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Summary

Clinical Supervision (CS) has increasingly become standard practice for health
professionals, with the perceived benefits including improved well-being and professional
practice. At the large regional health service where this study was conducted, there was
varied experience, understanding of and skills in CS in allied health professionals (AHPs).
Proctor’s model of CS, originating from the nursing profession, was used to explore CS. It
consists of the restorative, formative and normative components, which seek to address
work stress, clinical skill development and professional issues respectively. The overall aim
of this thesis was to explore in a regional health service the AHP supervisor and supervisee
perceptions of CS and to identify areas of improvement to increase CS effectiveness.
A mixed method approach was used: at baseline, for supervisees the Manchester Clinical
Supervision Scale (MCSS), was administered which was followed by focus groups; for
supervisors, focus groups which were followed by the administration of a newly developed
questionnaire. Educational resources were distributed, followed by repeat administration of
both the supervisee and supervisor questionnaires at 6 months.
There were reported perceptions of CS being important and beneficial in supporting AHPs
and developing their clinical practice. The least effective aspects of CS for supervisees were
‘finding time’ and addressing ‘personal issues’. Repeat data suggested that the education
resources had limited impact on CS practice, although a greater proportion of supervisors
reported that supervisees were more directive of their own CS. Proctor’s model appeared to
have applicability in CS practice for AHPs, with the restorative component perceived as
being the least effective aspect of their CS. Factors for improving CS effectiveness included
confidentiality, choice of supervisor, provision of constructive critical feedback and adequate
conceptualisation of CS definition, roles and tasks. These factors have formed the basis of a
framework and definition recommended for effective CS for AHPs.
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CHAPTER 1 Introduction

Clinical Supervision (CS) is emerging as a requirement for allied health professionals
(AHPs), as part of good clinical governance processes, which ensures competency and safe
clinical practice. Definitions of CS in the published literature generally describe a relationship
which seeks to enhance clinical skill, professional knowledge and provide support (Sloan &
Watson, 2002; Kavanagh, Spence, Wilson & Crow, 2002). Kavanagh et al (2002)
suggested that CS is:
“ a working alliance between practitioners in which they aim to enhance clinical
practice, fulfill the goals of the employing organisation and the profession and
meet ethical, professional and best practice standards of the organisation and the
profession, while providing personal support and encouragement in relation to
professional practice” (p.247).
There is, however, no agreed best or single definition of CS and a lack of definitional clarity
may have contributed to the penumbra that surrounds AHPs’ understanding of CS and what
should be addressed in a CS session.
Various CS models exist and include the CLEAR model, which describes the tasks
of CS sessions as contract, listen, explore, action and review (Hawkins & Shohet, 2000).
The Growth and Support model seeks to make the supervisor aware of aspects of
supervision including generosity, rewarding, openness, willingness to learn,
uncompromising and personal (Faugier & Butterworth, 1994). The frequently cited Proctor’s
model consists of three components which are described as restorative, formative and
normative (Best, 2008; Winstanley, 2000). The restorative area is concerned with checking
for work distress and burnout, the formative area critically examines clinical interventions
and develops clinical skill and the normative area deals with professional issues including
codes of practice and boundaries (Best, 2008; Winstanley, 2000). However, these models
do not describe the process of CS or what the supervisor or supervisee should consider
addressing as part of their supervisory relationship. This confusion may be further
compounded by the results of a synthesis of CS definitions/components, which suggested
that the normative and restorative components of CS be deleted as they were not supported
by the evidence (Milne, 2007). This absence of CS model clarity, together with the lack of
definitional clarity adds to the confusion around developing a working understanding of
effective CS and its application into practice for AHPs.
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Evaluation of the effectiveness of CS is important given the demands on time and
resources. Previous CS research has been focused on the nursing profession and has
identified only tentative associations with a number of phenomena, including support and
professional growth (Gonge & Buus, 2001). A randomised controlled trial with mental health
nursing participants suggested a positive association of effective CS with lower levels of
burnout (White & Winstanley, 2010). The same study, however, was unable to identify
statistically significant differences in quality of care or patient satisfaction as an outcome of
CS (White & Winstanley, 2010). It has also been suggested that poor or ineffective CS may
detrimentally affect staff, including job dissatisfaction, reduced retention rates and a
reluctance to disclose information which may impact on their well-being and that of their
patients (Teasdale, Brocklehurst & Thom, 2001; Hykräs, 2001). Much of this CS research
has been challenged by methodological issues, including a paucity of comparative studies,
small sample sizes, the use of new or modified tools that have not been validated and a lack
of meaningful outcome measures. Many studies have not defined CS, which may indicate
uncertainty in determining which phenomenon the study explored. The majority of the
previous studies were cross-sectional studies which did not include an intervention to
influence the practice of CS. There are two previous studies which have focused on AHPs.
One studied CS for AHPs within a large mental health service and identified the benefits and
best aspects of current CS practice and the participants’ perception of what is ideal CS
(Strong, Kavanagh, Wilson et al., 2004). Barriers to CS and current CS practices were also
identified, the current practice of CS for participants being ad hoc and of a variable standard
(Strong et al., 2004). Berger and Mizrahi (2001) examined the models of CS used by
hospital social workers and found that the traditional delivery of 1:1 supervision was the
most common, however they suggested that there appeared to be a slow growth of staff
other than social workers providing CS as part of program or matrix models within hospital
organisational structures. There remains a significant gap in published AHP research,
particularly into the effectiveness and improving the practice of CS.
Thesis overview
This thesis used a mixed method approach to explore both the perceptions of AHP
supervisees and supervisors of CS and its effectiveness. The methods included mapping of
existing clinical supervision, focus groups and use of questionnaires. The included AHP
disciplines were physiotherapy, psychology, speech pathology, podiatry, exercise
physiology, prosthetics/orthotics, dietetics, social work and occupational therapy.
Mapping of existing clinical supervision
Firstly, mapping of CS across the allied health directorate was undertaken by distributing a
Microsoft Excel spreadsheet to the nine allied health discipline managers, the detailed
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method is described in chapter 3. The purpose of mapping was to provide a view of the
current CS practice and processes in individual disciplines.
Supervisee perspective
The supervisee’s perspective of CS was explored using a two phased approach; firstly
through the use of a validated tool, called the Manchester Clinical Supervision Scale
(MCSS). The detailed method is provided in Chapter 4. Respondents to the MCSS could
indicate their willingness to participate in one of the focus groups, which were used to
explore the themes identified from the MCSS and the review of the literature. The detailed
method used to explore the supervisee’s perspective of CS through the focus groups is
provided in Chapter 5.
Supervisor perspective
The AHP supervisor’s perspective was explored using a two phased approach, phase 1
involved focus groups and phase 2 involved the development of a questionnaire tool based
on themes identified in phase 1. The detailed method used to explore the supervisor
perspective in both phases is provided in Chapter 6.
Intervention and re-measure
An education resource was provided to improve CS practice for both supervisees and
supervisors, using the established ‘e-learning’ approach at the regional health services and
supplemented by oral presentations and developed ready guides. The resource was
produced by a Western Australian University and health service collaborative and reflected
training content identified in CS literature. Six months following education material becoming
available the supervisee and supervisor questionnaire tools were again distributed. Data
analysis compared baseline line results to those at re-measure. A detailed description of
the methods used for intervention and re-measure is provided in Chapter 7.
Thesis aims
The overall aim of this thesis was to explore, in a regional health service, the AHP
supervisor and supervisee perceptions of their experience of CS and to identify areas of
improvement to increase the effectiveness of CS practice for both supervisors and
supervisees. The thesis was undertaken by publication.
The specific aims of this thesis were to:
1. Conduct a systematic review of the CS literature (Chapter 3; Paper 1).
2. Map CS at baseline across the allied health directorate (Chapter 3).
3. Evaluate the effectiveness of the current supervision processes (Chapters 4, 5 and
6; Papers 2 and 3).
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4. Identify areas for improvement of the supervision process within a clinical framework
(Chapters 4-6).
5. Develop resources/learning modules for incorporation into induction and orientation
programs, including supervision framework, protocols and evaluation methods which
address areas requiring improvement (Chapter 7).
6. Re-measure the effectiveness of the CS processes to determine the effect of the
resources provided (Chapter 7).
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CHAPTER 2 Clinical supervision for allied health
professionals: a systematic review.

Introduction
A paper outlining the literature review, and provided below was accepted for publication on
the 18th September, 2012 to the Journal of Allied Health. It is presented in the format
required for this journal.
Dawson, M., Phillips, B., Leggat, S.G. (2012). Clinical supervision for allied health
professionals: a systematic review. Journal of Allied Health. (Accepted 18th September,
2012).
This literature review found an absence of an agreed definition of CS and that
Proctor’s model of CS was most commonly identified in the literature. Contradictory
positions of which components of Proctor’s model should be included were reported. A
validated tool, built on Proctor’s model and which explores the supervisee’s perceptions of
the quality and effectiveness of CS was identified, called the Manchester Clinical
Supervision Scale (MCSS). A similar tool for supervisors was not found. The literature
review identified little AHP literature on CS, and instead drew mostly from the nursing
literature. A lack of comparative studies and only tentative associations between CS and a
number of phenomena, including support and professional growth were identified. The
literature review identified a significant gap in the literature for the AHP understanding of CS
and its effective practice.
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ABSTRACT
Background: It is recommended that allied health professionals (AHPs) should participate
in regular clinical supervision (CS). However, AHP understanding of CS processes and
outcomes is unclear. This systematic review reports the evidence for CS for AHPs and other
health professionals.
Methods: Five databases and reference lists of included articles were searched. Papers
included described CS definitions, processes and outcomes of CS. Due to the paucity of CS
research for AHPs, nursing and medical disciplines were included. Two reviewers critically
appraised the 33 included papers.
Results: The majority of papers were exploratory. Definitions and processes for CS were
not clearly identified. Outcomes of CS included the relationships between CS and job
satisfaction and workplace stress. Proctor’s model and the Manchester Clinical Supervision
Scale were the most common framework and evaluation approach. Contradictory positions of
which components of Proctor’s model should be included in CS were reported.
Methodological flaws and a lack of comparative studies were common
Discussion: Although not extensively supported by evidence, CS was generally held to be a
positive experience and tends to be provided without a clear definition or model, using new
or untested tools. Further research to evaluate CS for AHPs, is needed.
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Introduction
Clinical supervision (CS) has become standard practice for many allied health professionals
(AHPs). This has been supported by clinical governance frameworks at both an
organisational and profession level based on the perceived benefits of CS, which have been
reported to include the development of clinical skills to support the quality and safety of
patient interventions, professional accountability and competence.1, 2 Clinical supervision
may also increase well-being, coping skills, job retention and satisfaction, and reduce stress
levels.3-5 Improved communication, leadership and supportive processes within clinical
teams may also be developed through CS processes.4, 5 The literature supporting the
benefits of CS is principally in the nursing and mental health professions and most frequently
refers to Proctor’s model, which proposes that CS fulfils restorative, formative and normative
functions. The restorative area is the supportive component of supervision where the
supervisor hears work distress, checks for burnout and directs to appropriate help. The
formative area of supervision includes critically examining the supervisee’s interactions with
their clients and their clinical interventions, addressing skill development and embedding
evidence based practice. Finally, the normative area which deals with professional issues of
boundaries, confidentiality, codes of practice/ethics and quality.6 An evaluation tool, the
Manchester Clinical Supervision Scale (MCSS) which explores the supervisee’s perceptions
of CS effectiveness, is also frequently referred to in the nursing literature. 6 There however,
appears to be very limited published allied health CS research and previous systematic
reviews have focused on nursing and have not considered allied health or health
professional CS research.3, 7-13
The current systematic review of the evidence for CS for AHPs was conducted to
answer the review questions: what is CS?; why do AHPs have CS?; and what are the
processes and outcomes of CS? Due to the paucity of allied health CS literature the review
needed to consider empirical studies from other health professional groups.
Methods
A review protocol was developed to guide a comprehensive search strategy of the
databases: CINAHL, PsycINFO, EMBASE, AMED and MEDLINE. The search terms used
were allied health, or health professional, doctor, medical practitioner, nurs*, and clinical
supervision or professional supervision and not student and effectiveness or quality of care
or patient safety or retention or satisfaction or competency or clinical governance or barriers.
Subsequent searches also included the terms physical therapist, physiotherapist,
occupational therapist, podiatrist, social worker, dietician, exercise physiologist, speech
pathologist, psychologist, prosthetist, orthotist to ensure the use of the term ‘allied health’ did
not overlook studies that may have used other key terms to describe this group of workers.
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The inclusion criteria were: English language research papers reporting empirical
studies of CS in allied health, nursing and medicine, without date limitations. For the search
term psychiatric nursing, the publication date was limited to 2007 onwards, following the
publication of a comprehensive review at that time. The exclusion criteria were: papers that
did not aim to study CS, instead discussing CS indirectly as a conclusion or
recommendation; studies which were concerned with CS implementation; studies that
evaluated CS for students or which included non-health care professionals; and papers with
inadequate reporting of research methods. A review of the titles and abstracts were
undertaken by the first and second authors to determine initial inclusion, followed by review
of the full paper, discrepancies being discussed until consensus was reached. The reference
lists of the selected papers were also examined and searched for any additional papers
satisfying the inclusion criteria.
As the methods, outcome tools and results of the included papers varied, they were
summarized based on the framework used by Buus.7 This included the study aim, research
design, data collection methods, study setting, description of the participants, data analysis
approach, definition and CS scope (frequency and duration), CS form (1:1, group etc.),
supervisor and supervisee education, key findings and limitations. The overall rigour of the
studies was reviewed by the first and second authors. The papers were critically appraised
using quantitative or qualitative tools depending on the study design.14, 15
Results
The multiple searches retrieved 870 papers; the total number of references remaining after
the removal of duplicates was 618. Based on the title and abstract review, 32 papers were
relevant; in addition 22 papers were retrieved from a review of references, yielding a total of
54 papers for fuller examination. A number of papers (n=9) were subsequently excluded
through a full text review as they were determined not to have met the inclusion criteria.
Papers included in the identified psychiatric nursing systematic review (n=12) were also
excluded as they were evaluated and synthesized in that article.7 The final number of
included papers was 33.
The identified papers were too heterogeneous to be combined into a meta-analysis and
were divided into four categories defined by the research design or method of data collection:
systematic reviews (n=8), comparison and quasi-experimental studies (n=2), cross-sectional
survey studies (n=12) and interview studies (n= 9). One interview study was reported in two
publications, which are presented together.
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SYSTEMATIC REVIEWS
Eight systematic reviews with a nursing or mental health focus were identified; there were
none specifically for allied health (Table 1). The findings from the systematic reviews did not
provide definitive answers to the review questions, reporting conflicting, unclear or absent
definitions and functions of CS. The CS interventions were varied, poorly defined and
outcome measures were not homogenous within or across the studies. The studies indicated
that the perceived purposes of participating in CS included the provision of education and
exploration of ethical debates and reconciliation of personal and organisational challenges.13
The effect of CS on patient outcomes, function and definitional ambiguity were also
considered and a failure to demonstrate the effects of CS suggested.4
The reviews contained a number of methodological challenges, including the absence
of or poorly defined search strategies or search terms,9 absence of procedural rigour where
papers for inclusion were reviewed by the primary author only3, 12 and the quality of papers
not being clearly assessed.8-10,13 Data synthesis varied across the studies and included the
identification of methodological threats,11 elements of Proctor’s model,9 thematic analysis9, 12
and a best evidence synthesis approach to proposing an empirical definition of CS.3 One of
the included systematic reviews demonstrated sound methodology and replicability,
concluding that the empirical evidence supporting the claim that CS is beneficial was limited.7
RANDOMIZED CONTROLLED AND QUASI-EXPERIMENTAL STUDIES
One randomized controlled trial was identified for which selected findings were reported
(Table 2). The study aimed to establish the relationship of CS with the quality of care
provided by mental health nurses. The reported findings provided some answers to the
review questions, as one model of CS, Proctor’s model, and a validated outcome tool, the
MCSS, were identified. This study suggested that effective CS lowered burnout in mental
health nurses; however, no statistically significant differences in quality of care or patient
satisfaction as an outcome of CS were demonstrated.16 There were variations in CS delivery
between study participants. In presenting selected findings the impact of publication bias
must be considered and the small amount of data provided did not enable a complete and
critical understanding of this research. However, the use of a standardised and validated
outcome tool, standardised training course and supervision being supported by protocols
indicated that the study attempted to control for confounders when evaluating the impacts of
CS.
One quasi-experimental study identified was designed to explore the effect of CS on
burnout, empathy and sense of coherence in Swedish District Nurses (Table 2).17 This study
reported no attributable impact of CS and that the interview data suggested that participants
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perceived that CS provided a deeper knowledge of patient care and increased selfconfidence. However, the interview guide, data or data analysis method were not described
in the paper.
CROSS-SECTIONAL STUDIES
Twelve cross sectional studies were identified; response rates ranged from 47% to 72.5%,
the response rate not being reported for two studies (Table 3).18, 19 Two studies focused on
the allied health professions of recreation therapy or cognitive behavioural psychology, 20,21
and small numbers of AHPs were identified as participants in studies where primarily the
nursing experience of CS was examined.18,22 Varied definitions of CS were provided by four
studies, one study indicated what CS was not18 and the remaining four studies offered no
clear definition. Proctor’s model of CS was identified by one study,23 however other
alternate models were not clearly identified. The shape and form of CS across the studies
were variable. In general, the studies suggested that CS may be associated with increased
job satisfaction and workplace morale, burnout prevention, improved quality of care and
supervisee growth and support.
The papers contained a number of methodological challenges, including the use of newly
devised survey tools, the validity and reliability of which appeared inadequate or unknown.18,
20, 23,24
25, 26

