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Abstract

Introduction: Nurses in remote primary health care settings work in difficult
conditions, in isolated and disadvantaged communities, and often must work be-
yond their scope to provide advanced assessments and treatments to support the
community. Therefore, remote area nurses require support to develop their skills
and knowledge to work safely within their full scope of practice. Clinical super-
vision is widely used in health professions for this purpose; however, models of
supervision for nursing have not been implemented or evaluated within remote
primary health care settings.

Objective: The purpose of this study was to search the literature to source suit-
able clinical supervision models that could pertain to the remote area nursing
context.

Design: An initial search of the literature found no clinical supervision models
developed for remote or isolated practice nurses so a scoping review was con-
ducted searching for publications related to advanced practice generalist health
practitioners in primary health care, including practice nurses, nurse practition-
ers and general practitioners. This was seen as a suitable substitute because the
phenomena of interest were the model of supervision rather than the specific
skills or knowledge being developed.

Findings: The scoping review search yielded 251 articles from 5 journal data-
bases of which 11 articles met the inclusion criteria. Each clinical supervision
model was described and synthesised using qualitative description. The 11 mod-
els of clinical supervision had differing formats including; individual and group
clinical supervision, in-person, telephone, medical records review and video case
study.

Discussion: Whilst several models were described in the literature, none were
directly transferrable to the remote area context. The absence of supervision for
cultural safety was significant. There was a variety of modes including face-to-
face, virtual, individual and group proposed. Cultural considerations were lack-
ing in all of the models.
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1 | INTRODUCTION

Australia has a vast landmass of 7.6 million square kilo-
metres," with 1.9% of the population living in remote or
very remote areas which constitute approximately 85%
of the landmass.” Ninety-one per cent of Indigenous
Australians who live remotely recognise an area as their
homeland or traditional country.®> People residing in
remote Australia have increased health risks and mor-
tality and lower access to appropriate health care.? This
is common throughout the world in rural and remote
settings.*

‘Rural and remote’ are terms often used interchange-
ably; however, there are unique distinctions between them.
For example, remote communities in Australia are char-
acterised by significant cultural differences; they may be
highly mobile, live within a lower socioeconomic environ-
ment and with higher levels of unemployment than rural
communities. These isolated populations are physically
difficult to access and have a lower number of health and
social services, which mean there are greater challenges
to obtain health care.’ In terms of nursing care, the more
remote a nurse works the increased amount of generalism
and advanced practice is required for clients that have a
higher burden of disease.””” Remote area nurses (RANs)
are ‘a registered nurse/midwife whose scope of practice
encompasses broad aspects of Primary Health Care and
requires a generalist approach. The practice most often oc-
curs in an isolated or geographically remote location. The
RAN/M is responsible, in collaboration with others, for
the continuous, coordinated and comprehensive health
care for individuals and their community’.®

Whilst it is difficult to make comparisons between
what is considered remote, the Modified Monash Model
(MMM) in part does this. The MMM was developed to
distinctly classify areas according to their rurality and
remoteness for health professionals. A major city is clas-
sified as a 1, and a very remote setting is classified as a
7. For the purposes of this article, ‘remote’ encompasses
areas that are classified as 6 or 7 according to the MMM.

There is a need for health professionals including
nurses, midwives and doctors to be generalists when they

Conclusion: Our study recommends a hybrid clinical supervision model suitable
for consultation and validation through pilot testing with remote area nurses.
There is potential for this model to be used globally in isolated contexts due to the
option of virtual participation.

general practitioners, health resources, nursing education research, quality of health care,
scope of practice, scoping review

What is already known on this subject?

« Remote area nurses work in stressful conditions
in advanced practice roles for which there is lit-
tle preparation.

« Remote area nurses are generalists and require
clinical skills and knowledge across the lifespan
and across diverse population health needs.

« Remote area nurses require support in develop-
ing their confidence and competence in order
to practice safely.

What does this study add?

« This review identified several aspects of dif-
ferent models of clinical supervision that may
provide properties helpful in creating a specific
framework to support remote or isolated prac-
tice nurses.

« The proposed model is contextualised for the
isolated generalist practitioner by providing
face-to-face or virtual modes.

practice out of an urban setting due to lack of access to spe-
cialised care.’® Remote area nurses (RANs) have high lev-
els of role satisfaction due to the diversity in the breadth of
the role, including the need to be innovative in challeng-
ing circumstances.”'""'> RANs work similarly to general
practitioners and nurse practitioners in providing a range
of primary health care services."*'* Primary health care
is defined by the World Health Organisation as ‘a whole-
of-society approach to effectively organize and strengthen
national health systems to bring services for health and
wellbeing closer to communities. It has 3 components:
integrated health services to meet people’s health needs
throughout their lives, addressing the broader determi-
nants of health through multisectoral policy and action,
[and] empowering individuals, families and communities
to take charge of their own health’.!* RANSs provide a wide
variety of care for the whole of community, for all stages
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of life, work with other health professionals and special-
ists and are often the first and only health contact in a
remote community”'>'%; for example, they may drive the
ambulance, respond to in-hours and out-of-hours emer-
gency calls and provide pharmaceuticals,'>'° or they may
provide care for sexual health, aged persons, child health,
immunisations, pregnant women, wound care, chronic
diseases or palliative care.'”™ They also conduct broader
work in the community such as health promotion and
community development.”

