Supervision in Primary Care (http://www.cfha.net/blogpost/689173/209813/Supervision-in-Primary-
Care)

As the demand for behavioral health providers skilled in the provision of brief, targeted, and
population-based assessment and intervention within primary care continues to grow, so does the
need for a model of supervision that promotes the acquisition of clinical skills and professional
development in this area. At Cherokee Health Systems, a comprehensive community care
organization, we have a longstanding commitment to train psychologists and other healthcare
providers for work in integrated primary care and have experience in a model of supervision to
support this commitment.

| vividly remember my first day working in primary care as a BHC in training, now almost a decade ago. |
saw nine patients that day, four of which were warm-handoffs, and all of whom had significant
behavioral health and medical comorbidities. Having no experience with integrated care and limited
exposure to co-located models | was immediately impressed with both the pace and pathology of
primary care. | felt excited and overwhelmed as | began to hike a very steep learning curve.

Anticipating the steep learning curve trainees new to primary care commonly experience, we utilize a
developmental approach to supervision. Initially, trainees exhibit both high motivation and high anxiety
and supervision must respond to the anxiety and dependence of trainees with support and prescriptive
instruction. Early in training, strategic emphasis is placed on providing repeated opportunities for
observation and practice in an effort to build a foundational understanding of the structure and
operational aspects of primary care. Shadowing PCPs and BHCs allows trainees to develop a schema for
work in primary care. Heavy emphasis on structured readings and didactic teaching assists trainees in
developing primary care content knowledge (e.g., basic labs, common health conditions and
comorbidities, behavioral medicine, etc.).

Mid-level trainees exhibit variable levels of confidence and rapidly growing competence. During this
developmental period, trainees have established a foundation of clinical skills, an understanding of
primary and population-based care, and are beginning to develop practice management abilities. We
often tell our trainees, “You learn to do it, then you learn to do it well, and then you learn to do it
quickly.” Mid-level trainees have “learned to do it well” and supervision works to refine their clinical
and practice management skills such that they are able to match the pace of work flow in primary

care. Advanced trainees exhibit increased autonomy, clinical skillset and practice management abilities,
and exhibit the ability to think critically and “on their feet.” Supervision of advanced trainees
encourages this autonomy and becomes increasingly collaborative and less directive, with increased
emphasis on professional development.

The structure and content of supervision in primary care mirrors the

Supervision doesn’t just pace and structure of the primary care setting. With regard to the
happen in the sacred structure of primary care supervision a current intern explained,
supervision hour “Supervision doesn’t just happen in the sacred supervision

hour.” Supervision in primary care is flexible, dynamic, and capitalizes
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on teachable moments. Real-time, on-the-fly consultations are a
routine component of primary care and resemble precepting models
of medical training. Examples of on-the-fly supervisory consultations
include questions regarding diagnostic clarification, treatment
planning, care coordination, appropriate triage, and practice
management. The supervisor’s role is to listen to the trainee’s brief
case presentation (30-60 seconds), ask clarifying questions, and offer
prescriptive guidance.

The content of supervision in primary care is not strictly about the treatment of patients. Working in
primary care adds layers of complexity to interprofessional practice, ethics, and practice

management. Thus, supervision must balance strategic emphasis on patient care with more abstract
issues related to professional development. “The sacred supervision hour” is didactic, directive,
targeted, solution-focused, and fast paced. It is common for twenty to thirty patients to be discussed
during a one hour supervision meeting. With each patient, the supervisor targets diagnostic
clarification, the development of a unified primary care treatment plan, a defined target for treatment,
the selection of best-practice interventions, and coordination of care with the primary care team. A
current intern described, “A large portion of my supervision in primary care has been on how to

translate my conceptualization, language, and training as a psychologist in training to serve the primary
care team.”

Supervision in primary care requires supervisors to simultaneously play the roles of teacher, consultant,
and counselor. It is complex, difficult, and immensely rewarding work. After all, the best way to
promote integrated models of healthcare delivery is to train talented trainees who may spend their
careers implementing the model and doing great work.
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This is the second in a two-part series on supervision in integrated care. Click here for the first post.

With the increased awareness of the benefits of integrating behavioral health care within the primary
setting there is an ever increasing demand to ensure we have behavioral health providers that are trail
not only to provide care within this setting, but also to thrive alongside their primary care colleagues a
function well as part of an interdisciplinary team. Given the pace and intensity of the work in primary
supervision is an essential tool to foster growth in trainees and to monitor progress. At Access Commt
Health Centers we strive to provide excellent patient care as well foster the professional development
future psychologists and social workers as Behavioral Health Consultants (BHCs) within the Primary Ca

Behavioral Health model

We work with trainees according to their level of development, as we have taken on a broad spectrum
of trainees from various training programs including practicum level students from clinical psychology,
counseling psychology, rehabilitation psychology, MFT programs, and social work programs over the
past 9 years. In addition, we have 2 post-doctoral fellowship positions annually for PhD/PsyD level
trainees.