In four studies, survey tools were modified and untested versions of previous tools21,23,

and four studies used established tools.18, 22, 27, 28 The tools were administered on one

occasion only and so the results did not provide a longitudinal view of the impacts of CS.
In two studies, non-responders were not followed-up, which may contribute to sample
bias and impact on the study’s generalizability.19,23 Simple analyses were undertaken by five
of the studies, 20, 21, 23, 24, 28 providing a basic understanding of CS and the proposed
associated phenomenon; however, other potential influences may have been overlooked,
resulting in outcomes being falsely attributed to CS. More complex analysis using
multivariate and regression analysis were used in some studies.22, 25-27 The significant
associations identified in these studies suggested differences in nurses’ psychosocial wellbeing between those receiving CS and those who did not, with reduced anxiety and fewer
feelings of not being in control being reported.25 More effective CS was significantly
associated with reduced stress, increased job satisfaction, more vitality, less emotional
exhaustion, reduced depersonalisation and more frequent use of ‘rational coping’.22 The
supervisor’s specialty, gender and experience were identified as predictors of CS efficacy,
with more positive evaluations of CS from supervisees who had selected their supervisors.27
Less moral stress and work place anxiety was also associated with CS.28
Nine focus group or interview studies were identified which explored the diverse
understanding of CS including, the experience of participating in CS, effects on wellbeing,
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competence and the impact of CS on the care model (Table 4). Two of the studies involved
AHPs,29, 30 with the remainder being focused on nursing. The studies indicated that
participants reported positive impacts of CS, including that CS supported growth,
development and cultivated leadership skills,4 improved care,2 ensured patient safety and
competency,30 improved decision making,31 and improved personal wellbeing.32 However,
the contradictory finding that nurses may perceive CS as an uncomfortable exposure to their
professional community was also reported.29 Contradictory findings were also found for the
timeframe for which the benefits of CS were sustained, with the suggestion that CS impacts
were either limited and short term29 or longer term.4
A lack of a conceptual framework in which identified themes could meaningfully be
explored were found in six studies.2, 4, 16, 30, 32, 33 One article used Tuckman’s model of group
development to describe the process of building a group supervisory relationship; this
provided the only identified process of CS in the current review.29 Further, replicability of
these studies was affected by the data collection approaches, in that interview guides were
not developed or reported in some of the studies. Data saturation, where the researchers
reported that data were collected until no new data or themes emerged, was not reported in
nearly all of the interview studies, suggesting that the phenomenon was not fully explored.
The derivation of themes was difficult to determine in a number of studies and this impacted
on the confidence in consistency of data with the reported themes and findings.
Discussion
The current review identified a significant gap in CS research for AHPs. Those studies that
included AHPs did so in small numbers or had inadequately developed research methods.
The evidence obtained in this systematic review supported only some tentative answers to
the review questions. The CS studies which met the inclusion criteria were small scale and
contained a number of methodological threats, including: the use of newly developed or
modified measurement tools with untested validity or reliability; inadequate strategies in
research design to identify and control for confounding factors; inadequate search strategies;
inadequate quality evaluation of included papers in the systematic reviews; and insufficient
methodology to allow for study replicability.
WHAT IS CS?
The current review was not able to identify a common definition of CS and many of the
studies did not offer a definition of CS. The impact of not defining CS may make it difficult to
determine what phenomena were explored and has not addressed the confusion with the
concept and definition of CS.12 However, it was also suggested that the need for a CS
definition or supporting theory may be unnecessary as it may constrain CS practice and it is
not clear who should determine these constraints, the supervisee or the supervisor.12
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Proctor’s model, the model most frequently described in the reviewed studies, proposes that
CS should fulfil three main areas, described as restorative, formative and normative and
through those functions supervisees are supported, developed and guided in their
professional identity.6 An empirical definition of CS derived from a best evidence synthesis
produced a definition based on 24 papers drawn from mental health studies: “the formal
provision by senior/qualified health practitioners of an intensive relationship-based education
and training that is case-focused and which supports, directs and guides the work of
colleagues (supervisees)”3p440 and addresses the functions of supervision which are “quality
control, maintaining and facilitating the supervisees’ competence and capability; and helping
supervisees’ to work effectively”.3p440 Milne recommended that the normative and restorative
aspects of Proctor’s model be deleted as these functions were not supported by the
evidence.3 This position is contradictory to a later study which identified the restorative
component of supervision as the most commonly occurring in the 32 papers drawn from the
nursing literature.9 Buus and Gonge also indicated that the largest group of studies identified
in their systematic review were concerned with the restorative component of supervision.7
The current review identified that the perceived restorative nature of CS was the most
commonly explored function of CS, as evidenced by the number of studies exploring
phenomena such as work place stress and burnout.
The definition offered by the one AHP focused study was “a working alliance between
two or more professional members where the intention of the interaction is to enhance the
knowledge, skills and attitudes of at least one staff member”.26 This is a broad definition that
provides little guidance to AHPs practicing CS. In summary, multiple CS definitions were
identified by the current review and there was no clear agreement on the components of CS.
However, Proctor’s model may be useful to conceptualise CS and the outcome
measurement tool based on Proctor’s model, the MCSS, has been validated and may
provide some useful information about CS effectiveness.
WHY DO WE HAVE CS?
There appears to be some agreement on the premise of why CS is useful, in that the studies
typically explored similar associations, including the work place benefits of increased job
satisfaction,25, 27 improved morale,26 increased well-being and stress management,23 and
improved professional practice.34 Patient and employer benefits as a result of CS were also
suggested, such as the quality of care is ensured or improved16 and as a contribution to the
clinical governance framework.35 The impact of the methodological threats in study design
and conduct reduces the strength of the evidence; however, there appears to be widespread
recognition as to why health professionals have CS.
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PROCESS OF CS
There is, however, much less clarity about how CS should be provided, with there being
contradictory positions on the inclusion of normative and restorative functions.3, 9 The form of
CS varied across the studies and included 1:1, group or peer supervision. The 1:1 and group
forms were most commonly reported, however there was no evidence to suggest that one
CS form was superior. The scope of CS also varied, with sessions occurring fortnightly to
monthly, lasting from 45 minutes to up to 2 hours; again there was no evidence for the best
approach.
There was no consistent model identified for training, for either supervisors or
supervisees. A few studies used a standardised approach to training for supervisors,
however the details of the training content were not provided.4, 16, 18 The exploration of a
developmental process of a group supervisory relationship was conceptualized by
Tuckman’s model of group development.29 This suggested the processes of: forming, where
staff draw on existing knowledge of other staff members; storming, where issues are
identified such as latent disagreements and conflict; norming and performing, where conflicts
are resolved and collaborative goals developed; and adjourning, where the CS session is
summarised and the action plan agreed.29 No process was identified for other clinical
supervisory forms. In summary, CS processes appeared to rely on the experience of the
supervisors, who may or may not be trained, and were unlikely to have used a CS theoretical
framework. Improvement to CS may be assisted by the development or identification of
processes that guide or frame CS for both supervisors and supervisees.
OUTCOMES
A number of validated, reliable, tools were also used to explore CS outcomes. These
included the Moral Sensitivity Questionnaire,25 General Health Questionnaire,16 MCSS,16, 19,
22, 27

Short Form Health Survey16 and the Maslach Burnout Inventory.27 Results suggested

that effective CS was significantly associated with reduced stress, increased job satisfaction,
more vitality, less emotional exhaustion and reduced depersonalisation.22 However, no
association between CS and the quality of care or patient satisfaction was found.16 A
number of newly devised and untested outcomes measures were also utilised, the reliability
and validity of which was undetermined.
The challenge to the interpretations of outcomes reported generally included the
methodological threats of small sample size and simple analyses of a complex processes
that is most likely impacted by factors that cannot easily be identified, controlled or
manipulated. These factors may have included the nature of the workplace, other forms of
support offered to the health professionals and also the personalities within the supervisory
relationship. The finding that CS was perceived as an uncomfortable exposure to the
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professional community also suggested that not all CS outcomes were beneficial or benign.29
Overall, the outcomes of CS were contradictory in that participation was beneficial and
facilitating and also challenging and stressful.
Limitations of the current review included the use of the search terms ‘clinical
supervision’ or ‘professional supervision’ which may have overlooked literature where those
processes are identified by the alternative names of reflective practice, mentoring or
preceptorship, but given the lack of clarity around clinical supervision, there would have been
little benefit in adding additional terms. The term speech pathologist rather than speechlanguage pathologist was used which may have only identified literature from the Australian
context. As this systematic review included published papers only, there is potential for
publication bias where the effects of CS interventions may be overestimated.36
A significant gap in the CS research for AHPs was identified; future research directions
need to identify a common understanding of CS, including definitions, components and
models, to assist AHPs. It is important to consider the content of CS for AHPs to ensure that
the primary drivers of CS, which include clinical skills development and increased patient
safety, are being supported through the practice of CS.