The Australian Primary Health Care Nurses' Associa-
tion recommends that primary health care nurses should
work in and to the full breadth of their scope of prac-
tice."® Despite requiring the ability to work at an advanced
level, RANSs are not necessarily competent or confident in
providing advanced care.” Advanced practice nurses are
recognised as working in difficult roles that involve exper-
tise, critical thinking, independent practice and complex
decision-making.>*' RANs sometimes work beyond their
scope of practice because they are working alone or are re-
sponding to uncommon clinical presentations. Therefore,
RANSs practice autonomously at an advanced level often
without adequate oversight.*

Practicing at an advanced level without adequate train-
ing and support contributes to the finding that RANs have
a higher-than-average score for psychological distress.”
Besides safety concerns, poor management and work-
place staffing issues, other contributors to stress include
the responsibilities and expectations for the chronic high
workload and advanced practice role.”*** For example, the
expectation of RANS to undertake new generalist tasks for
which they have not developed the skills or confidence to
perform provokes anxiety.’

Studies indicate that when given the chance to de-
velop skills and knowledge in remote health practice
which are crucial for optimum patient care, individuals
report an increase in knowledge, confidence, competence
and preparedness to work in remote nursing settings."’
Therefore, to retain staff and increase job satisfaction, it
is recommended that nurses receive personal and profes-
sional support, for example, supervision with learning,
developing and applying new skills in the remote health
setting.24’25 Furthermore, the development of skills and
knowledge in generalist settings may assist in overcom-
ing issues related to working in a resource-poor environ-
ment.” It has been suggested that to assist RANs to work
within their scope, support and supervision are required
when transitioning from an acute care setting to the re-
mote health setting.”

Clinical supervision aims to improve quality, safety
and challenge standards of care*® and is not considered
performance management or managers providing direc-
tion.”” ‘Mentoring’ and ‘preceptorship’ are often used
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interchangeably for ‘clinical supervision’ in rural and re-
mote nursing practice.”® Whilst there are some similar-
ities,”” the functions of each are different. Precepting or
preceptorship involves a senior nurse directly supervising
ajunior or student nurse whilst performing clinical tasks™
to develop their confidence and competence in the role.”
Mentoring in nursing, similarly, is a planned pairing of a
more experienced person with a less experienced person;
it, however, has the attributes of role modelling, nurtur-
ing, friendship and regular meetings and persists over an
extended duration.’’

Falender and Shafranske®® provided a definition that
explains the purpose and rationale of clinical supervision
that would be suitable for RANs. They state that clinical
supervision is:

a distinct professional activity in which ed-
ucation and training aimed at developing
science-informed practice are facilitated
through a collaborative interpersonal process.
It involves observation, evaluation, feedback,
facilitation of supervisee self-assessment,
and acquisition of knowledge and skills by
instruction, modelling, and mutual problem-
solving. Building on the recognition of the
strengths and talents of the supervisee, super-
vision encourages self-efficacy. Supervision
ensures that [care] is conducted in a compe-
tent manner in which ethical standards, legal
prescriptions, and professional practices are
used to promote and protect the welfare of the
client, the profession, and society at 1arge.32

This study is focused on finding a model that facilitates the
development of the clinical skills needed for the generalist
role and the supervision required to determine whether a
nurse is competent and confident in particular knowledge
commonly required in the isolated practice setting such as
comprehensive patient assessment, cultural competence,
clinical reasoning and skills such as suturing and plaster-
ing, immunisation and a variety of other functions of the
primary health care role.

