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Executive summary
Aims and objectives of the project
The development of a multimodal clinical supervision training (CST) program aimed to provide a blended learning program to promote the development of the knowledge, skills and attitudes needed for quality supervision for health students. Lack of suitably trained clinical supervisors is often quoted as a barrier to increasing clinical placement capacity. This flexible learning program was designed to assist clinical supervisors receive the appropriate training to provide quality clinical learning opportunities for students and increase clinical placement capacity.

Project activities and methodology
A four-hour interprofessional clinical supervision workshop was developed to provide supervisors with the tools to manage a range of clinical supervision situations. It was anticipated that through participation in the workshop clinical supervision confidence would grow translating into increased willingness to host students, thereby increasing clinical placement capacity.
A suite of online resources were developed to enhance learning and provide targeted information related to specific discipline and context-specific clinical supervision practice. The modules include; core clinical supervision, fifteen profession-specific modules, ten context-specific modules and two education modality modules.

Project evaluation included both quantitative and qualitative strategies to explore the effectiveness of this blended learning program.
Key outcomes and findings
A total of 978 clinical supervisors attended 70 Clinical supervision support across contexts (ClinSSAC) workshops throughout metropolitan Melbourne in a diverse range of settings, and most participants completed evaluations. Sixty-seven clinical supervisors completed the core ClinSACC online modules out of 510 registrations and 37 of these completed evaluations.
Evaluations (n=902) were collected but approximately 15% of responses were either ambiguous or incomplete. Of 773 workshop attendees whose data was entered, 531 described it as ‘very helpful’, 231 as ‘helpful’, 11 as ‘possibly helpful’ and 0 as ‘irrelevant’. Out of 37 participants who completed the online module evaluation, 25 described it as ‘very helpful’, 11 as ‘helpful’ and 1 as ‘irrelevant’. 

The interviews with the managers and administrators (n=8) was the most revealing in terms of project impacts. One quarter of interviewees were from community or private hospital environments, however the commentary was very similar. Interviewees attributed a number of changes within their environments to the ClinSACC workshops.

Overall the data supports that ClinSSAC program has met its original objectives:

· Increase the knowledge, skill and confidence of clinical supervisors across all health disciplines;
· Increase the quality of learning opportunities for health students placed within the clinical placement networks (CPNs);
· Reduce the inefficiencies in the clinical supervision process, in particular by providing strategies to work with underperforming learners and identification of remediation pathways;
· Elevate the status of education in health care through creating a sustainable culture of excellence in clinical learning environments;
· Increase the capacity of the Southern Metropolitan CPN (SMCPN), and other metropolitan CPNs, to provide clinical placements, particularly in community health settings.
Conclusions – where to from here, future directions

The profile of the four-hour face-to-face workshop and the online modules have been steadily increasing. This raised awareness of the product coupled with the evaluation findings suggests that extension of this project into other CPNs may be of value to encourage and enhance clinical supervision and clinical placement capacity.
Background and context
Learning in authentic clinical environments is essential in the training of health students. Clinical supervisors play a key role in teaching clinical and professional skills and in creating conditions favourable to immersive learning. Supervisors are therefore a key requirement for producing a competent health workforce. Despite the centrality of supervisor skills in effective clinical learning and assessment, many clinical supervisors are untrained to educate across the range of health professions including: medicine, nursing, physiotherapy, OT, social work, paramedics, radiography and nutrition and dietetics. Clinical education frequently occurs in an informal and idiosyncratic fashion due to the unpredictability of learning environments, learning stimuli and resourcing/support. These variables make it more challenging to ensure quality of training (Kilminster and Jolly 2000; Kilminster et al 2007; Newton, Jolly, Billet et al 2011).
This project developed a multimodal CST program to promote the development of knowledge, skills, and attitudes needed for quality supervision of health students. A total of seventy clinical supervision workshops were conducted to over nine hundred participants from the Mornington Peninsula CPN (MPCPN), Western Metropolitan CPN (WPCPN) and SMCPN. Supporting the face-to-face workshops was the development of twenty-seven web-based modules with an additional module to follow. These modules provide targeted clinical supervision information about specific, disciplinary and context clinical supervision practice.
This project addressed major reported gaps in the professional development of clinical supervisors to increase the capacity for, and quality of, clinical learning opportunities for all healthcare students in the health workforce. 

Research by Bearman, Molloy, Ajjawi and Keating (in press) in 2009 investigated Victorian clinical supervisors’ experiences of their role, and found that clinical educators felt burdened by their supervisory responsibilities. In particular, clinical supervisors felt ill-equipped to work effectively with poorly performing students. They reported that these ‘students in difficulty’ required more of their energy, more vigilant supervision and more regular and detailed feedback. Although prospective supervisors may be keen to learn to be better educators, they are often ‘time-poor’ and/or working in remote locations. Furthermore a range of learning methods can cater for the preferred educational requirements of the supervisor. Providing an innovative multimodal program, consisting of linked modules, is important to meet the diverse learning needs of clinicians, and to provide access for rural and regional partners.
By targeting non-traditional and underutilised areas of the health workforce to develop supervisory capacity, this project was able to create an expanded range of clinical placement settings. The CST system was designed for use across all disciplines and health service environments and was particularly suited to smaller organisations in the expanded settings environment such as community health settings. The inclusiveness of the CST system design aimed to promote interdisciplinary education, practice and discourse, and catered for vocational, undergraduate and postgraduate learning contexts. There is evidence that this coordinated and interprofessional approach to CST has promoted workforce development and created anticipated efficiencies in clinical supervision. 

The CST system provided efficiencies through multimodal training delivery including face-to-face delivery mode and interactive online modules on a customised ‘Moodle’ interface. The core module was designed to be applicable across all practice environments and across all health disciplines. Given that unique supervisory demands exist in different work settings, and within different disciplines, fifteen discipline focused elective modules were developed, as a way to highlight unique properties of clinical supervision within the nominated discipline (for example, preceptorship models in nursing, learning opportunities in ward rounds for medical students). These modules provided a platform for the further development of ten context-specific modules such as Indigenous health, aged care, mental health, and homelessness.

This project was also aimed at addressing the issue of ongoing support for supervisors through the provision of interactive web-based resources. One of the key criticisms of clinical educator training initiatives is the lack of sustained support and follow-up of participants to monitor translation of principles to practice (Masmanian and Davis, 2002). This can be particularly the case for smaller and /or more isolated health facilities such as community health settings.
Aims
The development of the multimodal CST program aimed to provide a blended learning program to promote the development of the knowledge, skills and attitudes needed for quality supervision for health students. Lack of suitably trained clinical supervisors is often quoted as a barrier to increasing clinical placement capacity. This flexible learning program has been designed to assist clinical supervisors receive the appropriate training to provide quality clinical learning opportunities for students and increase clinical placement capacity.
Project activities and methodology
Monash Health (formerly Southern Health) as the lead organisation had overarching responsibility for this project. The project manager worked in close consultation with the SMCPN Coordinator and provided project updates as requested to the SMCPN Committee. The project manager was responsible for overall project coordination, funds disbursement and coordination and marketing of the program.

Monash Health was the lead organisation and fund holder for this project. Executive responsibility for this project within Monash Health sits with the Director of Nursing and Midwifery Education and Strategy. The original project manager resigned from the project on 31 December 2012 and a subsequent project manager was appointed from within Monash Health to coordinate the completion of this project. 

Broad-based communication with CPN stakeholders has been undertaken through CPN newsletters and entries on the participating CPNs websites and in the SMCPN through a Stakeholder Forum. The Coordinators for WMCPN and MPCPN have ensured there is clear and efficient communication within their CPNs.

An Advisory Body for this project was established from stakeholders within the SMCPN in the development of the original proposal for this project. The project manager and SMCPN Coordinator have communicated progress to this group. They have been instrumental in identifying appropriate participants, particularly for the Pilot Workshop and in promoting the CST system, content matter contributors to the online modules and participated in a peer review process to validate content.

The Health Professions Education and Educational Research (HealthPEER) Team, Monash University have coordinated the material development, delivery and evaluation, including recruitment of skilled educators to deliver the workshops and develop the online modules. The Academic Director of Information Technology in the Faculty of Medicine, Nursing and Health Sciences, in consultation with HealthPEER, was responsible for overseeing the generation and maintenance of the online learning management system (LMS).

Selection of willing clinical educators/academics to represent fifteen professional groups to develop the elective profession-specific modules and ten context-specific modules for the CST website proved more challenging than initially anticipated. This created an unforseen delay in developing the online content and impacted on the deliverable timelines. The project team sought an extension from the Department of Health and the extension granted has ensured all key deliverable targets have been met.