Larger scale studies conducted

over time with controlled scope and form of CS are needed and should include improved
study designs, such as the use of randomization, to better explore CS for AHPs.
Conclusions
The contribution to clinical governance and patient safety at a professional and
organisational level was generally recognised in the studies included in this review and
provided some justification of the time and resources used in CS participation. However, this
position must also acknowledge the absence of an agreed definition of CS, which has
contributed to the uncertainty about CS research, as it remains unclear whether participants
and researchers considered and explored the same process. Further, although Proctor’s
model and the MCSS were the most commonly identified framework and evaluation
approach for CS, there were contradictory positions of which CS components, as defined by
Proctor’s model, should be considered in an operationalised definition. Clinical supervision
also tended to take place without the participants adopting or identifying a framework or
methodological approach, which along with definitional confusion, may cast doubt on the
content of CS sessions. Tentative associations between CS and a number of phenomena,
including support and professional growth, were identified. A paucity of allied health CS
evidence meant that studies which included other health care professionals were included in
this review. This absence of AHP focused research was an identified gap and it is not clear
whether AHP understanding of CS, its effective practice and outcomes are different from the
nursing experience.

25

The results of the current review suggest that CS is generally held as a positive
experience. However, this position was not extensively supported by the evidence due to the
paucity of comparative studies, lack of meaningful outcome measures and methodological
flaws within the examined papers. Further research to define and explore CS, its content and
associated phenomena in AHPs is required to evaluate the impact on clinical practice.
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TABLE 1 Systematic reviews
Study

Aim

Inclusion criteria

Results

Limitations

Buus and
Gonge7

Evaluate empirical
studies of CS in
psychiatric nursing

Inclusion: English language papers,
CS in psychiatric nursing

34 papers from 25 empirical
studies; collated by study types,
lack of agreement about CS
models and instruments

CS interventions
vary, CS as search
term may exclude
alternate terms

Butterworth et
al. 8

Offer an analysis of
themes in the
literature.

Inclusion: CS combined with nurse,
allied health professional,
professions listed by the Health
Professionals Council 2001-7

92 papers; themes identified:
engagement, usefulness,
ethical, personal and
organizational challenges,
patient outcomes

Included health
professionals not
listed, no quality
appraisal criteria

Brunero and
Stein-Parbury9

Review available
evidence for
effectiveness of CS

Inclusion: evaluation of CS
effectiveness, qualified nurses (not
students or generic health care
workers), approach to CS clearly
described, method of data
collection described in detail

32 papers, outcomes
categorized by Proctor’s three
functions of CS

Search strategy not
clear, no quality
appraisal criteria

Cummins10

Determine if CS
enhances existing
support structures
and positively
influences recruitment
and retention

Inclusion: CS, recruitment,
retention and leadership

49 papers, themes identified:
CS definitions, barriers to CS,
evaluation of CS including
MCSS, recruitment and
retention of nurses

CS interventions
vary, no quality
appraisal

Ellis et al.11

Assess scientific rigor
and test whether the
quality of
methodology had
improved since 1984

Inclusion: met the CS definition
provided, published (1981-1993),
CS integral to study, included
psychology, psychiatric nursing,
counseling and social work.

144 papers, methodological
threats to studies examined to
heighten awareness of flaws
and to redirect future efforts in
research

Varied forms of CS

29

Table 1 Systematic reviews
(continued)
Study

Aim

Inclusion criteria

Results

Limitations

Explore the current
state and challenges
of CS

Inclusion: qualified health care
professionals, studies during 198698

11 papers, effects of CS not
reliable and convincingly
demonstrated

No quality appraisal
or peer review of
papers

Milne3

Establish an empirical
definition of CS

Inclusion: intervention designed to
improve CS effectiveness, mental
health field, peer reviewed and
published 1986-2005

24 papers, applied criteria to an
empirical definition of CS,
recommended the restorative
and normative component of
CS be removed from definition

No peer review of
papers. Limited to
mental health

Williamson
and Dodds13

Explore the
effectiveness of group
CS in reducing stress

Inclusion: CS as primary focus and
stress as an outcome, nurses

Considered CS and stress and
its consequences for patients,
the role of CS in nursing

Limited search
strategy, article
yield not clear, no
quality appraisal

Hyrkas et al.

12
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Table 2 Randomized controlled and quasi-experimental studies.
Study

Aim

Setting and participants

Results

Limitations

White and
Winstanley16

Establish an evidence
base for causal
relationships with
quality of care and
patient care in mental
health nursing
(randomized controlled
trial)

24 supervisors, 115 supervisees
and 82 patients involving 17 adult
mental health facilities in
Queensland, Australia

Qualitative: supervisee daunted
and anticipated lack of support.
Challenged by CS process.
Quantitative: no significant
differences over time in control
group. MCSS higher scores
achieved at end of CS course,
maintained at 12 months with
significant differences in
trust/rapport and
importance/value subscales.
Association between high
MCSS (effective CS) and low
MBI scores (burnout). No
statistically significant
differences in quality of care or
patient satisfaction.
Organisational culture impacted
on CS

Small sample size,
selected findings
provided, findings
may be limited to
the subspecialty of
nursing and the
single geographic
location, variations
in CS delivery

Palsson et
al.17

Explore possible
relationships between
burnout, empathy and
sense of coherence in
district nurses before
and after CS (quasiexperimental study)

39 Swedish District Nurses from
ten primary health care districts in
a county council area in the
southeast of Sweden

No significant improvement in
the outcome areas attributed to
CS. Suggested that the
interview data reported positive
impacts of CS

Interview guide,
data or data
analysis not
provided, all
potential factors
impacting on
outcome areas not
identified.

31

Table 3 Cross-sectional studies – surveys.
Study

Aim

Setting and participants

Results

Limitations

Examine nurses’
satisfaction with their
psychosocial work
environment, moral
sensitivity

71 Norwegian registered nurses
(acute medical-surgical or geriatric
wards) from 2 hospitals. 22 of the
71 nurses attended systematic CS.
Response rate 70%

Difference between nurses’
psychosocial wellbeing in those
receiving CS & those who do
not. Nurses attending CS
reported less physical
symptoms, reduced anxiety and
fewer feelings of not being in
control

Tool
modified for
this study,
small sample
size

Berger and
Mizrahi24

Determine the models
of CS used by hospital
Social Workers

340 North American Social
Workers. Response rate 46% (tool
administered annually over 3
years)

Slow growth of non-social
workers providing CS as
program model and matrix
models increasingly adopted by
hospitals

Newly developed
tool, no information
on non-participants

Carney23

Explore satisfaction
with CS, quality of CS,
and if CS is suitable for
different environments

50 qualified nurses employed in
specialist secure mental health
hospital (5 divisions). Response
rate 70%

Most nurses receiving CS.
Senior staff benefit more and
more satisfied with regular CS.
25 staff felt that CS did not help
them work more effectively

CS not defined,
small sample size,
no follow up of
non- respondents

Cutcliffe and
Hyrkas18

Describe
multidisciplinary
attitude towards/about
CS

74 participants, nurses
(community, hospital, mental
health, learning disability, health
visitors), chiropodists (n=7),
occupational therapists (n=7),
physiotherapists (n=5)

High level of agreement with
statement “Confidentiality is
assured and agreed” and almost
total agreement that the least
important characteristic was that
“the supervisor should be a
manager”

Newly developed
tool, measure of
attitudes at a
particular time only,
no information on
non-participants,
no response rate
given

Begat et al.

25
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Table 3 Cross-sectional studies – surveys (continued).

.

Study

Aim

Setting and participants

Results

Limitations

Gonge and
Buus22

Test the applicability of
a model for
investigating the
benefits of CS

Primarily nurses (plus 7
occupational therapists and social
educators) employed in 9 general
psychiatric wards and 4 community
care centres at a Danish
psychiatric University Hospital.
Response rate 60.7%

Number of CS sessions
significantly associated with
positive experiences of
trust/rapport supervisor
advice/support, improved
care/skills. More effective CS
significantly associated with
reduced stress, increased job
satisfaction, more vitality, less
emotional exhaustion, reduced
depersonalisation and frequent
use of rational coping

Relied on recall of
CS sessions, all
factors impacting
on CS may not
have been
included, low
response rate

Hyrkas et
al.27

Determine how
supervisees’
background and CS
infrastructure predict its
efficacy for nurses, job
satisfaction, levels of
burnout and
perceptions of the
quality of care

799 Finnish nursing staff
(supervisees). Response rate 62%

Supervisee’s specialty, gender,
and supervisor’s experience
predict CS efficacy. Supervisors
with education in CS evaluated
positively. Best evaluation of CS
where supervisees selected
their supervisors, in contact at
least once a month and from the
same organisation. Evaluation
of CS a predictor of job
satisfaction, burnout and quality
of care

Response rate per
organisation
unknown.
Supervisees may
represent those
with positive
experiences of CS.
Analysis may not
have identified all
confounders

Jones and
Anderson20

Assess the current
status of CS

236 certified therapeutic recreation
therapists. Response rate 47%

Those with 4 years or less
experience most likely not to
have CS. CS availability
impacted by time and resources

Some terms used
in tool not defined,
low response rate
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Table 3 Cross-sectional studies – surveys (continued).
Study

Aim

Setting and participants

Results

Limitations

Kavanagh et
al.26

Examine if supervision
characteristics
impacted on mental
health practice and
morale.

272 occupational therapists,
psychologists, social workers and
speech pathologists employed in
mental health, by Queensland
Health. Response rate 72.5%

Supported role of CS in
retention and improving
practice.

Definition and
framework of CS
not clear, no
control of
confounding
variables, newly
developed
instrument

Khani et al.19

Establish a relationship
between CS and
burnout.

120 registered nurses in 3 Iranian
general hospitals

No clear evidence of the
effectiveness of CS

No information on
response rate, nonresponders,
nursing specialty

Knudsen et
al.37

Estimate the
associations between
CS, emotional
exhaustion and
turnover intention

1001 counsellors employed in
community treatment programs.
Response rate 60.9%

Perceived quality of CS is
associated with perceptions of
job autonomy, procedural and
distributive justice, emotional
exhaustion and intentional
turnover

Confounders not
identified, sample
not representative
of population

Severinsson
and
Kamaker28

Investigate nurses’
satisfaction with their
work environment and
moral stress levels, as
effects of CS

158 nurses from 10 different types
of nursing contexts. Response rate
65.8%

Significant relationship between
moral stress and CS, CS
perceived as reducing anxiety in
work environment

Newly developed
survey

Townsend et
al.21

Describe current
supervision practices of
accredited cognitive
behavioural
psychotherapists

170 cognitive behavioural
psychologists. Response rate 61%

Identified current practices of
CS for a professional group,
most meet accreditation
standards and are satisfied with
CS. High rate of dual
relationships

Response rate
effectively 30% of
target population,
may not be
representative of
profession
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Table 4 Cross-sectional studies – focus group/interview/other studies.
Study

Aim

Setting and participants

Results

Limitations

Begat and
Severinsson2

Synthesize 3 studies
exploring how clinical
nursing supervision
enhances nurses’
experience of wellbeing in relation to their
psychosocial work
environment

Nurses, 142 Norwegian, 138
Japanese and 46 Swedish nurses

Suggested CS has an influence
on nurses’ experience of wellbeing and increased their
satisfaction with their
psychosocial work environment

Interpretation data
synthesis may be
based on the
authors’
preconceptions

Investigate the
influence of CS on
nurses’ moral decision
making

15 registered nurses from 2 wards
of a Swedish district hospital

Increased self-assurance in
decision making, increased
ability to take decisions, support
patients and to be in a
relationship with a patient

Interpretations
influenced by
preconceptions,
data saturation not
considered

Buus et al.29

Explore psychiatric
nurses experience of
participating in group
CS

Qualitative semi-structured
interviews, 22 Danish hospital
based nurses

Group CS provides moral peer
support, adds to professional
identity, helped participants if
they felt stuck in their work.
Clinical effects were limited and
short term and process may
increase anxiety about exposure

Participants may
be those with
positive
experiences of CS

Hyrkas5

Describe how first line
7 ward sisters and 4 nurse
managers saw the
managers in Finland
future of CS
intervention 1 year after
its termination

CS had a long term effect in the
3 year time frame on nurse
manager leadership,
communication and coping
skills. Provided a broader
perspective of work and was
supportive of co-workers

Participants may
be those with
positive
experiences of CS,
coding/themes and
theoretical
perspective not
clear

5, 32

Berggren
and
Severinsson3
1
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Table 4 Cross-sectional studies – focus group/interview/other studies.
Study

Aim

Setting and participants

Results

Limitations

Hyrkas et
al.4

First line managers’
views of the long term
effects of CS and how
it supports and
develops leadership in
health care

32 nursing managers commenced,
perceptions explored twice during
intervention and again 1 year after
CS intervention. 11 respondents in
the study 1 year after CS

Long term effect in the 3 year
time frame on leadership,
communication skills, coping
skills. Gave a broader
perspective of work and
assisted with being supportive of
co-workers

Not clear if
participants
representative of
the population, or if
data/themes where
peer reviewed

Severinsson
et al.2

Evaluate midwives’
experience of group
supervision and the
influence of the
continuity of care
model, with particular
focus on childbearing
women’s need for
emotional support.
Evaluate the
development of the
midwives’ professional
competence

4 midwives with at least 2 years
experience and a familiarity with
women suffering from anxiety and
fear

Group CS perceived as
enhancing midwives’
understanding of women who
were afraid of childbirth,
increased communication skill
and professional competence

Absence of a
working definition
of CS
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Table 4 Cross-sectional studies – focus group/interview/other studies (continued).
Study

Aim

Setting and participants

Results

Limitations

Strong et
al.32

Explore the
phenomenon of
supervision for AHPs

58 staff, 21 managers, large mental
health service

Major themes: benefits and
picture of ideal CS, best aspects
of current CS practice, aspects
of less than ideal CS, barriers,
issues relating to crossprofessional CS, and
improvement areas.
70% of staff have CS

