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weekday.  As hospitals are complex systems, this fi
be attributable to one factor, but the effectivene
supervision is likely to be a contributing factor
perfect human performance in a complex system lik
without providing appropriate support, is to expect
beyond human capability.4,5 There is evidence tha
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ABSTRACT

• Clinical supervision is a vital part of postgraduate medical 
education. Without it, trainees may not learn effectively from 
their experiences; this may lead to acceptance by registrars 
and junior doctors of lower standards of care.

• Currently, supervision is provided by consultants to registrars 
and junior doctors, and by registrars to junior doctors.

• Evidence suggests that the clinical supervision provided to 
postgraduate doctors is inadequate.

• Registrars and juniors doctors have the right to expect 
supervision in the workplace.

• Impediments to the provision of clinical supervision include 
competing demands of hospital service provision on trainees 
and supervisors, lack of clarity of job descriptions, private 
versus public commitments of supervisors and lack of interest.

• Supervisors should be trained in the process of supervision 
and provided with the time and resources to conduct it. Those 
being supervised should be provided with clear expectations 
of the process.

• We need to create and develop systems, environments and 
cultures that support high standards of conduct and effective 
clinical supervision. These systems must ensure the right to 
supervision, feedback, support, decent working conditions 
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and respect for both trainees and their supervisors.

For editorial comment, see page 196
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 veys in the United Kingdom have found that clinical

pervision is inadequate,1 and the situation is almost
rtainly similar in Australia. A resident medical officer at our

hospital recently asked why, after hours, the most inexperienced
doctor in the hospital was called first to review a sick patient. He
opined that he did not have the experience, applied knowledge or
skills to appropriately identify and assess critically ill patients.

Unfortunately, this may be a common scenario in Australian
hospitals. For example, although most universities include
exposure to intensive care medicine in their curricula, in a recent
survey of intensive care trainees, only 19% recalled their first
intensive care unit exposure being at undergraduate level.2

Indeed, 23% had no exposure until registrar level.2

Patients with serious medical conditions are more likely to die
in hospital if they are admitted on a weekend compared with a
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has a positive effect on patient outcome, and that lack of
supervision is harmful for patients.1 Hence, inadequate training
and supervision can be contributing factors to serious adverse
events. Most doctors can recall incidents from their clinical
training that had profound effects on their subsequent medical
practice.

What is clinical supervision?

Clinical supervision in current practice has little empirical or
theoretical basis.1 Even the definition of supervision in medicine
lacks consistency and is often assumed.6 The views of supervisors
may be different from those of trainees (those doctors enrolled in
a specific training program).6 Most would agree that supervision
has an educational element, but it is more than just acquisition of
knowledge.1,6 It also comprises evolution of confidence, compet-
ence and personal growth.6 Other basic functions are administra-
tive and supportive.1 Supervision also occurs in many settings,
for example, on the work floor, as a one-on-one meeting, in a
group (with or without a facilitator), or with peers.1 One
proposed definition of supervision in medicine that encompasses
these various elements is “the provision of monitoring, guidance
and feedback on matters of personal, professional and educa-
tional development in the context of the doctor’s care of
patients”.1

What are the benefits of effective clinical supervision 
by consultants?
Clinical supervision is a vital part of quality postgraduate medical
education. Without it, trainees may not learn effectively from
their experiences.7,8 The supervisory needs of trainees will vary
according to their experience and level of training.1 Unsuper-
vised experience may lead to acceptance by registrars and junior

doctors (interns and residents) of lower standards of care.1

Without specific guidelines, trainees may not see a representative
variety of patients or be exposed to a necessary variety of
procedures.9 On the other hand, trainees report benefits from
effective supervision in terms of confidence, professional identity,
therapeutic knowledge, critical thinking, intervention, positive
anticipation (the ability to look forward to and plan events in a
positive way), recognition of personal issues, and feeling valued
and respected.1

What are the existing impediments to clinical 
supervision by consultants?
Firstly, who does the supervision? The focus of our article is on
supervision by consultants, yet it is acknowledged that for
interns and residents, most direct clinical supervision is by
registrars.10 Registrars, however, are also learning and require
supervision themselves.

