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Definitions
For the purpose of the report, please use the definitions and explanations below:
Simulation
Learning methods provided in Simulated Learning Environments which support experiential learning. Key components of experiential learning include:

· The learner interacts with a simulated or controlled real environment;
· A high proportion of the learning activities enact activities and tasks representative of the learner’s real world responsibilities;
The environment needs to be sufficiently realistic for experiential learning to occur. Depending upon the learning objectives, realism can be built into the equipment, the surrounding environment or the overall integration of equipment, environment and interactions between learners and instructors.

Students

Students are participants in eligible simulation programs which may include professional entry-level courses, postgraduate and VET sector courses and ongoing professional development. 
Total number of simulation education hours 

The total number of simulation education hours is reported over the life of the project for the purposes of measuring the baseline and growth of simulation activity across all projects covered by this funding agreement. The calculation for counting the total number of simulation education hours is as follows:

Calculation: As an example, if a simulation course, workshop or other form of simulation education program runs for a duration of eight hours and there are ten participants/students, the total number of simulation hours for that course or workshop is 80. All courses, workshops or other forms of simulation education programs delivered through the project during the period to which this report relates, should be included in this calculation of total number of simulation education hours.

Please calculate the growth in simulation education hours for the project using the baseline simulation education hours previously reported. 

Rural and remote

For the purpose of these reports, use the AGSC RA (Remote Area Classifications) used by the Department of Health and Ageing.

	RA1
	Major Cities of Australia

	RA2
	Inner Regional Australia

	RA3
	Outer Regional Australia

	RA4
	Remote Australia

	RA5
	Very Remote Australia


RA2 and RA3 are rural and are in scope for this report. RA4 and RA5 are remote and are in scope for this report.

The definitions can be found at: www.health.gov.au/internet/otd/publishing.nsf/content/ra-intro 

To find the classification for a specific locality, click on the above link and select ‘What is the RA classification of my locality?’ Click on the available link and enter the postcode for the locality.

Interprofessional learning 

Interprofessional education occurs when students from two or more professions learn about, from and with each other to enable effective collaboration and improve health outcome.
Executive summary 
The aim of this project was to develop physical infrastructure, programs and simulation educator expertise to create additional capacity for teaching and learning in the health service setting for current and future health workforce.

Specific objectives were to: 

· Create additional teaching physical infrastructure;

· Work with university to develop new models of clinical placement;

· Design program content to optimise learning in simulated setting;

· Enhance culture of teaching and learning at Barwon Health through participation;

· Create new opportunities for interprofessional and multidisciplinary learning;

· Build teaching capacity through development of teachers/educators with skills in simulation teaching; and

Increase student placement and workforce development capacity.

Project activities were planned and timelines set to facilitate achievement of these objectives.
From 1 January to 30 June 2013, a total of 89 simulated activities comprising 3335.5 hours of simulation education activity were delivered. For entry-level students, 511.5 hours of face-to-face simulation-based education (SBE) activity was delivered and of this, 166 hours (33%) were delivered as interprofessional activity.

The methods used were successful in planning, developing and implementing face-to-face scenario-based simulation activities that were well-aligned to academic curricula and placement objectives, added value to the clinical placement, and were perceived to be a very positive learning experience. A wide variety of skills were reported as learning outcomes resulting from participation in the simulation activities. Educator expertise in the use of simulation was enhanced by targeting capability in the form of training opportunities and the creation of dedicated resources (policies, scenarios, guides, etc.). Continuing to engage with the wider simulation community will assist the building of expertise within Barwon Health.

The focus for building capacity was through capability enhancement. Data from 2014 viCPlace and the clinical placement planning process indicates an increase in student placement capacity at Barwon Health in some disciplines who are reporting the intention to use SBE activities to support the increase in placement activity (including Deakin University Occupational Therapy and Midwifery faculties). 

A Program Logic approach for program evaluation was developed, piloted and used in this project and provided the framework for evaluating the project.

Several strategies have been introduced to continue the work that has been established in the current project under the auspice of the integrated Education and Training Unit, Barwon Health. Support for the continued growth and acceptance of simulation as a teaching method will build capacity for future workforce training at Barwon Health.

Background and context
Traditionally, health professional students are placed for parts of their clinical education in health care settings under the direct supervision of health professionals from their respective discipline groups. This educational model accepts that clinical experiences with ‘real’ patients in health care settings demonstrates the actual conditions and circumstances under which health care delivery occurs, and therefore provides the most authentic learning environment for future health workforce. The increasingly large numbers of students enrolled in entry-level health professional courses now needing clinical education and direct supervision under the traditional model threatens to overwhelm the current system (Department of Health, 2011; Brown et al, 2012). 
Health education stakeholders have been engaged in recent years to address the challenge of improving the capacity and efficiency of clinical training through innovative solutions (Department of Health, 2011; Watson et al, 2012). There is considerable evidence, supported by experience in the use of simulation worldwide, that learning in simulated environments can provide a safe and more controllable setting for components of clinical education (Gaba, 2004; Cook et al, 2011). Simulation as a learning tool provides a dynamic scaffolding strategy that facilitates articulation of theory to practice (and practice to theory) in foundational to advanced curricula and contextualised programs (Ker and Bradley, 2010). The use of simulation provides the learner with safe, focussed opportunities to make sense of the content being provided in the context of their learning, whether that be as a student, a graduate, a postgraduate or a clinician in practice. Therefore good reasons exist, from both pedagogical and logistical viewpoints, to innovate by incorporating simulation into clinical education for health professionals.

