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Executive summary

The key aims of this project were to investigate the qualitative elements associated with building clinical placement quality and capacity in rural and regional facilities that if targeted have the potential to increase the calibre and availability of clinical placements in the Gippsland Clinical Placement Network (GiCPN). To identify facilitators and barriers that impact on clinical placement and the clinical learning environment (CLE) accreditation standards and regulatory guidelines for clinical practice and supervision were reviewed and education providers were engaged to identify specific requirements that may impact on opportunities, or allow greater flexibility, for student placement in alternative CLEs. Other goals were to contextualise clinical placement activity in Gippsland by undertaking a comparative analysis of the statewide viCProfile data (Sweeney, 2012) and to assess the potential of local health service providers, clinical supervisors and education providers to promote increased capacity and sustainability in the GiCPN by exploring opportunities to redress local clinical placement issues. To maximise the reach and scope of data gathered and ensure all key stakeholder groups were represented the project also sought a student perspective on the supports needed.

Background
The projected health workforce crisis (Mahnken, 2002; National Health Workforce Taskforce, (NHWT) 2009; Rayner, 2005) makes it imperative that education providers graduate more health professional students; however; the mandatory requirement that all accredited health professional courses in Australia have clinical placements puts extraordinary tension on education providers to source adequate placements. The mandate also impacts urban and regional acute health care services, the traditional placement providers, to accommodate more students (Rayner, 2005). Rural health services and non-traditional settings have the potential to grow placement capacity (HWA, 2011; Department of Health, 2010) however, relatively little is known about their capacity to supervise students and concerns have been raised about the quality and consistency of rural CLEs (Mahnken, 2002; McGrath and Miletic, 2005; Rayner, 2005). The need to better understand the unique drivers that impact building rural clinical placement quality and capacity are an urgent priority because, apart from the need to build placement capacity, evidence indicates that being educated in rural environments and/or having positive rural clinical placements contributes to recruitment and retention in rural areas (Brazen et al., 2007; Bushy and Leipert, 2005; Lea et al., 2008; Rayner, 2005). In order to expose more students to positive rural placements in Gippsland and recruit more graduates, this project explores, from the perspectives of the individuals and organisations directly involved, the supports needed to strengthen the placement profile in the GiCPN.

Project activities and methodology
A mixed-methods approach comprising five key strategies was adopted to explore the supports needed to build placement capacity and quality in the GiCPN. A project 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). The strategies adopted to achieve project goals included: analysis of viCProfile data, mining existing data on rural clinical placements, reviewing regulatory authority accreditation standards and 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.

Key outcomes
· The findings reinforce and extend what was already known about rural placement issues, the barriers to building rural placements and the supports needed by rural organisations to build the quality and capacity of placements.
The resource priorities needed to increase the placement capacity and capability of Gippsland’s health services include:
· Adopting a regional strategy
· Promoting education as core business
· Training more clinical supervisors
· Creating learning communities
· Accessible, equitable, safe, affordable accommodation
· Setting up designated student learning spaces or workstations
· Providing IT and videoconferencing connectivity between placement and education providers
These findings have informed five strategic submissions for further infrastructure funding to support organisations within the GiCPN develop their clinical placement capacity, supervisory capability, attractiveness to students and quality of the CLE into the future.
· There is potential to build supervisory capability and strengthen the quality of CLEs in the GiCPN by training more supervisors at basic and advanced levels.
· 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 budgetary constraints and need to comply with professional regulatory requirements.
· The focus of one placement episode together with the characteristically short-term (e.g., two to three weeks, full-time) nature of nursing placements does not fit well with the features typifying rural practice such as, breadth of practice, unpredictability of activity and chronic understaffing (McGrath and Miletic, 2005; Yonge et al., 2006).
· Development of collaborative relationships and networking partnerships between education and placement providers and across and within health sectors are considered crucial to increasing the engagement of smaller health services in placement activity; i.e., Building capacity and quality in the rural context in a sustainable way is contingent on organisations’ ability to share placement and supervisory load and value add/augment the learning opportunities available in one setting.
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. The constraints regulatory requirements impose on clinical placements differ between health professions, however they pose particular problems for building placement capacity in rural and expanded settings.
· Regulatory requirements for clinical placement and supervision do not necessarily reflect changes in scope of practice, rural health workforce profile or the rural health care system.
· There are opportunities to build placement quality and capacity in expanded settings however regulatory requirements inhibit potential placement providers devising innovative collaborative models of placement and supervision that could transcend traditional standards and practices without compromising learning outcomes.

· Comparative to other rural regions, the GiCPN profile has a disproportionately high activity level for medical and nursing students and a low activity level for allied health students.
Gippsland appeared to be over-represented in terms of the accommodation available to students, however, this is localised, of variable standard and favours medical students and/or transient staff.

Conclusion
This study investigated the qualitative elements associated with building clinical placement quality and capacity in rural and regional facilities that have the potential, if targeted, to promote the quality of the clinical learning environment and the availability of clinical placements. In doing so, the study has informed and focused future directions that align with the BPCLE, the development of expanded settings as placement providers and the rural clinical academics’ initiative.
A regional strategy is needed to assist rural health services make the changes that would enable them to offer quality clinical learning experiences in a supportive environment. The preparation required to strengthen the CLE of health services within the GiCPN entails promoting education as core business, training more clinical supervisors, creating learning communities, offering safe, accessible, equitable and
affordable accommodation across the region, setting up designated student learning spaces or workstations, and providing IT and videoconferencing connectivity to facilitate communication between placement and education providers. The need for these supports and infrastructure have informed grant applications and are now progressing via five 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 authorities must ensure requirements for clinical placement and supervision do not become a disincentive for education providers or encourage the withdrawal of programs such as midwifery or psychology. It is imperative requirements for placement and supervision reflect scope of practice and changes in the health system and do not unnecessarily impede opportunities to build placement quality and capacity in rural settings or preclude potential placement providers from devising innovative, collaborative models of placement and supervision to address barriers that currently limit their engagement.
The skew in medical and nursing placements in Gippsland and proportionally less exposure of allied health students than in other regions of similar placement activity is an anomaly that reflects the primary role of the Gippsland-based university campus and to a lesser extent, two TAFE providers in the region. The disequilibrium needs to be monitored and initiatives implemented to encourage allied health placements in Gippsland and enable health services located further from education providers or not on the main highway to be regularly utilised.
Additional supports needed to attract more students to the region include funding students for costs associated with travelling to rural placements and living away from home and marketing relevant information to students and education providers about: the value of undertaking a rural placement, learning opportunities available and local community and services available. Other supports needed to make rural placements attractive to students and education providers include strengthening rural CLEs by facilitating access to external supervisory support and learning resources, including e-learning resources and simulated and interprofessional learning opportunities. Potentially, these supports could be achieved by policy attention to regulatory requirements, placement and education providers negotiating innovative alternative placement modules, devising collaborative hub and spoke style models of placement that capitalise on the relationships that exist in rural areas between acute care, medical services and community based care, and value-adding to the rural placement experience by creating opportunities for interprofessional and simulated learning to occur.