Literature suggests that nurses engaged in clinical su-
pervision feel well supported and provide higher quality
of care to patients than those not receiving clinical super-
vision.?®* This is particularly so for nurses who are de-
veloping their skills and knowledge in advanced practice
as clinical supervision results in greater clinical reasoning
and safer clinical practice.** Importantly, when nurses are
faced with stressful situations, it is recommended that
formal clinical supervision is employed to develop social
support, self-care and mechanisms of coping to combat
vicarious trauma.*
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McCullough et al's* theory ‘Making compromises to
provide PHC’ was developed due to the lack of under-
standing of the multifaceted role of RANS, and it provides
a substantive framework to guide the development of sup-
port, education and resource requirements in applying
primary health care in a remote setting. It describes four
foundations of RAN practice which are as follows: under-
standing the social world, the availability of resources,
clinical knowledge and skill, and shared understanding
and personal support. To address shortfalls in these areas,
the following is suggested: developing an understand-
ing of primary health care, growing the ability to work
in isolation, and with a generalist scope, and growing a
collegial network. Furthermore, the recently released,
National Rural and Remote Generalist Framework 2023-
2027 was developed in recognition of the unique context
and core capabilities that rural and remote nurses require.
It encompasses four domains, which are culturally safe
practice, critical analysis, relationships, partnerships and
collaboration, and capability for practice. The framework
is a guide for nurses to map their development, for edu-
cators to teach skills or develop curriculum and for gov-
ernment and non-government organisations to support
the rural and remote nursing workforce in its entirety. The
framework is not prescriptive in how this is performed.*’

Despite the benefits of clinical supervision noted by a
range of health professions, there appears to be a lack of
clinical supervision in the RAN field. A preliminary re-
view of the literature indicates clinical supervision has
been utilised in nursing in Australia within mental health
and aged health care settings,*® which are neither general-
ist nor primary health care nursing roles, and despite sev-
eral published articles recommending RANs undertake
clinical supervision,”***° no peer-reviewed articles could
be found regarding a framework on how to implement
clinical supervision in the remote context.

Addressing the knowledge gap related to clinical su-
pervision models in the remote nursing setting is likely to
provide a framework for implementation and evaluation
of clinical supervision and a related education program. It
is expected that clinical supervision may improve health
outcomes from remote communities and job satisfaction
for RANs due to improved clinical skill, knowledge and
support for RANs.

The research question that the scoping review sought to
answer was: What clinical supervision models are reported
in the literature that could be used for nurses working in
remote health practice? The research specifically aimed to
identify models of clinical supervision that could be used
by generalist health professionals in primary health care,
models that support a competency-based clinical supervi-
sion definition and models that could be appropriate for a
remote primary health care setting.

2 | MATERIALS AND METHODS

A scoping review is a method that is used to identify char-
acteristics or factors related to a concept® and has the
ability to sort through a breadth of methodologies and
analyses.*!

Therefore, a systematic approach was taken to search-
ing the literature to find as wide a range of clinical su-
pervision models as possible that may be relevant to the
remote setting. A systematic search was conducted using
the Preferred Reporting Items for Systematic Reviews
(PRISMA) to manage the large dataset of journal arti-
cles that currently exists for clinical supervision in health
care. A robust search criteria and inclusion and exclusion
framework ensured that applicable articles were narrowed
to be manageable for the short time frame of this project,
without excluding essential evidence. Figure 1 demon-
strates the PRISMA framework applied to this process.

The search strategy started with a selection of key-
words according to the PICO framework. A PICO protocol
is populated to frame the research question into search
terms for a review of literature. It includes population, in-
tervention, context and outcome.* Keywords were used
that were reflective of the research question, to yield accu-
rate data. These included ‘primary health care’ or ‘primary

c
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-u_g_l’ (n=19) mentorship or no model
described (n=8)
Y J
S . .
& Studies included in
§ review (n=11)

[

FIGURE 1 PRISMA process for scoping review.
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care’ AND ‘clinical supervision’ or ‘professional super-
vision’. The search strategy included the use of Boolean
operators (and, or). Extracted articles were managed in a
spreadsheet with the abstract recorded.

This search was undertaken using the electronic da-
tabases CINAHL, MEDLINE, Embase, Johanna Briggs
Institute and Web of Science as these databases were rec-
ommended by the institution librarian being the most
comprehensive databases for health sciences (L. Munro,
personal communication, 10 June 2022), with the most re-
cent data search undertaken April 2023.

Inclusion and exclusion criteria (as per Table 1) were
applied in order to focus the search results to contempo-
rary, peer-reviewed publications relevant to the setting.
Inclusion criteria included any papers written in English
that referred to and described a specific clinical supervi-
sion model. Studies that included nurse practitioners, gen-
eral practitioners and practice nurses were eligible as they
practice at an advanced generalist level in primary health
care settings, roles which have the greatest synergy with
RAN:S. Articles published in peer-reviewed journals were
included. Inclusion criteria required all articles to be spe-
cific to the primary health care setting. Articles published
between 1997 and 2022 were included. Articles for inclu-
sion were selected via a double screening method, which
involved two reviewers meeting to discuss the outcomes
of the search strategy to negotiate and nominate whether
articles were included.*

Exclusion criteria included any articles that examined
clinical supervision for undergraduate students or health
professionals who required direct constant supervision,
such as a physician's assistant. Health professionals who
did not work in a generalist capacity in primary health
care such as pharmacists, surgeons and mental health
nurses were excluded.

