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Comparison of three clinical facilitation models for midwifery students undertaking clinical 

placement in South Australia. 

Abstract 

Clinical placement is a core feature of Australian midwifery education programs, with clinical 

supervision acknowledged as a key component for student success. The aim of this study 

was to evaluate the clinical facilitation models in South Australia, specifically the quality of 

clinical supervision to facilitate learning, and key stakeholder satisfaction. A mixed method 

evaluation research design was used to compare three models of clinical facilitation for 

midwifery students undertaking clinical placement across five venues.    

Midwifery students (n=174), across two universities completed an anonymous e-survey 

utilising the validated Clinical Placement Experience Questionnaire.  Midwives (n=149) 

across five venues completed an anonymous purpose-designed questionnaire on their 

experience providing clinical supervision to midwifery students and Clinical Facilitators (n=8) 

representing three facilitation models completed a self-report e-diary for two weeks and 

engaged in a focus group. 

Few differences were identified between the quality of student support and learning 

opportunities.  Students in all models were well orientated and prepared for the clinical 

environment. Clinical Facilitators were supportive, educative and valuable for the students 

to achieve their learning objectives.  One significant difference was that facilitators 

employed in the ‘Shared’ model were more able to provide support to midwives supervising 

students and maintain good liaison with the universities.  
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Highlights 

• Clinical facilitation across all models  supports clinical supervision in midwifery 

education 

• Facilitation models which incorporates a focus on education and support for 

midwives working with students may improve clinical supervision 

• The ‘Shared’ clinical facilitation model which included a full facilitator, employed by 

the hospital  for both universities  represents a best practice model of facilitation 

 Key words:  

Midwifery students, Clinical Placement, Facilitation models, Clinical Supervision  

Introduction 

Midwifery is a practice-based discipline with a need for high quality clinical learning 

opportunities. Consequently, clinical placement is a core feature of midwifery education 

with clinical supervision acknowledged as a key component.  However, there is a concern 

across the midwifery profession as well as higher education providers with respect to the 

challenges of providing high quality learning opportunities for students in the clinical 

environment.  There have been a number of studies considering the needs of nursing 

students in clinical placement but there remains a paucity of research that specifically 

focuses on the needs of midwifery students in practice. 

Background 

In 2002, a number of universities across Australia implemented undergraduate Bachelor of 

Midwifery programs in which students could study midwifery without a nursing background.  

Concurrently, a National Review of Nursing and Midwifery Education was undertaken 
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providing substantial evidence for the program but highlighted potential challenges in 

providing quality student learning in the clinical environment (Leap et al., 2002).  This review 

recommended close collaboration between universities and industry, noting that while 

hospital education had been problematic, “health industry 'ownership' of midwifery 

education meant students achieved workforce and clinical competency requirements” (Leap 

et al., 2002, p. 10).  The need for appropriately trained Clinical Facilitators and preceptors for 

midwifery students was highlighted.  

More recently, literature acknowledges the need for optimised learning opportunities while 

on clinical placement, so that health care students can competently translate theory to 

practice (Henderson & Tyler, 2011; Roxburgh & Conlon, 2012).  Hall-Lord et al. (2013, p. 506) 

assert that “collaboration between universities and clinical placement has repeatedly been 

highlighted as a weak point” and describe this as a serious problem.  They advocate that this 

is due to supervision of students being the responsibility of the clinicians who are often 

overwhelmed with clinical care and “insufficiently prepared for the role and unaware of 

educational goals” (Hall-Lord et al., 2013, p. 507).  O’Brien et al. (2014, p. 20) described the 

clinical settings for students as “multifactorial, varied and complex.” Specifically, they 

identified that the clinician at the bedside was not necessarily equipped to teach students in 

regards to specific professional skills, such as reflective practice.  They also acknowledged 

there was limited support for these clinicians and that communication between industry and 

university was lacking.  They asserted that investing in appropriate clinical supervision, as 

well as training of clinicians that enhanced the teaching experience for both students and 

clinician was essential (Hall-Lord et al., 2013; O'Brien et al., 2014).   
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Over the last few years a renewed focus on clinical supervision for health care students 

resulted in a review of clinical supervision by Health Workforce Australia (HWA) (Siggins 

Miller Consultants, 2012).  This review and subsequent collaboration was extensive and 

recognised that quality clinical experience for students was one of the most difficult aspects 

facing health care education providers (Siggins Miller Consultants, 2012, p. 3).  The review 

underpinned the development of the National Clinical Supervision Support Framework 

(NCSSF) (Australia, 2011) with the aim to “promote high standards of clinical supervision, to 

expand capacity and to cultivate public trust in the education and training of health 

professionals” (Australia, 2011, p. 1).  Alongside this, HWA identified a need for innovative 

responses from universities and industry working together to ensure that the objectives of 

the strategic frameworks could be met.  

In late 2013, a South Australian working group was formed to propose a best practice clinical 

facilitation model for midwifery students, which would promote high quality clinical learning 

opportunities and could be shared amongst multiple education providers.  The working 

group consisted of stakeholders from universities, healthcare providers and government.  