Background and context
To address a projected workforce crisis it is imperative that education providers graduate more health professional students, however, the mandate that all accredited health professional courses in Australia have clinical placements has created unprecedented tension on urban and regional acute health care services to accommodate more students. Rural regions and non-traditional settings have real potential to grow capacity for clinical placements (HWA, 2011; Department of Health, 2010) therefore there is a need to know and understand better the unique drivers of rural clinical placement quality and capacity building.
Students’ perceptions of rural/remote clinical placements suggest that they value supportive, well-resourced learning environments and skilled and friendly clinical staff who are willing to engage with them as mentors and clinical instructors (Azer et al., 2001; Laven and Wilkinson, 2003; Lea, et al.
2008). Evidence further indicates that being educated in rural environments and/or having positive rural clinical placements contributes to recruitment and retention in rural areas (Brazen et al., 2007; Lea, et al., 2008). Increasing the number of rural clinical practice opportunities and enhancing the quality of clinical placements coupled with ensuring that health service staff are trained, supported and understand the needs of students, is a strategic investment in recruiting rural health professionals because evidence indicates that being educated in rural environments and/or having positive rural clinical placements contributes to recruitment and retention in rural areas (Brazen et al., 2007; Killam and Carter, 2010; Lea, et al., 2008; Rayner, 2005).

Objectives
The objectives of the project exploring supports for clinical placements in Gippsland rural and regional health services were to:
· Mine existing data on rural and regional clinical placements to determine the drivers that impact on clinical placement quality and capacity building; and to determine the potential to increase quality (BPCLE) and availability (capacity) in the GiCPN;
· Review the regulatory authorities’ guidelines for clinical practice and supervision and accreditation standards to identify facilitators and barriers that impact on clinical placement and the clinical learning environment e.g., supervision;
· Engage with education providers in order to examine policies for clinical placements to identify specific requirements that may impact on opportunities, or allow greater flexibility, for student placement in potential clinical learning environments;
· Identify the qualitative elements of rural and regional clinical placement quality enhancement for capacity building in order to target specific areas, e.g., supervisor capacity and supports;
· Review emergent themes with Gippsland health service providers (including those not currently supporting clinical placements), clinical supervisors, and education providers to assess their potential to impact positively and increase the quality and availability of clinical placements;
· Elicit a student perspective, compare focus group findings for resonance and promote the level of saturation achieved;
· Undertake a comparative analysis of data from the statewide clinical placement mapping/scoping project;
· Explore opportunities to address emergent clinical placement issues within the GiCPN to promote increased capacity and sustainability.
Project activities and methodology
Methodology
Building clinical placement capacity without over-burdening clinical staff, jeopardising client safety or compromising the quality of students’ placement experience and learning outcomes is an inherently complex process that has to take into account multiple professional, organisational, regulatory, academic and individual factors. This project focused on investigating and profiling the qualitative elements that influence clinical placement quality and capacity such as the meanings, interpretations, social and cultural norms and perceptions that impact on clinical practice, health services and health outcomes (Hansen, 2006). To identify opportunities to facilitate positive changes within the GiCPN the project explored the supports needed to strengthen clinical placement quality and capacity from the perspectives of individuals and organisations directly involved. Given the complexity and qualitative dimensions of the task, a mixed-methods approach comprising five key strategies was adopted to explore the supports needed to build placement capacity and quality in the GiCPN. A project steering group representing local education providers and rural health services was established to oversee the project. Ethics approval was granted by Monash University HREC.

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 (see Figure 1).
Figure 1: Project framework
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Project activities
Establishment of the project steering group

Members of the GiCPN invited key stakeholders involved with clinical placements in Gippsland to submit expressions of interest to participate on a steering group to explore the supports needed for rural placements in Gippsland. The steering group was established to oversee the project, identify target organisations and ensure they included geographic and sectoral representation, and to finalise the operational plan, project activities and evaluation criteria. The steering group represented local education providers, a Registered Training Provider (RTP) and three sub-regional health services. The steering group provided ongoing input and feedback and received progress reports from the project team, the key content of which they were to disseminate to their respective sectors and professional groups. Over the course of the project the steering group met seven times to advise and be advised by the project team, provide feedback and facilitate and progress project activities.
Mining existing data
The data bases CINAHL, Medline and PubMED were searched to locate research based reports published in English between 1998 and 2011 related to rural placements. The purpose of mining existing data was to establish what was already known about the issues constraining rural placement capacity and utilisation that could shed light on the supports needed to grow capacity and capability and make rural placements more attractive to education providers and students. Recognising different health professions and jurisdictions use different terminology for the clinical component of undergraduate curricula, the search terms used included rural placement, rural clinical placement, rural field experience, rural professional placement experience and rural practicum.
Comparative analysis utilising viCProfile data
The GiCPN profile was compared to the placement activity in other rural regions by analysing the viCProfile data (Sweeney, 2012). A comparative analysis was undertaken to situate the clinical placement activity occurring in the GiCPN in the context of other rural regions as a basis for exploring opportunities to strengthen the local profile. Major differences in activity were identified by discipline and facilities.
Focus group discussions
An ethics application was developed, which included focus group discussion guides targeted to each stakeholder group. The discussion guide served to focus conversations with the participants and stimulate reflection to identify facilitators and barriers that impact on clinical placement capacity, supervision and the clinical learning environment. Questions put to education and placement providers were open-ended and exploratory. The discussion guide for student focus groups incorporated additional content based on the findings of the earlier focus groups because apart from eliciting a student perspective they served a confirmatory purpose.
Following approval from the Monash University HREC a total of nine focus group discussions lasting forty-fiver to seventy minutes were undertaken with four education providers, twenty-one placement providers and twenty-eight students. Prospective participants, designated key contact members of the GiCPN, were notified by email of scheduled focus group discussions and invited to contribute to a focus group discussion to discuss issues associated with clinical placements. Participants were provided with an explanatory statement outlining the study and an informed consent form advising they were free to withdraw at any stage.
Two focus group discussions were undertaken with education providers. Participants included six course/clinical coordinators from four education providers, representing three disciplinary groups. Input was enabled from distant education providers by inviting them to respond electronically via email to the same questions put to focus group participants. Five focus groups were undertaken, with twenty-one placement providers representing nine health services and each of Gippsland’s local government areas. Two of these focus group discussions, while face-to-face, were also video-conferenced from the regional Department of Health in Traralgon to promote participation from key stakeholder groups such as the Gippsland Directors of Nursing and the Allied Health Leaders.
Following preliminary thematic analysis of the content derived from earlier focus groups, three focus group discussions were undertaken with students. The purpose for including a student voice was to test and refine the themes emerging from earlier focus groups, check for resonance between groups and promote saturation of data about the supports needed for rural clinical placements from all stakeholder perspectives. The students that participated in the project included: ten medical students, twelve nursing students, most of them double degree, nursing and midwifery students, and six allied health students.
Data was collected and analysed by two facilitators who undertook three of the focus groups together. Focus group discussions were transcribed and manually thematically analysed to capture the essence of meaning. Themes were collapsed into categories to produce a manageable and meaningful overview of the facilitators and barriers to building rural placement capacity and quality and identify the supports needed from each stakeholder perspective.
Scoping existing supervisory capacity and supervision training
Key stakeholders listed with the GiCPN were contacted by email to ascertain the supervisor capacity within their organisation to establish the existing supervisory capacity within rural and regional health services. Stakeholders were provided with a template to guide collection of data; however, the response rate was very low despite several follow-up emails. The purpose of scoping the existing supervisory capacity in Gippsland’s health services was to establish a baseline map from which to subsequently track changes and assess the potential to increase placement capacity and CLE quality in the GiCPN.
Supervision training within organisations across Gippsland was also explored. The results indicate an inconsistent approach to supervisor training across the GiCPN; content varies, there are various nomenclatures employed and the delivery is unsystematic. Supervision education is provided by a range of individuals, over a range of timeframes, on an ad hoc and predominantly unstructured basis. The range over which basic supervision training can be offered includes a two-hour lecture to a three-day workshop. The supervisory qualifications of staff within key organisations also vary, from Certificate IV in Training and Assessment to Masters of Education. The lack of consistency between in-house programs and health professions undermines supervisory consistency, the potential to develop innovative inter-agency or inter-sectoral hub and spoke models of placement and the potential in some disciplines, for interprofessional supervision. Such variation also undermines the opportunity for students to experience a consistent approach and for the region to become self- sufficient in sharing the regional supervisory training load in a cost effective way.
Review of regulatory authority guidelines