This project was designed to develop low to medium-fidelity simulation capacity and capability to enhance the experience of students during their clinical placements at Barwon Health, and to provide additional capacity for the development of the health care workforce. Preparation of the education workforce to design, develop, facilitate and evaluate the Simulated Learning Environments (SLE) programs was intended to ensure sustainability and future-proof the SLE as a healthcare workforce development strategy. 

Since 2010, Barwon Health and Deakin University have had access to a high-fidelity simulation centre close to The Geelong Hospital site. This centre, however, is in high use to support the learning of the Deakin University medical student cohort based locally. No suitable spaces had been established within the health service for low and medium-fidelity training to support learning objectives, particularly for nursing and allied health students and current workforce. Hence, an opportunity was identified to implement simulated learning environments in redesigning both student placement models and workforce development programs to benefit clinical education.
Barwon Health
Barwon Health is one of Australia’s largest regional employers with a staff of more than 5000 people. With a long and successful history, Barwon Health’s achievements have been acknowledged through peer recognition of its programs and services by the Australian Council of Health Care Standards (ACHS). This recognition recently saw Barwon Health awarded four Outstanding Achievements (OA) – an unprecedented outcome in Australia.

Barwon Health is a major education provider through its relationships with Deakin University, Melbourne University, Monash University, The Gordon Institute and a number of other educational centres and universities. In 2010, Barwon Health provided almost 47 000 student placement days to professional-entry students studying health qualifications, of which approximately 32 000 (74%) were provided to students of Deakin University, demonstrating the close and productive partnership in student education shared by the parties.
Project

This Project comprised both fixed term and capital and establishment funding components. The fixed term component focused on program development and capacity building within the health workforce. The capital and establishment component, the detail of which was reported to the Department in November 2012, comprised capital works funding as well as purchase of equipment to be used within the programs developed through the fixed term funding component.

The fixed term component of the project was directed to the design, development and evaluation of programs using low/medium-fidelity simulation-based education (SBE) activities as an adjunct to the traditional clinical placement structure for students in nursing and allied health professional-entry programs of study. This project also aimed to define and develop the teaching or facilitation role and the workforce capacity required in the health service to support and deliver these types of SBE programs. The fixed term component of the project provided funding for staff that comprised the initial appointment of an external consultant as project lead for the establishment phase, followed by a group of project officers from existing workforce to drive the remainder of the project and its implementation.

The capital and establishment component of the project allowed the creation of flexible teaching and learning spaces fitted with appropriate technology, equipment and teaching aids to enable low-fidelity and medium-fidelity simulation activities to be conducted. These spaces were utilised particularly for supporting the learning of entry level students in nursing and allied health during their clinical placements. The aim was to replace a proportion of student placement time in the clinical setting with simulation activities.
The capital works conducted at The Geelong Hospital (BW6) were referred to as Capital Works Project A, and the works conducted at The McKellar Centre (METC) were referred to as Capital Works Project B.

Capital Works Project A refurbished the Birdsey Wing 6 ward space, allowing in situ SBE activities to be delivered (co-located on BW6 with the staff and patients of the Rapid Assessment and Planning Unit). The SLE on BW6 was able to be linked via ICT solutions to the other SLE site at The McKellar Centre and vice versa, as well as to other sites across the region.
Capital Works Project B redeveloped an unutilised former Residential Aged Care Unit on The McKellar Centre site. The McKellar Education and Training Centre (METC) provided a second SLE at Barwon Health in an environment that was removed from the clinical and service interface, dedicated to teaching and learning. This opportunity provided significantly greater economies of scale and project efficiency in terms of trades and services already on site compared to earlier project proposals.

The SLE spaces created at Barwon Health provided:
· Onsite teaching spaces at both the acute site and the sub-acute and aged care site for entry-level nursing and allied health students, postgraduate students, and existing workforce;
· flexible, multipurpose spaces with computer access for staff and students;

· low/medium-fidelity simulation facilities (e.g. simulated hospital rooms including en-suite bathroom access; mannequin and part-task trainers situated in simulated ward rooms with equipment tailored to recreate Barwon Health-specific environments);

· BW6 (acute site) spaces – two simulation rooms, one debriefing room, total of four hospital beds;

· METC (sub-acute site) spaces – two simulation rooms, two multipurpose rooms, four training rooms, one training bathroom, total of four hospital beds, print and preparation room, four storage rooms, kitchen and catering facilities;

· additional equipment including a MegaCode Kelly mannequin with SimPad, NGT and trache trainers, ceiling hoists with slings, wheelchairs, commodes, dressing trolleys and SAEDs;
connectivity to regional sites and training centres through videoconferencing equipment and computer-based software. 
Baseline simulation activity

There were no hours of simulated learning provided by Barwon Health for allied health and nursing entry-level students in 2011. The baseline data for simulation activities in the two newly established SLE sites was zero hours, with no facilities previously being accessible to provide SBE activities within student clinical placements.
Supporting the Victorian SLE Strategic Plan