Table 1: Summary of key activities and deliverables

	Project objective
	Project deliverable/target
	Activities undertaken to achieve target/objective
	Date completed

	Development of Core CST modules (half-day, face-to-face workshop delivery mode).
	Face-to-face module including teaching plan, learning objectives and PowerPoint materials piloted with 15 clinical supervisors from SMCPN.
	Pilot was conducted 15 March 2012 with 28 participants. 
	March 2012

	Development of Core CST modules and website (interactive online delivery mode). A resources repository (relevant references and links) will be included on the website.
	Core CST module built on ‘host site’ and piloted with clinical supervisors from medicine, nursing and a selection of allied health disciplines that provide clinical placements within the SMCPN (n=8).
	The online LMS became available for general use on 1 November 2012. 
	November 2012 

	Development of discipline-specific online modules (n=15).
	Discipline-tailored modules are uploaded onto the CST host site
	The complete suite of discipline-specific modules, have been uploaded onto the CST host site. All modules have undergone a process of peer review and revised according to feedback.
	May 2013

	Development of context-specific online modules (n=10).
	Context-specific modules are uploaded on to the CST host site.
	Nine of these modules have been written and uploaded onto the CST host site. All modules have undergone a process of peer review and revised according to feed back. The Indigenous health module is in the process of final editing and peer review. 
	August 2013, except the Indigenous health module estimated completion of December 2013

	Development of modules relating to educational methods (n=2).
	Modules relating to educational methods are uploaded on to the CST host site.
	These two modules have been written and uploaded onto the CST host site. 
	August 2013

	CST face-to-face and online modules are made available to clinical supervisors at no cost to participants (n=70 workshops).
	Seventy half-day, face-to-face workshops will be conducted at locations appropriate for the participants; each workshop will have the capacity for 20 participants.
	Cumulatively, 978 participants have attended 70 half-day face-to-face workshops.
	Originally due 1 April 2013

Extension and further funding granted October 2013

	
	The workshops will achieve an attendance rate 80% of their capacity.
	Over the course of this project, the workshops have achieved an attendance rate of 87%.
	October 2013

	
	At least 320 attendees will be from within the SMCPN and at least 320 attendees will be from other CPNs
	SMCPN = 605 participants

WMCPN = 155 participants

MPCPN = 184 participants
	October 2013

	
	Of the SMCPN participants in the face-to-face workshops at least 240 will be currently employed in community health settings (as community health is the designated priority area of the SMCPN Strategic Project).
	To date, in excess of 320 participants from the SMCPN have been employed in community health settings. This number is likely to be higher as there are varying perceptions of community health by participants. 
	October 2013

	
	The online LMS will be accessed by at least 100 individuals.
	The project extension has enabled this deliverable time to gain traction and delivery on the KPI. The key focus of the project moving forward is to market the online modules and increase awareness, access and participation.

The online LMS core clinical supervision module has been accessed by 510 individuals. 67 individuals have completed the modules with 39 evaluation surveys completed.
	October 2013

	
	Participants in both modalities of the program will be invited to participate in an evaluative survey.
	All participants were invited to participate in an evaluative survey 902 surveys completed for face-to-face workshops and 39 surveys completed (44 commenced) for the online modules.
	October 2013

	Project Report
	Report is submitted 
	A detailed report will be submitted as per template
	21 October 2013

	Twelve-month follow-up electronic surveys will be issued to participants to evaluate extent to which training principles were applied in practice.
	Descriptive data analysed for changes in supervisors’ knowledge, attitudes and confidence
	As this is outside the project timeline this will be undertaken by HealthPEER in conjunction with ongoing research. Any resulting publication will be forwarded for departmental approval.
	Ongoing


Outputs

The following resources were developed to assist in the delivery and evaluation of training workshops:

Clinical supervision workshop
A four-hour interprofessional clinical supervision workshop was developed to provide clinical supervisors with tools to manage a range of clinical supervision situations in order to provide confidence, capacity and to reduce stress. It was anticipated that through participation in the workshop clinical supervision confidence would grow translating into increased willingness to host students and therefore increase student clinical placement activity. Workshops were particularly targeted to community health environments, private hospitals and other clinical settings which traditionally have had less opportunity for professional educator skills. A half-day workshop was viewed, through HealthPEER’s extensive experience in professional development, as an ideal introductory format for those new to clinical teaching.
Key learning areas of the workshop included:
· Introduction to clinical supervision

· Learning styles

· Facilitating learning

· Giving effective feedback

Managing underperformance

Seventy, four-hour workshops were delivered face-to-face at a range of venues within the SMCPN, MPCPN and WMCPN to over nine hundred participants. Feedback from participants was extremely positive.
Online resources
A suite of resources were developed to enhance learning from the workshop and provide targeted information about specific disciplinary and context-specific clinical supervision practice. Online resources can be found at https://clinicalsupervisionsupport.org 
	Modules developed

	Clinical supervision
	Profession-specific
	Context-specific
	Education modalities

	Core clinical supervision module
	Audiology
	Aged care
	Simulation in clinical education

Peer assisted learning

	
	Dentistry
	Paediatrics
	

	
	Dietetics and nutrition
	Mental health
	

	
	General practice
	Indigenous health*
	

	
	Medical education
	Homelessness
	

	
	Midwifery
	Critical care (ICU & ED)
	

	
	Nursing
	Drug and alcohol
	

	
	Occupational therapy
	Disability services
	

	
	Paramedics
	Overseas/international graduates
	

	
	Physiotherapy
	Rehabilitation
	

	
	Pharmacy
	
	

	
	Podiatry
	
	

	
	Psychology
	
	

	
	Medical radiation science
	
	

	
	Social work
	
	


*Indigenous module undergoing peer review at time of report
The online modules were launched at a SMCPN stakeholder forum held on 28 May 2013 at the Monash University Club, Clayton. The event targeted stakeholders from the expanded settings environment within the SMCPN. Attendees were provided with an explanation and demonstration of the online clinical supervision modules developed for the SMCPN. This included core, discipline-specific, context-specific and education modality modules. These modules have been developed with strong emphasis on clinical supervision in the expanded settings environment. A total of 42 stakeholders, representing 16 different organisations attended the event.
Outcomes and impacts

Quality outcomes

Successful completion of this project was measured using the targets identified in the table below. 

Table 2: Capacity and quality outcomes

	Objective
	Capacity/quality target
	Outcomes

	Development of Core CST modules (half-day, face-to-face workshop delivery mode).
	Face-to-face module including teaching plan, learning objectives and PowerPoint materials piloted with n=15 clinical supervisors from SMCPN.
	Achieved

	Development of Core CST modules and website (interactive online delivery mode). A resources repository (relevant references and links) will be included on the website.
	Core CST module built on ‘host site’ and piloted with clinical supervisors from medicine, nursing and a selection of allied health disciplines that provide clinical placements within the SMCPN (n=8).
	Achieved

	Development of discipline-specific online modules (n=15).
	Discipline-tailored modules are uploaded onto the CST host site.
	Achieved

	Development of context-specific online modules (n=10).
	Context-specific modules are uploaded on to the CST host site.
	9 modules complete
1 module complete undergoing peer review

	Development of modules relating to educational methods (n=2).
	Modules relating to educational methods are uploaded on to the CST host site.
	Achieved

	CST face-to-face and online modules are made available to clinical supervisors at no cost to participants (n=70).
	Seventy half-day, face-to-face workshops will be conducted at locations appropriate for the participants; each workshop will have the capacity for 20 participants.
	Achieved

	
	The workshops will achieve an attendance rate 80% of their capacity.
	Achieved

87% attendance

	
	At least 320 attendees will be from within the SMCPN and at least 320 attendees will be from other CPNs.
	Achieved

SMCPN = 605 participants

WMCPN and MPCPN = 339 participants

	
	Of the SMCPN participants in the face-to-face workshops, 75% (at least 240) will be currently employed in community health settings (as community health is the designated priority area of the SMCPN Strategic Project).
	Achieved

At least 320 participants currently employed in community health settings.

	
	The online LMS will be accessed by at least 100 individuals.
	Achieved

510 individuals accessed core module.

	
	Participants in both modalities of the Program will be invited to participate in an evaluative survey. 
	

	Twelve-month follow-up electronic surveys will be issued to participants to evaluate extent to which training principles were applied in practice.
	Descriptive data analysed for changes in supervisors’ knowledge, attitudes and confidence.
	As this is outside the project timeline this will be undertaken by members of the Reference Group in conjunction with ongoing research.


Challenges and risk management strategies
Project management and governance
The initial project time frames and scope created some challenges to developing material and delivering key outcomes. These challenges included:
· Project management resource/s
· Administration support

Coordination and collaboration with multiple contributors

These challenges were overcome by setting up regular meetings with the project team to discuss progress and challenges. Minutes were taken at each meeting with an associated action log and timelines. With greater understanding of the challenges, Department of Health support was sought and project timelines were reviewed and extended. Tighter management of resources and processes has ensured timelines and deliverables have been met.