Regulatory authority requirements for clinical placement and supervision were analysed for fourteen health professions and a reference table developed. The guidelines and accreditation standards were reviewed to ascertain their implications for expanding clinical placements, i.e. to identify facilitators and potential barriers and impediments to building placement capacity utilising expanded settings and developing innovative models of supervision suited to the context of rural practice and non-traditional settings.
Project management
Governance arrangements

The steering group was formed as a sub-group of the GiCPN committee on the basis of expressed interest in anticipated project outcomes. There were six face-to-face and/or teleconferenced meetings held over the project period. The steering group advised, reviewed documents and provided input to progress project activities such as the literature review, ethics application and focus group guide. A monthly summary report was also provided to the GiCPN Committee.
Stakeholder engagement
Stakeholder engagement and consultation incorporated a range of health services in Gippsland that currently provided or indicated a willingness to provide clinical placements. Nine focus group discussions to discuss rural placement issues, barriers and opportunities to build rural placement capacity and quality were undertaken between June and October 2012 with a total of fifty-three participants including: education providers, placement providers and students. This engagement involved nine disciplines.
The nine placement provider organisations engaged in focus group discussions were based across each of Gippsland’s local government jurisdictions and included regional, subregional, and small rural and remote public health services. Education providers engaged in the project included local, metropolitan and interstate universities, Gippsland-based TAFE providers and one (local) RTP. The undergraduate health professional students engaged in the project included medicine, nursing and midwifery and allied health students Table 1.
Additional information regarding the supervisory capacity in each organisation by discipline was sought from all designated key contact members of the GiCPN via telephone and email communication.
Table 1: Focus group engagement

	Focus group venues
	No.
	Placement providers
	Health disciplines*
	Local Government Area

	5
	21
	9
	9
	7

	
	
	Education providers
	
	

	1
	4
	4
	4
	Gippsland +

metro and interstate

	
	
	Students
	
	

	3
	28
	
	3
	Gippsland and metropolitan

	Total
	53
	
	9
	7 + metropolitan and interstate


Budget
Latrobe Regional Hospital was the project fund-holder. The project funding was utilised in accordance with the grant application: a research officer was appointed, office, printing, accommodation and travelling costs were expended and funding was allocated for the costs associated with focus group discussions.
Timelines
The projected timelines were difficult to achieve for a number of reasons. The delay in releasing the statewide viCProfile data impacted significantly on the comparative profiling activities scheduled for this project. The number of changes to the steering group membership inevitably complicated the organisation and timing of meetings. The workload commitments of members further compounded access and engagement and impacted on the progress of project activities. The evolving nature of the project activities required flexibility that impacted the completion of the project, for example an amendment to the ethics application delayed the gathering of student focus group data and the completion of the research component of the project.
Outcomes and impacts
Adopting a mixed-methods approach and engaging all stakeholder perspectives enabled the project to achieve a more comprehensive insight to be developed and to the supports needed to build clinical placement capacity and quality in Gippsland rural and regional health services. In doing so, the project has informed five specific strategies to address the needs and achieve a range of outcomes that should continue to develop the GiCPN placement profile into the future.
Reviewing the literature highlighted the broad commonality about the key issues and re-affirmed the findings of multiple studies about rural placement issues and the supports needed by rural organisations to build the quality and capacity of placements, in particular, effective communication between education and placement providers and trained supervisors conversant with curricula, learning objectives, assessment, different learning styles and giving constructive feedback. Other common findings included the importance of providing a welcoming, consistent and supportive clinical learning environment reflecting evidence-based practice standards, access to trained supervisors, learning space and resources, IT access, equitable access to safe, affordable and suitable accommodation of a satisfactory standard and financial assistance with the cost of travel (Mahnken, 2002; Raynor, 2005; Brooks, 2012).
Equity surfaced as an issue with a number of studies reporting differences between the supports and incentives provided for rural medical placements as opposed to nursing and allied health placements, particularly for accommodation, travel, IT facilities and internet access and costs of living away (Raynor, 2005). Though most of the literature addresses one perspective or one discipline, collectively the perspectives of students, education providers and placement providers have been reported and shed light on the supports needed to optimise the potential that rural placements can offer health professional students (Table 2).
Table 2: Supports needed to build placement capacity and quality

	Education provider
	Placement provider
	Student
	Generic

	Review of regulatory guidelines
	Review of regulatory guidelines
	Dedicated student learning space
	A welcoming consistent and supportive clinical learning environment

	Simplified legal agreements/clinical contracts
	Simplified legal agreements/clinical contracts
	Computer and internet access
	Trained supervisors – an adequate number to mitigate staff burnout and attrition through turnover

	Evidence-based practice standards
	Ability to release staff for supervisor training
	Financial support for rural placement
	Communication/effective health service – education provider relationships

	Curricula review to reflect changes in health and health care and prepare students for rural placements and practice
	Reduction in clinical workload to compensate for supervisory load
	Accommodation: safe, equitable, accessible and affordable
	Set up an accommodation network/database

	
	Evidence-based practice standards
	Travel/transport options and financial support
	IT support

	
	Staffing profile and skill-mix/changes to staff profile and role of RNs and ENs
	Equity of support between professions
	Standardised assessment tools

	
	Coordination of placements to manage load, mitigate burnout, promote continuity
	Orientation package pre-placement
	Health service websites marketing the learning opportunities, supports and resources available

	
	Develop a learning community and culture
	Guided preparation and pre-placement planning and goal setting
	


The strong resonance between the literature and with what we found in the course of this project reinforces the needs and concerns identified.
Analysis of the regulatory requirements associated with placement and supervision generated a twenty-two page reference document which was collapsed into a summary reference table (see Table 3).

Regulatory implications for building rural placement capacity
Analysis of the regulatory requirements for placement and supervision of fourteen health professional groups provided a contextual and integrated insight on the similarities and differences between them and the facilitators and barriers to building placement capacity and implementing innovative models of placement and supervision suited to smaller rural organisations (Tables 4 and 5).

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 the outcomes expected. The constraints regulatory requirements impose on clinical placements differ between health professions, however, they have particular meaning for building placement capacity in rural and expanded settings because they overlook the workforce profile, the nature of 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 and 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 requirements for clinical placement and supervision reflect scope of practice and changes in the health care system. Currently, these guidelines facilitate quality, however, they impede opportunities to build placement capacity and discourage potential placement providers from devising innovative collaborative models of placement and supervision that transcend traditional standards and practices without compromising learning outcomes.
Psychology was the discipline for which placement and supervision were most prescriptive and therefore, constraining. Of the eleven parameters examined, psychology specified requirements in eight. Medicine was the second most regulated group regarding placements though notably, this did not apply to supervision. Chiropractic and midwifery were also quite restricted by placement requirements. Psychology, nursing, midwifery and overseas-trained medical graduates were the groups most constrained by supervisory requirements. Notably, there was little reference in the regulatory guidelines to the distinction between direct, indirect and remote supervision, an important oversight given the increasing drive for interprofessional learning and practice, the change in staffing profiles and skill-mix and the blending of roles and the blurring of role boundaries as legislated changes in scope of practice are actioned and new roles emerge. The workforce profile of rural health services makes the prescriptive requirements for supervision in psychology, nursing (registered and enrolled) and midwifery, a critical barrier to building placement capacity in these settings.