2.1 | Ethical considerations

Because scoping reviews are high-level documents that
have the ability to influence change, particularly with
patient outcomes, they need to be conducted in a trans-
parent and rigorous manner.*’ However, as this scoping

TABLE 1 Exclusion and inclusion )
. Exclusion
criteria.

Undergraduate student cohort

Nongeneralists: for example, pharmacists,

o National 3
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review is dealing with secondary data and not directly re-
cruiting participants, this is considered a negligible-risk
research project.** An ethics application was submitted
for the project, and it was deemed exempt from undergo-
ing approval by the research ethics review (Edith Cowan
University—03392). A data management plan was ac-
cepted by the organisation.

2.2 | Data analysis

Data analysis used a qualitative description approach.
This pragmatic methodological approach describes rich
data without overlaying deep interpretations to the data-
set as is found in thematic analysis.***" Analysis began
with the process of collating the selected research articles.
Each article was reviewed individually, and characteris-
tics were recorded in an extraction table created using the
attributes of clinical supervision as defined by Falender
and Shafranske® which included observation, evalua-
tion, feedback, facilitation, instruction, modelling, mutual
problem-solving and self-efficacy.

Further data extracted included information in regard
to the unique context in which RANs work, including
their requirement to work at an advanced level within
their scope of practice, generalism, and isolated location
and role conditions.

Data analysis continued by comparing and contrasting
descriptions of the clinical supervision models, this infor-
mation was interpreted through a lens of suitability to a
generalist primary health care professional and specifi-
cally, the RAN role. This perspective was grounded in Mc-
Cullough's theory and the personal experience of remote
nursing of the authors.

Of particular consideration was whether the model
supported the health practitioner to operate within their
scope of practice, and what logistical issues might be
an enabler or barrier to implementation. The team dis-
cussed and interpreted the potential suitability for the
remote context extensively and memos documented
these discussions for future reference. The results have
been reported here according to qualitative descriptive
methods.

Inclusion

Written in English

Referred to specific clinical supervision

surgeons, mental health nurses model

Role requiring direct constant supervision:

Primary health care specific

for example, physician's assistant

Published outside of last 25 years
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3 | RESULTS

A total of 11 articles met the inclusion criteria which de-
scribed a specific clinical supervision model.**™®

Within the 11 articles, six focused on general practi-
tioners, four focused on practice nurses, and there was
one article that focused on nurse practitioners.**% All
articles had a model that utilised a peer of the same pro-
fession for supervisor and supervisee; however, one of
the models made use of general practitioners for clinical
supervision of practice nurses. The clinical supervision
models and/or cohorts were located in rural and met-
ropolitan Australia, the United Kingdom and Denmark,
and the USA.*#8

Nine models provided initial training to supervisors,
ranging in length of time from 2 to 4 days.***

3.1 | Overview of clinical
supervision models

The 11 articles described eight different styles of a clinical
supervision model, which are summarised in Tables 2 and
3 below.

3.2 | Key attributes

Falender and Shafranske,*? attributes of; observation,
evaluation, feedback, facilitation, instruction, model-
ling, mutual problem-solving and self-efficacy formed the
framework for data analysis and are used for the presenta-
tion of findings below. Where a model has not explicitly
described an attribute, it has not been included in this
section.

3.2.1 | Observation

Variance in activities relating to observation was seen
across the models. Observation of the supervisee was
often performed apart or delayed from the patient
consultation situation. An attendance certificate with
reflection themes of the clinical supervision encoun-
ter was provided to supervisees in the NHS Direct tel-
ephone model,”® and case notes were observed in the
Random Case Analysis model to ascertain whether
there were gaps in knowledge.”® The Kalymnos model
provided a retrospective observation of a patient inter-
action.”® However, current direct observation of clini-
cal competency was rarely mentioned, except in the
case of the beta-LACTAM and Flags for Seeking Help

models, where in-person, in-consultation observation
was provided.””®

3.2.2 | Evaluation
Evaluation of the supervisee was conducted in several
ways within the Random Case Analysis, NHS Direct,
Kalymnos, Flags for Seeking Help and beta-LACTAM
models. As a snapshot in time in the Random Case
Analysis model, the supervisor considers whether the
intervention/s in the case notes were appropriate.53 Sim-
ilarly, the NHS Direct model includes the Johns model
of reflection, which incorporates analysis of the supervi-
see's experience.*® The Kalymnos model likewise utilises
self-evaluation following the group session to note their
feelings and which parts of the discussion were useful.”®
The Flags for Seeking Help model employed a dy-
namic evaluation process in which the supervisee
and supervisor negotiate statuses of ‘in-consultation’,
‘deferred-discussion’ and ‘discussion optional but al-
ways welcome’ with advancing levels of competence.’’
The beta-LACTAM model prompts evaluation of in-
consultation assessment and treatment by both giving
permission for the supervisor to ‘think aloud’ and ‘man-
age with’ the supervisee.*®

