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Exploring supports for clinical placements in Gippsland rural and regional health services

Project summary

This project sought to profile the qualitative elements associated with building clinical placement quality and capacity in rural and regional facilities that have the potential to strengthen the clinical learning environment (CLE) and the capacity for clinical placements. The project investigated the drivers that influence capacity, capability and clinical placement quality in rural and regional facilities, identified regulatory facilitators and barriers, student issues and constraints on education providers to identify factors that may limit the settings utilised. Gippsland’s clinical placement activity was situated in the context of the statewide viCProfile data (Sweeney, 2012) to explore opportunities to redress local issues and assess the potential to increase placement capacity in the Gippsland Clinical Placement Network (GiCPN).

Drivers and challenges

The projected health workforce crisis (NHWT, 2009) necessitates education providers graduate more health professionals. However, the mandate that accredited health professional courses in Australia have clinical placements creates pressure on education providers to source adequate placements and on traditional placement providers, i.e., urban and regional acute health care services, to take more students (Rayner, 2005). Rural and non-traditional health settings have the potential to grow placement capacity (Department of Health, 2011), however, relatively little is known about their CLEs or supervisory capacity (Mahnken, 2002; McGrath and Miletic, 2005; Rayner, 2005). The need to better understand the unique drivers that impact building rural placement capacity and quality is urgent because apart from the need to increase capacity, evidence indicates being educated in rural environments and/or having positive rural placements promotes recruitment and retention in rural areas (Brazen et al., 2007; Bushy and Leipert, 2005; Lea et al., 2008; Rayner, 2005). This project explored, from the perspectives of the individuals and organisations directly involved, the supports needed to strengthen the GiCPN placement profile and thereby the capacity to expose more students to positive placements in Gippsland and to recruit more graduates in the long-term.

Arriving at a solution

Quality and capacity were identified as key priorities for the GiCPN. A steering group representing local education providers and rural health services was established to oversee the project. Ethics approval was granted by Monash University Human Research Ethics Committee (HREC). A mixed-methods approach was adopted to explore the supports needed to build placement capacity and quality.

Implementation process

The strategies used to achieve project goals included: analysis of viCProfile data, mining existing data on rural clinical placements, reviewing regulatory authorities’ requirements for clinical placement and supervision, eliciting education provider, placement provider and student perspectives via focus group discussions on issues affecting rural placement capacity and quality, and mapping the supervisory capacity currently available in Gippsland. Regulatory authority requirements for clinical placement and supervision were analysed for fourteen health professions and a resource guide developed. Nine focus group discussions were undertaken with four education providers, twenty-eight students and twenty-one placement providers representing nine health services and nine disciplines located across all local government areas of Gippsland. The GiCPN profile was compared to the placement activity in other rural regions by analysing the viCProfile data and a survey was undertaken to scope the existing supervisory capacity within health services in the GiCPN.

Outcomes and impacts

Impact of regulatory requirements on clinical placement capacity in rural organisations

Regulatory authority guidelines and accreditation standards for clinical placements and supervision impact the settings utilised, when placements are undertaken, how students are supervised, the experiences required and outcomes expected. While these constraints differ between health professions, they are metro-centric and directly impact building placement capacity in rural and expanded settings because they overlook the workforce profile (small staffing numbers, lean skill mix and pre-eminently work part-time), the services provided and legally endorsed changes in the scope of practice of some health professionals. The prescriptive requirements, failure to address the merit of interprofessional placements or supervision and the lack of clarity regarding direct versus indirect supervision, limit opportunities to build rural placement capacity. The findings underscore the need for regulatory authorities to ensure their requirements for clinical placement and supervision account for changes to scope of practice do not impede opportunities to build placement quality and capacity, or prevent placement providers from devising innovative models of placement and supervision.

Comparative analysis of viCProfile data

Comparative to other rural regions the viCProfile data for the GiCPN revealed a disproportionately high placement activity level for medical and nursing students and a low activity level for allied health students. The finding may be impacted by the deficit of allied health courses being offered by the education providers located within the region, whilst medicine and nursing courses are available. The size of health service did not necessarily relate to placement activity though proximity to the education provider and main highway did. Gippsland appeared to be over-represented in terms of accommodation available to students; however, this is localised, inconsistently available and favours medical students and/or transient staff.