The group identified a number of key challenges, including the midwifery program 

accreditation requirements (ANMAC, 2014) for midwifery students to undertake 50% of 

their program as clinical experience and to complete continuity of care experiences (COCE) 

outside of standard clinical placement. COCE require students to follow women through 

their pregnancy, labour birth and postnatal period.  These requirements have significant 

implications, as students depend on quality learning opportunities while in the clinical 

environment to prepare them for the real world of midwifery practice and graduate 

employment.  At a local level students have reported that clinical supervision and support of 

a facilitator significantly influenced their clinical placement experiences and subsequent 
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learning.  Specifically, student feedback suggested a lack of consistency across placement 

sites and personnel with regards to clinical facilitation and learning opportunities.  Given 

this, there was an identified need to evaluate the current South Australian clinical facilitation 

models for midwifery students.  These models include:  

a) Shared model in which a fulltime Clinical Facilitator is employed by one hospital and 

funded by both South Australian Universities.  This role involves working with staff 

and students from both universities to ensure that there is consistency and 

compliance with the university curriculums and learning objectives across the venue.  

b) Hospital Seconded model in which a midwife is seconded from their ongoing position 

within the hospital, and allocated shifts to undertake clinical facilitation dependant 

on student numbers.  

c) University Contracted model where individual universities contract a midwife on a 

casual basis to facilitate the students.  The midwife may or may not be concurrently 

employed at the venue they are facilitating. 

The aim of this study was to evaluate the three different clinical facilitation models, 

particularly in relation to the quality of the clinical placement and key stakeholder 

satisfaction.   

Method 

The project adopted a sequential mixed method evaluation research design, undertaken in 

three sequential phases (Miller & Fredericks, 2006).  Phase one included a self-report diary 

completed by clinical facilitators and different e-surveys for students and midwives 

respectively.  Phase two involved a focus group with Clinical Facilitators and phase three 
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provided opportunity for triangulation of data and review and recommendations by the 

reference group.  

The research team consisted of academic staff from both universities and a research 

assistant.  A reference group was also established reflecting the diversity of stakeholders. 

The participants were midwifery students studying at two universities in South Australia, 

Clinical Facilitators and midwives from across five hospital venues; three large tertiary public 

hospitals and two private hospitals, representing the three facilitation models. This paper 

reports phase one of the project. 

Phase one  

Clinical Facilitator self-reported diary: Clinical Facilitators representing the three models 

were asked to keep a self-report diary for a two week period, detailing their engagement 

and activities undertaken with students and midwives throughout the placement period.  

The self-report diary captured the day-to-day activities, mode of contact and time taken to 

facilitate midwifery students over a typical two-week period.  The data were then coded and 

analysed using the program IBM SPSS Statistics 21.  

Midwifery students e-survey: Students (n=298) that had completed a placement across one 

or more of the five hospital sites were emailed an information sheet and invited to complete 

an e-survey.  In total, 184 students completed the survey representing a 61.7% response 

rate. The e-survey was based on a version of the validated Clinical Placement Experience 

Questionnaire and administered using the ‘Survey Monkey’ software (McBurney, 2013).  It 

included demographic, open, closed and semi structured questions relating to the 

participant’s clinical experience, learning/teaching opportunities and overall satisfaction. The 

data were analysed using descriptive statistics and thematic analysis.  
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Midwives survey: Midwives who worked with students during the clinical placement period 

were also invited to undertake a purpose designed anonymous questionnaire.  This 

questionnaire was distributed electronically and in hard copy to midwives across the five 

hospital sites.  An information sheet was distributed to each hospital and the ward areas in 

which students were placed.  Hard copy questionnaires were collected by the unit manager 

or in a designated return box.  The questionnaire included demographic, open, closed and 

semi structured questions and sought feedback on the midwife experience in relation to 

clinical supervision and the role of the Clinical Facilitator.  It also sought to obtain feedback 

regarding midwives experiences of supervising students on placement and how clinical 

facilitation influenced this experience.  The data were analysed using descriptive statistics 

and thematic analysis. 

Ethics approval 

Ethics approval was gained from the SA Health Ethical and Scientific Review of low and 

negligible risk (LNR) committee (HREC/15/WCHN/93) and both University’ Human Research 

Ethics Committees (No. 0000034563).  Site specific approval was also gained from each 

hospital (SSA/15/SAC/379). 

Results 

Clinical Facilitator Activity Diary 

The diary was provided as an electronic spread sheet with predetermined activities for each 

Clinical Facilitator (n=8) to report contact with students, for each day across a two week 

period.  The activities included; contact with students, education of students, education of 

staff, debriefing students, undertaking student assessments and administration. Clinical 

Facilitators also provided a short description for each activity undertaken. Figure 1 captures 
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an overview of the mean percentage of time allocated to each activity over a two week 

period. 

The range of contact with students varied across clinical facilitation models; Clinical 

Facilitators in the Shared model were in contact with the students on average, ten times per 

fortnight.   As this model employs a full-time Clinical Facilitator students could be seen any 

day, whereas Clinical Facilitators in both the Contracted and Seconded models were in 

contact with students an average of seven times across the fortnight. 