3.2.3 | Feedback

Feedback was only described in three models. The beta-
LACTAM model provided immediate, time-sensitive
feedback to supervisees whilst in-consultation to ensure
the supervisee was moving in the correct way forward.”®
Similarly, the Flags for Seeking Help model provided feed-
back in the form of a discussion after an initial supervision
session, where the pair would discuss the expectations
of the adaptable triggers for seeking help.”” The Trainee
& Supervisor Reflection, Feedback & Debriefing Guides
employed a method of mutual reflection on the clinical
supervision session to prompt and feed into a feedback
session.”*

In the Kalymnos model, feedback was given immedi-
ately postcase presentation in an indirect fashion to the
supervisor and group. However, it was performed retro-
spectively with the presentation of a video case of a previ-
ous consultation.>

In a broader sense, the NHS Direct model provides a
summary of themes recorded in the attendance certifi-
cate from the clinical supervision session.** More spe-
cific feedback is given when the Random Case Analysis
model analyses and feeds back on issues identified in
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TABLE 2 Summary of clinical supervision models.

NHS Direct
telephone

Clinical Nursing
Leadership
Learning and
Action Process

The Local Clinical
Supervision
Model for
Practice Nurses

Sheffield Health
Authority
Clinical
Supervision
Training
Programme

Ealing Primary
Care Trust
Supervision
Skills

Random Case
Analysis

Description of model

Nurses book a telephone meeting with a
supervisor who used scripted questions as
prompts and documented in a database
and then a certificate of attendance
provided with summary of themes and
space for reflections

Focused on supporting primary care nurses to
develop their leadership abilities.

Pilot program of clinical supervision run over
12months period, GPs were enlisted as
supervisors and lunchtime sessions were
held regularly for supervisors to review
progress and provide forum for discussion.
Stipulated only 3 h of clinical supervision
to be held within 12 months period.

Pilot program of clinical supervision run over
6 months period.

Narrative approach of supervision which
allowed supervisees to see issues with
a new perspective and encourage the
individual to develop their own solutions
without being provided with the answers.
Group met 6-8 weekly to discuss and
practice supervision.

Retrospective random audit of case notes.
Training for supervisors included
workshops and role-playing with mock
case notes.

Cohort

Primary care nurses,

practice nurses,
NHS Direct
nurses

Primary care nurses

Practice nurses

Practice nurses

Fourteen GPs and
one practice
nurse

General
practitioners

Underlying framework

Johns model of structured reflection, ‘conflict
management, ethical mapping, availability,
Heron's 6 categories, intervention analysis
and transactional analysis’ (Thompson &
Winter, 2003).

Executive co-coaching which ‘uses evidence-
based management and leadership
interventions in addition to perceiving
the client as a whole person with the sole
aim of promoting and enhancing effective
processes for learning, leading and living’
(Alleyne & Juma, 2007).

No detail provided

No detail provided

Three-day workshop to underpin clinical
governance in primary health care and
provide peer support

Aimed to identify and explore areas that the
supervisee does not realise is a gap in their
clinical knowledge. Two-day workshop for
supervisors initially.

case notes to account for any unconscious knowledge
gaps. This study also states that 15.8% of supervisors
contacted a patient or changed their care management
as a result of Random Case Analysis; however, it is not
mentioned whether the supervisee was included in
these transactions.>

3.2.4 | Facilitation

Facilitation was described in all of the models; however,
some models applied facilitation in a unique fashion.
For example, the Kalymnos model utilised the scripted
prompts, only allowing the group to speak amongst them-
selves therefore removing a top-down power dynamic.

The supervisor in this case facilitated the session by guid-
ing it, for example, deciding when reflections should cease
and interviewing the supervisee.” Both the Kalymnos and
Ealing Primary Care Trust Supervision Skills models ro-
tated facilitator roles so the entire group had an opportu-
nity to lead the process.’**

The RCA and NHS Direct models were heavily facili-
tated by the supervisor entirely guiding the process; how-
ever, the NHS Direct model was scripted with a database
capturing responses.”** In both the Flags for Seeking
Help and beta-LACTAM model, the supervisee was re-
sponsible for contacting and enabling the supervision ses-
sion. On the contrary, the supervisor facilitated at times,
when managing for, and agreeing on triggers with the
supervisee.””®
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TABLE 3 Continuation of summary of clinical supervision models.

beta-LACTAM

Flags for Seeking
Help

Trainee &
Supervisor
Reflection
Feedback &
Debriefing
Guides

Kalymnos

Guides to prompt questions to allow for reflection,

Description of model Cohort
Supervisor prepares setting prior to consultation, General
including physical settings and appointment practitioners

scheduling, and negotiates the requirements
of in-person support. Presents a supervision
framework with patient consultations in mind.