Clinical Supervision Training
The logistics in relation to participant numbers and attendance proved problematic throughout the life of the project. Initially, workshops were targeted to small community health settings and consciously delivered to small context-specific cohorts. Whilst this provided a rich experience for those attending it quickly became apparent that key deliverables of the project would not be met and a review of the planned delivery strategy was required. In order to maximise participation and maintain the integrity of the program, minimum and maximum numbers of attendance at workshops were then agreed to in consultation with the project team. Workshops were cancelled and rescheduled if minimum numbers were not met and participant numbers capped based on this strategy.
Despite this strategy registered attendance and actual attendance at workshops remained variable. Registrations were always oversubscribed by 25% and a waiting list created once the threshold had been reached. In spite of these strategies attendance varied. Common reasons for late cancellations included, sick leave and unexpected clinical demand. Quarantined professional development leave would mitigate the last reason and should be encouraged in the clinical settings.
Online modules
One of the major difficulties with this project has been the development of online modules in a timely manner. There were many reasons for this. The initial timelines were generally over optimistic and the coordination time of twenty-seven additional modules to the core module was underestimated. The project team initially did not allocate roles and responsibilities for ensuring delivery of the online modules. There were concerns from some that the payment for modules was insufficient, particularly with respect to the original, profession-specific modules. Module authors were sometimes unable to meet their commitments, but reluctant to acknowledge this. Adapting materials to the online environment challenged highly expert educators who were not familiar in working within this modality, with respect to issues such as copyright. This led to considerable delays in modules and an uneven standard with the modules delivered. Additionally, the context modules were often quite challenging due to a lack of expertise generally in the area (for example there is very little published literature regarding clinical supervision in homelessness situations). Considerable time was spent on accessing reviewers and expertise to ensure that the modules were appropriate, although again reviewers were very slow in many instances to respond. One module, clinical supervision in Indigenous contexts, was considered to be sensitive and is still under review by Indigenous health care professionals to ensure it is culturally appropriate. 

It became clear that the timelines were causing concern around August 2012; the following risk management strategies were undertaken:

· HealthPEER was established as the coordinating body for managing the development of the online modules and developed a workflow pathway for module development with Dr George Kotsanas.

· HealthPEER employed a staff member, Dr Sylvia Pomeroy from January – May 2013, released extra time for Vicki Edouard and Dr Joanna Tai to focus on coordination, delivery and review of the modules. Staff divided up liaison between various providers and focussed on working with them to achieve outcomes. 

· Fortnightly (and occasionally weekly) team meetings were held within HealthPEER to ensure progress. When authors were unable to meet their commitments, alternative providers were found. When single elements of the modules were outstanding, the core team worked together to develop materials and then sent these out for review. In some instances, module development was brought back to the core team for completion. 
Copyright compliance was reviewed for all modules, in particular to ensure appropriate use of images, and they were updated as required by removal of any materials where copyright was questionable.
An additional challenge with respect to the online modules has been alerting potential users to their existence. 

Table 3: Risk management

	Risk
	Management strategy
	Outcomes

	Delay in delivery of online content.
	Regular meeting schedule established between SH project manager, HealthPEER team and CPN Coordinator to ensure appropriate resource allocation, and deliverables met within.

SMCPN Coordinator assisted HealthPEER team to identify context-specific experts to support the development and review of context-specific modules from the broader CPN community.
	Regular meetings occurred between project manager, HealthPEER and CPN Coordinator. Minutes of meetings taken and action log created, resulting in improved communication and teamwork 
Utilisation of SMCPN stakeholders and contacts supported the development of the context-specific modules.

	Potential underutilisation of workshop capacity.
	The strategy was to continue with planned communication strategy and marketing campaign and build on the successes demonstrated in this reporting period.
	Planned communication strategy was successful and the final six workshops were oversubscribed and attendance maximised. Reputation of the course was also gaining momentum.

	Achieving 100 online workshop participants.
	Strategies included:

· Project Manager to market online resource and encourage participation
· SMCPN committee to raise awareness in sectors and disciplines

· Inclusion in the CPN newsletter

· Marketing via the CPN coordinator group

· Flyer distribution to CPN stakeholder group 
	All strategies outlined were actioned. Online module access is continuing and feedback from users has been extremely positive.


Evaluation

This report describes the evaluation of the ClinSSAC educational program for clinical supervisors. This document presents the evaluation framework, the data collection strategies, data collection methods, findings, and discussion of the findings. ClinSSAC was available in two forms. The first format was face-to-face, with seventy workshops taking place from March 2012 to September 2013. The second format was online, with the core module on clinical supervision being released in November 2012 with a revision released in May 2013. There were fifteen profession-specific modules, progressively released by May 2013; with nine context-specific modules progressively released by August 2013; and 2 learning modality modules, progressively released by August 2013. One context-specific module, supervision in Indigenous contexts, remains under review and will be completed by December 2013. 

There were a range of formative quality assurance methodologies which are not reported here in depth. The face-to-face workshop was piloted and revised prior to commencement of the overall program. Each of the online modules was reviewed internally by the HealthPEER team; some modules also went out for external review. Reviewer comments were incorporated into final release of modules, where possible. The core module was revised significantly after pilot release in response to user feedback. 

Evaluation framework

The purpose of the evaluation was to:

· Establish the success of ClinSACC’s outcomes, in order to indicate the current and future impact of the ClinSACC program;
Describe success factors and areas for improvement to inform future developments of similar programs.
The evaluation was based upon 3P model of education evaluation (Freeth and Reeves 2004). This model presents three types of factors informing an educational program evaluation. Firstly the ‘presage’, or the structural elements which underpin the program. These are pre-existing factors, which the project has no control over, such as numbers of clinicians, working conditions and so on. Secondly the ‘process’ factors or the learning and teaching activities and approaches provided by the educational program. Finally, the model suggests examining the ‘product’ factors or the outcomes of the educational program. The advantage of this approach is it allows the team to establish enablers and challenges to success as well as considering the impact of the educational program on individuals and organisations.

The following primary evaluation questions guided the ClinSSAC evaluation: 

· Presage: What environmental and cultural factors impact on the effectiveness of the program?

· Process: What facilitates and limits the delivery of a multimodal clinical supervisor support package?

Product: To what extent does a multimodal clinical supervisor support package impact on the knowledge, skills and attitudes of clinical educators? How do these changes affect the clinical learning environments provided by the CPNs?
Data collection strategy

The evaluation plan outlined below indicates a range of secondary questions which support the overarching questions outlined above. These were used to ensure coverage from the appropriate stakeholders. 

Table 1: Data collection strategy
	Guiding questions
	3P
	Who to collect data from
	Modality
	How data is being collected

	Who participated in the program?
	Presage
	Participants
	Face-to-face
	Evaluation surveys

	
	Presage
	Participants
	Online
	Registration data

	What enabled/prevented participation?
	Presage
	Participants, 

Managers/administrators 
	Face-to-face
	Interview

	How did participants use the online core module?
	Process
	Participants
	Online
	Progress in online core module

	What did stakeholders think of the program?
	Process
	Participants
	Face-to-face
	Evaluation surveys – participants both workshop and online

	
	Process
	Facilitators
	Face-to-face
	Evaluation surveys

	
	Process
	Participants
	Face-to-face
	Interviews and focus group

	What was the effect of the program on supervision?
	Product
	Participants
	Online
	Evaluation surveys

	
	Product
	Participants, managers/ administrators
	Face-to-face
	Interviews, focus group

	What is the impact upon clinical supervisor organisations?
	Product
	Managers/administrators, participants
	Face-to-face; online
	Interviews, focus group


Data collection methods

The data collection methods were multiple. This section provides a brief overview of the methods used, including who collected the data and how the data was recorded and analysed. 

Face-to-face workshops

· Workshop evaluation surveys:
· Participants’ demographic details. Paper surveys were distributed and collected at the end of each workshop by the facilitator. They were entered into Survey Monkey by the project administrator. Data is presented using median, mean and interquartile range.
· Participants’ views of the workshop. Paper surveys were distributed and collected at the end of each workshop by the facilitator. They were entered into Survey Monkey by the project administrator. Likert scale responses are reported by median, interquartile range and mean. Free text comments are described using thematic analysis. 
· Facilitators’ views of the project. Survey monkey survey was distributed to all facilitators in September 2013. Due to low number of respondents, data is reported as frequency counts only. Free text comments are described using thematic analysis.
· Interviews and focus group:
· Participants: Five participants were interviewed over the phone and three attended a focus group interview. Interviews were audio recorded and transcribed. Thematic analysis was used to group findings.
· Managers/administrators: Four administrators and one manager were interviewed over the phone and three attended a focus group interviews. Interviews were audio recorded and transcribed. Thematic analysis was used to group findings.
Online modules

· Registration records. Downloaded from Moodle. Analysis is basic count of demographic data. 