Focus group
contained a nonrepresentative
sample working in
one large mental
health service

White et al.34

Provide an informed
view on assessment
tools that could be
used to assess the
impact of CS in nursing
and to report on CS
activity

34 nurses in 6 sites in England and
Scotland

Themes included: CS definition,
structure, process, outcomes
and links to patient care

Sampling not
representative,
data not reviewed,
theoretical
framework not
identified
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CHAPTER 3 Mapping of existing clinical supervision
Introduction
At the regional health service where this study was conducted, approximately 120 allied
health professionals (AHPs) from the disciplines of physiotherapy, psychology, speech
pathology, podiatry, exercise physiology, prosthetics/orthotics, dietetics, social work and
occupational therapy provide clinical interventions. The clinical interventions occur
across the care continuum and include community based, acute, sub-acute and long
term residential care. As a recent organisation requirement, clinical supervision (CS) is
expected to be undertaken and disciplines are variously developing, embedding or
improving their CS practice. No current view of the shape, form or effectiveness of CS
across the allied health directorate exists.
Prior to the administration of supervisee and supervisor CS effectiveness
questionnaires, a mapping exercise of existing clinical supervision for all allied health
professionals employed within the allied health directorate was undertaken. The purpose
of the mapping was to understand the shape and form of CS generally across the allied
health directorate, as the survey data would be limited to the respondents’ individual
perspectives. An existing organisational policy defined CS as “… a process of
consultation between two or more professionals both formal and informal. The focus is to
provide support for the Supervisee(s) in order to promote self-awareness, development
and growth within the clinical context of their professional environment (Hancox & Lynch,
2004). It is separate to performance/line management supervision and other
performance management processes, and is designed to enhance and support the
performance/line management process.(Hancox & Lynch, 2004)”.
Method
For the current study, ethics approval was provided by the Human Research Ethics
committees of both the regional health service and the university. Clinical managers of
the nine disciplines of physiotherapy, psychology, speech pathology, podiatry, exercise
physiology, prosthetics/orthotics, dietetics, social work and occupational therapy were
asked to enter data into a developed Microsoft Excel spreadsheet, which was circulated
via email. Data included discipline, employment information and information about CS
structure, form and training. Data were analysed using IBM/SPSS (v.17.0) to provide
descriptive statistics.
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Results
Eight of the nine allied health disciplines completed the mapping exercise in July and
August 2009; data were not gained from the psychology discipline, who did not respond
to the request for information, providing an overall response rate of 87%. The number of
staff employed in each discipline is provided in Table 1, physiotherapy having the most
staff (n=24, 23.8%).

Table 1. Demographics
Clinical Specialty

No. of staff

Physiotherapy

n
24

%
23.8

Speech Pathology

13

12.9

Podiatry

4

3.9

Exercise Physiology
Prosthetics/Orthotics

4
7

3.9
6.9

Dietetics

12

11.9

Social Work
Occupational Therapy

15
22

14.9
21.8

TOTAL

101

100.0

The majority of AHPs were female (72.3%), grade 2 clinicians (44.6%), who
worked fulltime (57%) and were permanently employed (82.2%; Table 2). The majority of
staff (n=59; 58.4%) graduated in the last 10 years and a further 44 (25.7%) graduated
between 10 and 20 years ago.
Overall, supervision was provided to AHPs from within the organisation (86.0%),
although for small numbers of staff across all disciplines, except for prosthetics/orthotics
and podiatry, external supervisors were used (Table 3). For the majority of supervisees
the location of supervision was in the workplace (92.0%), although for a small number of
supervisees from five disciplines, supervision occurred solely at an offsite location (n=2)
or at a combination of both locations (n=6).
The form of CS reported as most commonly used was the one-to-one approach,
with 71% of AHPs reportedly being supervised in this format (Table 4). Group
supervision was employed by the disciplines of physiotherapy, podiatry and dietetics and
peer supervision was in place for prosthetics/orthotics and occupational therapy.
Another approach, not one-to-one, was reportedly used by five speech pathologists,
however the alternative approach was not identified.
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Table 2. Gender and employment
n=101

No. of staff
n

%

Male

28

27.7

Female

73

72.3

Grade 1

31

30.7

Grade 2

45

44.6

Grade 3

18

17.8

Clinical Manager

7

6.9

Part time

44

43.6

Full time

57

56.4

0-8

2

2.0

9-16

12

11.9

17-24

13

12.9

25-32
33-40

8
66

7.9
65.3

Permanent

83

82.2

Fixed term

18

17.8

16

15.8

2-5

19

18.8

5-10

24

23.8

10-15

26

7.9

15-20

18

17.8

20-25

9

8.9

25-30

2

2.0

30+

5

5.0

Sex

Grade

Employment status

Hours worked per week (hours)

Employment status

Length of time since graduation
(years)
0-2
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Table 3. The shape of supervision – source and location
Supervision source

Supervision location

Internal

External

Both

Onsite

Offsite

Both

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

Physiotherapy

23 (95.8)

0

1 (4.2)

23 (95.8)

0

1 (4.2)

Speech Pathology

12 (92.3)

0

1 (7.7)

12 (92.3)

0

1 (7.7)

Podiatry
Exercise Physiology

4 (100.0)
0

0
0

0
4 (100.0)

4 (100.0)
4 (100.0)

0
0

0
0

Prosthetics/

7 (100.0)

0

0

7 (100.0)

0

0

Dietetics
Social Work

9 (75.0)
12 (80.0)

2 (16.7)
1 (6.7)

1 (8.3)
2 (13.3)

9 (75.0)
14 (93.3)

2 (16.7)
0

1 (8.3)
1 (6.7)

Occupational Therapy

19 (90.5)

0

2 (9.5)

19 (90.5)

0

2 (9.5)

Total

86 (86.0)

3 (3.0)

11 (11.0)

92 (92.0)

2 (2.0)

6 (6.0)

n=100

Orthotics

41

Table 4. The shape of supervision – form and frequency
CS form

CS frequency

1:1

Peer

Group

Other

Weekly

Fortnightly

Monthly

Quarterly
+

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

Physiotherapy

13 (54.2)

0

11 (45.8)

0

7 (29.2)

14 (58.3)

3 (12.5)

0

Speech
Pathology

8 (61.5)

0

0

5 (38.5)

7 (53.8)

2 (15.4)

4 (30.8)

0

Podiatry

0

0

4 (100.0)

0

4 (100.0)

0

0

0

Exercise

4 (100.0)

0

0

0

0

4 (100.0)

0

0

Physiology
Prosthetics/

5 (71.4)

2 (28.6)

0

0

0

2 (50.0)

2 (50.0)

0

7 (58.3)

0

5 (41.7)

0

0

5 (41.7)

5 (41.7)

2 (16.6)

15 (100.0)
19 (90.5)

0
2 (9.5)

0
0

0
0

3 (20.0)
0

5 (33.3)
8 (38.1)

7 (46.7)
6 (28.6)

0
7 (33.3)

71 (71.0)

4 (4.0)

20 (20.0)

5 (5.0)

21 (21.0)

40 (40.0)

27 (27.0)

12 (12.0)

Orthotics
Dietetics
Social Work
Occupational
Therapy
Total
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For the majority of disciplines the time spent receiving CS was between 0-30
minutes (53.8%) and 31-60 minutes (37.6%); the discipline of physiotherapy, unlike the
other disciplines, reported spending greater than 60 minutes in a CS session (Table 5).
Table 5. The shape of supervision – time spent receiving CS
Time spent receiving CS (minutes)
0-30

31-60

61-90

91-120

n (%)

n (%)

n (%)

n (%)

0

9 (52.9)

3 (17.6)

5 (29.5)

Speech Pathology

4 (30.8)

9 (69.2)

0

0

Podiatry

4 (100.0)

0

0

0

Exercise Physiology

4 (100.0)

0

0

0

Prosthetics/ Orthotics

3 (42.9)

4 (57.1)

0

0

Dietetics

7 (58.3)

5 (41.7)

0

0

Social Work
Occupational Therapy

12 (80.0)
16 (76.2)

3 (20.0)
5 (23.8)

0
0

0
0

Total

50 (53.8)

35 (37.6)

3 (3.2)

5 (5.4)

n=93
Physiotherapy

The majority of AHPs (47.0%) had one supervisor, with a further 42.0% receiving
CS from two or more supervisors (Table 6). Overall, line managers (with operational
responsibility for the staff member) predominantly provided the CS (85.0%), with all
physiotherapists and exercise physiology staff receiving CS from their line managers.
The use of clinical supervisors who were not line managers was the predominant
approach for the disciplines of social work (53.3%) and prosthetics/orthotics (42.9%).
A contract to support or guide the supervisory relationship and sessions was
reported to be used for 39.5% of staff, with the majority (59.3%) of supervision occurring
without a contract or supervision agreement. The disciplines of social work and podiatry
indicated the presence of a contract for all CS relationships, with speech pathology and
occupational therapy reporting contract use for 92.3% and 90.7% of CS respectively.
Overall, the use of formal records of CS was reported for 81.0% of staff (Table 7). The
social work discipline indicated that no records were kept for any CS sessions to ensure
confidentiality, in contrast to physiotherapy, speech pathology, podiatry, exercise
physiology and prosthetics/orthotics, who reported the formal documentation of CS by all
staff.
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Table 6. Number of supervisors and those who act as line managers
No. of supervisors

Supervisor acts
as a line manager

0

1

2

Group

Mixed

No

Yes

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

0

8 (33.3)

16 (66.7)

0

0

0

24 (100.0)

1 (7.7)

3 (23.1)

5 (38.4)

0

4 (30.8)

1 (7.7)

12 (92.3)

Podiatry

0

0

0

4 (100.0)

0

1 (25.0)

3 (75.0)

Exercise Physiology

0

0

4 (100.0)

0

0

0

4 (100.0)

Prosthetics/Orthotics

3 (42.8)

2 (28.6)

0

0

2 (28.6)

3 (42.9)

4 (57.1)

Dietetics

0

6 (50.0)

6 (50.0)

0

0

1 (8.3)

11 (91.7)

Social Work

0

15 (100.0)

0

0

0

8 (53.3)

7 (46.7)

Occupational

1 (4.8)

13 (61.9)

7 (33.3)

0

0

1 (4.8)

20 (95.2)

5 (5.0)

47 (47.0)

38 (38.0)

4 (4.0)

6 (6.0)

15 (15.0)

85 (85.0)

n=100

Physiotherapy
Speech Pathology

Therapy
Total

44

Table 7. Supervision process supports
CS contract used

Formal CS record kept

No

Yes

Not known

No

Yes

Not known

n (%)

n (%)

n(%)

n(%)

n (%)

n (%)

24 (100.0)

0

0

0

24
(100.0)

0

1 (7.7)

12 (92.3)

0

0

13
(100.0)

0

0

4 (100.0)

0

0

4 (100.0)

0

Exercise Physiology

4 (100.0)

0

0

0

4 (100.0)

0

Prosthetics/ Orthotics
Dietetics

5 (71.4)
12 (100.0)

1 (14.3)
0

1(14.3)
0

0
2 (16.7)

7 (100.0)
9 (75.0)

0
1 (8.3)

0

15 (100.0)

0

15 (100.0)

0

0

2 (9.3)
48 (59.3)

19 (90.7)
51 (39.5)

0
1 (1.2)

1 (4.8)
18 (18.0)

20 (95.2)
81 (81.0)

0
1 (1.0)

n=100

Physiotherapy
Speech
Pathology
Podiatry

Social Work
Occupational Therapy
Total
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The majority of AHPs (80%) were reported as having undergone some formal
training in CS, although the training was not described (Table 8). Dietetics, social work
and exercise physiology reported that all staff had completed formal training, with
physiotherapy (41.7%) and podiatry (50.0%) indicating the lowest levels of formal
training.
Table 8. Formal CS training
Formal CS training
No

Yes

Not known

n (%)

n (%)

n (%)

10 (41.7)

10 (41.7)

4 (16.6)

0

12 (92.3)

1 (7.7)

Podiatry

2 (50.0)

2 (50.0)

0

Exercise Physiology
Prosthetics/Orthotics

0
2 (28.6)

4 (100.0)
5 (71.4)

0
0

Dietetics

0

12 (100.0)

0

Social Work

0

15 (100.0)

0

0
14 (14.0)

20 (95.2)
80 (80.0)