Nested under the beta-LACTAM model. Developed General

to trigger a response for style and timeliness

of supervision during supervisee patient
consultations. Specific scenarios developed
between supervisor and supervisee to illustrate
the urgency and best style of contact (e.g.
supervisor can be interrupted, or can discuss

practitioners

with supervisor via email following consult).

General
debrief and feedback, tailored for the supervisor practitioners
and the supervisee. Individuals are encouraged

to reflect individually and meet together to

discuss.

In a group, two individuals present a video-recorded General

patient consultation. Prompted by a script, the
group would discuss the case back and forth
using a method to open ‘windows’ throughout
the session. This format was developed and

practitioners

Underlying framework

WWW-Doc supervision model (Ingham,
2012) for teaching students ‘on the fly’.
Supervisory Styles (Brown et al., 2018)
incorporating ‘managing for’, ‘managing
through’ and ‘managing with’ a
supervisee when dealing with a patient.

beta-LACTAM

beta-LACTAM

The Inner Consultation (Neighbour, 2005)
& Pendleton et al. (2003). Window
supervision model (Coles, 1989).

trialled to embrace a nonjudgemental approach

to clinical supervision.

Critical A reflective model that enables critical
Companionship
Model

‘self-reflection’, and ‘critique’. These are

dialogue with supervisees. Processes involve
‘consciousness-raising’, ‘problematization’,

Nurse Critical Companionship Model Titchen
practitioners (2003)

correlated with ‘articulation of craft knowledge’,
‘observing, listening & questioning’, ‘feedback on
performance’, ‘high challenge support’ ‘critical

dialogue’ ‘role modelling’ and ‘using self’.

3.2.5 | Instruction

The use of instruction was absent from the majority of the
models; however, the beta-LACTAM model allowed the
supervisor to ‘manage through or with’, which provided
the level of direction.” The Flags for Seeking Help model
was also direct, in that instructions were provided from
the supervisor on when and how to seek assistance prior
to reaching autonomous practice.”’

3.2.6 | Modelling

Modelling also had low representation in the majority of
articles.**>® Modelling was inherent in Flags for Seeking
Help model as the supervisor and supervisee negotiated
and discussed how serious a trigger was and what the

appropriate response would be.”” The Kalymnos model
used role play during the case presentation by the group
members, to explore what the patient might be experienc-
ing, which also demonstrated another paradigm of the
clinical supervision process.™

The beta-LACTAM model provided three levels of
management postassessment of the situation and patient.
Importantly, if the supervisee is not ready in terms of con-
fidence or competence, the supervisor overtly manages
the care of the patient, giving the supervisee an opportu-
nity to learn from supervisor modelling.*®

3.2.7 | Mutual problem-solving

The beta-LACTAM model encompasses ‘managing
for’, ‘managing through’ and ‘managing with’, with
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the latter two being a collaborative approach to case
management.” In a similar vein, the Flags for Seek-
ing Help model is a collaborative approach in that the
in-consultation supervision approach is negotiated de-
pending on the acuity and severity of the case. In this
model, supervision can be undertaken via email, phone,
message or face-to-face; it can occur in or out of patient
hearing or deferred to between consultations, at the end
of the day, for a scheduled teaching session, or before
the next appointment.>’

The Kalymnos model on the contrary is less overt but
does involve input from multiple parties by involving a
whole of group discussion who consider a variety of op-
tions, with the supervisee responding to the pertinent
points at the summation of the interview.”> Similarly, the
Ealing Primary Care Trust Supervision Skills model pro-
vides a means by which the supervisor and supervisee
discussed a scenario, and a reflecting team listened and
watched the conversation. The supervisor or supervisee
could request ideas from the reflecting team whenever
weighing up a difficult element to the conversation.>

3.2.8 | Self-efficacy
Both the Kalymnos and Random Case Analysis models
retrospectively examine clinical cases, allowing for the
inherent autonomy of the generalist role.”*>> The NHS
Direct model also employs a retrospective approach; how-
ever, the reflection prompts direct the individual to how
they can move forward with the case/s utilising their own
problem-solving methods.*

Both the Flags for Seeking Help and beta-LACTAM
models employ real-time support as required and enable
the supervisee to build up self-efficacy. For example, the

o National °
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Flags for Seeking Help model enables autonomy with a
safety net of prenegotiated triggers for real-time support
and then subsequent negotiations follow after the con-
sultation.”” The beta-LACTAM model employs the final
stage of ‘managing’ to ‘managing with’ in which the su-
pervisor and supervisee discuss their clinical opinion as
equals.’®