· Moodle analytics. Downloaded from Moodle. Percent completion of activity presented. 

· Module evaluation surveys (online).
· Participants’ demographic details of the online core module. Online surveys were completed by participants at completion of module. Data are presented using median, mean and interquartile range.
· Participants’ views of the online core module. Online surveys were completed by participants at completion of module. Likert scales are reported by median, inter quartile range and mean. Free text comments are described using thematic analysis. 

· Participant’s views of the profession-specific, context-specific and learning modality modules. Data for the profession-specific modules have been pooled and Likert scales are reported by median, inter quartile range and mean. Due to pooling free text thematic analysis was not performed. Data for the context-specific modules were limited and only one item is reported. There is no data for the learning modality modules.

There was additional data collected from the individual modules but findings from each of these data collection methods will be reported in turn.
Findings: face-to-face workshops
Workshop evaluation surveys
These are reported in three subsections: a) attendees’ demographic data b) attendees’ views of the program, and c) facilitator’s view of the program.

Participant demographic data

Total attendance: data was entered for 902 surveys, although there were 978 official records of attendance, as recorded by the project administration. Some participants did not answer all questions, as indicated in the response numbers. Where responses were ambiguous, in particular half scores, it was not entered.

The following tables describe workshop attendees: 

· Disciplines (Tables 3 and 4)

· Years of experience (Table 5)

Students supervised per annum (Table 6)
Table 2: Workshop attendance by profession (n=897)

	Discipline
	Number (n=897)
	Percentage %

	Allied health assistant
	10
	1.1%

	Audiology
	19
	2.1%

	Chiropracty
	12
	1.3%

	Counselling (other than a formal psychology qualification)
	6
	0.7%

	Dentistry
	2
	0.2%

	Dietetics and nutrition
	12
	1.3%

	Medicine
	16
	1.8%

	Midwifery
	19
	2.1%

	Nursing division 1
	316
	35.2%

	Nursing division 2
	25
	2.8%

	Occupational therapy
	63
	7.0%

	Orthotics
	1
	0.1%

	Osteopathy
	15
	1.7%

	Pharmacy
	17
	1.9%

	Physiotherapy
	86
	9.6%

	Podiatry
	41
	4.6%

	Prosthetics
	1
	0.1%

	Psychology (clinical neuropsychology)
	2
	0.2%

	Psychology (clinical)
	39
	4.3%

	Radiation science
	3
	0.3%

	Social work
	67
	7.5%

	Speech pathology
	41
	4.6%

	Other (please specify)
	77
	8.6%

	No response
	7
	0.8%


Table 3: Workshop attendance, breakdown of ‘other’ response to profession (n=77)

	Discipline – Other 
	Number (n=77)
	Percentage %

	Administration
	3
	3.9%

	Aged care
	5
	6.5%

	Allied health
	1
	1.3%

	Cardiac technician
	6
	7.8%

	CCC
	1
	1.3%

	Clinical placement and lab coordinator
	2
	2.6%

	Community services
	3
	3.9%

	D&A
	1
	1.3%

	Exercise physiologist
	9
	11.7%

	GP
	7
	9.1%

	Health and wellness
	1
	1.3%

	Health promotion
	2
	2.6%

	Health services
	1
	1.3%

	ICU
	2
	2.6%

	Manager – palliative care
	1
	1.3%

	Massage therapy
	1
	1.3%

	Mental health
	8
	10.4%

	MIT
	2
	2.6%

	Music therapist
	6
	7.8%

	Not specified
	6
	7.8%

	Nurse Specialist
	1
	1.3%

	Preoperative
	2
	2.6%

	Public Health
	1
	1.3%

	Sport and health education
	1
	1.3%

	Sterilisation/PSA
	1
	1.3%

	Student
	2
	2.6%

	Youth
	1
	1.3%


Table 4: Approximate years of experience (n=885)

	
	Years

	Mean
	6.08

	Median
	4

	Lower quartile (25th percentile)
	1

	Upper quartile (75th percentile)
	10


Table 5: Approximate number of students supervised per year (n=862)
	
	Students numbers

	Mean
	21.59

	Median
	4

	Lower quartile (25th percentile)
	2

	Upper quartile (75th percentile)
	16


Participant views of workshop
This section describes workshop attendees’ responses on the survey regarding: the workshops’ helpfulness in meeting their needs (Table 6); views of the Maastricht clinical teaching questionnaire which is used as a self-assessment tool at the start of the workshop; and free text responses to ‘best’ aspects of the workshop, ‘improvement’ aspects of the workshop and any other comments.
Table 6: Workshop rating (n=773)

Workshop attendee’s response to the following item: 
In terms of meeting my needs and interests as a clinical supervisor, I would rate the workshop/module overall as (highest=4, lowest=1).
	
	Rating

	Mean
	3.67

	Median
	4

	Lower quartile (25th percentile)
	3

	Upper quartile (75th percentile)
	4


Figure 1: Workshop rating (n=773)
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Note that the 0–3 scale in the graph, which represents the response options, has been reported as a 1–4 scale to align with conventional reporting practice. 
Six hundred and forty five participants also reported the Maastricht clinical teaching instrument (self-assessment tool) as ‘helpful’ or ‘very helpful, with seventy-three reporting it as ‘possibly helpful’ and none as ‘irrelevant’.
The top ten categories of free text comments regarding what worked well in the workshop were: 

· Interaction, discussion, practical activities, sharing experiences (519 comments)

· Facilitator qualities (126 comments)

· Examples/strategies/practical tips given (122 comments)

· Clear, simple presentation with good structure (111 comments)

· Component on feedback (including the Pendleton model) (102 comments)

· Theory content, learning styles, etc. (97 comments)

· The volume of information and length of workshop (not too short or long) (86 comments)

· Flexible, tailored to participants’ needs (44 comments)

· Section on poorly performing learners and difficult students(35 comments)

Having multiple disciplines in the makeup of the workshop group (35 comments)
The top ten categories of free text comments regarding what improvements in the workshop should be were: 

· More time for the workshop e.g. a full day (120 comments)

· More time for role-play and discussion (49 comments)

· No need for improvement (44 comments)

· More time focussing on a specific area e.g. the poorly performing learner or feedback (30 comments)

· Handout/slide related – give them out at the start of the session and provide space for notes (26 comments)

· Venue related – heating/cooling, size, table configuration (20 comments)

· A follow-up session e.g. after implementing some changes (19 comments)

· Too much information in a short period of time (19 comments)

· More examples included in the session (18 comments)

A session which focusses more on a single discipline (18 comments)
Five hundred and sixty-three respondents noted that the workshop teaching materials and examples raised were ‘relevant’, ‘very relevant’ or ‘relevant to all’ different professional groups, with six respondents noting they were ‘irrelevant’ and one being ‘unsure’. The top five categories of free text comments regarding the extent to which the workshop teaching materials and the examples raised were relevant to different professional groups, were:

· Examples of putting theory into practice (39 comments)

· Participant input and discussion (26 comments)

· Focused/tailored to a specific/area or profession (25 comments)

· Was very broad, covered all areas (14 comments)

Component on feedback (13 comments)
Additionally, 17 people commented that the presenter’s qualities helped to make it relevant.

When invited to give free text comments, 397 comments were complementary and 15 suggested improvements.

Facilitators’ views of the workshops
Five facilitators completed the survey from a total pool of nine facilitators. Due to the small numbers statistics will not be reported. The following tables report views of the presage elements (Table 7), process elements (Table 8), views of the teaching experience (Table 9) and views of meeting learning outcomes (Table 10), with reportage of any comments summarised in the text. 
Table 7: Facilitators’ views of the presage elements for the workshop (n=5)

	
	Respondents requested to rate the following
	Strongly disagree
	Disagree
	Agree
	Strong agree

	1
	Overall, the learners (e.g. level, profile etc.) were well suited to the workshop objectives.
	0
	0
	2
	3

	2
	Overall, the environment of the workshops was appropriate in terms of noise, sound etc.
	0
	0
	4
	1

	3
	Overall, there were the right numbers of participants at each workshop.
	0
	0
	4
	1

	4
	Overall, the administrative support for me an educator (e.g. notification of workshop, provision of materials) was appropriate.
	1
	2
	1
	1


Figure 2: Facilitators’ views of the presage elements for the workshop (n=5)
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All free text comments (n=3) indicated dissatisfaction with the administration of the workshops.
Table 8: Facilitators’ views of the process elements for the workshop

	
	Respondents required to rate whether the ‘following were highly valuable to me as an educator’.
	Strongly disagree
	Disagree
	Agree
	Strongly agree

	1
	Overall structure and content of workshop
	0
	0
	4
	1

	2
	PowerPoint slides
	0
	0
	4
	1

	3
	Learning activities
	0
	0
	1
	4

	4
	Maastricht Clinical Teaching Questionnaire
	0
	0
	2
	3


Figure 3: Facilitators’ views of the process elements for the workshop
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All free text comments (n=3) indicated that they cut down on the PowerPoint. Two comments indicated there was too much material for the workshop time. One comment suggested more ‘front line’ material.
Table 9: Facilitators’ views of the teaching experience
	The following were highly valuable to me as an educator
	Strongly disagree
	Disagree
	Agree
	Strongly agree

	Overall learners met the learning objectives for the workshop.
	1
	0
	0
	4


There were divergent comments reflecting the ratings, e.g.: 

“I think because I'm not used to delivering material so many times I got a bit jaded and lost interest towards the end – my issue, not the program design.”