Table 3: Reference table of regulatory board requirements
	
	Dentistry
	Medicine
	

	Requirement

specifies
	Chiro
	Dentists
	Dental

hyg ther
	Medic
	O/s Med.

Grads.
	RN
	EN
	Midwives
	Optom
	Osteo
	Pharm
	Physio
	Pod
	Psych

	No. of cases or hours
	X
	
	
	X
	
	X
	X
	X
	X
	
	
	
	X
	X

	at what stage of program clinical placement must take place
	X
	
	
	
	
	X
	X
	X
	
	
	X
	
	
	X

	what type of work must be covered

during placement
	X
	
	
	X
	
	
	
	X
	
	
	
	
	
	X

	Expectation that a clinic will be attached to the school, open to the public, and available for teaching purposes
	X
	X
	X
	
	
	
	
	
	X
	X
	
	X
	X
	

	facilities
	
	X
	X
	X
	
	
	
	
	
	
	
	
	
	

	clinical assessment criteria
	
	
	
	X
	X
	
	
	X
	X
	
	
	
	
	X

	who can supervise2
	
	
	
	
	X
	X
	X
	X
	
	
	
	
	
	X

	where placements can take place
	
	
	
	X
	
	
	
	
	
	
	X
	
	
	X

	what work can be counted towards clinical placement experience
	X
	
	
	
	
	
	
	
	
	
	
	
	
	X

	supervision reporting requirement
	
	X
	X
	
	X
	
	
	
	
	
	
	
	
	X

	Makes allowance for rural/ regional / urban differences
	
	
	
	X
	
	
	
	
	X
	
	X
	
	
	


At the time of the analysis the regulatory standards for accreditation 12/2011 for Aboriginal Torres Strait Islander Health Workers, Chinese Medicine, Medical Radiation and Occupational Therapy were under development and/or review.
Table 4: Regulatory facilitators to building rural placement capacity
	Requirement
	Facilitators

	Expectation that a clinic will be attached to the school, open to the public and available for teaching purposes
	Medical attachments occur in a range of settings across the region and it is anticipated that from 2013 this will be extended to include a university nursing clinic at the regional hospital. Provides for innovative placement opportunity.

	Specific clinical assessment criteria
	Establishment of nationally standardised assessment tools and criteria would reduce the impost on supervisors and the time taken to understand and work with multiple assessment tools.

	Specifies where placements can take place
	Provides for appropriate learning opportunities in order for competencies to be achieved.

	Specifies what work can be counted towards clinical placement experience
	Provides for appropriate learning opportunities in order for competencies to be achieved.

	Makes allowance for: 

Rural regional urban differences
	Only three health professions make provision for rural/regional/urban differences. Those that do are likely to increase the probability that some students will choose to do one or more rural placements.


Focus group findings
The focus group data elicited student, education provider and placement provider needs and recommendations to promote quality rural placements. More specifically, focus group participants identified a raft of strategies and resources needed to increase the capacity and capability of rural organisations to effectively service placements and provide students with positive clinical experiences. There was overwhelming commitment to the value and need for rural clinical placements and to promoting more consistent utilisation of smaller rural health services for placements. There was general concern to optimise the student experience and learning outcomes but parallel concerns about the administrative and supervisory burden associated with placements, need for effective communication between education and placement providers, cost of clinical placements, risk of staff burnout and the potential for capacity to be increased and quality sacrificed.
Placement providers
For health professionals the key concerns to emerge from focus group discussions about the factors that facilitate and impede rural placements were:
· lack of time
· burden of dual (clinical/supervisory) workload
· lack of back-up educational support
· lack of recognition or reward for the effort additional to clinical workload, uncertainty about education provider and student expectations
· lack of communication and contact with education providers
· multiple preceptors
· professional/job satisfaction
· feeling valued
· giving back
· dealing with challenging students
· the need for timeout; and
the risk of burnout.
From an agency or administrative perspective the issues for rural health services were:
· lack of time
· lack of staff to supervise
· predominance of part time staff
· limited number of Division 1 RNs available to supervise
· costs of placement
· labour intensive administration
· dealing with multiple education providers with different needs and expectations
· difficulty releasing/replacing staff to teach/supervise
· documentation required related to assessment, evaluation and feedback
· communication with education providers
· orientation
· pre-placement planning; and
dealing with challenging students and interpersonal conflict.
Table 5: Regulatory barriers to building rural placement capacity

	Requirement specifies
	Barriers for rural/remote placement

	Numbers of cases or hours
	· Hours can generally be managed in rural and remote settings but where a specific number of cases is mandated, this can limit the potential to provide placement in rural organisations that are subject to large fluctuations in client number and acuity.

	What stage of program clinical placement must take place
	· Scheduling of placements can be an issue if this involves travelling to rural location or placement involves students staying away from home/jobs/families for long periods.

	What type of work must be covered during placement
	· Specifications about the work to be covered during placement are very problematic for smaller organisations due to lower acuity profile and fluctuations in service activity

	Expectation that a clinic will be attached to the school, open to the public, and available for teaching purposes
	· There are very limited options across the region to broaden the clinics attached to schools because the clinical exposure likely to be achieved would be logistically and financially challenging.

	Facilities
	· Students will not be able to be placed in a number of rural facilities because they may not fall within specification.

	Clinical assessment criteria
	· Dealing with multiple education providers that all have different assessment criteria is labour intensive, challenging and confusing for staff.

	Who can supervise2
	· Prescriptive constraints on who can supervise students are a major problem when there are few staff available to supervise students from a particular profession.
· The requirement that all nursing students, EN or RN, must be supervised by an RN creates a major impediment to building placement capacity in smaller rural and remote health services because few RNs work full-time and those that do are not available to supervise students as they typically have managerial, portfolio or project roles.
· Much of the rural workforce relies heavily on ENs that are medication endorsed though the potential of this cohort to supervise students does not rate any mention in the guidelines.
· Accreditation standards do not provide for interprofessional placements, common skill development (e.g., communication) or indirect as opposed to direct supervision. This oversight prevents innovation and limits the potential of rural services to capitalise on the breadth of learning opportunities and required competencies that can be achieved or are available in these organisations.

	Where placements can take place
	· The health system is dynamic and rapidly changing. New units and departments are structured very differently from the past and offer new learning opportunities that do not necessarily fit well with the traditional pattern of placements; e.g., sub-acute care, hospital in the home, hospital at risk program.
· The configuration of new services may not be able to be utilised when regulations specify where students can undertake placement.

	What work can be counted towards clinical placement experience
	· New opportunities exist for students to gain reality-based practice in alternative ways, e.g., high fidelity simulation, virtual placement, interprofessional engagement, and community and home-based programs.
· The skills required for contemporary practice are constantly evolving and the work specified that counts towards placement experience needs to be able to be adapted to optimise the learning opportunities available.

	Supervision reporting requirement
	· Limits the potential for smaller settings to offer placements given the lean staffing profiles that characterise rural health services.

	Makes allowance for: rural, regional, or urban differences
	· Effectively means that eleven of the fourteen health disciplines examined may overlook rural/regional/urban differences and potentially minimise placements outside the metropolitan areas.
· Nursing and midwifery make no allowance for rural differences.


