The irresistible rise of interprofessional supervision
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For some time, I have run training workshops in interprofessional supervision for mixed groups of practitioners. The participants have included doctors, nurses, allied health professionals, social workers and health service managers. The aim of the workshops is twofold: to give people a chance to practise interprofessional supervision, where someone carries out supervision on a colleague from a different profession, and also for everyone to get to know colleagues from other professions in their own localities better. At each workshop, everyone is asked to come along with “hot” cases in mind: narratives of encounters at work that are bothering them, whether with patients, colleagues or teams. Some workshops address one-to-one supervision, while the other was focussed on supervision in small groups. Both begin with a short introduction to the main elements of supervision, including the need to work mainly through questions and the use of curiosity, to understand the supervisee’s working context and career stage as well as their case itself, to offer support but also gentle challenge, and to respect confidentiality. [1] The only other stipulation is that everyone should then practise supervision in a pair with someone from another profession, or have a mix of professions in their small group.
At first sight, interprofessional supervision like this might seem to many doctors to be a risky `exercise, if not an impossible one. Doctors commonly associate supervision with training and monitoring performance. It may be hard for them to imagine how these functions could be carried out by someone locally without even a medical qualification, let alone higher specialty training. Yet interprofessional supervision is now well established in many places, both during training and subsequently, and many of its practitioners and recipients are very enthusiastic about it. 
In the United Kingdom, for example, some trainees in general practice now have educational supervisors who are nurse practitioners by background. In an increasing number of localities, professionals of all kinds  – including pharmacists and hospital consultants as well as general practitioners and nurses – are now getting together in multiprofessional collaborative learning groups to discuss case narratives covering a variety of conditions including diabetes and frailty. [2] For obvious reasons, it is hard to imagine that interprofessional supervision could ever replace basic or core training in any health care discipline. At the same time, it can work well alongside these – especially if supervisors are willing to learn about the curricula and regulatory frameworks of the other professions they are working with.  More important, there are many circumstances where being supervised by someone from a different discipline may be at least equal to seeing someone from the same professional background, and sometimes even preferable. 
As the participants in the workshops discovered, interprofessional supervision can be effective because many of the dilemmas we face in our everyday work, at any level of experience, do not concern simple medical situations or just establishing facts. Instead, they relate to complex cases involving issues such as communication, relationships at work, ethics and uncertainty. Rather than having identical levels of technical knowledge, it matters far more for supervisors to have generic human skills such as empathy and an open mind. In an increasing number of work settings, some non-medical professionals do have specialised knowledge and experience that closely parallels that of doctors. This happens especially in areas such as midwifery, neonatal medicine, musculoskeletal medicine and palliative care. In fields like these, colleagues with different professional backgrounds, and with different frames of reference, may have new light to shed on complex problems, and are more likely to ask questions that open areas that their medical colleagues may never have considered before. [3]  

Another strong argument in favour of interprofessional supervision is that it can encourage a more positive attitude to teamwork generally. The benefits of multidisciplinary working on patient care are well known. [4] So are the advantages of learning alongside other disciplines during basic professional training and beyond. [5] [6] In spite of this, true multiprofessional working and training are still developing at only a snail’s pace in many places. Although clinicians may work or learn together in the same physical space, their interaction may still be confined to the exchange of information, or to making requests and responding to them. Even where multidisciplinary teams are well established, some voices can prevail in them more than others, and decision-making may be confined to the most senior profession or person on the team – usually the medical consultant. 
The obstacles to truly co-operative working include ingrained professional cultures and traditions, ignorance of other ways of working, and the hierarchies of organisations and social class. [7] Building interprofessional supervision into clinical teamwork can help to overcome all these obstacles by encouraging team members to build up trust and respect through sharing case narratives and mutual support. Clinicians who learn to value the input of colleagues in peer supervision will be more likely to work with them as genuine partners in other clinical and teaching contexts.
Research into interprofessional supervision has mostly taken place in mental health or social work settings. It has also focussed on regular ongoing supervision for experienced practitioners. Nevertheless, the findings do have some lessons to offer to medicine. In a careful review of the literature, Allyson Davys and Liz Beddoe from New Zealand [8] looked at nine studies and identified all the factors that are currently leading to an increased use of interprofessional supervision. These include changes in management structures, leading to people having managers from outside their own profession, along with membership of multidisciplinary teams where supervision crosses professions. The increase may also come about because of relative shortages of properly trained supervisors or, more positively, from practitioners people actively selecting supervisors from outside their own field because of the new perspectives they bring. 

The research review also summarised the ways that practitioners can benefit from interprofessional supervision. One of these is through the direct acquisition of skills and knowledge from other disciplines. An even more important one is awakening to the underlying assumptions of their own practice generally, and thinking more critically about these. Professionals also gain a better understanding and appreciation of the different contributions, perspectives and roles of others.

Inevitably, the studies show that interprofessional supervision can raise challenges. People carrying it out need to address differences in knowledge, values, skills and professional contexts, along with other ethical and practice codes, and expected competencies. Overall, however, Davys and Beddoe conclude that interprofessional supervision ‘can offer fresh and rich perspectives, introduce new and different knowledge and skill sets and can challenge the “taken for granted’ assumptions which creep into daily practice.’ As such, it surely offers an important, and perhaps an essential counterpart to supervision from within our own profession, and a key component of developing multiprofessional collaboration and local health care networks. Its increasing acceptance and popularity are very welcome.  
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