“Facilitating these workshops was an extremely effective educator training program (delivering same material, multiple times, finding out what works, what doesn't) I feel I gained both teaching skills and confidence through these sessions.”
Table 10: Facilitators views of the workshop outcomes

	The following were highly valuable to me as an educator
	Strongly disagree
	Disagree
	Agree
	Strongly agree

	Overall learners met the learning objectives for the workshop.
	1
	0
	2
	2


There were two divergent comments, one positive and one neutral.

Workshop evaluation: interviews and focus groups

Participant views of the workshops

There were five individual interviews conducted. Three participants were from SMCPN and two were from WMCPN. One participant was from a small private hospital; one was from a community setting. There was one focus group of three, with all participants from SMCPN. Thematic analysis is reported under ‘demographics’, ‘presage’, ‘process’, ‘product headings’ and ‘online modules’ headings (n=8). 

Four participants commented that they found it hard to remember specifics as it was a significant time ago.

Demographics

Participants had varying levels of experience and varying supervisory roles, but most tended towards being experienced, and two had formal education roles. Professional backgrounds included sonography (n=1), ultrasound (n=1), occupational therapy (n=1), clinical psychology (n=1) and nursing (n=4).

Presage

Seven participants found there were few barriers to attending the workshop, although one participant became lost attending the off-campus site. Reasons for attending included: 

· Manager requested (n=3), or wanted to see if it was appropriate for staff

· Develop or update skills (n=2)

· Networking with others (n=3), including interprofessional exchange

Wanting the formal certificate of attendance for CV
Process

Commendations were provided for:

· The use of the domino game, a learning activity, which clearly ‘stuck’ in participants’ minds (n=6) 

· Facilitators, who were regarded as excellent (n=4)

· The discussion of feedback and feedback models (n=4)

· The value of interprofessional practice (n=3). For example, one participant commented: “it was interesting to me all the different disciplines and get input from everyone.”

· The value of group discussion in general (n=3): “It's nice to hear that there's other people out there that could've handled things better, and what advice we can get on to how they dealt with it…”

Value of provision of educational theories (n=1) 

Two participants noted that some aspects of the program were not relevant to them as they involved types of supervision that they were not involved in, such as undergraduate or a different model of supervision practice. 

Suggestions for more focus within the presentation were: managing sick/stressed student, providing a specific model for reflective practice, more on challenging learners (n=2) including provision of a learning contract form. Two participants wanted more, either regular refreshers or a two-day workshop. 

Suggestions for improvements included reduction of feedback models presented and that the photocopied notes didn’t match the presentation.
Product

There was a general sense from participants that the four-hour workshop was very worthwhile. One individual stated this explicitly: “I actually found the whole half-day relevant. It was all very explained in a way that was quite practical and then quite relevant.” 

Participants reported a range of changes to practice as a consequence of completing the workshop. These included:

· Changes to feedback practice (n=3). For example, one participant commented: “They highlighted that when we give feedback, we do a lot of talking and the learner gets no opportunity to really reflect. I've embraced a lot of that, and I try and involve the students as much in their feedback as I can, and give them the most amount of time to do the talking.”

Changes to how instructions are given to learners (n=2). For example, one participant commented: “What I do with my students now is, I get them to explain the procedure beforehand. So rather than going in and just like, “Let's hope for the best” and we're talking about the same thing, I'll get them to say “Well, tell me what you're going to do, what your plan is. “So we do that away from the bed space so that if something does not seem quite correctly, we can talk about it, and discuss it, and give a better way of managing it. So when we're at the bedside, the confidence in the patient is not undermined by me making comments.”

Other comments included: increased networks within the health service; changed practice when working with underperforming learners changed; and the formal certificate assisted in registering as a clinical supervisor; validation and reinforcement of educational practice. One participant wanted to proceed to further study. 

Online modules

Two participants made comment about the online modules. One stated that they had done the online module first, and found the content coverage was very similar. The other noted: 

“I didn't know about the online resources until I went to [the workshop], and I jumped online ... I found everything that we went through, is in there, to be able to sort of promote it as an option for the preceptors that we work with. That it's an opportunity that they can still get that benefit from the session even if they A, they can't book in, or B, they can't work a time around their lives.”

Managers/administrators’ views of workshops

Interviews and focus groups were sought with those who had organised the workshops within their contexts, or managers of staff who had arranged for their staff to attend workshops. Four organisers were interviewed. Two were from SMCPN, one from WMCPN, and one from MPCPN; one was from the community health environment. One manager was interviewed and three managers attended a focus group. All managers were from SMCPN and three were from an acute care environment. Many of the issues raised are very similar, so the analysis has been combined with any specific differences noted. 

Demographics of participants
The organisers reported the following staff attending workshops:

· A multidisciplinary group of approximately 20 staff including physios, neuropsychologists, a social worker, occupational therapists and nurses
· 15 physiotherapists across acute and subacute disciplines

· 11–12 podiatrists

22 multidisciplinary staff from an acute mental health environment.
The managers reported the following staff attending workshops:
· 11 podiatrists

· 12 nurses (mostly novice clinical supervisors)

· 8 nurses (mostly novice clinical supervisors)

· 9 nurses (mixed clinical supervision experience).

Presage

There were a number of drivers to organising workshops or releasing staff to attend workshops. These included:

· Skills improvement, for those teaching students and graduates, for novices and as a refresher for more experienced staff 

· Need to align with current university teaching and learning processes

Management/requirement driven. In one instance this was driven by student feedback and changing clinical supervision environment. The interviewee commented: “There was…student feedback... that they weren't always receiving timely feedback. And staff were also feeding back to me that they were sometimes struggling to give feedback in an appropriate timeframe, but also how to give good feedback. And this was often the newer staff members and the ones that hadn't taken students before. We had an influx of sort of four students a year that went to 45 students a year, from memory. So we had a great, great number of students, so we had people taking students that had never taken a student before.”

The other major theme categorised under presage was scheduling, including time release for participants. One administrator described the half-day workshop timing optimal; two reported blending the half-day with another half-day of alternative activities was easier to roster a full day of staff release. The issue of staff release was an issue for some, but not for others. Some reported no difficulties, others reported difficulty with covering release from clinical load with some clinical managers refusing release, and one manager noted the difficulty in covering release from clinical supervision load. One of the managers from Monash Health, which was the ClinSSAC base, noted that there were so many workshops that rostering wasn’t an issue. This was clearly not the case for those in the smaller sites as described later. 
Additional comments were that the gratis nature of the workshop was an important factor, as was the fact that it was a generic rather than ‘university specific’. 

Process

Learning about ‘feedback’ was singled out by four participants as being highly important, as was providing foundation skills. There was praise for the facilitator. One administrator had conducted internal evaluation study which showed all participants regarded the workshop as relevant, useful and confidence-building. This evaluation indicated that useful aspects were: “The practical tasks, the feedback practice sessions using role play, and the domino learning and teaching activity. “Useful ways to give feedback, role playing, the handouts, and having it multidisciplinary in the interaction of the group in use of case studies.” Least useful aspects were: “Covered the basics, needed more breaks, and too much theory or information.” 
One participant praised the length of the course: “[ClinSSAC] compared to previous years was overwhelming [positive]. Everyone really enjoyed the content of it. It was nice and brief. The other one went on for two days, and it was quite lengthy, and people got sort of sick by the end of it whereas [ClinSSAC] was quite precise. It allowed people to ask questions and get responses as well and everyone kind of really enjoyed [it].”

Two participants discussed some of the difficulties with matching the program to the breadth of supervisory experience in the cohort, so that the more experienced supervisors didn’t access the material of most interest to them. 

Participants suggest future workshops could be extended to cover feedback and on simulation. 

Participants noted difficulties with program administration, one participant noted difficulty in booking and another not realising there were further opportunities to book workshops despite wishing to. 