There was a general perception among staff that medical students get better support for placement than other students. The issue of equity was also raised in the context that: “Nurses have access to back-up education support whereas allied health staff do not.” One participant suggested, “It would be helpful to have an allied health educator attached to the department or staff development unit that staff could access for support if needed.”
An electronic survey based on the focus group discussion guide was also distributed to rural medical placement providers: general practices that are members of Gippsland Medicare Local, however, unfortunately no responses were received. The barriers identified by placement providers to building rural placement and capacity are exemplified in Table 6.
Focus group discussions with placement providers also revealed some specific strategies that are currently being utilised in some organisations to address some of these issues and build and sustain placement capacity and quality. Examples of platforms that have been put in place to sustain increased placement activity and quality include:
· creating an organisational culture of learning and a learning community,
· supporting, encouraging and enabling staff to undertake further study,
· strategically investing in clinical educators and promoting staff supports,
· developing a preceptor roster to rotate staff on and off from supervision to share the load and ensure they are not constantly required to take students,
· introducing the notion of a primary and secondary preceptor to share the load and address the part time nature of the rural workforce; and
incorporating clinical teaching and supervision into the job descriptions of all staff.
Table 6: Placement providers’ views on barriers to building rural placement capacity and quality

	Theme
	In their words

	Level of clinical support
	· The level of clinical support provided limits the number of students staff can continue to supervise.

· We need someone to support staff and students – all days and all hours.

· There’s tension between coordinators and clinical staff. This makes it difficult to allocate students to preceptors.

	Rural staffing profiles and skill-mix
	· Staffing ratios are different for rural organisations and rely heavily on endorsed

· ENs. There’s a problem working with the roster to allocate preceptors because so many staff work part time and there’s not many RNs.

· Lots of staff work part-time so students will have multiple preceptors and this is compounded by roster changes and sick leave which means they’ll have even more preceptors.

· RNs are less and less at the bedside delivering care; increasingly that is done by

· ENs, many of whom are endorsed.

· Staffing mix is an issue. We have a lot of junior staff, not many at the middle. To get staff that are senior/experienced is sometimes very difficult because they tend to have ANUM and Project positions.

· The number of staff available to supervise is limited.

	Number of trained supervisors available to supervise students
	· On any shift we would only have 1-2 who could supervise.

· At… 12 of 17 staff have undertaken ACE or other preceptor/education training. At… less than 50% of staff have undertaken any sort of supervisor training.

	Ability to release staff for supervisor training
	· Releasing staff for time to train as supervisors is a problem. Budget constrains release. Our capacity is only sustainable if we can release staff to train more supervisors.
· ACE training is good but having workshops that are 1-2 days are a problem because we have to look at rostering.

	Learning space and resources
	· We need to place more students in the future, therefore need to be given more money to expand education areas in order to provide adequate support.
· There’s limited space for students – not just in the wards, but there are relatively few staff toilets and basic things like where to put your bag – there’s no locker room. And there’s nowhere quiet or private to counsel or go over something, give every-day feedback. It can be tricky.
· Training and development funding doesn’t seem to go into developing a good environment for students.
· Education training facilities and resources could be seen as a barrier in some rural organisations.
· We need resource support to build the clinical learning environment.

	IT facilities
	· Access to computers is not ideal. There are few in the library considering the number of students on placements. We have med students all the time.

	
	· Having computer labs available for students to work on with other students and to tap in to what’s available elsewhere could enrich the learning experience and open it up to others elsewhere.

	Effective health service – education provider relationships
	· Communication is an issue. Only a base level of communication is given.
· Uni and placement provider expectations need to be explicated more. Differences in expectations between Unis can be a problem.
· Some Unis have agreements with highway hospitals and use them mainly for clinical. The south coast gets the leftovers. We cannot rely on one Ed provider to provide the student numbers.
· Uni needs to provide evidence of prior learning before students arrive.

	Legal agreements are daunting and very time consuming.
	· Struggle to understand the agreements. These are legal documents and daunting… and very time consuming.
· Is getting better with the Department template but can hold up placements. Example, I sent one ten weeks ago and it’s not ben returned. If this was a small place with limited staff trying to organise agreements this can be a problem.

	Inconsistency - between staffing/learning opportunities available and ed providers/ expectations/ hours of attendance/ objectives/ assessment requirements
	· The staffing profile/ratio is different between metro and rural settings. E.g. … has acute surg, pall care, gen med, psych, geriatric and maternity [sic]. The workload is hard with or without a student. The nature of rural practice creates its own challenge and makes it difficult to preceptor. Metro has one focus e.g. cardiac or surg, In rural organisations - all areas are combined.
· We are waiting for a national assessment like they have for allied health. Having a single assessment would reduce the load. Sometimes can take three hours to write up an assessment and they may only be here for two weeks and then there’s other things like handover, or a range of activities they have to do.

	Orientation – staff time and cost/ repetition
	· The idea of pre-orientation isn’t really effective because in reality, it takes the educator away from the organisation and is not feasible.
· Perhaps there could be orientation on-line? E.g., Telstra does this. Would be expensive to set up and it would need to tweaked for year level/ discipline.
· A simple orientation is what’s needed. We have an orientation manual we use for new staff. This could be abbreviated to include tick boxes.

	Accommodation
	· Not such a problem for nursing because they tend to be local. For other students from elsewhere and other education providers it can be more problematic.
· There’s variable access and quality of accommodation available to students.

	Transport
	· We have a student travelling from Blackburn each day. Students need rural placements but transport is an issue. They have to have their own.

	Costs associated with travel and living away from home – limit students’ attraction to rural placements
	· The majority of our EN staff are doing conversion programs with … [interstate university]. It would be good if [local university] set up a distance education program so we had DE locally rather than them having to go away. They need to work – and have kids – so going away creates a hassle – for them and for us. 
· Many students have jobs and this tends to detract from their interest in coming here.

	Short-term labour intensive duration of placements
	· Continuity of placement is important. Example, six weeks for three days a week rather than two weeks full time. If students go to different places they lose valuable time in orientating – e.g., 10-20% of time may be lost. After 6-8 weeks they know what they are doing and they are valuable.

	Peaks and troughs. Aged care undersubscribed / acute care oversubscribed
	· There are always peaks, troughs and gaps. Acute care is oversubscribed and aged care under-subscribed.
· We are charting the peaks and troughs. 
· We have capacity in aged care and can place more students there with a facilitator but in acute care we can’t take many students and therefore have no facilitator.

	
	· We can offer more places in some areas but acute is full.

	Multiple education providers
	· The number of Unis that place students here creates a problem. Assessment requirements, activities and skills all vary and this creates confusion. 
· Sometimes have three Unis at a time. Solution: decrease the number of unis we deal with.
· We are using the ‘Bairnsdale’ model [primary preceptor] and rostering students over a 7 day week. However there’s inconsistency across Education providers with hours/attendance requirements.

	Cancellations
	· Cancellations are a problem. From the multi-lateral negotiations we had new players requesting places then cancelling them. Ambit claims apparently, but they were taken seriously as formal bookings and we appointed staff on the basis of the arrangements.

	Students’ limited/variable preparation for placement
	· We need to have students come with their expectations on the first day, i.e. to have already undertaken planning. They need to meet supervisor and have a short discussion. There needs to be communication re goals and prior discussion with the hospital. They need to do a hospital package re theory undertaken – but not at the hospital.