This project was aligned to the Victorian Strategy for the Development of Simulation-Based Education and Training (2012–2015). The proposal was to create a teaching and learning environment where low-fidelity simulation (to the extent that this refers to the use of strategies such as basic written case studies, role playing, and administration of injections using partial task trainers) and medium–fidelity simulation (to the extent that this refers to the use of more realism but without the automatic cues such as the rise of the chest on inspiration or pupillary constriction from an administered medication needed for complete realism) could be used as a supplementary method for teaching students on clinical placement and promote experiential learning without risk to students or patients; i.e. deliberate practice in a controlled setting. The opportunity to move a proportion of clinical placement activities away from the clinical interface into a simulated learning environment created opportunities for growth in clinical placement capacity. This project also provided an impetus for close collaboration with education provider partners to analyse curricula and evaluate simulation within their placement models, in keeping with the expectations of a Best Practice Clinical Learning Environment (BPCLE) provider. 
Project objectives and expected impacts 
The overall aim of the project was to develop physical infrastructure (reported previously), programs and simulation educator expertise to create additional capacity for teaching and learning in the health service setting for current and future health workforce.

Specific project objectives were to:

· Create additional teaching physical infrastructure;

· Work with university to develop new models of clinical placement;

· Design program content to optimise learning in simulated setting; 

· Enhance culture of teaching and learning at Barwon Health through participation;

· Create new opportunities for interprofessional and multidisciplinary learning;

· Build teaching capacity through development of teachers/educators with skills in simulation teaching; and 

Increase student placement and workforce development capacity.
Expected impacts as a result of the project were:

· Increased supply of placement opportunities;

· Strengthened relationship between education and health sectors in delivery of health qualifications;

· Evidence-based practice in simulation teaching; 

· Curriculum-driven content development;

· Improved transfer of tacit knowledge and accumulated experience through participation of workforce in student teaching; 

· Improved teamwork and patient outcomes as a result of interprofessional learning supporting interprofessional practice;

· Increased supply of clinical teachers able to teach in a simulated clinical setting; and

Increased capacity at Barwon Health for student placements where simulation is resourced and can meet learning objectives.

Project management 

A Steering Committee was formed to oversee the project. This key management body was responsible for managing the planning, development, implementation, and evaluation phases of the SLE project. The steering committee met at least monthly with the following membership:
· Yvonne Hewitt, Director, Education and Training, Barwon Health (BH)
· Debra Schulz, Manager, Education and Training - Allied Health, BH 

· Sue Smith, Manager, Education and Training - Nursing, BH

· Maree Dertien, Manager, Education and Training - Corporate & Support Services, BH
· Catherine Duncan, Learning Technologies Coordinator, Education and Training, BH
· Kathryn Vick, SLE Project Officer, Education and Training, BH
· Victoria Sharp, SLE Project Officer, Education and Training, BH
· Nicki Hartney, SLE Project Officer, Education and Training, BH
Peta Niblett, SLE Project Officer, Education and Training, BH
The project’s progress was reported monthly to the Education and Training Management Group Committee. 

The fixed term project funding allowed the appointment of an external consultant as Project Lead for the establishment phase. Mr Irwyn Shepherd, Principal Consultant – Healthcare Simulation Consultancy Group, prepared the Barwon Health SLE Project Plan and SLE Risk Assessment Plan. As initial Project Lead, Mr Shepherd provided the direction and framework from which the remainder of the project flowed. Subsequently, in October 2012 a group of project officers from existing educator workforce were funded to drive the remainder of the project and its implementation. 

The project officer staff were:
· Nicole Hartney, Clinical Nurse Educator – Midwifery/Maternity Services 
· Peta Niblett, Clinical Nurse Educator – Emergency Department 
· Victoria Sharp, Clinical Nurse Specialist – Intensive Care

· Kathryn Vick, Senior Clinician Physiotherapist
· Catherine Duncan, SLE Project Officer

Alice King, SLE Project Officer

Key stakeholders were identified, engaged and consulted during the planning, development and evaluation phases of the project. A variety of methodologies were used including face-to-face meetings, email notification and phone calls to consult and inform stakeholders.
The Steering Committee oversaw the project according to the allocated funding.
A summary of the key elements involved in managing the project, along with timelines, is illustrated in Figure 1.
Figure 1: Timeline summary

[image: image2.emf]
Project activities and methodology – performance against stated deliverables
A summary of the project activities and deliverables achieved is provided in Figure 2.
Figure 2: Outline of project activities and deliverables
	Project activity 
	Project deliverable 
	Due date
	Achieved / not achieved

	Establish SLE Project Steering Committee (Fixed Term Funding component)
	Project Steering Committee established
	1 October 2012
	Achieved 1 October 2012

	Appoint SLE project consultant for start-up activities
	· Project plan completed

· Risk assessment completed

· SLE resources identified
	30 November 2012
	Achieved 24 November 2012

	Recruit SLE project officers
	SLE project officers recruited
	4 December 2012
	Achieved 3 December 2012

	Develop policies and procedures for the operation of the SLE spaces and equipment
	· Policies and procedures for the operation of the SLE spaces and equipment developed

· Costing for running SLE activities determined*
	28 March 2013
	Achieved 25 March 2013
*Barwon Health Education and Training Unit has developed a draft budget for 2013/14. This will be reviewed in the current financial year.

