-cen-
tered care, interprofessional networking, and user safe-
ty. At the end of these sessions, the ICCS was carried 
out using real-life scenarios, spread over two consec-
utive days, with a total of 27 small groups (13 on the 
first day and 14 on the second day). The CCS was de-
veloped in four phases:

Learning design
Definition of training objectives and development 

of clinical guidelines that included differential diagno-
ses and criteria for action.

Collaborative design
Development of clinical cases by participants, 

grouped into interdisciplinary subgroups, with peda-
gogical support from the teaching team.

Simulation execution 
Staging of cases by each subgroup, where partici-

pants assumed clinical roles in a controlled environ-
ment that replicated real conditions of breastfeeding 
care.

Debriefing
Post-simulation analysis session aimed at reflecting 

on individual and collective performance, guided by 
facilitators trained in recognized models such as plus/
delta29 and the “debriefing with good judgment” ap-
proach30.

Each group was made up of eight professionals, 
who assumed roles specific to their discipline. The 
minimum composition included at least one midwifery 
professional, one nursing professional, and one medi-
cal professional, while those practicing physical thera-
py, speech therapy, nutrition and dietetics, dentistry, 
and nursing technicians were assigned randomly. The 
clinical roles were performed by the participating pro-
fessionals, while the students in the course took on the 
roles of the simulated characters, following standard-
ized scripts and under the supervision of the teaching 
team. The scenarios were based on real situations in 
breastfeeding (Appendix), in accordance with the for-
mat of the Template for Intervention Description and 
Replication (TIDieR)31 (Table 1).

Measurement instrument
The sample was characterized using a structured 

questionnaire, developed by the authors, which was ad-
ministered electronically at the time of registration. To 
assess satisfaction, the validated questionnaire “Collab-
orative Clinical Simulation: Student Evaluation”32 was 
used, designed for high-fidelity contexts. The instru-
ment includes seven items on a five-point Likert scale 
and an open-ended question about perceived learning 
or benefits. The inclusion of an open-ended question 
was considered as a minimal exploratory qualitative 
component (exploratory QUAL), aimed at gathering 
emerging perceptions without the pretense of satura-
tion, according to initial mixed designs described in 
the literature. It was administered online, anonymous-
ly, and voluntarily, one week after the ICCS.
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Statistical analysis
Quantitative data were processed using descriptive 

statistics (frequencies, means, and standard deviations) 
using the SPSS Statistics software, version 29.0.2.0. The 
internal reliability of the questionnaire was verified us-
ing Cronbach’s alpha coefficient33. At the same time, 
the qualitative component was addressed using open 
coding and constant comparison techniques34, carried 
out independently by two researchers. The emerging 
codes were organized into six dimensions that synthe-
sized the perceived learnings. The qualitative analysis 
was managed with ATLAS.ti version 8.4.4, applying the 
criteria of Lincoln and Guba35 to ensure methodologi-
cal rigor in terms of credibility, transferability, depend-
ability, and confirmability. The analysis was performed 
independently by two researchers, who reached an in-
ter-coder agreement κ = 0.78 (considered high). Dis-
crepancies were resolved by consensus.

Triangulation was performed by integrating quan-
titative and qualitative findings, comparing the trends 

identified in the frequencies and means of the ques-
tionnaire with the perceptions emerging from the 
narratives. This procedure allowed us to recognize 
convergences and complementarities between the two 
approaches, which strengthened the internal validity 
of the study and enriched our understanding of the 
phenomenon analyzed by articulating the numerical 
evidence with the subjective experiences of the partic-
ipants.

Ethical considerations
The study was conducted following the Declara-

tion of Helsinki36 and current institutional regula-
tions. Participation was voluntary, anonymous, and 
mediated by informed consent. The protocol was 
approved by the Scientific Ethics Committee of the 
University of Playa Ancha of Educational Sciences 
(15-2023). The design and report followed the SRQR 
and STROBE guidelines, according to the EQUATOR 
network guidelines.

Table 1. Checklist of the Template for Intervention Description and Replication (TIDieR) – Collaborative Interprofessional Clini-
cal Simulation Intervention (CICS) in Breastfeeding Care

Item Description

Scenario titles 1. Postpartum woman with alcohol and drug use in the decision-making process regarding breastfeeding. 