Trainees should expect a right to supervision, feedback, support,
decent working conditions and respect.6 The same should also
apply to their supervisors. But there are impediments. For exam-
ple, some trainees resist change, lack insight or display other
defensive behaviour that can have a negative effect on the supervi-
sion process.1 Other impediments for trainees include a hospital
system that appears to support provision of service over training,
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and the potential conflict between commitment to service as a
whole and commitment to an individual patient’s care.7,11 The
roles and responsibilities of the trainees may not be clear.7 For
example, in a UK audit, fewer than 60% of training-grade doctors
had been given a job description.11 As attested by trainees at our
hospital, this also occurs in Australia. Another problem in some
specialties is that consultants and trainees may spend much of
their working time on separate sites, such as public and private
hospitals.6 At the same time, we are seeing a drive to decrease the
work hours of trainees.7,12 This is a positive step, but could also
lead to a reduction in supervision and the educational value of
their training.13,14 On the other hand, high-quality training,
including a closely structured and well supervised working envir-
onment, can offset these changes.7

For supervisors, impediments include competing interests and
work pressures, an expectation to supervise regardless of interest,
little or no education on effective supervision, institutional
disincentives, lack of research evidence on outcomes of supervi-
sion, and simple inertia.1,6 Training of supervisors is essential,
with postgraduate medical councils and specialist Colleges now
offering focused training for supervisors.

What can be done to improve effective supervision by 
consultants?
Given the above impediments, there may now be fewer
opportunities for a supervisor to be a role model than there were
previously.6 We believe that clinical supervision can be an
Achilles heel of the hospital system. Hospitals generally lack
either the resources or the motivation (or both) to ensure that it
is done effectively. We need to create and develop systems,
environments and cultures that support high standards of con-
duct and effective clinical supervision. This will require: commit-
ment from the organisation, consultants and trainees; allocated
time; and governance of the process.

Effective supervision requires the right staff. Recent publica-
tions from varying disciplines have offered suggestions for
improved clinical supervision and can be used to build a
framework.6 For supervisors, suggestions include those listed in
Box 1. The supervision program should include the features
outlined in Box 2.

We also offer contentious suggestions that are at least worthy
of reflection. What about having patients always under the on-
site supervision of a consultant (a consultant-based service),11 or
at least ensuring that consultants and trainees spend as much

time as possible working in proximity rather than on separate
sites (eg, the consultant in private rooms or at a private hospital;
the junior doctors and registrars in the public hospital). This
could be achieved by locally agreed or specialty-defined guaran-
teed direct supervision time. If shift work is appropriate for
trainees, could it also be appropriate for consultants, at least in
some specialties or in some contexts?

Before acting upon these, we suggest it would be more
appropriate to improve the clinical supervision that is already
being provided along the lines that we have indicated. Finally, it
needs to be remembered that although behavioural changes can
occur relatively quickly as a result of supervision, definitive
changes in thinking and attitude may take longer.1 However, the
benefits for hospitals, patients, trainees and supervisors will be
worth the persistence.

Conclusion
Supervision should have structure, with ground rules and learn-
ing objectives, yet flexibility. What is suitable for one specialty
may not be suitable for another. One of the most important
factors is the supervision relationship. Consultants should act as
role models, but it is not a one-way street — trainees need to
have some control over, and input into, the process. Finally, the
system within which the supervision is provided must ensure the
right to supervision, feedback, support, decent working condi-
tions and respect for both trainees and their supervisors.
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2 Suggested features of a supervision program

• Structure (eg, ground rules and learning objectives) with 
flexibility.1 What is suitable for one specialty may not be suitable 
for another.7

• Broad content, including: clinical management, teaching and 
research, examination preparation, management and 
administration, pastoral care, interpersonal skills and personal 
development.1

• Job descriptions for supervisors and trainees.11

• Monitored supervision plans.11

• Trainees and supervisors well supported by managers and 
working well with them.11

◆

1 Suggested responsibilities of clinical supervisors

• Provision of direct guidance on clinical work.1

• Participation in specific supervision training courses, skills 
maintenance programs and accreditation procedures, such 
as those offered by the relevant specialist Colleges.1,6,15

• Provision of advice, feedback and reassurance to trainees.1

• Development of a strong supervision relationship, including being 
a positive role model.1

• Provision of adequate periods of uninterrupted supervision of 
trainees in terms of physical proximity and clinical time.1,6,11

• Educational supervision and direction (“directed self-learning”) 
including assistance for trainees with linking theory and practice, 
and joint problem-solving exercises with trainees.1 ◆
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