	Develop and implement evaluation plan and indicators to measure growth in activity, student outcomes and quality of student/teacher experience
	· Evaluation plan developed and implemented
· Indicators identified and monitored

· Satisfaction of students and educators with SLE activities
· Policies and procedures for the use of the SLE training spaces evaluated
	30 June 2013
	Achieved 28 June 2013

	Identify and develop programs to create additional capacity for teaching and learning in Barwon Health
	· Range of low/medium fidelity SLE programs identified, developed and conducted in SLE training space
· Model of use of SLE in clinical placement established*
	30 June 2013
	Achieved 28 June 2013
*Clinical placement structures with our key education provider (Deakin University) are being redesigned with simulation activities. Examples include clinical placements in Midwifery and Occupational Therapy. Implementation is underway for 2014 cohorts.

	Identify and develop simulation educator expertise to create additional capacity for teaching and learning in Barwon Health
	· Project officers complete NHET-Sim training

· Barwon Health educators participate in simulation training

· Debriefing model implemented
	30 June 2013
	Achieved 18 June 2013

	Complete Fixed Term Funding final report
	Final report submitted
	30 September 2013
	Achieved 16 September 2013


Project outcomes and discussion

· Create additional teaching physical infrastructure
· Reported previously in SLE Capital Equipment Final Report

Work with university to develop new models of clinical placement

The project officers sought input from the relevant education providers prior to clinical placements starting in regard to suitable activities that could be targeted using SBE for their students. Three University partners engaged in discussions (Deakin, La Trobe and Charles Sturt Universities). All three partners supported using simulated activities in the clinical placement context as a value-adding activity for students and all were forthcoming with suggestions of activities that could be offered.
Careful planning and coordination followed these initial conversations with academic staff. The project officers approached the design of appropriate program content via:

· Face-to-face meetings with academic staff wherever possible;

· Mapping 2013 clinical placements in seven professions – nursing, midwifery, physiotherapy, occupational therapy, speech pathology, podiatry and social work (dates, locations, year levels, broad curricular objectives);
· Analysis of semester course content for student groups;

· Familiarisation with learning tools specific to upcoming placements;

· Needs analysis discussions with clinical facilitators and educators in the health service;

· Familiarisation with clinical skills aligned to particular year levels for student groups; and
Identification of activities that would lend themselves to being taught with interprofessional student groups.
As a result, the project officers specifically targeted clinical skills that were aligned with the student groups’ current curricula together with skills that they might not be exposed to routinely during clinical placement (e.g. transfusion of blood products, nasogastric tube insertion, airway suctioning, delivering information to next of kin as part of a family meeting). In addition, staff from the Education and Training Unit, allied health and nursing were supportive of the opportunities offered by the SLE project and attended a range of training programs offered by internal and external presenters. 

Data from 2014 viCPlace and the clinical placement planning process indicates an increase in student placement capacity in some disciplines. These disciplines are reporting the intention to use SLE activities to support the increase in student placement activity. Deakin University Occupational Therapy clinical placement offers for 2014 are projected to significantly increase from 2013 figures following a review of their course-wide clinical placement model and Deakin Midwifery students in 2014 will undergo an orientation to the health service that includes experiential learning via simulated activities in key areas such as Special Care Nursery and Labour Ward. 
· Design program content to optimise learning in simulated setting; 

· Create new opportunities for interprofessional and multidisciplinary learning; and

Enhance culture of teaching and learning at Barwon Health through participation.

From 1 January 2013 to 30 June 2013, the project delivered a total of 89 simulated activities comprising 3335.5 hours of simulation education activity. Of this, 2824 hours represented simulation activities with staff participants. For entry-level students, 511.5 hours of face-to-face SBE activity was delivered. Of these 511.5 hours, 166 (33%) were delivered as interprofessional SBE activity. The project officers facilitated 38 simulation sessions with entry-level student groups between 6 March and 27 June 2013. Of these 38 sessions, 20 (53%) were delivered to interprofessional groups. Interprofessional groupings most commonly consisted of students from nursing and midwifery together, or various combinations of allied health with or without nursing students. A list of all the interprofessional scenarios created as part of this project is included in Figure 6.

Written feedback from student groups, as well as anecdotal comments, demonstrated a high level of satisfaction with the simulated activities offered.
Figure 3: Number of simulated activities delivered per month during the SLE project funding
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Figure 4a: Results from student feedback – value adding
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Figure 4b: Results from student feedback – alignment with curriculum
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Figure 4c: Results from student feedback – the overall experience
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Proportionally, for all simulation activities the greatest number of participants came from nursing and allied health disciplines in keeping with the aims of the project. (Note: this figure represents all of the 89 student and staff simulation activities.)