2. Hospitalized infant with hyperbilirubinemia. 

3. Infant with ankyloglossia. 

4. One-month-old infant with low weight. 

5. Infant with breastfeeding latch difficulties and maternal pain during breastfeeding. 

6. Preterm newborn requiring support to initiate breastfeeding.

Rationale (Why) To generate a meaningful learning experience aimed at evaluating healthcare professionals’ satisfaction with 
an educational strategy based on collaborative interprofessional clinical simulation in breastfeeding care.

Materials used (What) Medical records, clinical guidelines, discipline-specific diagnostic instruments, audiovisual resources, clinical 
furniture, and simulated characters (health students following a script).

Procedures (What) Initial briefing (15 min), collaborative clinical simulation (30 min), and structured debriefing (15 min) per 
group.

Intervention providers (Who) Facilitator instructors with experience in clinical simulation and health students trained as simulated users.

Mode of delivery (How)
Face-to-face clinical simulation conducted in interprofessional groups, using standardized scripts and a 
common structure.

Setting (Where) Simulation laboratories configured as primary, secondary, and tertiary care clinical rooms.

When and intensity
The strategy was implemented over two consecutive days. Each of the 27 subgroups completed one 60-min-
ute session (15 min briefing, 30 min simulation, 15 min debriefing).

Adaptations made
Real-time adjustments to the emotional and verbal intensity by simulated characters without altering the 
core script.

Structural modifications No modifications were made to the initial planning.

Planned fidelity Use of standardized clinical scripts, discipline-specific roles, realistic setting, and a structured debriefing guide.

Observed fidelity High adherence to the planned script and structure; realistic and coherent execution with strict compliance 
with the planned stages.
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Results

The sample consisted of 216 health profession-
als, with a predominance of women in all disciplines 
represented, reflecting the usual composition of staff 
involved in perinatal care. Most participants worked 
in midwifery (36.6%), nursing (20.4%), and medicine 
(12.5%). An analysis of previous training revealed low 
exposure to clinical simulation methodologies: only 
3.2% of the total had previously participated in this 
type of training, suggesting limited incorporation of 
these tools in continuing education in these disciplines.

In relation to experience in breastfeeding care man-
agement, a generally low representation was observed. 
Among those who reported experience in breastfeed-
ing (n = 216), 37.0% were in medicine, 35.7% in nutri-
tion, and 28.6% were nursing technicians, followed by 
nursing with 27.3%, speech therapy with 20.0%, and 
midwifery with 17.7%. Finally, physical therapists and 
dentists had the lowest percentages, both with 10.0% 
reporting experience in this area.

Besides, experience in interdisciplinary work was 
minimal: only four professionals (1.85%) reported 
having recently been part of structured interprofes-
sional teams to address breastfeeding cases, defined by 
effective interaction between three or more disciplines 
with shared decision-making. This finding highlights 
a critical gap in collaborative training, particularly rel-
evant in the perinatal setting, where comprehensive 
care requires the coordination of multiple actors in the 
health team (Table 2).

From a quantitative perspective, the overall assess-
ment of the training strategy was overwhelmingly pos-
itive. 99.1% of participants gave the teaching team the 
highest possible score for the attention they received, 
while 93.1% expressed the same level of satisfaction 
with the learning experience as a whole. The debriefing 
phase, a reflective analysis session following the simu-
lation, was highlighted as one of the most significant 
parts of the training process, with 95.4% of the evalua-
tions at the highest level of satisfaction. In contrast, the 
physical environment, particularly the Clinical Skills 
Laboratory facilities, received a lower proportion of 
top ratings (87.5%), suggesting a concrete opportuni-
ty for improvement in the infrastructure supporting 
practical training.

Psychometric analysis of the evaluation question-
naire showed high internal consistency (Cronbach’s 
alpha = 0.85), validating the reliability of the instru-
ment. The highest-rated dimensions were “attention 
provided by teachers” (mean = 4.99; SD = 0.10) and 
“critical reflection during debriefing” (mean = 4.95; 
SD = 0.21). In contrast, the items “clinical case design” 
(mean = 4.81; SD = 0.48) and “facility conditions” 
(mean = 4.87; SD = 0.35) showed greater variability in 

responses, reflecting more heterogeneous experiences 
among participants (Table 3).

Analysis of the responses to the open-ended 
question revealed six key formative dimensions that 
emerged repeatedly in the participants’ testimonies: 
(1) interprofessional coordination, (2) effective clin-
ical communication, (3) collaborative learning, (4) 
emotional development in clinical contexts, (5) de-
briefing assessment, and (6) clinical applicability of 
what was learned.

