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La compétence plutôt que la colocalisation : redéfinir la 
supervision clinique dans la formation en médecine de famille 
à distance  
 

Does effective clinical supervision require a super-
vising physician to be physically present? Family 
medicine residents increasingly train and provide 
care in rural and remote communities where imme-
diate, in-person supervision may be neither practi-
cal nor expected. Traditional models of postgradu-
ate medical education, however, have largely 
equated effective supervision with direct oversight 
and physical proximity.1 How we train residents has 
changed faster than how we define supervision. 

These models have understandably emphasized di-
rect observation, immediate availability, and point-
of-care teaching as hallmarks of effective supervi-

sion.1 While these remain valuable educational 
practices, they are no longer adequate definitions of 
supervision. Competency-based medical education 
shifts the central question from whether supervi-
sion can occur at a distance to how supervision 
should be calibrated to support learner development 
and patient safety. Entrustment-based assessment 
explicitly links learner competence to the level or 
type of supervision required for safe, high-quality 
care.2 The question is therefore no longer whether 
remote supervision can achieve the same educa-
tional standards as traditional models, but whether 
traditional definitions of supervision remain appro-
priate for distributed family medicine education. 



 

 

We argue that distributed family medicine educa-
tion requires a paradigm shift in how clinical super-
vision is understood. Supervision should be defined 
not by geography, but by educational relationships, 
progressive entrustment, accessible clinical support, 
and accountability for patient care. In other words, 
effective supervision should prioritize competency 
over co-location. 

Resident-led clinics in Northern Saskatchewan il-
lustrate this shift. Family medicine residents pro-
vide longitudinal care in remote First Nations com-
munities located more than an hour from their su-
-ervising physician, supported through telephone 
consultation, case review, and longitudinal faculty 
relationships. In our qualitative evaluation, resi-
dents described these clinics as among the most 
formative experiences of their training, fostering 
clinical confidence, independence, and cultural hu-
mility while also identifying challenges related to 
delayed feedback and occasional professional isola-
tion.3 These findings suggest that the defining chal-
lenge of remote supervision is not geographic sepa-
ration itself, but ensuring that learner autonomy de-
-elops within an intentionally designed supervisory 
system. 

Historically, models of clinical supervision have 
emphasized direct observation and immediate su-
pervisor availability as central mechanisms for en-
suring learner development and patient safety.1 
Contemporary entrustment models, however, con-
ceptualize supervision as something that should be 
calibrated to the level of responsibility a learner can 
safely assume.2 If competence rather than proximity 
becomes the organizing principle of supervision, ge-
ographic distance becomes one contextual factor 
among many rather than its defining feature. Com-
petence itself is contextual. Residents entering new 
clinical environments must recognize contextual 
differences and adapt their practice accordingly.4 
Residents should therefore neither receive greater 
autonomy simply because they are geographically 
distant, nor experience diminished educational op-
portunities because their supervisor is not physi-
cally present. 

Recognizing remote supervision as a distinct educa-
tional model has important implications for post-
graduate family medicine training. Research involv-
ing remotely supervised family medicine training in 
Canada and Australia has highlighted the im-
portance of ongoing supportive supervisory rela-
tionships, continuity, and increasing responsibility, 
while questioning co-location as the organizing 
principle for residency education.5 Rather than at-
tempting to recreate traditional bedside supervision 
at a distance, distributed family medicine education 
should intentionally design supervisory systems 
around these principles. We propose that such sys-
tems incorporate progressive entrustment, longitu-
dinal faculty-resident relationships, faculty devel-
opment specific to remote supervision, meaningful 
partnerships with the communities in which train-
ing occurs, and evaluation based on educational 
quality, patient safety, and community outcomes ra-
ther than physical proximity alone. 

Rural and remote family medicine training exposes 
residents to clinical and community contexts that 
may differ substantially from those in which they 
previously trained. Developing competence across 
these settings requires residents not simply to trans-
fer existing skills, but to recognize contextual differ-
ences and adapt their practice accordingly.4 Educa-
tional systems should therefore recognize the edu-
-ational value of these environments and develop 
supervisory models that support increasing respon-
sibility while maintaining equivalent educational 
standards. 

Distributed family medicine education no longer re-
quires us to ask whether remote supervision is ac-
ceptable. Instead, it requires us to ask whether our 
current definition of supervision remains fit for pur-
pose. The future of clinical supervision in distrib-
uted family medicine depends not on recreating his-
torical models across geographic distance, but on 
embracing competency over co-location as the de-
fining principle of educational oversight. By inten-
tionally designing, supporting, and evaluating re-
mote supervision on its own terms, family medicine 
education can strengthen learner development, pa-
tient safety, and socially accountable training for 
the communities it serves. 
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