Product

All interviewees were highly satisfied with the workshops. Comments included: “great day”, “fabulous”, “beneficial”, “…a couple of educators said to me [the workshop] was one of the best things they have attended.”
The participants attributed a number of changes within their environments to the workshops:

· Changed clinical supervision strategies (n=3). Participants described both individual and environment changes. Comments were: “We’ve probably changed some of our practices over the time when we've realised that perhaps some of our strategies weren't right for individual students, and trying to do different learning styles.” “I’ve also noticed that some were structuring their placements a lot differently… less on the fly and more of a planned… They were planning to feedback to their students; they had set times within the day. Whereas in the past it was, “Oh, if we get time at the end of the day, we'll do it then.” “I always noticed that some of the information that was presented, especially around the feedback cycle, was often visual, so they'd put it on their notice boards; most of them were wearing them on their Lanyard cards. So, they really took a lot of the presentation to heart.”

· Clinicians more likely to be clinical supervisors (n=2). One administrator noted that she was aware that within her own profession within the environment, practitioners “Probably more likely to take on board students for supervision.” One manager noted: “I did notice that some of the ones that had not been a primary supervisor before, actually putting their hands up to be a primary supervisor.”
· Changes in confidences (n=1). One manager noted: “they are definitely more confident now. I'm noticing that they are not coming to me to problem solve, they are tending to problem solve and deal with the issues more themselves, which I think is really positive…”
· Changed relationship across professions: One administrator noticed that the workshop had changed the relationship both in terms of educational supervision and clinical practice, as it had promoted interprofessional interaction, noting that: “And what we found this year is that the social workers and OTs and all the allied health people who may have attended this course, actually pick up and look after students from different disciplines… And it sort of improves the team morale on the wards because they're able to adapt and look at different disciplines and sort of use those different disciplines as well.”
· Change in student reports: One manager, who had noted the issues with student feedback in the past, described the effect of the workshop on student feedback: “And I noticed that there was a big decrease the following six to nine months in students actually saying they weren't getting enough feedback.”
One manager also noted that, for the first time, new clinical supervisors are asking “For more continuing education around student supervision, which is not something that they've ever asked for before… This was really the first student-specific education to podiatry that they'd ever had.”
Online modules

Administrators and managers who were not based at Monash Health, the ClinSSAC project base, appeared not to be informed about the online modules or whether their staff knew about them or had accessed them. At least two of the managers from Monash Health had heard about the online modules. One reported very positive feedback from her staff: “I got wonderful feedback from that. They thought it was very helpful, very educational. And they didn't think really that it needed any tweaking, they thought it was very useful and it would be useful for all clinical staff that was, particularly the midwifery ones.”

Findings: Online modules

Registration records
In order to access an online module, participants self-register using an automated system. At the conclusion of the module, if participants wish to collect a certificate of completion, then they must have attempted all activities, and completed the evaluation. Registration and evaluation data are presented for all module, with further analysis based on the analytics (see next section) presented for the core module.
Table 11: Registrations, evaluations and completions, core module as of 7 October
	Module title
	Number registrations
	Number evaluations started (completed)
	Number of completions based on final activity

	Clinical Supervision Core Module – revised 
	303
	28 (26)
	40

	Clinical Supervision Core Module – original version
	207
	16 (13)
	27

	Clinical Supervision Core Module (total)
	510
	44 (39)
	67


Table 12: Summary of registrations and evaluations for all other modules as of 2 October
	
	Number registrations
	Number evaluations completed

	All modules
	625
	37


Table 13: Registrations and evaluations for profession-specific modules as of 2 October
	Module title
	Number registrations
	Number evaluations completed

	Audiology
	11
	0

	Dentistry
	13
	0

	Dietetics and nutrition
	31
	2

	General practice
	13
	0

	Medical education
	35
	3

	Midwifery
	76
	11

	Nursing
	60
	0

	Occupational therapy
	37
	1

	Paramedics
	12
	1

	Physiotherapy
	 63
	5

	Pharmacy
	7
	2

	Podiatry
	14
	1

	Psychology
	55
	4

	Medical radiation science
	34
	1

	Social work
	38
	3


Table 14: Registrations and evaluations for context-specific modules as of 2 October
	Module title
	Number registrations
	Number evaluations completed

	Aged care
	19
	1

	Paediatrics
	7
	0

	Mental health
	25
	0

	Indigenous health*
	0
	0

	Homelessness
	6
	0

	ICU and ED
	9
	0

	Drug and alcohol
	2
	0

	Disability services
	3
	0

	Overseas/international graduates
	13
	0

	Rehabilitation
	24
	2


*Not posted as of the 1 October 2013
Table 15: Registrations and evaluations for educational modalities modules

	Module title
	Number registrations
	Number evaluations completed

	Simulation in clinical education
	6
	0

	Peer-assisted learning
	12
	0


Moodle analytics
Moodle was tracked between 2 and 7 of October. In this time, one participant completed the evaluation and five new participants registered for the core module. 

The 308 registrants to the revised core module were analysed in depth for activity derived from Moodle analytics. 

Table 16: Analytics of revised core module use

	Activity
	Number of activity completions
	Percentage of completions

	Learning about education
	183
	59.4%

	Activity 1
	162
	52.6%

	Introduction – I
	127
	41.2%

	Activity 2
	114
	37.0%

	Introduction – II
	111
	36.0%

	Introduction – III
	104
	33.8%

	Introduction – IV
	96
	31.2%

	Activity 3
	86
	27.9%

	Case examples
	84
	27.3%

	Case example 1: Karina
	82
	26.6%

	Case example 2: Simone
	76
	24.7%

	Case example 3: Brian
	72
	23.4%

	Education frameworks – I
	77
	25.0%

	Education frameworks – II
	72
	23.4%

	Transitions
	67
	21.8%

	Case example 1: Returning 
	63
	20.5%

	Supporting student 
	58
	18.8%

	Activity 4
	51
	16.6%

	Supporting student 
	52
	16.9%

	Case example 2: Returning 
	49
	15.9%

	Supporting student 
	49
	15.9%

	Activity 5
	47
	15.3%

	Supporting student 
	45
	14.6%

	Case example 3: Returning 
	45
	14.6%

	The underperforming learner
	51
	16.6%

	Activity 6
	45
	14.6%

	Assessment
	44
	14.3%

	Activity 7
	40
	13.0%

	Module conclusion
	41
	13.3%

	Activity 8: Summary reflection
	40
	13.0%


The analytics suggest that:

· There have been 40 actual completions although only 28 have commenced the evaluation. 

· Participants are working their way sequentially through the module, with the minor exception of the ‘underperforming learner’.
· 59% of registrations (183/308) actually commenced the module.
· 28% of registrations (86/308), about half of those who commence) proceed past the introductory materials which discuss the nature of clinical supervision.
13% of registrations (40/308), a little under half of those who proceed beyond the introduction) have completed.
Evaluation surveys (online)

These are reported in three subsections: a) participants’ demographic data from the core module b) participants’ views of the program and c) participants’ views of the online modules.
Participants’ demographics

When the core module was revised, the survey was expanded to include further questions. The data reported includes both versions where available. All Monash HealthPEER test entries with no data and same IP address have been deleted. 

The following tables describe online participants’: 

· Disciplines (Tables 17)

· Years of experience (Table 18)

Students supervised per annum (Table 19)

Table 17: Participants by discipline (n=39) as of 2 October

	Professional discipline
	Number (n=39)
	Percentage

	Counselling
	1
	2.6%

	Exercise physiology
	3
	7.7%

	Internal medicine
	1
	2.6%

	Medical practitioner
	2
	5.1%

	mental health nursing
	1
	2.6%

	Midwife
	2
	5.1%

	Nursing
	12
	30.8%

	Occupational therapist
	6
	15.4%

	Paramedicine
	1
	2.6%

	Physiotherapist
	3
	7.7%

	Psychology
	3
	7.7%

	Social work
	2
	5.1%

	Speech pathologist
	2
	5.1%


Table 18: Number of years of experience as a clinical educator (n=37) as of 2 October

	
	Years

	Mean
	8.89

	Median
	5

	Lower quartile (25th percentile)
	3

	Upper quartile (75th percentile)
	10


Table 19: Approximate number of students supervised per year (n=37) as of 2 October

	
	Number of students

	Mean
	26.2

	Median
	5

	Lower quartile (25th percentile)
	2

	Upper quartile (75th percentile)
	20

	Minimum
	0

	Maximum
	300


Participants views of the program

This section describes participants responses on the survey regarding: the module’s helpfulness in meeting their needs (Table 20); views of the Maastricht clinical teaching questionnaire which is used as a self-assessment tool at the start of the module; perceptions of specific impact of the module upon knowledge, skills and attitudes (Table 21); perceptions of e-learning environment (Table 22); and free text responses to ‘best’ aspects of the workshop, ‘improvement’ aspects of the workshop and any other comments.
Table 20: Core module rating (n=37) as of 2 October
Participants’ response to the following item: In terms of meeting my needs and interests as a clinical supervisor, I would rate the workshop/module overall as (highest=4, lowest=1):

	
	Rating

	Mean
	3.6

	Median
	4

	Lower quartile (25th percentile)
	3

	Upper quartile (75th percentile)
	4


Figure 4: Core module rating (n=37) as of 2 October
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Note that the 0–3 scale in the graph, which represents how the participants have responded, has been reported as a 1–4 scale to align with conventional reporting practice.