	Lack of back up education support
	· No clinical facilitators for students all the time. Can only take a few students so we cannot afford a facilitator full time.
· In case of everyday workload, at … the nurse educator only works part time but must complete all documentation and assessments. Not funded for any additional work undertaken outside the hours specified.
· There is no-one who works full time. We need one person daily attending to the paper work rather than the preceptors.
· The EFT of the education department makes it difficult to provide support. There’s just not enough staff.
· We are a small organisation and there’s not enough resources. It would be helpful if time could be factored in to take students. At the moment with the limited time we work the focus is on the paperwork rather than enriching students’ experience. Fitting everything in is difficult. Reliance on educator being a support teacher rather than doing the paperwork would be helpful for staff and students.
· Clinical teaching and supervising students requires specialist knowledge and we need a pool of educators. The ratio for Med students is 1:4 using nurse educators. The higher levels of skills of nurses educators is needed to do the best for students and staff. We have skilled staff but to teach and supervise effectively they need to have some background in nursing education.
· Allied health don’t have funding for a Clinical teacher which means there’s no way in allied health to provide staff support for the volume of students given their small numbers.

	No reduction in clinical workload to compensate for supervisory load
	· We have a large number of students without support.
· We need to decrease the staff to patient ratio if supervising students.
· Preceptors need a reduced workload. They need time to spend with students, to do appraisals, address objectives etc…
· Under patient allocation nurses work to patient ratios and there’s no allocation for student supervision. The EBA needs to consider student supervision as part of workload. Currently this workload is not factored in at all as far as I can tell.
· Preceptors are too busy to organise/avail external learning opportunities to make the most of the learning available in the organisation.

	Impost of student appraisals and evaluation documentation
	· Sometimes it can take three hours to write up an assessment and they may only be here for two weeks… and then there’s other things like handover, or a range of activities they have to do.

	Burnout
	· Preceptors need a reduced workload or they get burnt out. 
· Burnout is an issue not just for preceptors but for Education Staff too.
· Staff get burnt out. Ward staff are very busy with the acuity of patients and having students can slow staff down.

	Organisational culture
	· There’s an undercurrent – a negative approach to having students… “not a student again”.
· The emphasis throughout is on patient centred care. Student supervision is secondary to patient centred care.
· There’s a weak reference to education in the strategic plan. There’s nothing about supervision/ education to Undergrads. References to education are all focused on staff – and tenuous at best. Responsibility for undergrads falls back to staffing EFT.

	Limited staff access to CNE/PD to maintain skills
	· Preceptors need to be constant and keeping skills up is a huge task. Study leave is dependent on the budget and time available. The budget constrains release.
· We need to be able to provide quality education to staff and be able to ensure training is consistent.

	Other learners in the organisation affect the number of students we can take, when we can take them and where we can put them.
	· In nursing there’s a lot of pressure because we have other learners and lots of medical students which creates competition. Example, we can’t put nursing students in ED. Allied health doesn’t impact on nursing students but medicine does.
· There’s a lot of competition for places. Grads, PG students, work experience students, Paramedic and double degree midwifery students. PG mid means there a less places for double degree mid.
· Grads also impact. We don’t have any students in Feb because we have 8 grads and focus on their needs.
· New grads are preceptored and they are new on units. This puts a strain on staff and influences the number of students we can take and where we put them.
· The international Med Grad support initiative for OR [operating room] limits places there.

	Regulatory requirements around supervision (especially nursing) that ignore the rural workforce profile, role changes and scope of practice of Registered and Enrolled Nurses
	· The RN role is changing. Expanded scope of practice of ENs to take on elements of the RN role means the RN role is morphing.
· ENs can’t supervise RN students but are often teamed with an RN student. i.e. 3 people to 12 patients. The proportion of ENs to RNs is different in metro settings.
· Regulatory requirements affect supervision. Requires nursing students to be supervised by RNs. This is an anomaly. There are opportunities to develop different supervision models using direct and indirect supervision. There’s always an RN around but we need to be more creative. Example, first year RN students fit with an EN’s scope of practice base. Regulations have stayed traditional. There’s been no shift and they don’t reflect the changes in EN’s scope of practice. We need to pressure for the Regulations to be reviewed.
· The demarcation about using ENs and RNs as supervisors is a problem. RNs are not necessarily better clinically or make better supervisors. Sometimes we just have to work with the staffing we have on the day. It seems strange that we rely so heavily on endorsed ENs for our staffing but they can’t supervise nursing students.
· How can RNs continue to be expected to supervise EN and RN students?

	
	· In Nursing a Division 2 can’t oversee Div. 1 students. It’s a grey area. I know there’s a rule there. It’s open for interpretation. It’s wrong. The Department and industry are pushing for expanded scope of practice but students can’t be supervised by Ens. It’s philosophically wrong. Regulations are inconsistent with the scope of practice.

	Curricula focus and Education providers’ preferences for cost effective patterns of

utilisation
	· … has agreements with highway hospitals and uses them mainly for clinical. The south coast gets the leftovers. For example, no aged care requests. From June to October no placements in aged care though we could take students for aged care.
· The short time frame students are with us heightens the stress. If they were here for 6-8 weeks it would lessen the load.

	Constraints on developing new models
	· OT and Physio only take 1 student at a time. We could take more if there was a collaborative arrangement between the hospital and community health but we’d need to think about how to organise collaboration and identify who does the paperwork – and get some supervision training.

· Placements could be expanded into GP clinics and the shire, example, immunisation and social/health information.

	Negative attitudes of some staff to supervising students
	· Some staff like supervising students – others don’t – and some are unsuitable. 
· Not everyone wants to be a teacher and some staff don’t want to have students constantly.
· The ability and performance of preceptors affects students’ perception of placement. Students and preceptors and learning may need to be tailored to fit.


Education providers
Discussions with, or for more distant education providers, an electronic survey based on the focus group discussion guide, were undertaken with five course/clinical coordinators from four education providers that access placements within Gippsland for medical, nursing and allied health students. For education providers the key issues were:
· costs of placement
· quality, availability, access to adequate, suitable places and trained/experienced staff
· communication
· assessment
· dealing with struggling students; and
pastoral care.
Education providers reported it has become increasingly onerous to source adequate and appropriate placements in Gippsland and that they are often constrained by:
· curricula requirements
· organisational policies
· cross campus requirements
· the academic calendar; and
need to comply with professional regulatory requirements.
Some principal providers lament the proliferation of other providers seeking placements in the GiCPN and as a result of the competition for placements have had to forge new partnerships or shift their emphasis away from acute care to utilise ‘new’ and sometimes hybrid placements in previously rarely utilised health settings, e.g., sub-acute care and rehabilitation. The costs associated with clinical placements have driven some education providers to negotiate cheaper models of placement and supervision. For nursing and midwifery, the focus of one placement episode together with the characteristically short-term (e.g., two to three weeks full-time) nature of placements does not fit well with the features that epitomise rural practice; breadth of practice, chronic understaffing, ageing part-time workforce, lean skill-mix and unpredictability of activity (McGrath and Miletic, 2005); and may detract from education providers’ perceptions about the quality and suitability of some settings.

Students
A total of twenty-eight students across a range of professional disciplines participated in three focus groups. There was lively discussion around rural placement with positive benefits noted by all students. Being placed in a smaller venue provided the opportunity to have more understanding of the community health needs and to be more patient orientated, with the result that some students “felt like they could contribute” and became “like part of the family.” A range of the positive factors that students considered promoted a quality learning environment differed in some ways from the expectations of the education and placement providers in that, while students identified the need to achieve learning objectives, most responses focused on the broader experience offered rather than skills achievement. A range of the positive factors, that is, facilitators to building placement capacity are presented in Table 7.
The key issues for students included: costs, accommodation, travel distance, student learning space, access to computers and IT connection. Financial liability and family impact were possibly two of the greatest issues for students. Having to continue to work whilst on placement or not being able to work at all arose as a concern for all student groups. Some students worked an extended period in order to meet both placement and financial obligations.
“I think it does impact, yeah definitely… I’ve got a couple of days off, but I still have to work the whole weekend.”