1 (4.8)
6 (6.0)

n=100
Physiotherapy
Speech Pathology

Occupational Therapy
Total

DISCUSSION
The mapping exercise was undertaken to review the conduct of CS across the allied
health directorate prior to baseline data collection and the provision of interventions.
The purpose of mapping CS was to provide a view of CS within allied health beyond that
of the individual respondents’ view. The results of the mapping, based on the
information provided by the discipline managers, suggested that CS is well established,
with CS typically being provided by staff within the organisation and of the same
discipline. Clinical supervisors tended to also act as line managers for the staff they
supervised and supervision was typically not framed by a CS contact, although some
formal documentation of CS sessions was reported. Sessions were of short duration,
occurred regularly and were generally conducted by supervisors who had received some
formal training in the provision of CS.
The almost exclusive use of one-to-one CS compared to group supervision may
overlook the benefits of group CS, including shared learning and peer support (Milne &
Oliver, 2000). However, one-to-one CS has been reported to be the most traditional and
comfortable form and has been proposed as being the most effective form of CS (Milne
& Oliver, 2000). The short on-site session times of 30 minutes or less may not provide
the time or space to allow supervisees to reflect on clinical experiences. A previous
study suggested that CS for nurses was a more positive experience when sessions
lasted for more than 1 hour and were conducted outside of the workplace (Edwards et
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al., 2005). In the current study the use of line managers as clinical supervisors may also
challenge CS effectiveness, as non-disclosure of concerns, errors or vulnerabilities may
not occur in order to limit exposure to performance management (Webb & Wheeler,
1988). In addition, for line managers the hierarchical process of line management may
be more familiar, easier to understand and employ than the more complex process of
CS, where currency of clinical knowledge and skills is essential (Yegdich, 1999). This is
despite the provision of an operational definition which states that CS is not line
management.
Further evaluation of CS from the perspective of both supervisees and
supervisors should be undertaken to explore the effectiveness of current CS processes
across the allied health directorate. These evaluations will include the use of existing
tools and focus groups to provide an in-depth understanding of CS and also to identify
improvement areas.
CONCLUSION
The results of the mapping exercise provided an overview of the current practices of CS
across the allied health directorate and captured information more broadly then the
planned ‘opt in’ questionnaires may allow. Further evaluation of CS effectiveness and
processes will be undertaken to determine the perceived effectiveness of current CS
practices.
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CHAPTER 4 Effective clinical supervision for regional
allied health professionals – the supervisee’s
perspective
This paper outlining the baseline findings related to the supervisee’s perceptions of the
quality and effectiveness of their clinical supervision was published in the Australian
Health Review.
Dawson, M., Phillips, B., Leggat, SG. (2012). Effective clinical supervision for regional
allied health professionals – the supervisee’s perspective. Australian Health Review, 36,
92-97.
It is presented as a pre-publication version. The definitive version should be
sourced directly from the Australian Health Review. The source information for
Manchester Clinical Supervision Scale (MCSS) is provided in Appendix 1, along with
evidence of licence purchase.
The supervisee’s perceptions of CS, using the MCSS, assisted with the
identification of less effective aspects of CS and provided themes that could be more
deeply explored in the subsequent focus groups. The MCSS results also informed the
content of education resources provided to AHPs.
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Abstract
Aim. Clinical Supervision (CS) for health professionals supports quality clinical practice.
This study explored current effectiveness for allied health professionals (AHPs) at a
regional health service from the perspective of the supervisees and identified
improvements.
Method. The Manchester Clinical Supervision Scale (MCSS) was completed by 30
supervisees across the Allied Health directorate to determine their perceptions of the
effectiveness of CS.
Results. Supervision sessions typically occurred monthly (56.7%) and were one-to-one
(86.2%). The mean total MCSS score was 142.83 (s.d. 15.73), greater than the reported
threshold score of 136 for effective CS. The mean subscale scores of ‘trust/rapport’ and
‘improved care/skills’ were high, in contrast to the mean subscale score for ‘finding time’
and ‘personal issues’, which were significantly lower than the other subscales (P<0.001).
Low scores for ‘finding time’ and ‘personal issues’ subscales may be associated with
emotional exhaustion and depersonalization.
Conclusions. In this first study to evaluate CS in AHPs using the MCSS, CS was
reported as being valued and important. However, there is a need for improvement in
addressing personal issues which impact on work performance and for finding time for
CS. As effective CS is an important component of clinical governance by supporting safe
and effective health care provision, it is vital that CS processes for AHPs are improved.
What is known about the topic? There are reports on CS effectiveness for nurses,
however there is limited published information about CS for AHPs. Effective CS may
enhance clinical skills, improve patient safety and support reflective practice and is a core
component of clinical governance. The MCSS has been used to identify CS
effectiveness in nurses; however, there have been no previous reports of its use with
AHPs.
What does this paper add? This is the first study to use the MCSS for AHPs and
identifies areas for improvement in CS, including scheduling and the need to more
effectively address personal issues which impact on work performance.
What are the implications for practitioners? Evaluating the effectiveness of CS in
AHPS will lead to improved CS processes and therefore impact on quality of patient care.
Effective CS may also affect the wellbeing and job satisfaction for AHPs.
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Introduction
Clinical supervision (CS) has become part of standard practice for health professionals,
based on perceived benefits to the clinician, the patient and the organisation. The large
regional health service where the current study was conducted, consists of 200 acute, 60
subacute and 500 residential age care beds, plus community based programs, and
employs 120 allied health professionals (AHPs). There is a strong organisational
commitment to the provision of CS for all health professionals, however, the experience,
understanding of, and existing skills in CS differ across the allied health disciplines, with
CS tending to be more embedded into the clinical practice of social workers and
psychologists. This discipline focus is echoed in the literature, with limited reports of
research into CS for other allied health professionals (AHPs). Evaluation of the
effectiveness of CS is important, as CS demands commitment of resources and time. It
has been suggested that poor or ineffective CS may detrimentally affect staff, including
job dissatisfaction and concerns with confidentiality within CS.

1-3

Defining CS
There is not an all-encompassing definition of CS,4-6 with previous definitions of CS
identifying a process which addresses the development of clinical skill, knowledge,
support and self growth through reflective practice. Kavanagh et al. defined CS as:
a working alliance between practitioners in which they aim to enhance clinical
practice, fulfill the goals of the employing organisation and the profession and
meet ethical, professional and best practice standards of the organisation
and the profession, while providing personal support and encouragement in
relation to the professional practice (pg. 247).5
This definition places CS as important not only for the individual, but also for the
employing organisation and for the provision of best practice patient care. More recently,
CS has been recognized as being a critical component of a comprehensive clinical
governance framework.7 Clinical governance is defined as “the system by which the
governing body, managers, clinicians and staff share responsibility and accountability for
the quality of care, continuously improving, minimizing risks and fostering an environment
of excellence in care for consumers/patients/residents” (pg 4).8 Clinical supervision is an
important clinical governance strategy which ensures accountability, practitioner
competency and patient safety.
Several models of CS have been reported, with Proctor’s model of CS cited
frequently by authors in the United Kingdom.9 Proctor’s model proposes that CS should
fulfill three main areas, restorative, formative and normative.9,10 The restorative area is
the supportive component of supervision, where the supervisor hears work distress,
checks for burnout and directs to appropriate help. The formative area of supervision
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includes critically examining the supervisee’s interactions with their clients and their
clinical interventions, addressing skill development and embedding evidence based
practice. Finally, the normative area deals with professional issues of boundaries,
confidentiality, codes of practice or ethics, and quality.9,10 Proctor’s model of CS has
been reported to have face validity; however its theory development was not empirically
based and the model itself provides no guidance to supervisors on what to offer for
particular components of the theory.11 It could also be argued that CS models which
guide practice should not be too prescriptive, but act as a framework that is underpinned
by principles, and Proctor’s theory makes this contribution.6 Proctor’s model broadly
defines components or functions of CS and is easily applied where diversity of
experience, skills and level of training and professional background of both supervisor
and supervisee exists.
The CLEAR (or integrative) model describes the tasks or processes of supervision as
contract, listen, explore, action and review.12 The ‘contract’ component describes the
process where desired outcomes of the session are negotiated. The ‘listen’ component
is where active listening occurs. The ‘explore’ component uses questioning to generate
new insights. The ‘action’ component involves determining the approach to progress
clinical interventions. In the ‘review’ component the agreed actions are reviewed.12 The
CLEAR process model of CS provides both the supervisee and supervisor with stepwise
guidance as to how to undertake a CS session; however it does not provide a broader
theoretical understanding of CS.
The Growth and Support model of CS provides a framework for the supervisor to use
to support the development of their supervisee.13 The framework seeks to facilitate
growth and support through making the supervisor aware of the main elements of the
model, including: generous, rewarding, being open, willing to learn, thoughtful and
thought provoking, humane, sensitive, uncompromising and personal.
These models of CS are similar in that they support the supervisee to reflect on their
clinical practice, however the CLEAR model describes CS as a process and the other
models are CS theoretical frameworks. Most of the models were developed before the
establishment of clinical governance and therefore do not provide an explicit link to
clinical governance processes, such as patient safety, and the supervisee’s professional
development needs identified during CS may not be included on the clinical governance
agenda.14 This may lead to deficient practices not being addressed, which may adversely
impact on patient care.
The aim of the current study was to explore the supervisee experience of CS in
AHPs and to identify areas of improvement to CS processes as part of a clinical
governance approach to ensure the provision of safe and effective health care.
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Methods
Winstanley and White15 reviewed several previous methods used to evaluate CS,
including focus groups or semi structured interviews, Delphi technique, self completion
questionnaires and instruments such as the Minnesota Job Satisfaction Scale (MJSS),
the Maslach Burnout Scale (MBS) and the Manchester Clinical Supervision Scale
(MCSS). The MJSS and the MBS are not designed to capture the effectiveness of
supervision; however the MCSS has been specifically designed to explore the perceived
quality and effectiveness of CS from a supervisee’s perspective. The MCSS was
developed, initially for nurses, taking into consideration Proctor’s theory, the CLEAR and
Growth and Support models.10 The MCSS is a 36 item measure, scored on a five-point
scale from ‘strongly disagree’ to ‘strongly agree’, and consists of seven subscales: trust
and rapport; supervisor advice and support; improved care and skills; importance and
value of supervision; finding time; personal issues; and reflection. A high score for any of
the subscales reflects a high degree of effectiveness for that aspect of the CS process
from the supervisee’s perspective and a high total score reflects a high level of overall
effectiveness of the CS process.9,10 The scores for all items within the subscale are
summed and subscale scores are summed for the total MCSS score. The MCSS is a
validated tool with high internal consistency within each category and between
subscales.9,10 It has been suggested that supervisees should have experienced at least
six sessions of CS before completing the questionnaire.14,16 White and Winstanley,
based on a large normative CS data set, hypothesized that a threshold score of 136
demonstrates CS efficacy,17 however, the professional background or recruitment
processes for the respondents in this normative data set are not clear.
Hyrkäs et al. used the MCSS, MBI and MJSS to evaluate CS and the level of burnout
in 569 Finnish mental health and psychiatric nurses, determining that effective CS
lowered burnout and ineffective CS increased job dissatisfaction.3 Edwards et al. used
the MCSS and MBI to explore the influence of CS on burnout for 189 community mental
health nurses and linked higher scores on the MCSS with lower levels of burnout.16 The
perceived quality of supervision was higher for nurses who had chosen their supervisors,
received CS away from the workplace, whose CS sessions lasted for one h or more and
which took place at least once monthly. In a second study Hyrkäs et al. examined the link
between efficacy of CS to job satisfaction, burnout and quality of care in Finnish nurses
(the majority of the sample) and physiotherapists and found that the supervisees’
evaluation of CS predicted their levels of burnout, job satisfaction and perceptions of
quality of care they provided.18 A version of the MCSS for AHPs has recently been
developed by Winstanley, the only changes being to the demographic section of the
MCSS, however, there have been no published reports of its use.
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For the current study, ethics approval was provided by the Human Research Ethics
committees of the associated regional health service and the university.
The sample was drawn from the Allied Health Directorate of a large regional health
service, representing speech pathology, physiotherapy, podiatry, psychology, prosthetics
and orthotics, exercise therapy, dietetics, social work and occupational therapy. Those
AHPs (n=101) who had received a minimum of six sessions of CS were eligible for
inclusion. Recruitment was via email by the second author, who was not employed by the
health service, to ensure respondent anonymity and completed MCSS questionnaires
were submitted via collection boxes. Summed subscale and total MCSS scores were
calculated. In addition, each summed subscale score was divided by the number of items
in the subscale to calculate a mean subscale score and a Grand Mean for the mean
subscale score was calculated for the total sample. As the data were not normally
distributed, Friedmans and Wilcoxon Signed Ranks Tests were used to analyse the
difference between the Grand Means of the mean subscale scores. Data were analysed
using SPSS (v.17.0).
Results
Supervisee demographic characteristics
Thirty-two questionnaires were returned; two surveys were excluded as the respondents
had not received six sessions of CS, giving a response rate of 31.7%. The majority
(86.7%) of respondents were female (n=26), consistent with the composition of the
eligible sample. The mean age was 32.8 yrs (s.d. 9.5 yrs; range 23-61 yrs). The
respondents had a range of level of experience, with 80% (n=24) employed as either a
grade 1 or grade 2 clinician, 16.7% (n=5) being a grade 3 clinician and one respondent
(3.3%) was a clinical manager.
The respondents represented nine allied health disciplines, the greatest proportion
(26.7%) being physiotherapists (Table 1). The respondents were equally distributed
across the categories of <1 yr to >5 yrs for the length of time in their position and 43.3%
(n=13) acted as supervisors for other clinicians (Table 1).
Supervisor characteristics
The majority (83.3%) of respondents described their supervisors as female and with a
mean age of 40.7 yrs (s.d. 9.05 yrs; range 25-55 yrs; Table 2). Supervisors were similarly
distributed between the categories of grade 2 or 3 clinicians (36% for each) and clinical
managers (28%). Clinical supervisors were allocated by the discipline managers for the
majority of respondents (60%) and were always from the same discipline as the
supervisee. Contact with the supervisor as part of their normal work routine, excluding
CS sessions, occurred fortnightly for 43.3% of the respondents.
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Supervision sessions
The mean length of time respondents had received CS was 42.3 months (s.d. 51.81,
range 2-240 months). Supervision sessions occurred monthly for the majority (56.7%) of
participants and fortnightly for 26.7% of participants (Table 3). Twenty respondents
(86.7%) received supervision within the workplace and supervision was one-to-one for
86.2% of participants, two respondents receiving group supervision as well. For the
majority (63.3%) of respondents the mean duration of CS sessions was 46-60 minutes,
only two participants (6.7%) having shorter CS sessions lasting 15-30 minutes.
MCSS scores
The mean total score for the MCSS was 142.83 (s.d. 15.73) and four of the five
subscales had summed scores higher than those previously reported15 (Table 4). The
subscales with the highest mean summed score were ‘trust and rapport’ (28.27, s.d.
4.12) and ‘improved care and skills’ (28.27, s.d. 5.02). The Friedmans test of the Grand
Means for the seven mean subscale scores was significant (2=86.22, P<0.001). The
Grand Mean for both the ‘finding time’ and ‘personal issues’ mean subscale scores were
significantly lower than that for each of the other subscales (P=0.001, Table 5). There
was no significant difference between the Grand Means for the ‘finding time’ and
‘personal issues’ mean subscale scores (P=0.779).
DISCUSSION
The results of the current study demonstrated that the MCSS subscales of ‘trust/rapport’,
‘advice/support’, ‘improved care/skills’, ‘importance and value of CS’ and ‘reflection’ were
perceived by supervisees as being effective areas of CS. However, the subscales of
‘finding time’ for CS and addressing ‘personal issues’ in CS were perceived to be
significantly less effective than the other subscales. Clinical supervision typically occurred
within the workplace, on a one-to-one basis and for a mean duration of 46-60 minutes.
Overall, CS processes in the current study were more effective than those reported
in previous studies. The mean total MCSS score in the current study (142.83, range 108170) was above the previously reported threshold total score of 13617 for CS
effectiveness and was also slightly above the results reported by Edwards et al.16 In the
current study, the mean summed subscale score for ‘personal issues’ was the only
subscale score that was lower than those reported by Edwards et al.16
Based on the specific questions included in the ‘finding time’ subscale of the MCSS
the results suggest that supervisees perceived CS as time consuming, with the time
demands increasing the perception that work pressures interfered with CS. Edwards et
al. found that when nurses struggled to find time for supervision, the level of emotional
exhaustion and depersonalization (as measured by the MBS) was higher.16 Although the
current study did not seek to identify the levels of emotional exhaustion or
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depersonalization, their effect on AHPs should be considered. To satisfy clinical
governance requirements, it is necessary to consider whether staff burnout and
depersonalization is such that it could impact adversely on patient care.
The subscale of ‘personal issues’ was based on questions which explored the
supervisee’s ability to discuss sensitive issues during CS and the helpfulness of having
access to someone for debriefing. The low score in the current study suggests that
supervisees felt that they were not able to debrief during CS and neither was CS
providing an opportunity to discuss or solve personal issues to the level of their perceived
need, indicating that CS was not effective in assisting supervisees to understand and
manage their stress. This is an important finding as Edwards et al. reported that being
able to discuss sensitive issues confidentially may lead to lower levels of burnout,
emotional exhaustion and depersonalization.16 Potential strategies to enhance the
capacity to address personal issues, include ensuring adequate time for CS, providing a
training and resource package for both supervisors and supervisees to improve the
quality of the supervisory relationship, and the use of supervision contracts to increase
the perceived safety or confidentiality of CS sessions.19 It is possible that supervisors in
the social work and psychology disciplines may be more effective in addressing personal
issues during a CS session, as a result of their advanced psychological training. The
level of education of supervisors was not specifically measured in the current study and
the sample size did not allow for comparison to the other allied health disciplines. The
potential for ineffective CS resulting in staff not delivering best practice care due to the
unresolved effect of personal issues on their work performance will impact on good
clinical governance.
The low rate (26.7%) of respondents choosing their supervisor in the current study
may be a factor in the quality of the supervisory relationship and the ability of the
relationship to explore personal issues. Winstanley suggested that the ability to select a
supervisor enhances the quality of the supervisory relationship,10 which may lead to
greater capacity for trust and greater potential for disclosure of personal issues. Clinical
supervision by the line manager may also negatively impact on the quality of the CS and
thereby patient care, as staff may guard information so as not to reveal deficiencies. In
the current study, the location of the health service in a regional area may have affected
the availability of suitable supervisors for selection, as travel or telecommuting with
external supervision may be more complicated than allocating local supervisors.
The MCSS results provided an understanding of CS delivery, frequency, duration
and location. One-to-one supervision was reported at 86% in the current study, higher
than in previous studies in nurses (64-74%).14, 16,19 The frequency of CS sessions in the
current study was between weekly and monthly for 93.3% of respondents and the
duration of CS sessions was more than 45 minutes for the majority (76.6%). Edwards et
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al. reported that CS for nurses was a more positive experience when sessions occurred
at least once a month, lasted for more than 1 h and occurred outside the workplace16;
however, in the current study 86.7% of CS occurred within the workplace. The use of
longer sessions and sessions outside the workplace for AHPs needs to be considered.
The validity of the MCSS for nurses has been established previously 9,10 and it is
likely that there would be similar validity for the AHP version of the MCSS, given that
there were no changes to the questions about the CS experience. The results of the
current study indicate that CS was generally valued and considered important by the
supervisee respondents. However, there remain opportunities for the improvement of
supervision practice to address personal issues affecting work performance and to
develop approaches to address the challenge of finding time. Clinical supervision is an
important part of the clinical governance framework and is vital for the provision of safe
and efficacious health care. Potential improvements of CS include preserving time for
CS, providing supervisor education to equip them in addressing supervisee personal
issues, providing a safe and confidential space through the use of confidentiality
agreements and the increased opportunity to choose a supervisor.
Conclusions
The current study is the first study to evaluate the experience of CS by supervisees using
the MCSS tool with AHPs. The results suggest that CS is perceived as generally
important and of value to the supervisee, whilst acknowledging that the particular areas
of finding time and personal support require improvement to increase CS effectiveness.
As effective CS is an important component of clinical governance by supporting
improvements in clinical practice through reflection and support of AHPs; it is therefore
vital that CS processes are improved.
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Table 1. Demographic characteristics of respondents (n=30)
Clinical specialty
Dietetics
Exercise physiology
Occupational therapy
Physiotherapy
Podiatry
Prosthetics & orthotics
Psychology
Social work
Speech pathology
Length of time in post (yrs)
<1
1-2
3-5
>5
Acts as supervisor for others
Yes
No
Work environment
Centre based
Community
Both