Thirty three participants (n=37) also reported the Maastricht clinical teaching instrument (self-assessment tool) as ‘helpful’ or ‘very helpful, with 3 reporting it as ‘possibly helpful’ and 1 as ‘irrelevant’. 

Table 21: Perceptions of outcomes of completing the module as of 7 of October

	
	Participants’ response to: “My completion of this e-learning module improved.”
	Strongly disagree
	Disagree
	Agree
	Strongly agree
	Total responses
	Mean
	Median
	Lower quartile (25th percentile)
	Upper quartile (75th percentile)

	1
	My knowledge of clinical supervision practices
	0
	0
	12
	14
	26
	3.54
	4
	3
	4

	2
	My skills as a clinical supervisor
	0
	0
	17
	9
	26
	3.35
	3.0
	3.0
	4.0

	3
	My attitudes towards my clinical supervision practice
	0
	0
	14
	12
	26
	3.46
	3
	3
	4

	4
	My understanding of supervision issues within my particular context
	0
	1
	12
	13
	26
	3.46
	3.5
	3
	4


Table 22: Perceptions of online learning environment as of 7 October 

	
	Participants’ response to:
	Strongly disagree
	Disagree
	Agree
	Strongly agree
	Total responses
	Mean
	Median
	Lower quartile (25th percentile)
	Upper quartile (75th percentile)

	1
	I found this module easy to navigate
	0
	3
	17
	6
	26
	3.12
	3.0
	3.0
	3.0

	2
	The video or audio recordings were helpful
	0
	0
	18
	8
	26
	3.31
	3.0
	3.0
	4.0

	3
	There were sufficient activities in this online module
	0
	0
	20
	6
	26
	3.23
	3.0
	3.0
	3.0


The top five categories of free text comments regarding what worked well in the online core module were: 

· Theory content (11)

· Section on feedback (11)

· Relevant to needs (6)

· General overview of supervision (6)

Activities and reflection (6)
The top five categories of free text comments regarding what could be improved in the online core module were:

· Nothing needs changing (7)

· Difficulties with navigation and lost responses (5)

· More audio-visual components (4)

· Layout of pictures/quizzes/text (4)

Less activities/discussion topics (3)

Twenty-seven respondents noted that the workshop teaching materials and examples raised were ‘relevant’, ‘very relevant’ or ‘relevant to all’ different professional groups, with one respondent noting they were ‘irrelevant’. The major comment (n=8) regarding the extent to which the workshop teaching materials and the examples raised were relevant to different professional groups, were examples and case studies. 

Participants views of the online modules

This section reports the overall survey responses to the online modules. The data has been pooled. Refer to Table 13 and Table 14 to review the numbers of evaluations from each module. 

The first dataset refers to the profession-specific modules. The professional backgrounds match the module profession (see Table 13) with the exception of the midwifery module which was also accessed by two nurses. Table 23 outlines views on helpfulness of the module.
Table 23: Profession-specific module ratings (n=31) as of 16 October:
Participants’ response to the following item: In terms of meeting my needs and interests as a clinical supervisor, I would rate the module overall as (highest=4, lowest=1):
	
	Rating

	Mean
	3.2

	Median
	3

	Lower quartile (25th percentile)
	3

	Upper quartile (75th percentile)
	4


Figure 5: Profession-specific module ratings (n=31) as of 16 October:

[image: image6.png]20
18
16
14
12

oN B O ®

In terms of meeting my needs & interests as a clinical
supervisor, | would rate the module overall as (n=37)





Note: 1 = ‘0 irrelevant’, 2 = ‘1 possibly helpful’, 3 = ‘2 helpful’, 4 = ‘3 very helpful’.
The second dataset refers to the context-specific modules. There were three completed evaluations, only two provided information about their views. Both participants were physiotherapists who accessed the Rehabilitation module. In response to the question: “In terms of meeting my needs and interests as a clinical supervisor, I would rate the module overall as”, both rated the module as ‘helpful’ (rating mean/median of 3 on a scale of 1–4).

Discussion

The registration data indicates that:
Nine hundred and seventy-eight participants attended workshops, with up to 902 evaluation surveys being received. This disparity may be due to some participants electing not to complete and submit evaluation surveys. Sixty-seven participants have completed the core online module, with at least thirty-seven evaluations completed for additional modules. There have been 510 registrations for the core online module and 625 registrations for additional modules. 

In this section, the findings are discussed against the framing evaluation questions of presage, process and product. In addition, reflections on the project processes are discussed, from the project team perspective.

Presage: What environmental and cultural factors impact on the effectiveness of the program?

Stakeholder enthusiasm for improved clinical supervision skills clearly supports the effectiveness of the program. It is clear from the participants’ professions that there was a good spread of professions able to attend the program and with interest in the online modules. Medical staff appear to be under-represented proportionally; however there is insufficient data to pinpoint the reasons for this. Given discussion below suggesting that rostering being a key barrier to participation, it could be that this is a key barrier for medical staff, as it appears to have been for other staff.
The interviews and attendance data both point to a well-articulated need for the workshops, with suggestion that there is continuing unmet need for further workshops. 
The interviews with managers and administrators indicated some of the difficulties to release staff, particularly for ‘one off’ workshop delivery. Rostering and workload may have affected some professions capacity to attend more than others, particularly medicine. Support from managerial level staff appears to be a strong driver in the success of the program.

The interprofessional and generic (versus institutionally oriented) nature of the program also were noted. The value of such programs to multidisciplinary practice environments (such as acute mental health) was raised in the interviews.
The online modules appear to have had more difficulty in gaining ‘traction’ but whether this is due to poor marketing or less enthusiasm for the online mode, is unclear. Certainly there appears to be high levels of ‘good intentions’ but difficulty in completing the package once enrolled. Again, the environmental and cultural drivers for this are unclear. However, it is interesting to note that the midwifery modules, which was championed by at least one interviewee manager, has had far more completions than other modules. This interest may also be due to the fact that the midwifery module is a very well written module. 

Process: What facilitates and limits the delivery of a multimodal clinical supervisor support package?

Drawing together the data sources, the factors which facilitated the effective delivery of the workshop appear to be:

· The right ‘pitch’ to clinical supervisors, generally relevant, with a good practical focus and appropriate examples. 

· The learning activities appeared interactive, engaging and appropriate. 
· The content coverage, such as feedback, working with underperforming learners and the use of educational theory.

· Excellent facilitators.
· On balance, the four-hour length appeared too been viewed more positively than negatively, and facilitated delivery and engagement.
· The multidisciplinary approach was mostly seen as highly positive.

The general satisfaction with the workshops as outlined in the next section below, appeared to promote ‘good will’ towards the program.
Factors which limited the effective delivery of the workshop appear to be:

· Mixed levels of supervisory experience within a workshop, leading to a view that there was simultaneously too much/too little educational theory presented.
· The administration of the workshop from the bookings and marketing perspective.

· Slightly different needs of various types of clinical supervision and some desire for uni-disciplinary education

· Too much information in the session for a small minority of participants.
The potential for facilitators to ‘burn out’ if conducting too many workshops.
In general, participants noted that they wanted ‘more’ such as more time, more examples, and more follow-up sessions and so on. There was some minor critique regarding the length or format of the PowerPoint hand-outs, and of the particular venues.
The online modules have a less complete data set to report from, as only around 10% of those who registered, completed the evaluation. This low rate of completion aligns with HealthPEER’s experience with registration to completion data for open online modules in other Health Workforce Australia funded projects. 
The factors which facilitated the effective delivery of the online modules appear to be:

· The content coverage was reported more significantly in the online module. This may be because the materials were no longer mediated by a facilitator or by peer discussion.

· The learning activities were seen as a highlight for some.

· The capacity to access the online modules from alternative environments.

The use of the non-core online modules to supplement the workshop program, particularly providing profession-specific data, as described by one manager.

There is not sufficient formal data to support the anecdotal reports that the videos of clinical supervisors talking about their educational practice was a key feature of the profession and context-specific modules for many practitioners, however this is an area for future investigation. 
Factors which limited the effective delivery of the online modules appear to be:

· The motivation of learners to complete the online modules

· The presentation of the online environment such as layout, navigation, lost registrations and so forth.

· For a minority, the activities and interactions were a hindrance, possibly as they may slow down the speed of working through the module.

Marketing was a constraining factor; several of the interviewees were unaware of the online modules, the highest awareness was found in the project base of Monash Health. 