Engagement of education providers

Education providers have found it increasingly onerous to source adequate and appropriate placements and are constrained by organisational policies, cross campus requirements, the academic calendar and need to comply with professional regulatory requirements. The costs and increasing competition associated with clinical placements have driven some education providers to broker cheaper models of placement and supervision and shift their emphasis away from acute care to ‘new’ and sometimes hybrid placements in under-utilised health settings, and in the case of midwifery, to consider withdrawing some programs. For nursing, the narrow focus of one, characteristically short-term (e.g., two-three weeks full-time) placement episode does not fit well with the features epitomising rural practice: breadth of practice, unpredictability of activity and chronic understaffing (McGrath and Miletic, 2005); features that may compromise perceptions about the quality and suitability of some settings.
Analysis from a local perspective

The findings reinforce and extend what was known about the barriers to building rural placements and the supports needed by rural organisations to build the quality and capacity of placements. Supports salient to Gippsland include: a regional strategy to assist rural health services promote education as core business and strengthen the CLE in alignment with a Best Practice Clinical Learning Environment (BPCLE) framework (Darcy associates, 2009) and train more clinical supervisors; safe, affordable accommodation, designated learning spaces or workstations for students and IT and videoconferencing connectivity between placement and education providers. The supports needed to attract more students to the GiCPN include: funding students for the costs associated with travelling to rural placements and living away from home; ‘marketing’ information to students and education providers about organisations’ CLE and service profile, the public transport and accommodation available and local tourist information; and strengthening rural CLEs by facilitating staff and student access to learning resources, including eLearning, simulation and interprofessional learning; indirect and/or external supervisory support and creating learning communities.

There is capability to build placement capacity and quality in the GiCPN by training more supervisors. In some health services trained supervisors represent less than half of the staff eligible to supervise students, whereas elsewhere supervisory capacity has already been maximised. Developing networks, collaborative relationships and partnerships between education and placement providers were deemed crucial to building rural placement capacity and quality in a sustainable way.

Limitations and management strategies

Anomalies in the quality and reliability of the viCProfile data, together with its delayed release, directly impacted the comparative analysis between the Gippsland profile and placement activity elsewhere. Other delays related to unpreventable turnover within the steering group, recruitment, access to key personnel and responses from placement providers. The data captures only a brief and opportunistic snapshot of student experiences and there has been limited input from a medical placement provider perspective. Turnover, delays, access and distance necessitated a flexible and adaptable approach and reliance on electronic communication.

Evaluation

This study investigated the qualitative elements associated with building rural clinical placement quality and capacity that if targeted, could promote the quality of the CLE and availability of clinical placements. In doing so, the study has informed and focused future directions that align with the BPCLE framework, the development of expanded settings as placement providers and the rural clinical academics’ initiative. Supports needed to attract more students to the region and strengthen rural CLEs have also been identified.

The needs for personnel, supervisor training, CLE resources and infrastructure have informed further grant applications and are now progressing via five new linked projects which should see the GiCPN develop clinical placement capacity, supervisory capability, attractiveness to students and quality of the CLE into the future. Regulatory authority requirements are impediments to utilising rural and other expanded settings for placement (particularly for psychology, nursing and midwifery) and prevent potential placement providers from devising innovative, collaborative models of placement and supervision to address barriers that limit their engagement. There is an onus on regulatory authorities to reconsider the requirements to ensure they reflect endorsed shifts in scope of practice and changes in the health system.

Gippsland provides proportionally more placements in medicine and nursing and less in allied health than other regions of similar placement activity, however, capacity could be increased by more consistently utilising health services located further from education providers or not on the main highway.

Future directions

This project engaged representatives from areas targeted by the Department of Health as expanded settings and suitable for building placement activity. The GiCPN has been funded to appoint an expanded settings development officer who will continue to elevate education as core business in these settings and explore opportunities for placement. Actively engaging key stakeholders to identify local issues associated with building placement capacity and quality has paved the way to access further infrastructure, supervisory and CLE supports that will maintain the momentum achieved and continue the work undertaken in this project. Issues of equity, financial assistance to students and regulation require the attention of policy makers.

Further information

Ms Amanda Cameron

Director of Nursing, Midwifery and Clinical Services, Latrobe Regional Hospital 

PO Box 424 Traralgon, Victoria 3844 
Email: ACameron@lrh.com.au

Telephone: 03 5173 8000
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