Interprofessional coordination was one of the most 
prominent categories, with participants noting that 
“understanding the role of each professional allowed 
us to make more coordinated and effective decisions” 
(P6) and that “identifying the roles of each team mem-
ber made decisions faster and more confident” (P9). 
In terms of clinical communication, there was an im-
provement in clarity and active listening: “I learned to 
better summarize key information and listen without 
interrupting” (P77), which, according to the partici-
pants, “improved the team’s fluidity” (P42). Collabo-
rative learning was mentioned as a space for knowl-
edge exchange: “Everyone contributed from their own 
experience, and that enriched the solution to the clin-
ical case” (P104), recognizing the value of “different 
perspectives that enrich problem solving by improving 
communication skills among professionals” (P215).

From an emotional perspective, professionals val-
ued the simulated environment as a safe space for 
managing stress: “I was able to train myself to stay calm 
under pressure, knowing that I was not alone” (P110), 
and they emphasized that “experiencing the stress of 
real situations in a controlled environment was forma-
tive” (P2). The debriefing stage was valued as central 
to critical reflection and learning: “I understood mis-
takes I hadn’t noticed, and it helped me think about 
how to act differently in the future” (P8). Finally, the 
participants identified a high clinical applicability of 
the lessons learned: “After the course, I felt I had more 
practical and concrete tools to support breastfeeding in 
my daily work” (P11). These dimensions illustrate not 
only the perceived usefulness of the strategy but also a 
significant transformation in the understanding of col-
laborative work in sensitive clinical contexts (Table 4).

The triangulation of quantitative and qualitative 
results allowed us to construct a coherent picture of the 
educational value of the ICCS. The limited previous 
experience in clinical simulation, reported by more 
than 95% of the participants, was reflected in the tes-
timonials, which highlighted the novelty and pedagog-
ical impact of the methodology. Similarly, the limited 
interprofessional training in breastfeeding, particularly 
in midwifery (17.7%), nursing (27.3%), and medicine 
(37.0%), coincided with the qualitative perception that 
such instances are insufficient and require further de-
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velopment with an interdisciplinary approach. Like-
wise, low participation in structured interprofessional 
teams (1.85%) was associated with reports that high-
lighted gaps in collaborative training, identified as a 
priority need in the perinatal field.

Beyond the high levels of satisfaction reported, a 
shared perception emerged about the transformative 
nature of ICCS, especially regarding strengthening col-
laborative practices. The testimonies collected revealed 
an awareness of the persistent gaps in traditional in-
terprofessional training and positioned this method-
ology as a valid alternative to address them. Far from 
being considered an isolated experience, the ICCS was 
interpreted as a turning point in the understanding of 
teamwork, reinforcing its potential as an education-

al tool that can be replicated and transferred to real 
healthcare contexts.

Examples of these perceptions are reflected in state-
ments such as: “I had never worked in such a realistic 
setting before; it made me realize how valuable it is to 
learn from other disciplines” (P12); “The simulation 
allowed me to understand what other professionals ex-
pect from my role and how we can complement each 
other” (P34); “I identified gaps in my training, espe-
cially in breastfeeding, and now I see the importance 
of reinforcing them as a team to improve user care, es-
pecially with nonverbal communication” (P56); and “I 
was surprised to discover that collaboration does not 
happen on its own, but requires training spaces like 
this to practice” (P78).

Breastfeeding - K. Irribarra et al

Table 2. Sample Characteristics

Profession Number Gender Clinical Simulation 
Experiencea

Breastfeeding 
Experienceb

Participation in 
Interdisciplinary Worc

    F/ M YES/ NO YES/ NO YES/ NO

Midwife 79 55/24 3/76 14/65 2/77

Nurse 44 31/13 2/42 12/32 0/44

Doctor 27 19/8 1/26 10/17 1/26

Physiotherapist 20 14/6 0/20 2/18 0/20

Speech-Language Pathologist 15 10/5 0/15 3/12 0/15

Nutritionist 14 10/4 1/13 5/9 1/13

Dentist 10 7/3 0/10 1/9 0/10

Nursing Technician 7 5/2 0/7 2/5 0/7

F: Female. M: Male. aClinical simulation experience was defined as prior participation in training activities that incorporated simulation-based 
methodologies, such as workshops, clinical training with mannequins, standardized patients, or technological simulators, with or without 
structured debriefing. bBreastfeeding experience was defined as clinical experience in this field based on self-report provided at the time of 
registration. The thresholds used to classify experience (≥10 years in breastfeeding and ≥10 previous simulation activities) were operationally 
defined by the research team due to the absence of consensus thresholds in the literature and are acknowledged as a limitation of the study. 
cParticipation in interdisciplinary work was defined as clinical care delivered within interprofessional teams composed of three or more distinct 
disciplines, involving effective interaction and shared decision-making.