n

%

2
2
6
8
1
2
4
2
3

6.7
6.7
20.0
26.7
3.3
6.7
13.3
6.7
10.0

7
8
8
7

23.3
26.7
26.7
23.3

13
16

43.3
56.7

22
3
5

73.3
10.0
16.7
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Table 2. Demographic characteristics of supervisors
Supervisor age (yrs) n=26
21-29
30-40
>41
Sex n=30
Male
Female
Grade n=25
Grade 2
Grade 3
Clinical Manager
Supervisor n=30
Allocated
Chosen by supervisee
Other
Contact with supervisor n=30
Daily
Weekly
Fortnightly
Monthly
Yearly

n

%

3
10
13

11.5
38.5
50

5
25

16.7
83.3

9
9
7

36
36
28

18
8
4

60
26.7
13.3

6
5
13
5
1

20.0
16.7
43.3
16.7
3.3
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Table 3. Characteristics of supervision sessions
n
Frequency of CS sessions n=30
Every week
4
Every 2 weeks
8
Monthly
17
Every 6-8 weeks
1
Place of CS n=30
Within the workplace
26
Away from the workplace
3
Both
1
Type of CS n=29
One-to-one
25
Group sessions
1
Both
2
Other
1
Length of CS sessions (mins) n=30
15-30
2
31-45
5
46-60
19
>60
4

%
13.3
26.7
56.7
3.3
86.7
10.0
3.3
86.2
3.3
6.7
3.3
6.7
16.7
63.3
13.3
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Table 4. Manchester Clinical Supervision Scale – Summed subscale and total
scores

MCSS summed scores
Subscale

Trust/rapport
Supervisor
advice/support
Improved care/
skills
Importance/
value of CS
Finding time
Personal issues
Reflection
Total score

Edwards et al.A 16
n=208-210
Mean
s.d.
summed
score

Current study
n=30
Actual
Mean
score
summed
range
score

s.d.

7-35
6-30

15-35
14-30

28.27
24.37

4.12
3.64

27.46
23.19

4.72
3.83

7-35

17-35

28.27

5.02

26.95

4.86

6-30

22-30

26.63

2.25

25.69

3.21

4-20
3-15
3-15
36-180

7-20
6-13
8-15
108-170

12.97
9.60
12.73
142.83

3.11
1.73
1.74
15.73

12.22
10.40
12.66
138.50

3.60
2.20
2.00
16.66

Possible
score
range

A

n= 210 except for Trust and rapport (n= 209), Improved care and skills (n= 209),
Total score (n= 208).
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Table 5. Manchester Clinical Supervision Scale – Mean subscale scores

MCSS mean subscale scores (n=30)

Finding
time
subscale

Personal
issues
subscale

P*

P*

.001
.001

.001
.001

.001

.001

.001

.001

-.779
.001

.779
-.001

Grand Mean
Subscale

s.d.

Trust/rapport
4.04
.588
Supervisor
4.06
.607
advice/support
Improved care/
4.04
.717
skills
Importance/
4.44
.375
value of CS
Finding time
3.24
.778
Personal issues
3.20
.578
Reflection
4.24
.580
* Wilcoxon Signed Ranks Test of Grand Means
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CHAPTER 5 Effective clinical supervision for regional
allied health professionals – the supervisee’s
perspective – a qualitative study