“I’m working 14 days straight…because I have a little boy and a mortgage and I can’t afford not to work on the two days I have off. It’s a real struggle.”

For nursing students, shift work was an additional burden which was further compounded by the time spent travelling between shifts and the lack of public transport.
“Yeah, and you finish at 11[pm] and it takes you two hours to get home and then you’ve got to get up and… you’re only home for a couple of hours and you’ve got to go back driving holding your eyes open.”

“Down here you can’t get anything [public transport] to go round the shift really because you’re too far away from the train station and your buses don’t fit in.”

Transport issues included the cost and time of travel and the effective absence of public transport:

“There is a lack of transport at the hours that are needed, with long waiting times, no linking between transport and delays in connecting services.”

Family responsibilities were additional issues, such as childcare:
“If you’ve got older kids, school doesn’t start till 8.30 and finishes at 3.30 so I have to pay before school care and after school care…then rosters, [for example] three days on and two days off or I’ve got four days on and two days off. To get kids stuff [organised] around that and pay for childcare makes it difficult.”
“It would be easier on placement if you didn’t have to arrange the kids – I don’t see my kids for a week because of the lates [afternoon shifts] and stuff like that.”

For those with children, then was general agreement to the statement from one (frustrated) student:
“I think this course would be awesome if you were living at home, without kids, and have food on the table when you got home!”

Table 7: Factors that make rural placements attractive to students

	· More variety/diversity of patients.
	· More opportunities and experiences
· Opportunity to see all kinds of conditions.
	· More involvement with patient care.

	· More access to patients.
	· Smaller student groups.
	· Proportion of patients to students.

	· CLE more intimate; you’re not just another number/statistic.
	· Greater independence.
	· More flexibility and student led decisions and choices.

	· Friendly and welcoming atmosphere.
	· More relaxed and easy going.
	· Feel like you can contribute.

	· Clinical educators can identify student’s strengths and weakness and guide their learning objectives.
	· Able to have one on one with clinical educator/staff; able to get to know the clinical educator.
	· Students are more valued.

	· Greater rewards by being involved.
	· Community orientated.
	· More connection with the local community.

	· A chance for employment opportunity.
	· Long-term staff who have contacts and can direct you around the hospital.
	· Like being part of a family unit.

	· Cheap cafeteria (where there is one!).
	· You don’t pay for parking.
	· Less traffic.


Summary of focus group findings
The findings provide specific directions that if targeted have the potential in the medium-term to increase the number of health professional students exposed to rural settings and the number who have positive rural placement experiences. There are positive recruitment implications in the medium to long-term associated with exposing more students to rural placements and providing positive clinical experiences (Darcy Associates, 2009).
This project, in conjunction with two other strategic projects, has informed five submissions for further infrastructure funding to support organisations within the GiCPN develop their clinical placement capacity, capability and quality into the future. One project will increase the accommodation available to health professional students in the region and the second, the supervisory capacity within organisations. The third project targets effective communication and collaboration by providing IT and videoconferencing connectivity between different health sectors, education and placement providers. Providing developmental support for expanded settings, i.e., non-traditional settings, to promote their engagement in placement activity, quality and capacity, is underway via the fourth project and the fifth project addresses the development of a regional simulation network and simulated learning environments.
Limitations and management strategies
A range of issues arose during the course of the project which potentially may have undermined outcomes had they not been addressed and others render the findings a partial snapshot. Turnover, delays, access and distance necessitated a flexible and adaptable approach and reliance on electronic communication and goodwill. The project, and necessarily the findings reported, has been variously impacted by the following:
· Anomalies in the quality and reliability of viCProfile data, together with its delayed release, directly impacted the comparative analysis between the Gippsland profile and placement activity elsewhere.
· Other delays related to significant unanticipated turnover within the steering group, recruitment delays, ethics approval and amendment process, access to key personnel and gatekeeping.
· The response rate from placement providers regarding supervisory capacity and training was very low despite providing a table template to assist respondents and a number of attempts by email and/or phone to follow up this important facet of the CLE. The limited response yielded from the effort to map supervisory capacity and training was partially alleviated by the data gleaned from other project activities such as focus group discussions.
· The data captures only a brief and opportunistic snapshot of student experiences, including level 1 medical students, and there has been limited input from medicine or allied health stakeholders.
· Turnover within the steering group limited continuity, complicated communication and networking, necessitated multiple efforts to disseminate all relevant material and meant that on occasion, the progress of project activities were disrupted.
Ability to undertake face-to-face discussions with distant education providers was logistically unmanageable and was resolved by contacting these providers by phone and/or email to provide an overview of the project, elicit their interest and support in being involved and sending them an electronic copy of the focus group discussion guide and explanatory statement. One university took up the offer to participate and provided some valuable data in response to the discussion guide questions.

Evaluation is a process that critically examines the extent to which the project goals (objectives), were achieved (outcomes) by the methods (processes) chosen (Table 8). The purpose of evaluation is to make judgments about a project, to improve its effectiveness and/or to inform future decisions (modified from Patton, 1987). For example, the focus group discussion guide was critiqued by members of the steering group and their suggestions incorporated. Focus group findings were reported to provide for further analytic discussion and to generate recommendations. The key aims of this project were to investigate and profile the qualitative elements associated with building clinical placement quality and capacity in rural and regional facilities that have the potential to increase the quality and availability of clinical placements in the GiCPN. The mixed-methods approach and range of strategies employed enabled these aims to be achieved. This project engaged key stakeholders in the GiCPN to elicit relevant information that could be utilised to increase quality and capacity within the region. By completion, the project had involved staff from four education providers, nine placement providers and a number of allied health, medicine and nursing students undertaking placement in a rural setting. The project achieved all stated objectives, although some to a lesser extent, such as mapping supervisory capacity. However, without input from stakeholders it is difficult to achieve anticipated goals.
Learnings to inform future work
A key learning from this project was the identified need to continue training supervisors and to facilitate a career pathway in clinical supervision. Awareness of the ongoing need for a supervision education program in the region and for further advanced supervision education for potential and existing clinical supervisors has informed the development of a related grant submission. As a result of the funding received, the supervisory capacity and capability in the GiCPN will continue to strengthen.
An important lesson learnt from undertaking the review of Regulatory authority requirements has been the differences between the placement and supervision requirements for health professions, the metro-centric focus of regulations and the recognition that whilst these requirements preserve professional standards, for professions such as psychology, midwifery and nursing, they are inherently constraining and mitigate change and innovation.
Another key learning has been the value of engaging all key stakeholders to elicit their perspective and draw on local knowledge to gain a holistic and informed insight into a complex phenomenon and the strategies most likely to achieve desired outcomes.
Table 8: Evaluating project outcomes against objectives and activities

	Objectives
	Activities
	Outcomes

	To determine the drivers in rural health services that impact on clinical placement quality and capacity building as a basis for identifying the potential to strengthen the availability and quality of placements in Gippsland.
	Reports and the research literature germane to rural placements were mined to identify drivers that impact clinical placement quality and capacity building in rural and regional health services. 
	The literature identified:

· Rural placement issues.
· Organisational, professional, regulatory and personal drivers that impact the quality and quantum of clinical places available in rural and regional health services and supports needed to achieve these.