Table 3. Psychometric indices of the satisfaction questionnaire applied in the breastfeeding update course

Ítems Questions Psychometric parameters

Min Max Mean SD Variance

A. Personal 
satisfaction with 
the activity

The attention provided by the simulation instructors 4 5 4.99 0.10 0.01

The facilities of the Clinical Skills Laboratory 3 5 4.87 0.35 0.12

The learning experience of the CCS 3 5 4.93 0.28 0.08

The CCS (instructors + facilities + learning experience) 2 5 4.89 0.39 0.16

B. Usefulness of 
the stages for 
learning

Designing the clinical case 3 5 4.81 0.48 0.23

Developing the case in the simulator 4 5 4.94 0.25 0.06

Reflecting on the case during the debriefing 4 5 4.95 0.21 0.04

CCS: Collaborative Clinical Simulation.
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Discussion

The findings of this study show that a training 
intervention based on ICCS generates high levels of 
satisfaction among healthcare professionals, even in 
contexts where previous experience in interprofes-
sional work or clinical simulation was limited. This 
positive perception reflects a high level of accep-
tance of the methodology and is consistent with in-
ternational literature, which reports simulation as a 
highly valued strategy in continuing education pro-
grams and especially relevant in maternal and child 
health37,38. The limited previous exposure to simula-
tion experiences in this area coincides with the find-
ings of other studies, which describe persistent gaps 
in interprofessional training and highlight the need to 
expand the use of these methodologies in educational 
practice39,40.

Similarly, various Latin American studies have re-
ported high levels of satisfaction with simulation ex-
periences in related areas. In Chile, more than 79% of 
obstetrics and childcare students rated tele-simulation 
applied to childcare scenarios positively, even in con-
texts with limited resources41. Likewise, a study con-

ducted at the Universidad de Concepción showed that 
all obstetrics students considered high-fidelity clinical 
simulation satisfactory42, but there was little evidence 
of this among professionals who had already graduat-
ed. In addition, the relevance of simulated scenarios 
in humanized labor and birth has been documented, 
highlighting their acceptance and positive assessment 
by health teams43. Taken together, these findings rein-
force the external validity of the findings of this study 
in the Latin American context.

A central aspect of the reported satisfaction was 
the debriefing phase, considered by participants as the 
moment of greatest pedagogical value. Beyond being 
a space for feedback, it was perceived as a safe envi-
ronment for critical reflection, analysis of practice, and 
reinterpretation of clinical experience. This finding is 
consistent with previous research highlighting the role 
of structured debriefing in satisfaction with simulation 
activities, given its impact on motivation, confidence, 
and collaborative learning44-46.

The qualitative results complemented this finding, 
showing that satisfaction was not limited to technical 
learning but also included the perception of a training 
space enriched by interdisciplinary interaction. The 
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Table 4. Coding of responses to the question: “What training advantage(s) of collaborative clinical simulation have you 
perceived?”

Explored dimensions Subtheme Coding  
frequency

Example quotes

Interprofessional 
coordination

Shared decision-
making and clearly 

defined roles

132 “During the simulation, understanding each professional’s role 
allowed us to make more coordinated and effective decisions” (P6). 
“Identifying each team member’s role helped decisions be made 
more quickly and safely” (P9).

Effective clinical 
communication

Clarity in information 
exchange and active 

listening

118 “I learned to express my ideas clearly and to listen actively, which im-
proved team communication” (P42). “I learned to better summarize 
key information and listen without interrupting, which facilitated 
teamwork” (P77).

Collaborative learning Knowledge exchange 
and joint construction 

of solutions

107 “It was an opportunity where everyone contributed from their expe-
rience, enriching the solution to the clinical case” (P104). “I realized 
that other professions bring different perspectives that enrich prob-
lem solving” (P215).