Introduction
The Manchester Clinical Supervision Scale (MCSS), a tool developed based on Proctor’s
model of clinical supervision (CS) was used to evaluate the effectiveness of current
supervision practices for allied health professionals (AHPs) at a regional health service
(Winstanley, 2000; Chapter 4). The MCSS findings particularly identified less effective
areas of CS relating to the challenge of finding time for CS and addressing personal
issues which may affect the workplace.
To develop a deeper understanding of these challenges to effective CS, a
qualitative approach using focus groups was undertaken. The results may assist in
identifying areas for improvement in the current practice of CS as perceived by AHP
supervisees and increase the overall effectiveness of CS.
This study explored CS for AHPs from the supervisee’s perspective and used
Proctor’s model of CS as a theoretical framework to interpret the results.
Methods
The sample was drawn from the allied health directorate of the large regional health
service, where approximately 120 AHPs were employed, representing the following
professions: speech pathology, physiotherapy, podiatry, psychology, prosthetics/orthotics,
exercise therapy, dietetics, social work and occupational therapy. Eligible for inclusion in
this study were all AHPs who were supervised in their clinical practice. Respondents to
the MCSS (Chapter 4) indicated their willingness to participate in a focus group by
returning a completed consent form to an independent researcher. For the current study,
ethics was provided by the Human Research Ethics committees of the associated
regional health service and the university (Appendix 2).
Focus groups were used to explore CS as perceived by clinical supervisees. An
interview question guide was developed (Appendix 3), using the themes identified from
the MCSS results (Chapter 4) and a review of the literature (Chapter 2). An experienced
external moderator and an independent note-taker were used and data were recorded
anonymously. The duration for each of the two focus groups was 1-1.5 hours. Focus
group transcripts were analysed using manual coding to identify themes and sub-themes;
as the themes were collapsed into fewer and more comprehensive themes, the transcripts
were reviewed to check the fit of data. A second independent researcher analysed the
transcripts and confirmed the identified themes. To ensure that the participant’s voice
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was heard, direct quotes are presented (Liamputtong, 2009).
Results
Nine clinical supervisees participated in the focus groups held in May 2010 and were from
the professions of physiotherapy (5), speech pathology (2), clinical psychology (1) and
occupational therapy (1). Seven themes that reflected the experience of CS by the
participants were identified from the focus group transcripts: defining CS and its purpose,
CS supporting and developing, impact on quality of care, finding time, preferred shape of
CS, supervisory relationship and improvement ideas.
Firstly, a theme of defining CS and its purpose was identified, participants
describing that they felt that they were more likely to receive line management and so
provide their line manager with the opportunity to practise their skills of line management,
rather than receiving CS. A participant suggested that; “the session addressed
departmental needs rather than mine” and the session was in effect used to problem
solve issues related to the running of the department. This view was reinforced by
another participant who stated that the “agenda was developed by the department not the
supervisee” and another participant reported “coming away from CS asking how did that
help me?” The purpose of CS was reported as being a “risk management strategy for the
organisation” and for “career development” and to allow “debriefing and unloading”. It
was also suggested that CS served to allow for discussion of “complex cases, diagnostic
issues, seeking extra perspective from more experienced staff”. The separation of CS
from mentoring and performance management was not clear for participants and one
participant reported that their attendance at external conferences and reading papers
addressed their clinical supervision needs.
The positive support of CS was identified as a theme, where CS was identified as
providing “a lot of support is around management processes, de-briefing, how to manage
caseload, how to support other staff” and how to work in teams and coping and planning.
Another participant reported that “CS is very positive, really gives me confidence, but the
positive outcome has a lot to do with what the supervisee puts in to it. The supervisee
needs to be prepared with what they want to discuss, this encourages self-reflection”.
The supportive nature of CS was referred to by a number of participants who suggested
that CS “took the pressure off” and who also reported not knowing “how well I would cope
without it” and seeing CS as a support structure for “personal work-related issues, such
as stress”. The time for CS was something that participants “looked forward to” and one
participant suggested that CS has provided “support for personal issues”. However, when
CS was unsupportive, too intrusive or the supervisor too dogmatic, it was recognized that
this makes CS difficult and unsupportive, an experience that was reported by some
participants, who suggested that the supportive nature of CS “depends on who the
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supervisor is, how comfortable I am with them and where they are coming from and what
they‘ve been directed to do. Sometimes it’s been quite intrusive”.
A theme of the impact of CS on the quality of care emerged, where CS was felt to
provide access to staff with similar caseloads and skills and was perceived as an
opportunity to use the supervisor as a “sounding board” and for the content of CS to be
practical and “tailored to what I need”. The opportunity to spend a day with the supervisor
was viewed as an important aspect of the contribution of CS to the quality of care, as it
provided the supervisee opportunity to “work along side… applying techniques in the
same way, benchmarking “. The process of CS was also identified as being “very good for
people who are struggling or less confident” and who needed time and space to work and
reflect on their clinical practice. A participant reported that the process of CS did push the
consideration of evidence on their clinical interventions and that without CS this would
probably not occur. The process of CS was also reported as providing guidance, reflection
opportunities, instilling confidence to go and try, clinical reasoning and better care. One
participant, however suggested that “clinically no impact” from CS was gained and
another suggested “there is a lot of effort that goes into trying to manage CS,
documenting, meetings, reports etc. but it won’t necessarily pick up clinical
incompetence”.
A theme of finding time emerged, with time for CS being perceived as difficult and
it was reported that the “time it (CS) takes is not worth the outcome”. Conversely one
participant valued CS particularly and indicated that they undertook CS in their own time
and personally paid for an external supervisor to provide it. It was noted, however, that
there were no links or feedback mechanisms back into the organisation should issues
identified in CS arise.
The preferred shape of CS for participants seemed to exclude group supervision
and the direct observation of clinical practice. A respondent stated they were “more
guarded in group supervision and that CS needs to be one-to-one to develop the
relationship and to have an impact”. Direct observation of clinical practice was not viewed
as a comfortable experience and was avoided by supervisees. The supervisee’s needs
were suggested as being central to CS practice and CS was reported as being better
when “the supervisee drives the agenda”. Previous experiences where the agenda of CS
was set by the clinical manager were not positively viewed by the participants.
Another theme recognized the importance of the supervisory relationship, where
the “forced” matching of supervisees to supervisors and the impact of this on the
supervisory relationship emerged. One participant stated “I question how well the
matching of the supervisor and the supervisee is - the supervisee is not asked who they
want. There have been times when it hasn’t worked”. The difficulty of being supervised by
a line manager was reported and it was acknowledged that “there may be things you don’t
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want to express”. Confidentiality was reported as not existing in current CS processes,
with one participant reporting that they assumed “anything that was discussed would go to
the clinical manager”.
Finally, improvement ideas identified by participants included reduced
documentation of CS sessions, capacity to select a supervisor, clarification of the
definition of CS and its importance and also the opportunity to provide feedback to the
supervisor on the performance of CS.
DISCUSSION
The current study provided insight into the lived experience of clinical supervisees and
their perceptions of CS, its practice and the challenges of CS and areas for improvement.
Overall, participating in CS as a clinical supervisee was perceived as generally positive,
although some participants doubted the outcomes when weighed against the time and
effort of the CS process. There was a sense that the supervisees understood that their
development was the driver of CS, despite the tendency of supervisors to provide line
management in CS sessions. The impact of CS on the quality of care was variously
reported and finding time was acknowledged as a challenge. The preferred and most
comfortable shape of CS was the traditional one-to-one format, with group CS seen as a
place where more guarded participation was required. The forced supervisory relationship
was a source of some concern, with a sense that this approach has contributed to failed
supervisory relationships. Participants also reported a lack of confidentiality and a need
to censor their disclosures in CS. A number of improvement ideas for CS processes
were suggested and included more stream-lined documentation and self selection of
supervisors.
In considering the participants’ responses in the framework of Proctor’s model of
CS, it would appear that there was some perceived capacity to use the CS sessions to
address the restorative component of CS, through unloading and debriefing and being
supported by CS (Winstanley, 2000). However, this component of Proctor’s model was
compromised by the perceived lack of confidentiality, the use of line managers as
supervisors who then practiced line management and also the ‘forced’ matching of
supervisors. Confidentiality is viewed as a fundamental component of effective CS and
breaching this may be unethical (Ellis, 2001). If CS confidentiality is doubted then the
supervisee may not disclose vulnerabilities and may lose the opportunity for their
stressors to be addressed, which may also challenge the effectiveness of the restorative
component of CS. In addition, the use of line managers to provide CS may compromise
the integrity of the restorative component of Proctor’s model, as the disclosure of errors or
deficiencies to their line manager during CS sessions may make the supervisee more
vulnerable to performance management and so such disclosure may be avoided (Minot &
Adamski, 1989). The ‘forced’ matching of supervisory relationships may also contribute to
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discomfort or an absence of trust, in which the supervisee guards information and so
workplace stresses for the supervisee may remain unaddressed and therefore negatively
impact on the overall effectiveness of CS. Previous studies have reported that the
opportunity to self select supervisors increases CS effectiveness and indicates the
importance of the supervisory relationship in ensuring the effectiveness of the restorative
component of CS (Hyrkäs, Appelqvist-Schmidlechner & Haataja, 2006; Kavanagh,
Spence, Wilson et al., 2002). The restorative component of Proctor’s model was
suggested by the participant’s responses as were challenges to the effectiveness of this
aspect of CS practice. There remain opportunities to improve the restorative component
of Proctor’s model within the current practice of CS, including increased confidentiality
and the opportunity to self select supervisors.
The formative component of Proctor’s model could be identified in the participants’
suggestion that the CS processes encouraged the application of evidence into their
clinical practice and by the view that CS should be for the supervisee and their
development and not for departmental needs or hierarchal control. The imposition of line
management instead of CS is a significant challenge to the effectiveness of CS and
indeed may avoid the practice of CS altogether and markedly compromise the formative
aspect of CS. A further challenge to the formative component of Proctor’s model was the
reported meeting of all of one supervisee’s perceived CS needs through attendance at
external conferences and reading scientific papers. That is, there was an articulation that
external education is sufficient to meet all CS requirements, including the formative
component. The identification of line management and external education as CS
substitutes suggested that the current practice of CS may not address the formative
component of Proctor’s model fully and that improvements are required to ensure more
effective CS.
Finally, the normative component of Proctor’s model was identified by participants
as they perceived CS was useful as a risk management strategy for the organization, that
is, the process of CS was used to ensure and normalize the clinical outputs. However,
this was not universally agreed by participants as it was felt that CS would not necessarily
be able to pick up clinical incompetence. In addition, finding time in busy clinical practice
would draw on the normative or accountability aspect of Proctor’s model. As finding time
was challenging for participants, it may suggest that this aspect of the CS model in the
current practice of CS is not well developed and may not provide the space to develop the
supervisory relationship and undertake the essential tasks of CS, thereby impacting on
the overall effectiveness of CS (Jones & Anderson, 2004). Again, the normative
component of Proctor’s model could be identified in participants’ responses, however
further work on this component is needed to improve current CS practice. This includes
addressing the challenge of preserving time for CS and exploring clinical competence.
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Overall, Proctor’s model was useful in understanding the participants’ views of CS
and also to appreciate the strengths and weakness of the current practice of CS from the
supervisees’ perspective. The current study identified areas within the three components
of Proctor’s model that could be addressed to improve the overall effectiveness of CS.
This study has provided a deeper understanding of the CS from the perspective of
supervisees and will assist in directing improvement activities for AHPs employed at the
regional health service.
CONCLUSION
The results of the current study identified the current understanding of CS from the
perspective of supervisees. Proctor’s model of CS was used as a theoretical framework
to explore current knowledge, understanding of CS and also gaps in CS practice. Clinical
supervision in its current form is not addressing the restorative, formative and normative
components completely and requires improvement. The focus group approach has
supported the identification of improvement areas which included better separation of line
management from CS, the articulation of CS confidentiality and the capacity to self select
supervisors. These areas should be considered when developing training resources and
protocols to support the more effective practice of CS.
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CHAPTER 6 Effective clinical supervision for regional
allied health professionals – the supervisor’s perspective
This paper was accepted for publication on the 11th October, 2012 to the Australian
Health Review and is presented in the format required for this journal. The supervisor’s
questionnaire is provided in Appendix 4.
Dawson, M., Phillips, B., Leggat, SG. (2012) Effective clinical supervision for regional
allied health professionals – the supervisor’s perspective. Australian Health Review.
(Accepted 11th October 2012).
This paper explored the supervisor’s perceptions and understanding of CS. Data
from focus groups informed development of a new questionnaire. The supervisors
questionnaire and the focus group interview question guide is contained in Appendices 4
and 5. The identification of areas of improvement to CS processes as perceived by
supervisors informed the contents of the education resources. The supervisors identified
similar themes to the supervisees such as definitional concerns, time constraints and the
positive impacts of CS on patient care. Components of Proctor’s model could also be
identified in the supervisor responses, suggesting that Proctor’s model is useful in
conceptualising CS practice for AHPs.
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Abstract
Objective. To explore the effectiveness of the current Clinical Supervision (CS)
processes for allied health professionals (AHPs) at a regional health service from the
perspective of the supervisor.
Method. A mixed method study with two phases, involving AHPs across nine disciplines,
employed at a regional health service and providing CS. In the first phase 14 supervisors
participated in focus groups which were followed by the completion of a developed
questionnaire by 26 supervisors.
Results. Focus group results indicated confusion between CS, line and performance
management and mentoring. Clinical supervision was perceived to contribute to the
quality of patient care and reflective practice. The challenges of time for busy clinical staff
were reported. The questionnaire response rate was 52.1% and the mean total score for
the questionnaire was 162.96 (s.d. 13.47), being 76% of the maximum possible total
score. Clinical supervision was considered to improve care quality despite the avoidance
of addressing personal issues. Identified CS improvements included empowerment
through education, resources development, streamlined documentation and use of best
practice protocols.
Conclusions.

The results identified AHP supervisors’ perceptions of CS and possible

improvements to CS processes, including differentiating CS from line management,
protecting CS time and the provision of critical feedback.
What is known about the topic? There are limited published reports about CS for AHPs,
with AHP supervisor experience and knowledge not previously reported.
What does the paper add? This is the first study to identify current supervisor
understanding and practice of CS for AHPs.
What are the implications for practitioners? Clinical supervision is a valued activity, the
effectiveness of which may be supported by education and resources.
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Introduction
Clinical supervision (CS) is emerging as an important component of clinical governance. It
supports quality patient care, delivered by skilled and competent health professionals who
have taken responsibility for their own development and support through the use of
effective CS.1 The process of CS demands a commitment of resources and time. It is
important to evaluate CS and its effectiveness for the support of individuals within the
supervisory relationship and for the patients receiving care to ensure sound clinical
governance for the employing organisation.2, 3
Key topics covered in the CS literature include defining CS and its importance, the
skills required for CS, the impacts of past CS experiences and improvement ideas.4
Definitions of CS in the literature have generally described a relationship which seeks to
enhance clinical skill, professional knowledge and provide support.5, 6 Emphasis has also
been placed on the working alliance where professionals work collaboratively together in
CS, to ensure that organisational goals and the clinical and ethical standards of the
profession are met.5
A frequently used model of CS is Proctor’s model which consists of three
components which are described as restorative, formative and normative. 7-9 The
restorative area is the supportive component of CS and is concerned with checking for
work distress and burnout and directing to appropriate help. The formative area critically
examines clinical interventions and interactions with clients, develops clinical skill and
embeds evidence based practice. Finally, the normative area deals with professional
issues including confidentiality, codes of practice and boundaries and quality.7, 8, 10
Proctor’s model has been reported to have face validity and may be useful in providing a
conceptual framework in which supervisors consider their CS practice.11
The effectiveness of CS has previously been evaluated using focus group or semistructured interviews, Delphi technique, self completion questionnaires and instruments
such as the Minnesota Job Satisfaction Scale, the Maslach Burnout Scale and the
Manchester Clinical Supervision Scale, which is a validated tool used to evaluate
supervisee perceptions of CS.9, 10 However, no validated tool for evaluating CS from a
supervisor’s perspective was identified in the literature.
This study explored CS for AHPs from the supervisor’s perspective and used
Proctor’s model of CS as a theoretical framework to interpret the results. It builds on a
previously published paper exploring the supervisee’s perspective of CS.12
Methods
This mixed methods study involved two phases. In Phase 1, focus groups were used to
explore CS as perceived by clinical supervisors. In Phase 2, a questionnaire tool was
developed to explore the themes identified from the focus group data.
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The sample was drawn from the allied health directorate of a large regional health
service, where approximately 120 AHPs were employed, representing the following
professions: speech pathology, physiotherapy, podiatry, psychology, prosthetics and
orthotics, exercise therapy, dietetics, social work and occupational therapy. Eligible for
inclusion in this study were all AHPs who currently acted as supervisors for clinical
practice. Discipline managers provided a list of current supervisors to an independent
researcher, who did not have a reporting relationship with any of the supervisors, and who
sent an email to all potential participants, inviting their voluntary participation.
For Phase 1, an interview question guide for the focus groups was developed using
the themes identified from a literature review. An experienced external moderator and an
independent note-taker were used and data were recorded anonymously. The duration for
each of the three focus groups was 1-1.5 hours. Focus group transcripts, which were not
reviewed by the participants, were analysed using manual coding to identify themes and
sub-themes; as the themes were collapsed into fewer more comprehensive themes the
transcripts were reviewed to check the fit of data. A second independent researcher read,
analysed and confirmed the identified themes. To ensure that the participant’s voice was
heard, direct quotes are presented.13
In Phase 2, a questionnaire was developed based on the results of Phase 1,
individual items being scored on a five-point scale from ‘strongly disagree’ to ‘strongly
agree’. For clarity the scoring for seven items, worded as a negative statement, was
reversed so that a higher score reflected a more developed understanding of CS. The
scores for all items were summed for a total score, the maximum possible score being
215. The questionnaire was piloted with five supervisors for ambiguity and clarity and
analysis of responses was used to guide changes. The questionnaire included two open
ended questions asking respondents to provide their definition of CS and to comment
generally on the provision of CS. The questionnaire was distributed by email and
anonymously completed questionnaires were submitted via collection boxes. Data were
entered into SPSS (v. 17) and analysed to provide descriptive statistics which included
number of responses, proportions and the mean, s.d. and range for the total score for the
questionnaire.
For the current study, ethics approval was provided by the Human Research
Ethics committees of the associated regional health service and the university.
Results - Phase 1
Fourteen clinical supervisors, 11 (78.6%) of whom were female, participated in the focus
groups and were from the professions of physiotherapy (6), speech pathology (1),
podiatry (2), psychology (1), social work (1) and occupational therapy (3). The results are
reported without attributing the comments to the specific disciplines to ensure anonymity
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of the participants. Six themes that reflected the experience of CS by the participants
were identified from the focus group transcripts: understanding CS; tensions of CS;
perceived improvements through CS; finding time for CS; barriers to CS; and improving
CS processes.
The theme of understanding CS reflected the participants’ knowledge of CS and
its purpose. Participants suggested CS, “Facilitates development of reasoning skills,
knowledge and ensures quality of care. There is also a bit of line management and
mentoring involved, advising staff for themselves and not necessarily for the
organisation”. Another participant stated that the purpose of CS is to assist, “junior staff in
clinical reasoning, workplace ethics, workplace processes” and also that CS has “a
support role, problem solving role and longer term development”. There appeared to be
confusion as to how CS may differ from line management and mentoring; participants
described the effect of this as, “blurring and it’s confusing people now” and that “CS
seems to be trying to cover all bases- sometimes about line management, but also
mentoring, and making sure that the job gets done appropriately”.
A theme of tensions of CS emerged, in which there appeared to be differing
expectations as to who should deliver critical feedback to the supervisee. Participants
suggested provision of critical feedback was not part of CS and felt that it should be
provided by the discipline clinical manager. Comments on critical feedback included,
“goes directly to the clinical manager” and “I tend to avoid it”. Participants described
feeling “thrown in” and experiencing difficulty when providing aspects of CS, particularly
when a manager has asked for an issue to be addressed.
The theme of perceived improvements through CS provided insight into the benefits
of CS.