Clinical Facilitators in all three models provided student education as part of their role but 

this varied significantly; the Seconded Clinical Facilitators identified the highest proportion of 

contact time (23.3%) providing direct education to students.  This was in comparison to the 

Shared and Contracted models that noted 15.9% and 3.6% of their time was dedicated to 

education, respectively.  Whereas Contracted Facilitators spent the majority of their time 

providing opportunities for students to debrief (36.7%).  In comparison, Clinical Facilitators 

in the Seconded model spent 11.2% of their time debriefing students and the Shared model 

Facilitators, 25.0%. Clinical Facilitators were also asked to identify the proportion of time 

utilised to educate midwives about working with students and to clarify the university’s 

requirements.  In the Shared model, Clinical Facilitators allocated 2.0% of their time to the 

education of midwifery staff, with Contracted Clinical Facilitators identifying this as 1.1% of 

their workload.  Notably, the Seconded model did not provide any education to midwives 

over this two week period.  The focus group undertaken in phase two provided insight into 

the variation across models of clinical facilitation.  Contracted facilitators acknowledged that 

the lack of clinical privileges impacted their ability to provide clinical education in the health 

care environment.  This raises the need for clarity regarding the Clinical Facilitator’s role and 
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highlights the difficulty for staff not employed or known at the hospital, to work alongside 

students and midwives in the clinical environment. 

Clinical Facilitators were asked to indicate the proportion of time spent on student clinical 

assessments.  Again this varied, with both the Seconded and Contracted models spending 

20.0% of their time on this activity, while the facilitator from the Shared model indicated this 

represented 13.4% of their time.  It is interesting to consider the relationship between staff 

education and the proportion of time given to undertaking student assessments.  Midwives 

working with students are expected to undertake clinical assessments whereas the Clinical 

Facilitator is primarily responsible for the completion of the final competency assessment for 

students.  It may be that the greater focus on educating staff may result in less need for the 

Clinical Facilitators to undertake clinical assessments.  When explored in the focus group, the 

Contracted Facilitators acknowledged that they undertook assessments under simulation 

more than they felt was appropriate, but that this was required due to midwives not 

completing the clinical assessments with students before the placement had finished. 

Interestingly, in the Seconded model, the Clinical Facilitators often worked in areas where 

the students were placed.  This created a means for the Clinical Facilitators to undertake 

these assessments but also blurred the boundaries of their roles as discussed in the focus 

group.  It might be that identifying the Clinical Facilitator as a resource to educate midwives 

working with the students could enhance midwives engagement with students particularly 

around clinical assessments.  

The diaries also captured the amount of time proportioned to administration activities.  

Clinical Facilitators in the Seconded model allocated the largest amount of their time to this 

activity at 37.3%, with those in the Shared model at 33.8% and the Contracted model the 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

10 

 

least, at 27.2%.  While this was unpacked a little in the focus group discussion, one 

administration activity that required a significant amount of time was managing rostering 

issues.  This raised questions around the administration requirements and whether there are 

solutions to streamline these activities. 

Student e-survey 

Students from both universities were invited to complete an e-survey which was completed 

by 174 midwifery students (71.3% and 28.7% respectively), representing a 58.4% overall 

response rate.   The majority of students (90.2%) reported they had undertaken a clinical 

placement in the past 8 weeks (Table 1).  

On analysis no statistical differences were seen between models for overall student 

experiences.  The majority of students in all models often felt welcome and valued and had 

positive learning experiences (Table 2).  They reported that all Clinical Facilitators often 

encouraged them to be independent and had appropriate regard for their well-being. 

Students from all three models also reported that orientation informed them of relevant 

workplace policies, procedures and education resources available to them and that the 

Clinical Facilitators appropriately challenged their thinking (Tables 2 and 3).  

Further, the majority of students reported that they felt supported and that Clinical 

Facilitators across all models chose appropriate settings for feedback, and assisted them to 

integrate theoretical knowledge and clinical skills consistent with their level of training 

(Table 3).  Regardless of model of clinical facilitation students often reported that caseload 

allocation facilitated the achievement of learning objectives, as did the variety of women 

they provided cared for in their caseload (Table 2).  Students also reported inter-professional 

learning opportunities were often available (Table 2).  Additionally, no difference was 
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observed between models of clinical facilitation when students were asked if they were 

satisfied with their learning (Table 2). 

There were several responses however, that indicated statistical significantly different 

results between models.  While the majority of students identified that Clinical Facilitators 

from all models were often effective in facilitating their learning and providing constructive 

and timely feedback, comparisons indicated that when the Clinical Facilitator was seen to be 

primarily responsible for providing the student’s learning experiences this was rated higher.  

This was particularly evident with the Contracted and Seconded models (Table 3).  

The majority of students from the Seconded (88.4%) and Contracted models (79.6%) 

reported they often were able to communicate with their Clinical Facilitators, compared to 

the Shared model (51.4%) (p=0001).  Additionally, more students in the Seconded and 

Contracted models reported that they identified the Clinical Facilitator as responsible for 

assisting them to achieve their individual learning objectives, compared to students in the 

Shared model (Table 3).  

While the majority of students from all models of facilitation reported that the clinical staff 

often understood their learning objectives, responses were more favourable from students 

from the Seconded model compared to either the Shared or Contracted models (Table 2).  