Emotional development in 
clinical contexts

Stress regulation and 
mutual support in 
critical scenarios

96 “I was able to train myself to remain calm under pressure, knowing 
that I was not alone” (P110). “The simulated environment allowed 
me to experience the stress of real situations, but in a safe space” 
(P2).

Debriefing as a reflective 
strategy

Self-assessment, 
feedback, and 

continuous 
improvement

89 “The debriefing was essential to understand what we did well and 
what we could improve” (P34). “During the debriefing I realized 
mistakes I had not noticed and it helped me think about how to act 
differently in the future” (P8).

Clinical applicability of 
learning

Transfer of skills to 
real clinical practice

78 “Now I feel more prepared to address complex breastfeeding sit-
uations because I practiced them in a realistic way” (P49). “After 
the course, I felt I had more practical and concrete tools to support 
breastfeeding in my daily work” (P11).

P: Participant.
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identification of elements such as interprofessional 
coordination and effective communication was men-
tioned as a source of satisfaction, in line with studies 
that recognize that these aspects favor the motivation 
and commitment of participants47,48. Likewise, the 
possibility of interacting with different roles in a safe 
environment was valued as a unique opportunity to 
understand the importance of teamwork, which co-
incides with the literature linking these experiences 
with greater acceptance of interprofessional method-
ologies49,50.

In this sense, the high acceptability and satisfaction 
observed in this study reinforce the potential of ICCS 
as a replicable training strategy in the field of breast-
feeding. Its perceived applicability is in line with in-
ternational guidelines that promote interprofessional 
education and simulation as effective ways to improve 
the quality of care and respond to the demands of 
contemporary health systems51. Furthermore, the as-
sessment of satisfaction is justified in classic models of 
educational intervention impact analysis, such as the 
Kirkpatrick model52, which places this indicator as the 
first level for assessing the effectiveness of a training 
experience.

A relevant limitation of the study is its cross-sec-
tional design with convenience sampling, which limits 
the generalizability of the results. Likewise, the use of 
a self-report questionnaire may introduce social desir-
ability biases, which is also described in similar stud-
ies50,51. Despite these limitations, the consistency of the 
findings and triangulation with qualitative evidence 
strengthen the validity of the results and provide em-
pirical evidence on perceived satisfaction with ICCS in 
real training contexts.

Conclusions

The experience gained clearly demonstrates that 
ICCS is a highly satisfactory training tool, even for pro-
fessionals with little or no previous experience in clini-
cal simulation or interprofessional work. The fact that 
most participants value the strategy positively reveals 
not only its acceptability but also its ability to exceed 
initial expectations and position itself as an innovative 
methodology that directly responds to widely recog-
nized training gaps in breastfeeding care.

Debriefing emerged as the most decisive element of 
the intervention, becoming a safe space for critical re-
flection and shared learning. The coincidence between 
quantitative data and qualitative perceptions confirms 
the robustness of the findings and reinforces the idea 
that ICCS is not an episodic experience, but a resource 
with real transformative potential in continuing ed-
ucation courses to improve effective communication 

skills and quality of care. Developed with profession-
als from the public health system and in the specific 
context of breastfeeding, the strategy demonstrated 
its clinical relevance and viability for integration into 
institutional continuing education programs without 
requiring large investments, which favors its sustain-
ability and scalability.

The satisfaction expressed by participants should 
be interpreted as more than just a positive indicator; 
it is a predictor of change. In the field of breastfeed-
ing, where interprofessional coordination and clinical 
communication are essential, the willingness of pro-
fessionals to transfer what they have learned and rec-
ommend the experience to their peers is particularly 
relevant for strengthening the quality of care. At the 
same time, the assessment of the human dimension of 
learning –empathy, collaboration, and family-centered 
care– confirms that ICCS not only educates but also 
inspires more ethical and sensitive clinical practice in 
this priority area.

For all these reasons, it is imperative to move to-
ward the systematic integration of ICCS into continu-
ing education programs related to breastfeeding. The 
results of this study are a call to transform the way 
health teams are trained in this area, which is strate-
gic for maternal and child well-being. Committing to 
collaborative simulation in breastfeeding is not a mar-
ginal option, but rather a structural decision to build 
teams that are better prepared, more cohesive, and ca-
pable of responding to the contemporary challenges of 
mother-child dyad care.
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