Figure 5: Simulation participants expressed by professional discipline; 1 January – 30 June 2013
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Scenarios were developed and written in a standardised template. Many templates are in use across Australia by staff working with SBE. A move to standardise the format for writing simulation scenarios has been supported by the Victorian Simulation Alliance (VSA). The project officers were granted permission by the VSA to use their scenario template in the early stages of the project. However, due to the lengthy format of the VSA template (18 pages) and other templates being made available following the NHET-Sim workshops, it was decided to create a modified template based on the one currently in use locally at the Deakin University Geelong Clinical School.

Finally, a debriefing model was developed and implemented based on tools authored by recognised expert simulation faculty and VSA members, Tess Vawser and Thomas Callahan from Epworth Healthcare. The model developed draws on elements of several debriefing models including Pendleton’s model and Rudolph’s Advocacy/Concern/Enquiry model.
Figure 6: Summary of scenarios developed and delivered as part of the SLE project funding
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· Build teaching capacity through development of teachers/educators with skills in simulation teaching; and 

Increase student placement and workforce development capacity.

The focus for this project to build teaching capacity was through capability. This capability was targeted by having in place plans, policies, models, templates and training programs. Training programs included external courses as well as internal ‘train-the-trainer’ programs providing support for the use and management of the technical equipment, preparation of staff in setting up and debriefing simulated activities, scenario development workshops, assessment and evaluation skills. A summary of development opportunities that ran throughout February to June 2013 is included in Figure 7. The focus on capability was necessary to build a critical mass of support from which to grow capacity.
Figure 7: Outline of project activities to develop and enhance educator expertise in simulation
	Summary of professional development opportunities offered during the SLE project to develop simulation educator expertise

	February – June 2013
	Clinical facilitators/educators invited to undertake an observer role within the simulated scenarios run by the Project Officers with entry-level student groups in order to enhance their confidence. Several staff embraced this offer and took a more active role as co-facilitators in subsequent scenario delivery once they became familiar with the SLE environments and the session content.

	March 2013
	NHET-Sim workshops delivered onsite at Barwon Health and were fully subscribed with 25 staff attending the two days of training. Staff from nursing and allied health education attended.

	March, April, May 2013
	Laerdal SimPad training sessions offered to clinical facilitators/educators and orientation to the MegaCode Kelly and Nursing Anne mannequins. Fifteen Barwon Health nursing and allied health staff attended training.

	April, May 2013
	Scenario development and writing sessions run on three occasions with staff from the Nursing Graduate Support team.

	May 2013
	SLE Project Officers attended Laerdal SUN Conference in Broadbeach, Qld.

	June 2013
	Full-day Simulation Facilitator’s Workshop developed and offered internally to meet the needs of any Barwon Health educators/facilitators interested in developing skills in using simulation as a teaching tool. The workshop included lectures; orientation to the facilities and equipment available at Barwon Health as a result of the SLE project funding, logistics and policies; simulation scenario development; feedback and debriefing methods; and an afternoon of practical or experiential-based learning. Workshop participants were from a variety of disciplines (nursing, midwifery, physiotherapy, occupational therapy, podiatry, and speech pathology) and rated their learning experiences highly.

Feedback from the 14 participants included:

“I got so much more out of the day than anticipated. I feel very confident that I now have the skills to create and conduct scenarios, which I was very sceptical about beforehand.”

“This course increased my confidence to attempt development of simulated learning activities and to improve my debriefing skills.”


A Program Logic approach for program evaluation was used in this project.
A subject expert, Mr Ian Patrick (Monitoring and Evaluation Specialist, Ian Patrick & Associates Pty Ltd), was engaged during the early months of the project and was pivotal in supporting the project officers apply the Program Logic method to establish an evaluation framework (or matrix). The project officers required significant input from the subject expert initially as much of the terminology used in the process of program evaluation is not familiar to the novice. However, once the Program Logic framework was established and agreed upon the ease with which evaluation questions were elicited, tools were identified, collection methods were debated and timelines were set was satisfying. 
The SLE spaces presented opportunities for students on placement at a variety of different placement locations across the Barwon South Western region to come together through IT for shared learning and to improve efficiency in teaching resource utilisation.
Sustainability

Following the development of SLE spaces, Barwon Health is now well-placed to pursue further health simulation opportunities and education activities. Within the current structure many of the achievements will continue. Clinical facilitators in nursing and clinical educators in allied health have incorporated relevant SLE scenarios in their student activities. There is also capacity to write further SLE scenarios with the resources and templates that are now available. The introduction of the student fee for 2014 will fund some growth in clinical supervision FTE in allied health. Capabilities in simulation based education will be part of the skill set of this cohort. A capability framework has been developed to describe capabilities to support simulation-based education at Barwon Health.

However, it is recognised that to fully realise the opportunities to embark on integrating simulation learning into current teaching and learning activities, and offer future innovative training, securing dedicated staff with expertise in simulation is essential. Whilst not everyone needs to be an expert in simulation to put it into practice in some way, there are layers to SBE that demand particular expertise to enable development of the modality to its full potential. This has been recognised by Health Workforce Australia (HWA), resulting in the establishment of ‘SimNet’ – the Simulation in Healthcare Directory which includes downloadable generic position descriptions for SLE faculty. These resources can be found at: http://www.simnet.net.au/resources.html. 
A number of initiatives within education and training are underway to support the sustainability of using SLE as a core component of clinical placement activities. One important initiative to highlight is a proposal to launch an in-house in situ simulation program with a focus on the deteriorating patient, titled ‘Sims on the Run’. This high profile activity will continue to embed simulation as a legitimate, authentic and valuable learning modality at Barwon Health and provide evidence to support further funding and development of a simulation faculty as described above. The model is underpinned by the capability framework applied to SLE.