This was further supported by significantly more students in the seconded model expressing 

the communication between Clinical Facilitator and supervising midwife was often effective 

to support their learning (Table 3).  Despite this, the majority of students included in this 

study reported that they often had a clear understanding of the performance required to 

achieve their placement objectives regardless of the facilitation model (Table 2). 
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When students were asked about support with COCE, significant differences were seen 

between the Seconded model of clinical facilitation compared to the Shared and Contracted 

models.  Students reported the Clinical Facilitator in the later models were seldom available 

to discuss COCE (30.9% & 27.7%; respectively), compared to the Seconded model (7.0%; 

p=001).  Further to this, students facilitated under the Seconded model reported they would 

more often receive constructive feedback from their Clinical Facilitator relating to their COCE 

(Table 3). It is noteworthy that Clinical Facilitators are not employed to provide facilitation 

for COCE except for one of the private hospitals in the seconded model, which may have 

influenced this data.   

In addition to the quantitative data students were provided with an opportunity to make 

additional comments.  Only six (3.4%) students provided additional comments in their survey 

responses relating to their clinical experiences.  These comments pertained to increased 

rostering flexibility, facilitator availability, learning from facilitators, and facilitator support 

and debriefing.  Three students identified that they had no or minimal contact with their 

Clinical Facilitator during their placement with two stating they needed to advise the clinical 

facilitator(s) that they were on placement.  

Midwives questionnaire 

Midwives who worked with students during the clinical placement period were invited to 

undertake a questionnaire.  In total, 149 midwives responded to the survey.  No statistically 

significant differences were identified between the clinical facilitation models for 

respondents when years of registration, and area where supervision occurred were analysed 

(Table 4).  In all settings the majority of midwives had been registered for 10+ years and had 

worked with a student in the past eight weeks.  The majority of midwives felt very to 
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extremely confident in supervising students (88.1% Shared, 87.2% Contracted, Seconded 

81.0%) and assessing competency (85.7% Shared, 72.3% Contracted, Seconded 68.0%; 

p=0.179). 

When midwives were asked if they had attended a training session to supervise/work with 

students in the past 12 months, statistically more midwives working with Clinical Facilitators 

from the Shared model had completed training, compared to midwives working with Clinical 

Facilitators from the Seconded and Contracted models (Table 5).  In addition, midwives 

working with Clinical Facilitators in the Shared model were more likely to know who the 

Clinical Facilitator was, should they wish to provide feedback relating to the students' 

performance, compared to either of the other models (Table 5).  Further, when asked what 

the main challenges were with regards to supervising students, the only significant 

difference between models was knowledge of who to contact if the midwife would like the 

student to obtain further support.  Significantly more staff in the Shared model knew who to 

contact, (78.6% compared to 50% Contracted, 68.4% Seconded; p=0.02).  Despite this, in all 

three clinical facilitation models, the majority of midwives reported that they had not 

interacted, or had an opportunity to interact with the Clinical Facilitator when they had last 

supervised a student (Table 5).   

Although not statistically significant between models of clinical facilitation, the majority of 

midwives identified time to provide feedback, and time to debrief with the student as main 

challenges when supervising students (Table 6).  Also, 50% of staff from the Contracted 

model reported knowledge of what to expect of the student as a main challenge compared 

to 21.4% from the Shared model and 31% from the Seconded model.  Fewer midwives 
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reported challenges that included having the knowledge of appropriate resources to direct 

the student to, and teaching the student by the bed side (Table 6). 

Midwives survey qualitative data 

Midwives were also provided opportunity to make additional comments. Fifty-eight (37.6%) 

midwives included additional comments relating to challenges they experience whilst 

supervising students.  Challenges were related to five themes; student preparation, 

competence and engagement with clinical learning, time constraints, clarity of expectations, 

student assessment and feedback, and facilitator availability and interaction. 

A number of midwives expressed their concern regarding student’s preparation, 

competence, and engagement in clinical learning, particularly first year students;  

Students need to be better prepared for the busyness and responsibility of midwives 

most times and to take a few directions from the midwife appropriately. Some 

students don’t come with specific objectives they expect to just follow and observe! 

A reoccurring theme from midwives was time constraints related to their busy clinical 

workloads and the impact on time to teach, assess and support midwifery students on 

placement;  

Always so busy and do feel some resentment due to extra teaching load. 

…if we are extremely busy how we interact, supervise and educate is compromised 

A lack of clarity around students learning needs, their allowed scope of practice and the 

universities expectations was raised as a concern by a number of midwives, including 

Interpretation of the feedback form; is sometimes difficult to know what the 

expected requirement/standards are for the student. 
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Responding midwives also identified that providing feedback to students or completing their 

placement assessments was challenging and desired more support from facilitators  

I find it difficult to give constructive feedback if a student is struggling. 

Sometimes would like to speak to the facilitator. 

Expectation of providing detailed assessment when we often only work one 

shift with a student. 

Midwives expressed different experiences and concerns relating to Clinical Facilitator 

availability and engagement with students and colleagues, with comments including; 

The clinical facilitator is always approachable for any questions/feedback/anything 

that involves the students. 

I realise that the facilitators have other employment that means that they have 

limited exposure to their students, but could their attendance to students at 

placement be more structured? i.e. attendance between 1-3pm when there are 

double staff to allow more interaction. 