A proposed model

This scoping review was performed to establish what
clinical supervision models currently exist for general-
ist health professionals working in remote locations,
and whilst the models had valuable components, there
was not a single model that was wholly appropriate for
nurses working in remote health practice. Therefore, the
synthesised data from these models were combined with
McCullough's theory as a framework to identify relevant
components and gaps for future development. We remind
readers of the theory components. The four key issues that
prevent the delivery of primary health care are identified
as follows: understanding the social world, availability of
resources, clinical skills and knowledge and shared un-
derstanding and personal support.

Table 4 presents the synthesis of clinical supervision
models from this scoping review. Of note are the elements
of resourcing, living and working within a different cul-
ture from their own, and the physical distance between
supervisor and supervisee that are not adequately ad-
dressed in existing models.

4 | DISCUSSION

The hybrid model proposed in this paper (Figure 2) goes
some way to developing a suitable model for remote and

TABLE 4 McCullough et al.'s (2020) theory ‘The Core Issue - Inability to provide PHC’ synthesised with clinical supervision models.

Integration of clinical supervision models in response to McCullough et al.'s (2020) theory: The core issue: Inability to provide PHC

Understanding the social Availability of resources

world
Further inquiry required 1,3,6,7,8,9
Clinical supervision model key
. NHS Direct telephone
. Clinical Nursing Leadership and Action Process
. The Local Clinical Supervision Model for Practice Nurses

—

. Ealing Primary Care Trust Supervision Skills

. Random Case Analysis

. Beta-LACTAM

. Flags for Seeking Help

. Trainee & Supervisor Reflection, Feedback & Debriefing Guides
. Kalymnos

. Critical Companionship Model

O 00 N O Lt A W N

—
= O

Clinical skills and knowledge

3,5,6,7,8,9,10, 11

Shared understanding and personal support

5 & 10 and further inquiry required

. Sheffield Health Authority Clinical Supervision Training Programme
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Clinical Supervision Hybrid Model for RANs

In-person support
« Supervisor is physically in-person to support supervisee.

Could be an intensive 1-2 week period or a local

employee

Initial 2 days supervisor spends with supervisee seeing

patients in primary health care setting educating and

gauging supervisee's competence and confidence.

« Using primary care manuals to guide patient
interactions, the duo negotiate what the ‘triggers’ are for
the supervisee to seek assistance for specific patient
interactions

* The supervisor and supervisee debrief after each day
using prompting questions

* The supervisor uses the Beta-LACTAM framework to
support the supervisee

In-person
support

On-demand distance support
« Immediate Support: video conference or triggers (Form
A) to discuss case and receive advice/information on
how to proceed
« Discussion within 1-2 days as prompted by supervisee:
a robust debrief about a clinical case that has a
reflective style

Pre-Supervisor Short
Course

Pre-Supervisee Short
Course

Group supervision sessions

* Rotating through participants, every session 2
supervisees bring a video consultation they conducted
with a patient

Via video conference the group watches the consultation
During the session the group and the supervisee is
prompted by the " style of r i This
means that the supervisee and group take turns
discussing the case with scripted prompting questions

Group
supervision
sessions

&

Case note checks
« The supervisor has access to electronic health records
that the supervisee has worked on
* The supervisor reviews at random 5 case notes a week
* The supervisor feeds back to the supervisee what they
did well and what they reccomend to improve their care

FIGURE 2 Clinical supervision hybrid model for remote area nurses.

isolated practice. The model should be considered in
light of the clinical practice needs of RANSs, and these
are outlined in the clinical procedures and guidelines
manuals available to guide most RAN practice. The
primary clinical care manuals which RANs use in the
remote primary health setting to guide them on assess-
ing, diagnosing and providing treatments, include dis-
pensing medication.> The Flags for Seeking Help model
links in well with these manuals because the supervisor
and supervisee could use the manual to discuss which
items the supervisee is not confident or competent in
performing, and how or when they might contact the
supervisor for guidance in these clinical encounters. In
relation to working towards autonomous practice, both
the Critical Companionship Matrix and Flags for Seek-
ing Help are geared towards developing competence in
a progressive manner with structured support for each
stage of learning and development.