Figure 8. Sustainability summary
	Simulation activity 
	Simulation hours provided January – June 2013
	Estimated simulation hours July – December 2013
	Estimated simulation hours January – June 2014
	Rationale for change to activity level

	Student activities whilst on clinical placement
	511.5
	Approximately 25%
	Approximately 
30–50%
	There has been a reduction in SLE activity on cessation of the project due to the change in staffing resources. It is expected that some clinical staff will continue to use simulated learning opportunities with students on placement.
Staff education in SLE will be introduced into the Clinical Supervision Support program for 2014.

A capability framework for SLE has been developed and outlines the integration of SLE capabilities with the workforce.
Expansion of education and training – allied health will further support the development of staff expertise in using SLE.

	Staff activities
	2824
	Approximately 40%
	Approximately 50%
	A number of champions have emerged and will continue to use SLE in practice.


Limitations and solutions 

In 2010, HWA published a summary report outlining the use of simulation techniques in the curricula of twelve selected health professions. Findings and recommendations highlighted in that report remain relevant to some of the limitations encountered during this project.
Whilst no professional accreditation bodies disagreed to consider the use of simulation as a training technique, maintaining alignment with accreditation guidelines for some professions by adopting simulation techniques was challenging. In the current project this was true from a nursing perspective. The hours agreed to by the primary education provider posed a significant limitation to increasing capacity for clinical placements through simulation. In the case of Deakin University School of Nursing, time spent in simulation activities as part of clinical placement was not counted towards clinical hours and, given entry-level nursing has very little margin for absence in their current allocation of clinical hours to meet the requirements for professional registration, the capacity was minimal. Nursing student participation in the simulation scenarios was capped by Deakin University at two hours per student for those students on a four-week clinical placement. At a stakeholder level, the value of simulated learning during clinical placement time was questioned, with direct patient contact being the preference over any other form of learning activity. In contrast, the Deakin University School of Midwifery faculty was keen to embrace and extend SBE activities for students whilst on clinical placement to supplement and reinforce their patient experiences. In addition, several allied health disciplines offered more opportunity in this regard (e.g. physiotherapy schools from La Trobe University, Monash University and Charles Sturt University; Deakin University School of Occupational Therapy). As these key education providers all acknowledged simulation as a clinical activity whilst on placement, this provided a potential capacity-building mechanism. Many allied health students participated in 2–4 hours per week of scenario-based simulations whilst on clinical placement (between April and June 2013).
The difficulty of logistics and scheduling surrounding the organisation of simulation programs were barriers. Mapping exercises were crucial to assist scheduling but nevertheless the implementation of scenario-based simulation was challenged at times by factors including:

· Diverse clinical placement geography and travel between health service sites;

· last-minute cancellation by facilitators/educators citing other clinical priorities; 

· over-subscription without notification resulting in a large group of observers;

· miscommunication due to inefficiencies in relaying information to staff; and
lack of uptake of simulation techniques by some facilitators/educators.
Time to develop simulation programs was an issue. The timeframe over which the project officers were appointed and able to run SBE activities meant that exposure to groups of students on clinical placement was limited which impacted the simulation education hours able to be achieved. The calendar schedule of clinical placement dates meant that Deakin University nursing students did not arrive at Barwon Health for placement until the second week of April and then placements paused from the end of May until the start of July. For this group of students over the course of the project, eight weeks was available to tap into their learning opportunities with simulated experiences. On the other hand, groups of allied health students were spread over a much greater range of dates, from late January to the end of June, but in such small numbers and diverse placement settings that physical distance was a barrier to delivering face-to-face activities.

This project was aimed at low/medium-fidelity simulation activities. Technology-based SLEs require investment in human resources as well as equipment and technology. The use of high-fidelity immersive scenario-based education or novel technology-based simulation (e.g. web-based systems, virtual worlds, gaming) was not the focus of this project. It is recognised that in focusing on face-to-face simulated techniques to meet the needs of students whilst on clinical placement at Barwon Health, the project did not explore technology-based options in partnership with key education provider partners. This would certainly have provided the potential to achieve much greater total simulation hours, but with very different learning objectives and outcomes.

Evaluation
Use of the Program Logic model for evaluation proved an efficient method. All areas for evaluation were considered in the framework/matrix and processes were put in place to ensure the appropriate data was collected. Tools for monitoring and evaluation included face-to-face and phone interviews with education providers, focus groups with clinical facilitators/educators, SLE user feedback form, room booking form, student survey and self-efficacy rating scale for facilitators/educators.
Written feedback from students who participated in the simulation activities demonstrated a high level of satisfaction (rated on five-point Likert scales) with the SBE offered. Evaluation of the student surveys collected (n=180) showed:

· 87% of participants agreed the simulation activities added value to their clinical placement,

· 90% rated the simulation activities positively, and 

91% felt that the activities were aligned with what they were learning at university and on clinical placement.
Qualitative feedback from student participants affirmed the intended aim of supplementing learning with simulated activities and demonstrated the value to learning across multiple skill domains. In-line with educational theories such as Schön’s reflective learning and Kolb’s experiential learning cycle, affective components of simulated scenarios have the potential to produce greater retention and recall of information leading to deeper learning. On occasion, feedback from student participants echoed this:
· “Emotional aspects cause events to stick. We won’t forget this.”