Discussion 

This study was undertaken to compare three clinical facilitation models for Midwifery 

students in SA.  It was evident from all perspectives that the clinical facilitation provided to 

midwifery students, across the three models was of high quality.  Students identified that in 

general, facilitation ensured that they were orientated and prepared for the clinical 

environment and that the Clinical Facilitators were supportive, educative and valuable for 

their clinical learning experience and assisted them to meet their learning objectives. 
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There were several key differences within each model with strengths and challenges 

identified. Facilitators in the contracted model focussed their activities on support and 

debriefing with students.  This aspect of facilitation was highly valued by students and it was 

evident that this contributed to a positive experience.  Interestingly, many of the facilitators 

in the Contracted model also worked at the University(s).  This afforded them a deeper 

understanding of the student’s learning needs as they had often worked with students while 

learning skills and practicing under simulation.  However, Contracted Facilitators who were 

not employed by the hospital where they facilitated could not directly supervise or assess 

the students whilst undertaking clinical midwifery care.  Conversely, Clinical Facilitators who 

were also employed by the hospital, (seconded and shared models) could work closely with 

students in practice.   Interestingly, a high proportion of midwives who completed the survey 

identified limited knowledge of what to expect of the student while they directly supervised 

them on placement and therefore they relied on Clinical Facilitators for this guidance.  A 

combination of midwives who understand the university requirements and education 

pedagogy, as well as being known or employed by the hospital would be optimal to support 

midwives working with students and could also harness stronger partnerships between 

University and maternity care providers.  The impact of a lack of collaboration and well 

defined communications strategies between education and placement providers is well 

documented (Andrews & Ford, 2013; Taylor, Brammer, Cameron, & Perrin, 2014).  The 

Review of Australian Government Health Workforce (Australian Government, 2013) 

recommended that “collaboration between organisations involved in health education 

programs needs to be mandated as part of core program delivery” (Australian Government, 

2013).  Therefore, utilising the Clinical Facilitator more fully as a connection between the 

education and health care providers should be explored further.  



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

17 

 

The findings also indicate that both the Contracted and Seconded facilitators were more 

likely to directly assist students to meet their learning objectives when compared to the 

Shared model.  This may be explained by the Shared facilitator’s focus on educating and 

supporting midwives to take responsibility for creating student learning opportunities, 

rather than students having to rely on the limited time (maximum of three hours per student 

per week in South Australia) spent with the Clinical Facilitator.  Notably, no differences were 

seen between models of facilitation for students being able to achieve their learning 

objectives and obtain positive learning experiences.  Nevertheless, these findings suggest 

that if the Clinical Facilitator is able to support midwives working with students, learning 

objectives can be achieved through clinical experiences rather than via simulated activities 

facilitated by the Clinical Facilitator.  It has been suggested that enabling students to seek 

support from the clinicians they work with builds resilience (Cloete, 2015).  In a study which 

examined the relationship between clinical facilitation and resilience it was evident that a 

positive relationship between Clinical Facilitators and students provided support and 

encouragement. However, it was also observed that where students were less dependent on 

the Clinical Facilitator, they were required to problem solve and be self-reliant.  The study 

concluded that there is a need to find a balance between student support and the 

facilitation of independent learning (Cloete, 2015).  

Consistency in experiences for students is imperative yet study’s report that the quality of 

the clinical experience can be dependent of the clinician providing direct care (Hall-Lord et 

al., 2013; Taylor et al., 2014).  One aspect of the Clinical Facilitator role that could be more 

fully developed is to provide regular education to midwives so that student needs and 

expectations for learning are understood.  This would also provide support for the midwives 

in an environment which is demanding and is not always conducive to educating 
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students(Hall-Lord et al., 2013; Sanderson & Lea, 2012).  Most contemporary literature cites 

lack of time and busy schedules as a barrier for clinicians in providing student supervision 

and learning opportunities in practice (Hall-Lord et al., 2013).  Facilitating support and 

exploring ways that assist midwives in their supervision role is important. This concept has 

been explored in a number of Australian studies. One study undertaken in Queensland 

piloted a Staff Support Facilitator, who was employed as a ‘clinical coach,’ their role was to 

‘empower’ both staff and students (Taylor et al., 2014, p. 4). The outcomes of this approach 

was stronger collaborative partnerships with improved communication between placement 

and education providers and a greater preparedness and capacity of staff to provide positive 

learning experiences for students (Taylor et al., 2014).  Further, in a recent exploration of 

clinical facilitators needs in Tasmania it was recommended that a ‘lead’ facilitator position 

should be embedded in the supervision provided to students.  They identified that this 

supported a positive culture in the clinical environment (Andrews & Ford, 2013).  Another 

study reviewed the role of a Supervisor of Clinical Education and concluded that support and 

education of clinicians to optimise student learning in practice was imperative but noted 

that further work was needed to enable this to be done effectively (Henderson & Tyler, 

2011).  In this study providing education and support to midwives was more challenging for 

the Seconded and Contracted Clinical Facilitators whereas, midwives at the hospital with the 

Shared model were more likely to have attended an education session in working with 

students in the past 12 months. 

A further point of difference between models of clinical facilitation in this study was the 

midwives’ knowledge of how to contact the Clinical Facilitator to provide feedback relating 

to the students' performance.  This may be significant as early identification of students who 

require additional support is crucial to ensure students are provided opportunities to 
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address deficits, gain appropriate remediation, or debrief after involvement in a complex 

situation.  Midwives working with Clinical Facilitators in the Shared model were more likely 

to know how to refer students. 