The models interrogated in this scoping review did not
provide guidance for culturally safe interactions within
the supervisor or supervisee relationship, or with patients.
This is a fundamental component of the rural and remote
health framework and nursing standards of practice in
Australia;*” this element is particularly important as re-
mote and isolated communities have a high proportion of

First Nations residents.>* The Kalymnos model contained
elements of sensitivity to a supervisee's needs by provid-
ing a nonconfrontational framework, however, that was
in a Denmark community of GPs, which may not be gen-
eralisable to other settings. Further inquiry into clinical
supervision and cultural safety and capability would be of
benefit, particularly in relation to remote-dwelling Indig-
enous populations in Australia. It is possible that cultural
safety supervision could best be conducted by a member
of the local community who may not be another health
professional. This aspect requires further exploration.

Reflection featured heavily as an attribute in the ma-
jority of models; however, the Falender and Shafranske*
definition does not encompass reflection. The introduc-
tion of clinical supervision to nurses in the United King-
dom in 1993 had a large emphasis on the development
of reflective practice within clinical supervision, and the
definition utilising reflection set the standard for the de-
velopment throughout nursing practice.®® In this regard,
whilst it has not been formally recognised as a key attri-
bute within this project, it is likely to be inherent within
all developed models.

To ameliorate the long distances between remote com-
munities and lack of general practitioner onsite, the beta-
LACTAM and Flags for Seeking Help models could be
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applied in an intensive short period over 1-2 weeks within
an urban primary health care setting; or a clinical super-
visor could support the individual within the remote set-
ting. In lieu of, or in addition to this model, the supervisee
could attend clinical supervision sessions that are con-
ducted over video conferencing systems or telephone on a
regular basis. The case for telephone clinical supervision
that was instituted via NHS direct for primary care nurses,
practice nurses and NHS direct nurses was developed with
a prompting question sheet on a database for time-poor
nurses to fit into their busy schedule. Despite not being
formally evaluated, the authors believed a sign of the
system's success was that it was already being expanded
across the United Kingdom.”® The ability (or inability)
to access high-speed telehealth services via Internet was
not explored in this paper; however, this is an important
consideration in regard to the practicalities of performing
clinical supervision by distance, and further enquiry is re-
quired given the burgeoning availability of telehealth.®*

This desktop review and analysis has proposed a
model of clinical supervision that may suit isolated and
generalist practitioners. Combining elements of clinical
supervision models to the remote and generalist pri-
mary health care setting has resulted in a hybrid model
as seen in Figure 2. The hybrid model recommends ini-
tial short courses for the supervisor and supervisee, a
period of in-person supervision encompassing Flags for
Seeking Help, beta-LACTAM and Trainee & Supervisor
Reflection, Feedback & Debriefing Guides. When there
is physical distance between supervisor and supervisees,
the Kalymnos model could be utilised via video call with
a group and Random Case Analysis could be performed
via email, both conducted on a regular basis. The Flags
for Seeking Help could be incorporated with the remote
primary care manuals to formalise triggers for seeking
support, and methods of communication could be via
phone call, text messaging, video call or email. Finally,
telephone support similar to the NHS Direct telephone
service could be available to support individuals as re-
quired to reflect on practice and debrief. Using existing
models from a range of primary health care professions
is a strength of this study because the remote context
also means that a model may not be profession-specific.
The availability of other nurses may mean that the su-
pervision relationship may be interdisciplinary or may
include consumers for specific skills such as cultural
safety or community engagement.

4.1 | Recommendations

A hybrid model of clinical supervision for RANs is pro-
posed in Figure 2. This proposed new model needs

AJEH i TSR

validation and review by practitioners prior to pilot testing
and evaluation. Whilst the focus of this study is nurses,
we believe a clinical supervision model that is suitable for
the isolated context could be used for other health practi-
tioners such as medical and allied health and Aboriginal
health practitioners.

4.2 | Limitations

There were several limitations to this scoping review.
Grey literature such as industry policies and procedures,
editorials and opinion pieces, and government and in-
dustry reports were excluded due to access limitations;
however, they may have provided further examples of
clinical supervision models that are currently in place.
We anticipate that unpublished models of supervision
may come to light during development and testing of the
hybrid model with clinicians. Furthermore, like-for-like
comparisons of the different clinical supervision models
were not possible as some articles had more theoretical
background and very little in the way of an explanation
of the description of the model. Models were not evalu-
ated in a similar way or were not evaluated at all, so the
quality and effectiveness were not able to be assessed.
In addition, not very many clinical supervision models
demonstrated attributes such as instruction or assess-
ment, which are vital to conducting clinical supervision
with a ‘hands on’ competence perspective. Finally, and
perhaps most significantly, there were no studies that
provided guidance on supervision for culturally safe
interactions.

5 | CONCLUSIONS

Whilst there are no identified clinical supervision mod-
els for nurses who work in remote primary health care
settings, there are clinical supervision models developed
for generalist health professionals in primary health
care that could be further developed for remote or iso-
lated practice nurses. It is recommended that a hybrid
model of clinical supervision be validated, reviewed,
tested and evaluated.
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