On reflection the project team can also identify internal factors which have both facilitated and limited the success of the overall program. Factors from an internal implementation perspective which facilitated the success of the program were:

· The absolute demand and need for this type of program. 

· The expertise of the HealthPEER team in providing professional educational development, with particular mention to Associate Professor Elizabeth Molloy, Director of HealthPEER, who developed the materials for the core workshop and the core module. 

· The co-location of the Moodle team, in particular Dr George Kotsanas, whose team uploaded the online materials.

· The engagement of a network of expert facilitators.
· The wide-reaching networks of Monash Health project team.
The identification and implementation of the need for regular face-to-face project meetings during the second phase of ClinSSAC.
Factors which hindered the success of the program were:

· The scope of the program: delivering 70 workshops to almost 900 participants across a broad range of contexts; plus 28 online learning modules was extensive. In hindsight the project required an at least 0.6 EFT project manager. It was due to the hard work of the administrative staff beyond the scope of their assigned EFT particularly Vicki Edouard from HealthPEER and Karin White and Theo Does from Monash Health that the project was completed. 
· Marketing of both workshops and online modules could have been more targeted and improved.

· The administration of the online module contribution was extremely challenging with contributors finding it difficult to meet deadlines and the project team not having any recourse. The online modality proved challenging to some module contributors: writing online modules was not the skill of some contributors although they were expert in other ways.

· Until late in the project, the lack of regular communication and formal frameworks between the two arms of the project team caused delays and difficulty. These were resolved as the project progressed.

In hindsight, the timelines were overly ambitious.
Product: To what extent does a multimodal clinical supervisor support package impact on the knowledge, skills and attitudes of clinical educators? How do these changes affect the clinical learning environments provided by the CPNs?
The evaluation data indicates that the participants were highly satisfied with the overall workshop and core online module contents. If both data sets are pooled:

· 556/810 or 69% of participants reported ClinSSAC as highly helpful to their needs and interests

· 241/801 or 30% of participants reported ClinSSAC as helpful to their needs and interests

· 11/801 or 1% of participants reported ClinSSAC as possibly helpful to their needs and interests

1/801 or <0.01% of participants reported ClinSSAC as irrelevant to their needs and interests

All twenty-six respondents to the online survey for the revised core module agreed or strongly agreed that ClinSSAC improved their knowledge of clinical supervision practices, clinical supervision skills and attitudes towards their clinical supervision practice. Twenty-five of the twenty-six respondents agreed or strongly agreed that ClinSSAC improved their understanding of supervision issues within their particular context. 

This is extremely positive data, with only two unfavourable ratings described out of the entire data set with respect to the value of ClinSACC. This indicates the applicability of the program across a range of acute, subacute and community settings as well as across professions.

Most significantly, the data collected from supervisors and managers indicated that ClinSSAC:

· Improved clinical environments’ capacity to take students, through clinical educators being prepared to take students with increased confidence.
· Enhanced clinical supervision processes, as indicated by improved student feedback.
Improved interprofessional communication, both generally and with respect to student supervision. 
Limitations of this evaluation

There are a number of limitations to this report. In brief summary the constraints surrounding the data collection and analysis are:
· The lack of process for entering ambiguous half score data has excluded approximately 15% of the sample.
· The response rate for the online module surveys was only 26/40, a little more than 50%, with no data indicating why participants did not complete either the online module or the evaluation.
· There was insufficient data from the elective modules to provide a robust evaluation of individual modules or any broad assessment of the context-specific or learning modality modules. 
· The survey data from the workshops was entered manually by the project administrator with no quality control checks and non-verbatim transcription of comments.
· The interviews and focus group subjects represent a small convenience sample of willing participants.
· The majority of the data is self-report and perceptual, although there is reasonable triangulation of population in asking administrators, managers and facilitators for their perceptions.
The thematic analysis was rapid and no independent checks were taken.
Implications for future work

There are several implications for future work. Some relate to the process, in particular team processes. We would recommend to future project teams to:

· Budget appropriately for at least 0.5 EFT project manager, who can coordinate regular team meetings, and manage the overall project progression.

While ambitious scope is good, as it has had significant results, be realistic about timelines if they involve collaborations with parties who have less ‘stake’ in the project outcome.
The evaluation indicates the success of a multidisciplinary and multimodal clinical supervision support program. In particular, the workshop program is highly valuable; and with better immediate promotion of the online materials, the multimodal approach may work better. However, if there was limited funding, it seems clear that the workshop program is the most valuable approach with immediate impact.

One of the key features of a sustainable workshop program is the need to ensure a broad range of expert facilitators. We would recommend over the course of the program, training new facilitators to avoid over burdening individuals. However, it is important that all facilitators be expert and experienced in teaching to multidisciplinary audiences.

Due to the delayed time frames of this project, the online component of this project is only now gaining traction. With further marketing and growth in reputation, this learning modality has the potential to significantly influence the clinical supervision landscape.
As the Department of Health owns the intellectual property, created through this project and the online modules, we believe the intention is to make all resources freely and publically available through vicportal.

Conclusion

Overall the data supports that ClinSSAC program has met its original objectives:

· Increase the knowledge, skill and confidence of clinical supervisors across all health disciplines (supported by participant survey data).

· Increase the quality of learning opportunities for health students placed within the CPNs (supported by manager/administrator interviews).
· Reduce the inefficiencies in the clinical supervision process, in particular by providing strategies to work with underperforming learners, and identification of remediation pathways (supported by participant survey data and participant interview data).
· Elevate the status of education in health care through creating a sustainable culture of excellence in clinical learning environments (supported by participant survey data, plus manager/administrator interview data).
Increase the capacity of the SMCPN, and other metropolitan CPNs, to provide clinical placements, particularly in community health settings (supported by manager/administrator interview data).

References
Bearman M, Molloy E, Ajjawi R, and Keating J, “Is there a Plan B?”: Clinical educators’ experiences and strategies for working with poorly performing physiotherapy students (under submission to Advances in Health Sciences Education)

Biggs J (1993): What do inventories of students' learning processes really measure? A theoretical review and clarification. British Journal of Educational Psychology 63:3-19

Darcy Associates Consulting Services (2010) Best Practice Clinical learning Environment Framework Implementation Phase 1 Report. Victorian Department of Health 

Delany C and Molloy E (2009) Clinical Education in the Health Professions. Sydney: Elsevier

D’Eon M and Au Yeung D (2005): Follow-up in train-the-trainer continuing medical education events. Journal of Continuing Education in the Health Professions 21: 33-39.

Epstein R, Siegel D, Silberman J (2008): Self-Monitoring in Clinical Practice: A Challenge for Medical Educators. Journal of Continuing Education in the Health Professions 28 (1): 5-13

Freeth, D., & Reeves, S. (2004). Learning to work together: using the presage, process, product (3P) model to highlight decisions and possibilities. Journal of Interprofessional Care, 18(1), 43-56.

Health Workforce Australila, Draft National Clinical Supervision Support Framework (2011) [https://www.hwa.gov.au/sites/uploads/national-clinical-supervision-support-framework-consultation-draft-april-2011.pdf]. 

Higgs, J. & McAllister, L. (2006): Being a clinical educator. Advances in Health Sciences Education 10.1107/s

Kilminster, S. and Jolly, B. (2000): Effective supervision in clinical practice settings: a literature review. Medical Education 34: 827-840

Kilminster, S; Cottrell, D; Grant, J; Jolly B (2007): AMEE Guide No.27: Effective educational and clinical supervision. Medical Teacher; 29: 2-19.

Masmanian P, Davis D (2002): Continuing medical education and the physician as a learner – guide to the evidence. JAMA 288:1057-1060

McAllister, L., Lincoln, M., McLeod, S. & Maloney, D. (1997): Facilitating learning in clinical settings. London: Nelson Thornes

Newton JM, Billet S, Jolly BC, Ockerby CM, Cross W Lost in translation: Barriers to learning in health professional clinical education. Learning in Health and Social Care. 2009; 8: 315-327.

Page G & Rowe M. (2008) The Bridging Project: Integrating Medical Education and Training in Australasia. The Bridging Project (2008) http://thebridgingproject.com.au/thebridgingproject/20081205/default.asp 

Sweeney Research (2011). Victoria’s Clinical Placement Network Profiles, Draft Report, Workforce Leadership and Development, Department of Health, Victoria.
Acknowledgement
The evaluation component of this report has been prepared by Associate Professor Margaret Bearman, Ms Vicki Edouard and Dr Joanna Tai, HealthPEER, Monash University. We gratefully acknowledge the contribution of Ms Karin White (Project Manager), Associate Professor Elizabeth Molloy (HealthPEER) and Ms Farah Guha (Project Administrator).
Final project report








Clinical Supervision Support Program









Department of Health