The National Clinical Supervision Competency resource developed by HWA describes three 

levels of supervision.  The advanced level of supervision included behaviours that facilitate 

learning for students through leadership and coordination of education (Health Workforce 

Australia, 2014).  Employing a Clinical Facilitator at this level could provide support for 

midwives to understand experiential learning and how to best provide clinical supervision.  

Providing the advanced level Clinical Facilitator with resources to educate and support 

midwives would be required, as well as ensuring the facilitator is able to access the 

appropriate professional development to prepare them for this role (Andrews & Ford, 2013).  

This aspect is important, in a study undertaken in Queensland clinical facilitators were asked 

to identify what they perceived as best practice clinical facilitation.  One significant finding 

was a need for well-structured educational training and support for the clinical facilitators as 

well as opportunities to be mentored themselves.  They also recognised the value of 

networking with academic staff and being invited to participate within the university 

(Needham, McMurray, & Shaban, 2016).  Given this, the Shared facilitation model lends 

itself to address these concerns, particularly in larger organisations where a Clinical 

Facilitator could be employed as a Coordinator to provide leadership through close 

collaboration with the education provider. 

Conclusion 

In conclusion, it is evident that all three models provide positive clinical facilitation, however 

there is potential to harness the value of clinical facilitation to improve clinical supervision in 
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midwifery education.  Furthermore, the opportunity to more effectively equip midwives to 

work with students in the clinical environment could optimise learning opportunities and 

outcomes.  In turn, this would enable the student to work to their full scope of practice and 

contribute positively to the busy clinical environment.  This study highlights that the Shared 

clinical facilitation model lends itself to this aim more readily than the other models 

examined and may, with ongoing focus and development represent a best practice model of 

facilitation.  
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Figure 1. Clinical facilitation activities over two weeks (% of time) 

 

 

Table 1. Student’s year in program and placement focus 

 Shared 

n=77 

Contracted 

n=50 

Seconded 

n=47 

p 

Attended placement within 

past 8wks 

74 (96.1) 43 (86.0) 40 (85.1) 0.07 

Years of study (%) 

1st year 

2nd year 

3rd year 

RN entry 

 

32 (41.6) 

22 (28.6) 

19 (24.7) 

4 (5.2) 

 

22 (44.0) 

11 (22.0) 

13 (26.0) 

4 (8.0) 

 

19 (40.4) 

15 (31.9) 

11 (23.4) 

2 (4.3) 

0.94 

Area/s student attended     

ANG 

Outpatients/ clinic 

MGP 

Intrapartum 

Nursery 

Postnatal 

Domiciliary/Community 

16 

10 

2 

14 

10 

20 

5 

4 

1 

1 

15 

2 

23 

3 

6 

0 

3 

13 

7 

13 

11 

n/a 
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Table 2. Student Survey: Clinical Experiences 

 Shared Contracted Seconded p 

 Seldom Half Often Seldom Half Often Seldom Half Often  

I felt welcome 1/74 (1.4) 10/74 (13.5) 63/74 (85.1) 0/49 (0.0) 8/49 (16.3) 41/49 (83.7) 2/43 (4.7) 3/43 (7.0) 38/43 (88.4) 0.329 

I felt valued in the learning 

environment. 

3/74 (4.2) 16/74 (21.1) 55/74 (74.6) 0/49 (0.0) 11/49 (22.4) 38/49(77.6) 2/43 (4.7) 10/43 (23.3) 31/43 (72.1) 0.689 

I had positive learning experiences 1/73 (1.4) 10/73 (13.7) 62/73 (84.9) 0/49 (0.0) 10/49 (20.4) 39/49 (79.6) 1/43 (2.3) 6/43 (14.0) 36/43 (83.7) 0.715 

There was appropriate regard for my 

well-being 

2/74 (2.7) 11/74 (14.9) 61/74 (82.4) 1/48 (2.1) 2/48 (4.2) 45/48 (93.8) 1/42 (2.3) 1/42 (2.3) 40/42 (95.3) 0.130 

I had a clear understanding of the 

performance requirements to 

achieve the placement objectives. 

1/73 (1.4) 8/73 (11.0) 64/73 (87.7) 1/48 (2.1) 4/48 (8.3) 43/48 (89.6) 1/42 (2.4) 3/42 (7.1) 38/42 (90.5) 0.954 

The clinical staff understood my 

learning objectives 

14/73 (19.2) 20/73 (27.4) 39/73 (53.4) 3/46 (6.5) 18/46 (39.1) 25/46 (54.3) 2/42 (4.8) 9/42 (21.4) 31/42 (73.8) 0.028 

I could access online resources. 8/73 (11.0) 14/73 (19.2) 51/73 (69.9) 4/41 (8.7) 9/41 (19.6) 33/41 (71.7) 5/41 (12.2) 7/12 (17.1) 29/41 (70.7) 0.985 

I was able to integrate theoretical 

knowledge and clinical skills 

2/73 (2.7) 5/73 (6.8) 66/73 (90.4) 0/46 (0.0) 3/46 (6.5) 43/46 (93.5) 0/42 (0.0) 3/42 (7.1) 39/42 (92.9) 0.652 