“Very valuable. Practical is always better and having a real person (simulated patient) is great. This scenario will stick in all our heads.”
Figure 9: Examples of feedback from entry-level students
	Psychomotor domain
	Cognitive domain

	“I learned how to teach a patient to transfer up a flight of steps or get up off the floor.”

“I learned a better way to conduct an abdominal palp exam.”

“I learned sterile suctioning technique.”

“It was good to practice the placement of cardiac leads for an ECG.” 

“I learned how to call a MET call.”
	“I learned how to manage multiple medication orders (IV) and work out the order of administration.”

“I learned that O2 should be administered as soon as chest pain presents. I need to check blood pressure and pain every 5 minutes.”

“I learnt some new information and could go away with ideas to look up more about speech therapy with Parkinson’s Disease clients.”

	Interpersonal/affective domain
	Analytical domain

	“This was good to talk over what the nurses, physios and OTs roles are in mobilising patients.”

“I learned that with paediatrics you need to look after the parent as well.” 

“I learned how important it is to listen to the woman, and that women-centred care means working with the woman for the best outcome.”

“I got feedback from the patient’s perspective (simulated patient).”
	“I learned how to remain calm and in control in confronting situations.”

“This was good for on-the-spot problem solving.”

“I learned the importance of acting early and teamwork.”

“It was good to learn about real-life experiences and try to think outside the box.”

“I learned how to be in control in a stressful situation.”


Clinical facilitators/educators contributed to evaluation of the transferability of the student’s learning from the simulation activities to other clinical placement experiences. In terms of transferability of skills, anecdotal feedback was promising:

· “The feedback is all very positive. The students appear to be able to apply the simulations to real world cases.”

“The students tell me they are using what they have learned [in the simulation activities] with their patients on the ward which is really helpful.”

Additionally, staff were asked to rate their self-efficacy regarding the use of simulation techniques at the project outset and again at completion. Whilst the self-efficacy data collected from staff did not allow a formal pre and post-implementation comparison to be made, there was a clear upward trend in both knowledge and confidence in regard to using SBE.
During the evaluation, three main categories of risk to the ongoing embedding of simulation into clinical placement experiences with entry-level students at Barwon Health were identified.
Indiscriminate use or running simulation ‘just for the sake of it’

Though well-intentioned, running simulation activities with a group of students without alignment to learning needs or placement objectives can fail to deliver a useful message. Worse still, such situations may breed ill-will or reluctance to engage in similar activities in the future. Nor is it appropriate to pull groups of healthcare students together for the sake of calling an activity ‘interprofessional’ if it does not aim to meet the learning objectives of each student. These factors were unexpectedly felt by students during two of the sessions delivered as part of this project:

· “It’s hard to participate with students with differing knowledge and experience.”

· “The exercise didn’t teach me any new information. It may have been beneficial in the first week, but not in week ten of placement.”

· “It affected my confidence as I’ve been doing great with my real patients. It made me feel stupid and incompetent.”
“I found the roles undefined and it would have been beneficial a bit earlier on.”

Lack of recurrent funding for staffing simulation programs
Ongoing funding is essential to provide staffing to deliver good quality SBE. Sustainability cannot be achieved by pulling clinical staff ‘off the floor’ to help run a simulation scenario – this approach would create a false economy. Being able to teach effectively using simulation is not a skill that can be picked up after just one observation or participation; it does not follow a ‘see one, do one, teach one’ method. These themes were highlighted in feedback from staff who attended both the NHET-Sim training and in-house Simulation Facilitator’s Workshop:

· “Before this I had no experience with SLE. I didn’t know what resources were available to Barwon Health staff for teaching. I understand that the debrief is critical to the experience. I don’t think I could do this by myself. I would need someone to guide me in SLE activities. I think there needs to be a coordinator for all the nursing sim activities to oversee/assist/guide/support us in planning and conducting these.”

· “The main barrier to offering simulated activities in the future is staffing. Staffing is needed to ensure adequate time for simulations and the debrief.”

“I sincerely hope that there will be ongoing support of this nature to support clinicians in developing this expertise and to ensure that the fantastic new resources are used appropriately.”

Resistance to the uptake of simulation as an educational tool

In a collaborative cross-organisational program, the delivery of new and novel learning activities requires education to, and buy-in from, staff at multiple levels. For some staff, efforts to buy-in to simulation and teach in ways that differ from traditional clinical placement models challenged their beliefs:
· “I feel this [simulation] isn’t for all undergraduate students. Being immersed within the clinical area, team, nurse/patient relationship is invaluable.”

· “I think the value [of simulation] depends on the length of the student’s placement. I feel they need to be at the bedside as much as possible. In saying this, I really do think there is a place for sim learning.”
“I would like to be a participant in a scenario at my level (or even a basic one) to really see the benefits.”