	To identify facilitators and barriers that impact on clinical placement and the clinical learning environment.
	Regulatory authority accreditation standards and guidelines for clinical placement and supervision were reviewed for fourteen health disciplines.
	· A reference guide summarising the key regulatory facilitators and barriers to building rural placement capacity and quality.

· Regulatory requirements impede more than facilitate increasing and optimising the utilisation of rural/ expanded settings for placement.

· Identified a need to lobby for change to regulations, psychology, nursing and midwifery regulations in particular, as they ignore changes to scope of practice, nature of rural practice and shift to interprofessional practice – factors that constrain rural placements / supervision.

	To identify specific educational requirements that may impact on rural placement opportunities, or allow greater flexibility, for student placement in potential clinical learning environments.
	Education providers were engaged to examine policies and procedural requirements related to clinical placements to identify specific requirements that may impact on opportunities for student placement in non-traditional CLEs.
	Multiple factors limit education providers in:

· When and where students are placed, the duration of placement the models of placement and supervision sanctioned, the field utilised and their ability to provide support.

	To identify the qualitative elements associated with enhancing the quality and building the capacity of rural and regional health services to provide clinical placements as a basis for targeting specific areas.
To assess the potential of Gippsland health service providers, clinical supervisors, and education providers to impact positively to increase the quality and availability of clinical placements.
	Nine focus group discussions were undertaken with Gippsland placement providers, education providers and students to explore the qualitative elements that impact rural and regional clinical placement quality and capacity building and assess the potential to increase the calibre and availability of clinical placements in Gippsland.
	· Education provider, placement provider and students’ needs and recommendations provide an informed strategy for promoting quality rural placements.
· Focus group discussions provided a forum to explore opportunities to address clinical placement issues and identify the supports needed within the GiCPN to promote and sustain increased placement activity and quality.

	To situate the Gippsland clinical placement profile in the context of the statewide viCProfile data.
	A comparative analysis of Gippsland’s placement profile was undertaken by examining the data from the statewide clinical placement mapping/ scoping project – viCProfile.
	· The quality and accuracy of the viCProfile data limited analysis.

· Notwithstanding the limitations, the viCProfile provided an excellent framework for considering the similarities and differences in the placement activity and facilities available in the GiCPN compared to other rural regions.

	To check and validate findings and elicit student perspectives.
	To elicit a student perspective, check for resonance between stakeholder groups and promote saturation, themes extracted from analysis of other stakeholder focus group discussions were presented to medical, nursing and allied health students.
	Student focus groups:

· Provided a ‘member-check’ and validation for a range of supports previously identified by education and clinical placement providers.
· Identified facilitators that make rural placements attractive to students.
· Ensured a multi-pronged strategy could be formulated to strengthen students’ rural placement experience in the GiCPN.

	To promote increased capacity and sustainability of placements within the GiCPN.
	Opportunities to address emergent clinical placement issues raised within focus group discussions were explored to promote increased capacity and sustainability in the GiCPN.
	· Some of the supports needed to build and sustain placement capacity and quality in the GiCPN were structured into five grant submissions and are in the process of being met.
· Accommodation.
· Clinical supervisor training.
· Advanced training to create a career pathway in clinical supervision.
· Appointment of an expanded settings development officer.
· IT and videoconferencing infrastructure.
· Designated student workstations.
· Issues identified and provide baseline data to inform further strategic development.

	To assess potential for increased capacity and quality for GiCPN placements and to Identify the qualitative elements of rural and regional clinical placement quality enhancement for capacity building in order to target specific areas, e.g. supervisor capacity and supports
	The existing supervisory capacity and training in Gippsland’s health services was scoped to assess the potential to increase supervisory capacity and capability and improve the quality of the CLE for placements.
	· The data gathered is incomplete but provides valuable insight to the supervisory capability and capacity of those organisations that furnished data.
· There is capacity to build placement and supervisory capacity in some health services.
· Particularly those where less than half the staff eligible to supervise students are trained.
· Those more distant from education providers or off the main highway.


Future directions
To increase and sustain the increase in placement capacity, rural and regional health services in Gippsland will need to continue exploring opportunities to collaborate with other service providers in order to harness meaningful learning opportunities within departments and across disciplinary boundaries.
Organisations will need to utilise e-learning and SLE to augment and enrich the CLE in expanded settings to ensure the breadth of learning opportunities available compliment students’ learning objectives and that fluctuations do not detract from their learning outcomes.

Mapping placement opportunities and supervisory capacity in expanded settings needs to continue. The role of the Gippsland Expanded Settings Development Officer (GESDO) to support health services prepare for increasing placement activity and progress towards a BPCLE is core to sustaining the achievements gained and maintaining the momentum achieved through this project.
To continue to increase supervisory capacity and capability and mitigate the risks of burnout and staff turnover, the GiCPN needs to become self-sufficient in training more clinicians as supervisors.
Regulatory authorities need to be urged to align requirements for clinical placement and supervision with scope of practice and health system reform.
To sustain the contribution of rural and other expanded settings as valuable placement providers, placement and education providers should be encouraged to collaboratively consider curricula changes, negotiate innovative alternative placement modules, devise collective hub and spoke style models of placement, and make arrangements to value-add to the placement experience by creating opportunities for interprofessional and simulated learning. 
Conclusion
This study investigated the qualitative elements associated with building clinical placement quality and capacity in rural and regional facilities that if targeted have the potential to promote the quality of the clinical learning environment and the availability of clinical placements. In doing so, the study has informed and focused future directions that align with the BPCLE, the development of expanded settings as placement providers and the rural clinical academics’ initiative
The study highlighted the need for a regional strategy to coordinate and assist rural health services make the changes that would enable them to offer quality clinical learning experiences in a supportive environment. The preparation required to enrich and strengthen the CLE of Gippsland’s health services entails promoting education as core business, training more clinical supervisors, creating learning communities, offering safe, affordable accommodation across the region, setting up designated learning spaces or workstations, and providing IT and videoconferencing connectivity between placement providers and with education providers. The need for these supports and infrastructure have informed grant applications and are now progressing via five linked projects which should see the GiCPN develop clinical placement capacity, supervisory capability, attractiveness to students and quality of the CLE into the future.
The findings of the analysis of the respective health professional regulatory authority requirements underscore the need for these authorities to ensure accreditation standards and requirements for clinical placement and supervision remain relevant to contemporary practice and do not unnecessarily impede opportunities to build placement quality and capacity in expanded settings or preclude potential placement providers and others from devising innovative collaborative solutions to address barriers that currently limit their engagement.
Gippsland provides proportionally more placements in medical and nursing and proportionally less in allied health than in other regions of similar placement activity, an anomaly that reflects the primary role of the Gippsland-based university campus and to a lesser extent, two TAFE providers in the region. However the implications for recruiting allied health staff to the region should not be overlooked. The disequilibrium needs to be monitored and initiatives implemented to enable health services in Gippsland to provide allied health placements. The areas/health services in Gippsland not on the main highway are largely under-utilised by education providers. To attract more students to the region the project has identified the need for additional supports such as funding students for the costs associated with travelling to rural placements and living away from home and ‘marketing’ relevant information to students and education providers about the organisation and local community. Other supports needed to make rural placements attractive to students and education providers include strengthening rural CLEs by facilitating access to external supervisory support and learning resources including e-learning resources and simulated and interprofessional learning opportunities.
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