The skills I used were consistent with 

my level of training 

2/73 (2.7) 4/73 (5.5) 67/73 (91.8) 0/46 (0.0) 4/46 (8.7) 42/46 (91.3) 0/42 (0.0) 1/42 (2.4) 41/42 (97.6) 0.392 

I had a caseload/allocation that 

facilitated the achievement of my 

learning objectives 

4/72 (5.6) 18/72 (25.0) 50/72 (69.4) 4/46 (8.7) 8/46 (17.4) 34/46 (73.9) 2/43 (4.8) 4/43 (9.5) 36/43 (85.7) 0.283 

The variety of women I cared for in 

my caseload/allocation assisted me 

to achieve my learning objectives 

7/72 (9.7) 9/72 (12.5) 56/72 (77.8) 4/46 (8.7) 2/46 (4.3) 40/46 (87.0) 1/42 (2.3) 7/42 (16.3) 34/42 (81.4) 0.243 

Inter-professional learning 

opportunities were available 

7/72 (9.7) 16/72 (22.2) 49/72 (68.1) 4/47 (8.9) 6/47 (13.3) 35/47 (77.8) 3/42 (7.1) 6/42 (14.3) 33/42 (78.6) 0.672 

I was able to learn 1/72 (1.4) 0/72 (0.0) 71/72 (98.6) 0/44 (0.0) 4/44 (9.1) 40/44 (90.9) 1/41 (2.4) 0/41 (0.0) 40/41 (97.6) 0.022 

I observed good role models for my 

future practice 

1/72 (1.4) 13/72 (18.1) 58/72 (80.6) 0/44 (0.0) 4/44 (9.1) 40/44 (90.9) 0/41 (0.0) 1/41 (2.4) 40/42 (97.6) 0.093 

The balance between supervised and 

independent practice was 

appropriate for my level. 

2/72 (2.8) 4/72 (5.6) 66/72 (91.7) 0/44 (0.0) 6/44 (13.6) 38/44 (86.4) 0/41 (0.0) 3/41 (7.3) 38/41 (92.7) 0.320 

I was satisfied with my learning 1/72 (1.4) 6/72 (8.3) 65/72 (90.3) 2/44 (4.5) 4/44 (9.1) 38/44 (86.4) 0/41 (0.0) 3/41 (7.3) 39/41 (92.7) 0.616 
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Table 3. Student Survey: Model of Clinical Facilitation 

 Shared 

n=74 

Contracted 

n=52 

Seconded 

n=48 

p 

 Seldom Half Often Seldom Half Often Seldom Half Often  
I was able to communicate with my Clinical 

Facilitator 

6/74 (8.1) 30/74 (40.5) 38/74(51.4) 3/49 (6.1) 7/49 (14.3) 39/49 (79.6) 2/43 (4.7) 3/43 (7.0) 38/43 (88.4) 0.000 

My Clinical Facilitator encouraged me to be 

independent 

4/74 (5.4) 8/74 (10.8) 62/74 (83.8) 2/49 (4.1) 1/49 (2.0) 46/49 (93.9) 0/43 (0.0) 3/43 (7.0) 40/43 (93.0) 0.213 

My Clinical Facilitator was ready for my 

placement 

4/73 (5.5) 6/73 (8.2) 63/73 (86.3) 3/48 (6.3) 3/48 (6.3) 42/48 (87.5) 0/43 (0.0) 1/43 (2.3) 42/43 (97.7) 0.343 

My Clinical Facilitator appropriately 

challenged my thinking 

7/73 (9.6) 6/73 (8.2) 60/73 (82.2) 5/48 (10.4) 5/48 (10.4) 38/48 (79.2) 1/43 (2.3) 3/43 (7.0) 39/43 (90.7) 0.549 

Orientation informed me about relevant 

workplace policies and procedures 

10/73 (13.7) 12/73 (16.4) 51/73 (69.9) 5/46 (10.9) 11/46 (23.9) 30/46 (69.9) 3/42 (7.1) 2/42 (4.8) 37/42 (88.1) 0.089 

My Clinical Facilitator assisted me to achieve 

my individual learning objectives 

13/73 (17.8) 23/73 (31.5) 37/73 (50.7) 6/46 (13.0) 3/46 (6.5) 37/46 (80.4) 2/42 (4.8) 3/42 (7.1) 37/42 (88.1) 0.000 

Communication between the Clinical 

Facilitator and my supervising midwives was 

effective to support my learning 

25/73 (34.2) 21/73 (28.8) 27/73 (37.0) 9/46 (19.6) 10/46 (21.7) 27/46 (58.7) 3/42 (7.1) 3/42 (7.1) 36/42 (85.7) 0.000 

Communication between the Clinical 

Facilitator and my University was effective to 

support my learning 

16/72 (22.2) 15/72 (20.8) 41/72 (56.9) 5/46 (10.9) 6/46 (13.0) 35/46 (76.1) 0/42 (0.0) 10/42 (23.8) 32/42 (76.2) 0.008 

My Clinical Facilitator chose an appropriate 

setting for feedback 

3/73 (4.1) 8/73 (11.0) 62/73 (84.9) 2/45 (4.4) 4/45 (8.9) 39/45 (86.7) 1/42 (2.4) 0/42 (0.0) 41/42 (97.6) 0.264 