Ongoing dialogue with current workforce and education providers concerning the application of simulation during clinical placements with entry-level students is necessary. Engaging with the wider simulation community at state and national levels will support the continued growth and acceptance of simulation and capacity for workforce training at Barwon Health.
Future directions 

As mentioned previously, the Barwon Health Education and Training Unit submitted a proposal internally for funding of ‘Sims on the Run’. This proposal is based on a delivery model developed by Luke Wainwright and Jesse Spurr in Queensland at the Redcliffe Hospital Skills Development Centre. ‘Sims on the Run’ will deliver in situ immersive scenario-based simulation around management of the deteriorating patient across the acute, sub-acute, and aged care sites of the health service. It will strongly link to education features for many of the Standards set down in the NSQHS. 
Conclusion
The current project was able to build simulation activities into clinical placement time for entry-level nursing and allied health students on placement at Barwon Health over a six-month period. Collaboration with key education providers, clinical facilitators/educators and staff across multiple departments of the organisation was essential in meeting the aims of the project.

The methods used were successful in planning, developing and implementing face-to-face scenario-based simulation activities that were well-aligned to academic curricula and placement objectives, added value to the clinical placement, and were perceived to be a very positive learning experience. A wide variety of skills were reported as learning outcomes resulting from participation in the simulation activities. Educator expertise in the use of simulation was enhanced by targeting capability in the form of training opportunities and the creation of dedicated SLE resources (policies, guides, scenarios, etc.). Continuing to engage with the wider simulation community will assist the building of expertise within Barwon Health.
Several strategies have been introduced to continue the work that has been established in the current project under the auspice of the integrated Education and Training Unit, Barwon Health. Support for the continued growth and acceptance of simulation as a teaching method will build capacity for future workforce training at Barwon Health.
References

Health Workforce Australia (2010): Use of Simulated Learning Environments (SLE) in Professional Entry Level Curricula of selected professions in Australia. (Report prepared by Health Workforce Australia).

Department of Health (2011): Victorian Strategy for the Development of Simulation-Based Education and Training (2012 – 2015). (Report prepared by the Victorian Government, Department of Health).

Watson K, Wright A, Morris N, McMeeken J, Rivett D, Blackstock F, Jones A, Haines T, O’Connor V, Watson G, Peterson R, & Jull G (2012): Can simulation replace part of clinical time? Two parallel randomized controlled trials. Medical Education 46: 657-667.

Brown RA, Guinea S, Crookes PA, McAllister M, Levett-Jones T, Kelly M, Reid-Searle K, Churchouse C, Andersen P, Chong N & Smith A (2012): Clinical simulation in Australia and New Zealand: Through the lens of an advisory group. Collegian 19: 177-186.

Cook DA, Hatala R, Brydges R, Zendejas B, Szostek JH, Wang AT, Erwin PJ, & Hamstra SJ (2011): Technology-Enhanced Simulation for Health Professions Education. JAMA 306 (9): 978-988.

Gaba DM (2004): The future vision of simulation in health care. Quality and Safety in Health Care 13 (Suppl. 1): i2-10.

Ker J & Bradley P (2010): Simulation in medical education. In T Swanwick (Ed.) Understanding Medical Education: Evidence, Theory and Practice. (pp. 164-180). Oxford: Wiley-Blackwell. pp. 164-180.

Final report 





Simulated Learning Environments Program 





SLE EDUCATOR


MEDICINE 


1 FTE









Department of Health


_1440500131.pdf
Summary of simulation sessions developed

and delivered (January — June 2013)

Scenarios delivered to Nursing (Deakin University students)

Management of hypoglycaemic patient

Nasogastric tube insertion and enteral feeding

Wound assessment and management

Scenarios delivered to Midwifery (Deakin University students)

Newborn examination

Pain relief in labour

Breastfeeding

Ante-natal visit, including abdominal palpation

Caesarian admission, blood loss and escalation of care

Scenarios delivered tfo interprofessional groups — Allied Health and Nursing

(students from Deakin University, Charles Sturt University, Monash University and LaTrobe University)
Stroke patient — positioning, transfers, manual handling

Orthopaedic patient — non-weight-bearing lower limb #, discharge planning

Respiratory skills — oral and nasal airways insertion, suctioning

Deteriorating patient — post-operative hypotension, MET call

Aphasic patient — supported communication techniques in subacute care goal setting

Cognitively impaired patient — community health team visit for Parkinson’s disease client

Mobility patient — frail elderly # NOF, gait aid selection, falls risks, rehabilitation vs residential care
Cardiac monitored patient — client develops tachyarrhythmia whilst in bathroom; MET call

Day 1 post-operative patient — initial assessment, pain assessment and management

Family meeting — discuss rehab goals, barriers and safe discharge options with client’s next-of-kin

ey
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Respiratory: Adult and paediatric assessments including inhalation medications

Medication: IV medication preparation and administration; complex medication charts; trouble-shooting
Blood products: Anaemic and hypovolaemic, mildly symptomatic patient; checking and administering blood
Cardiac: Chest pain assessment and management, 12 lead ECG, medication administration
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