Training of Clinical Skills

In many ways, our style of supervision mirrors the medical preceptor model of supervision, with live, in
the moment supervision occurring throughout the day. This enables supervisors to discuss each
individual patient and their unique needs in real time. Live shadowing, where the supervisor is present
for all or part of a visit, allows for more in depth and robust feedback. Although trainees often find
shadowing to be anxiety provoking initially, it can also facilitate a more efficient visit as supervisors can
speak to specific questions from the trainee regarding resources or options for care directly with the
patient. Co-visits are be possible for particularly complex cases or issues a trainee may feel they have
less knowledge or comfort in addressing. As we are keenly aware, providing care within the primary
care setting requires a generalist mindset with the ability to show humility and openness for continual
learning.

Our typical training scenario is as follows:

e Trainees begin by shadowing a BHC, to observe the entire process from obtaining a warm-
handoff, interacting with other providers, seeing the patient in the exam room to conduct the
BHC visit, following up with the provider and documenting the visit.

e Trainees shadow Primary Care Providers (PCP) to gain insight into the pace and breadth of the
work in addition to the culture of primary care.

e Once students are comfortable in the primary care setting and can effectively introduce BHC
services, they begin to see patients on their own.

e Supervisors continue to spend time with trainees in pre-visit planning, clarifying the consultation
qguestion, and helping trainees to organize their agenda for the visit once they begin the process
of working more independently.

e There is also much discussion on staying flexible to meet the needs of the patient in the room as
well as addressing PCPs expectations for the visit.

e Supervisors attempt to shadow as many consults as the schedule allows each day. However, if
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we are unable to shadow, then trainees will review their thoughts with their supervisor after the
visit, focusing on patient functioning, plan of care (interventions), and process issues.

e Since we utilize SOAP notes for documentation we typically have trainees present to us their
overall assessment and plan to assist with case conceptualization and organization of their
thoughts prior to seeking out the PCP to share their impressions. This builds trainee confidence
and encourages succinct communication when interfacing with PCPs.

e We coach trainees on focusing on one or two things to work on with patients during a visit
which requires the trainee to assess and triage needs, prioritize options, and engage in shared
decision making with the patient regarding areas of focus.

Training as Consultant

Supervision is always multifaceted while supporting the professional growth of trainees in various stages
of development. Accordingly, this extends beyond the development of direct patient care skills. We
strive to acculturate trainees to the primary care mentality of efficiency, compassion, and targeted
interventions while also modeling self-care and seeking out support and feedback from other members
of the healthcare team. Trainees and BHC staff use the same work areas as PCPs, sitting side by side with
our primary care colleagues fostering a reciprocal learning environment. This allows students to gain
appreciation for the variety of responsibilities handled by PCPs and other care team members.

Given that the PCP is our first customer, it is crucial to
model and support professional development of the trainee
as a consultant including the way a trainee presents him or
herself to our primary care colleagues. Fostering self-
awareness and professionalism while understanding the
importance of balancing the relationship with the patient
and the PCP is highly valuable and one way to encourage
acculturation into primary care. Relationship building is the
cornerstone of work as a BHC. Supervisors emphasize
modeling collaborative and assertive communication with
PCPs as an additional feature of the consultant role.

Supervisors model collaborative and
assertive communication with
physicians

Similarly to focusing on one or two issues with patients, we as supervisors have found that trainees also
benefit from focusing on only a few pieces of feedback at a time. It can easily be overwhelming for
trainees to hear all the options of what “could have” been discussed in each visit or interaction with
PCP, as it is easy to mistake options for errors. Helping students to learn that there are many ways to
provide care and identify their own style is also important.

At Access, staff supervisors rotate between three clinics. While each trainee has a primary supervisor
they also have the opportunity to work with several staff members and supervisors increasing their
exposure to a variety of practice habits and clinical orientations. This experience fosters identity
development and allows supervisors to share feedback and comments on areas of strength and areas
for further development.

Overall, supervision in primary care works well when it reflects the pace and culture of the setting-
immediate feedback, diversity in feedback across supervisors, and ongoing support throughout the
workday. Attending to development of both roles, clinician and consultant will allow for the most
growth for the trainee and assist in preparing a future workforce ready to take on the role of a BHC.