I felt well supported by my Clinical Facilitator 8/72 (11.1) 14/72 (19.4) 50/72 (69.4) 4/46 (8.7) 5/46 (10.9) 37/46 (80.4) 1/42 (2.4) 2/42 (4.8) 39/42 (92.9) 0.061 

My Clinical Facilitator was available to 

discuss any issues or concerns I had related 

to COCEs 

23/71 (32.4) 14/71 (19.7) 34/71 (47.9) 11/45 (24.4) 3/45 (6.7) 31/45 (68.9) 3/42 (7.1) 2/42 (4.8) 37/42 (88.1) 0.000 

I received constructive feedback from my 

Clinical Facilitator related to my COCE 

midwifery practice 

27/71 (38.0) 15/71 (21.1) 29/71 (40.8) 12/45 (26.7) 1/45 (2.2) 32/45 (71.1) 5/43 (11.9) 5/43 (11.9) 32/43 (76.2) 0.000 

Inter-professional learning opportunities 

were available 

7/72 (9.7) 16/72 (22.2) 49/72 (68.1) 4/45 (8.9) 6/45 (13.3) 35/45 (77.8) 3/42 (7.1) 6/42 (14.3) 33/42 (78.6) 0.672 

My Clinical Facilitator was an effective 

facilitator of my learning. 

10/72 (13.9) 14/72(19.4) 46/72 (66.7) 7/44 (15.9) 2/44 (4.5) 35/44 (79.5) 1/41 (2.4) 2/41 (4.9) 38/41 (92.7) 0.008 

I received constructive feedback from my 

Clinical Facilitator 

7/72 (9.7) 18/72 (25.0) 47/72 (65.3) 2/44 (4.5) 7/44 (15.9) 35/44 (79.5) 2/41 (4.9) 2/41 (4.9) 38/41 (90.2) 0.043 
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I received timely feedback from my Clinical 

Facilitator 

8/72 (11.1) 20/72 (27.8) 44/72 (61.1) 2/44 (4.5) 6/44 (13.6) 36/44 (81.8) 1/41 (2.4) 2/41 (4.9) 38/41 (92.9) 0.004 

The feedback I received from my Clinical 

Facilitator facilitated my learning 

8/72 (11.1) 20/72 (27.8) 44/72 (61.1) 4/464(9.1) 4/44 (9.1) 36/44 (81.8) 1/41 (2.4) 2/41 (4.9) 38/41 (92.7) 0.002 
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Table 4. Midwife years of registration and area of work 

 Shared 

n=42 

Contracted 

n=48 

Seconded 

n=59 

p 

Provided supervision in past 8wks 40/42 

(95.2) 

46/48 

(95.8) 

55/59 (93.2) 
 

Years of registration (%) 

1-3 years 

4-6 years 

7-10 years 

10+ years 

 

6/42 (14.3) 

3/42 (7.1) 

7/42 (16.7) 

26/42 

(61.9) 

 

11/48 

(22.9) 

5/48 (10.4) 

4/48 (8.3) 

28/48 (58.3 

 

8/59 (13.6) 

3/59 (5.1) 

8/59 (13.6) 

40/59 (67.8) 

0.639 

Area/s student was supervised     

ANG 

Outpatients/ clinic 

MGP 

Intrapartum 

Nursery 

Postnatal 

Domiciliary/Community 

12 

6 

3 

20 

0 

3 

2 

12 

10 

2 

17 

0 

21 

1 

6 

5 

13 

22 

6 

14 

1 

n/a 

 

Table 5. Midwives knowledge and interaction with Clinical Facilitators 

Percentage (%) Shared 

n=42 

Contracted 

n=48 

Seconded 

n=59 

p 

Attended supervision/working with 

students training in past 12 months 

13/42 (31.0) 2/47 (4.3) 3/59 (5.1) 0.0001 

Knew how to contact the C/F 38/42 (90.5) 23/47 (48.9) 42/59 (71.2) 0.0001 

Interacted with the C/F when 

supervising 

19/42 (45.2) 16/48 (33.3) 23/59 (39.0) 0.51 

Opportunity to discuss student 

performance with the C/F 

18/42 (42.9) 19/48 (39.6) 25/59 (42.4) 0.94 

 

Table 6. Midwives main challenges whilst providing supervision to students 

 Shared  

n=42 

Contracted 

n=48 

Seconded 

n=59 

p 

Time to provide feedback  27/42 (64.3) 26/47 (55.3) 40/57 (70.2) 0.29 

Time to debrief with the student  27/41 (65.9) 31/47 (66.0) 36/56 (64.3) 0.98 

Knowledge of appropriate 

resources to direct the student to  

8/42 (19.0) 14/46 (30.4) 11/57 (19.3) 0.32 

Knowledge of who to contact if you 

would like the student to obtain 

further support  

9/42 (21.4) 23/46 (50.0) 18/57 (31.6) 0.02 
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Knowledge of what to expect of 

the student  

19/42 (45.2) 26/47 (55.3) 29/58 (50.0) 0.64 

Teaching the student by the bed 

side  

11/42 (26.2) 9/46 (19.6) 9/49 (16.1) 0.46 
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