Most supervisors expressed a sense of enjoyment of participating in a

supervisory relationship and many of the participants described CS as being challenging
and rewarding,
“quite rewarding – connects me to younger therapists and what’s going on –
keeps me up to speed.” The opportunity to reflect on clinical practice for both
the supervisor and supervisee was described as “exciting” and “helping the
unmotivated supervisee”.
The theme of barriers to CS included the difficulty in finding time to deliver CS,
“I can’t shoe horn all this extra workload without impacting on my clinical load”.
Other barriers included the choice of who was in the supervisory relationship,
the reluctant supervisee and age and gender differences. The allocation to a
supervisory relationship and supervisee commitment were also reported as
perceived barriers to CS. Collegial relations were identified as an additional
challenge for some supervisors, “content area of supervision may be
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challenging, but the main difficulty is when there is an interpersonal
relationship as a colleague with the supervisee”. Documentation was
presented as a barrier based on the perception that it was unwieldy and that it
could be used against the supervisee.
The final theme was the participants’ desire to improve CS. The participants
identified a number of factors which could improve CS provision, including: more time for
CS; more resources; and increased consistency, structure and feedback in regards to the
supervision process. To ensure that line management does not take over a supervision
session, participants suggested, “better separation between line management and CS.”
Feedback to the supervisor was considered important to improving CS; it was noted that
there was little or no feedback occurring, conveyed by, “you don’t know what you don’t
know… I don’t know if I am supervising well.” In addition to this information, further
education was suggested to empower staff to drive their supervision process.
Results - Phase 2
Twenty-six of 48 distributed questionnaires were returned, a response rate of 52.1%. One
questionnaire was excluded as the respondent was not currently acting as a clinical
supervisor. Participant demographics are provided in Table 1. The length of time in their
current position was >5 years for 19 respondents (76%), 1-5 years for four (16%) and <1
year for two (8%) respondents. The mean number of staff the supervisors were currently
supervising was 3.25 (s.d. 3.05; range 1-15 supervisees).
The mean total score for the questionnaire was 162.96 (s.d.13.47; range 139-189;),
which was 76% of the maximum possible total score. The majority of respondents agreed
with the statements that they understood the organisation’s expectations of CS (92.3%)
and that their discipline protocols guided both CS content (96%) and process (96%; Table
2). Content of the CS sessions was variously reported as being determined by the
supervisor or by the supervisee. Of the 25 respondents, 32% reported that they felt that a
line manager could not provide effective CS. Four respondents felt that mentoring is the
same as CS and 12 (48%) reported CS as being a form of performance appraisal. The
focus of CS for 68% of respondents was the professional development of the supervisee,
although 20% of respondents reported that CS was concerned primarily with fulfilling the
organisation’s goals.
The majority of respondents agreed with CS identifying (92%) and supporting
(100%) skill development in supervisees (Table 3). Respondents (100%) reported that CS
improved the quality of care and also that within CS sessions discussion of evidence
based practice (92%), workplace ethics (88%) and policies, procedures and protocols
(100%) occurred. All respondents agreed that CS sessions support their supervisees, with
96% of respondents reporting CS as being useful in assisting supervisees to cope with
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work pressure (Table 4). All respondents reported checking for work distress. The majority
of respondents (72%) agreed that they were confident in addressing poor clinical
performance with the supervisee. Addressing sensitive or personal issues in CS was not
seen as part of a supervisor’s role by 24% of respondents.
Discussion
Phase 1 of the study provided insight into the experience of the clinical supervisors and
their perceptions of the challenges and benefits of providing CS. Overall there was broad
support for CS in terms of its perceived value and importance to clinical practice.
However, there was a variable understanding of CS and the distinction between line
management, performance management and mentoring. It appears that tensions exist
about the delivery of critical feedback to an extent that this important aspect of CS may be
avoided. In Phase 2 of the study respondents provided working definitions of CS that
reflected definitions identified within the literature.3, 5 Respondents again described
difficulties in separating CS from other functions such as line management. Clinical
supervision sessions were reported as being an important part of the clinical supervisor’s
work and were perceived as impacting positively on the supervisee’s skill and quality of
care. Conflicting ideas as to who should drive the CS content emerged; this may have
been clarified by clear processes and expectations during the establishment of the CS
relationship.
Using Proctor’s model as a framework to review the understanding of CS, it was evident
that the comments of the focus group participants encompassed the three functions
(normative, formative and restorative) of Proctor’s model. The normative function was
addressed by the use of words such as “expectations”, and “standards” and the formative
function was evidenced by key words such as “skill development” and “reflective practice”.
The restorative function was addressed by words such as “support”, although the
supportive function was commented on to a lesser extent by participants. This is
noteworthy given Proctor’s contention that the restorative function is the foundation of
effective supervision.4 This apparent lack of importance ascribed to the restorative
function of CS could indicate a knowledge gap both in the theoretical understanding of CS
and its practice among these supervisors.
Conceptualising CS and its place alongside other processes such as line
management, mentoring and performance management was difficult for respondents in
the current study, similar to previous results that this delineation is not easily
understood.14 Whilst some overlap may occur, particularly in the normative component of
Proctor’s model where policies and procedures are addressed, CS and line management
are different, the first one being concerned with reflective development and the second
with hierarchical control, concepts not well understood by participants in both phases of
the current study. The human resource management literature is clear on the roles of line
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managers,15 however the literature on the content of CS is not as well developed which
may be leading to this confusion. In fact, Yegdich14 suggested that managerial supervision
is more familiar and therefore easier for clinicians to understand and employ than the
potentially more complex requirements for ensuring currency in theoretical knowledge and
practical skills that are required for effective CS. The identified ‘confusion’ between CS
and line management in the current study may happen consciously or sub-consciously for
the comfort and convenience of the supervisors.
Significant tensions around the provision of critical feedback were evident. Based on
Proctor’s model there appears to be some discomfort in operating in the normative and
formative aspects of the model. It has been previously reported that supervisees valued
being informed about their strengths and weakness, as it provided direction for both their
improvement and future supervisory sessions.16 The importance of feedback was also
reported in a study of junior medical staff, the results indicating that the more
comprehensive the perceived feedback, the more competent the staff felt.17 The value
placed on critical feedback by supervisees needs to be understood by their supervisors
and this may allay any reticence to provide critical feedback. Giving critical feedback is a
learned skill and clinical supervisors may also benefit from training in this area.17
A number of key improvement ideas were suggested by participants, including
articulated ground rules, contracts and documentation; finding time; and resource
provision. The purpose of the contracts would be to prevent miscommunication and to
orient supervisees to the process and expectations of supervision. This approach to
documentation supports the normative or professional accountability aspect of Proctor’s
theory. The provision of structure through contracts may also assist in separating line
management from CS. However, a previous study found that the use of a contract did not
lead to increased reported benefits of CS.18 Another improvement suggestion was
providing more time for CS. Finding time to deliver CS was a key issue in the current
study, despite management endorsement, supporting organisational policy and, in some
instances, discipline-level protocols. Participants in the current study offered no solutions
to this issue and clear conflicts with the provision of clinical services emerged.
Establishing the legitimacy of CS by finding time in busy clinical practice would draw on
the normative or accountability aspect of Proctor’s model. The provision of resources,
which could also include a training approach, may assist in improving CS; it has
previously been suggested that all supervisors should receive training.7 Hawkins and
Shohet7 recommended that training occur within the first year of functioning as a
supervisor, not necessarily prior to commencing supervision, on the basis that reflecting
on experiences as a supervisor forms an invaluable learning opportunity. Training should
address self awareness, basic teaching skills and techniques, reflection and supervised
practice.7
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Identified barriers to effective supervision suggested by participants in the current
study included age and gender difference, the allocation of supervisors and pre-existing
collegial relationships. An important aspect for establishing effective supervision is
considered to be the determination of the supervisor.6 Kavanagh et al.6 recommended the
development of a process which allows for the supervisee to have input in the selection of
their supervisor, suggesting that self selection may increase the likely success of the
supervisory relationship and this may in turn support more effective functioning within all
aspects of Proctor’s model. This may be particularly so in the restorative aspect where
significant trust is needed in exploring some issues, such as work distress in supervisees.
Relationships with colleagues may be a challenge to the supervisory relationship, as a
fear of exposing weakness and clinical mistakes to a colleague could exist.20 It is clear
that in order for the supervisory relationship to function across the three components of
Proctor’s model, good supervisory relationships, underpinned by choice by both the
supervisee and supervisor, need to be established.
The mean total score of the newly developed questionnaire for supervisors was
76% of the maximum total score. This is at a similar level to the previously reported
‘threshold’ for effective CS using the MCSS with supervisees, which is 75% of the
maximum possible total score.6 However, until further validate of the new questionnaire is
conducted, the level of the total score that indicates effective CS as reported by
supervisors is not known.
The current pilot study was limited by a small sample size which prohibited
undertaking a statistical analysis to group the questionnaire items into sub-scales, as
provided by the Manchester Clinical Supervision Scale for supervisees.10 Further research
is required to validate the internal and external validity of the questionnaire developed for
this study.
CONCLUSION
The results of the current study identified current working definitions and understanding of
CS by allied health clinical supervisors. The findings suggested that CS was perceived as
being generally positive for the supervisor and for patient care, whilst acknowledging that
the particular areas of differentiating between line management and CS, protecting CS
time, and the provision of critical feedback require improvement. Development of
supervisor feedback mechanisms, supervisor and supervisee training and improved
documentation will assist the improvement of CS, leading to the provision of quality
patient care.
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Table 1. Demographic characteristics of supervisors
n

%

Male

7

28.0

Female

18

72.0

Grade 1

1

4.0

Grade 2

13

52.0

Grade 3

8

32.0

Clinical Manager

3

12.0

Dietetics

3

12.0

Exercise physiology

0

0

Occupational therapy
Physiotherapy

6
6

24.0
24.0

Podiatry

2

8.0

Prosthetics/orthotics

1

4.0

Psychology
Social work

2
1

8.0
4.0

Speech pathology

4

16.0

Sex n=25

Grade* n=25

Allied Health Profession n=25

*Grade 1 - holds a degree or equivalent,
Grade 2 - has specialist knowledge and depth of experience
Grade 3 – has higher levels specialised knowledge and at least 7 years of
clinical experience
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Table 2. Current understanding of CS
Parameter
n=25 unless otherwise indicated

Strongly
agree

No
opinion

or agree

Strongly
disagree
or disagree

n (%)

n (%)

n (%)
I understand the organisations expectations of CS

24 (96.0)

0

1 (4.0)

The content of CS provided is guided by my
discipline’s protocol

24 (96.0)

0

1 (4.0)

The process of CS is guided by my discipline’s
protocol n=24

23 (96.0)

2(4.0)

0

As the clinical supervisor I determine the content of
the CS session

12 (48.0)

1 (4.0)

12 (48.0)

My supervisee(s) determines the content of the CS
session

21 (84.0)

3 (12.0)

1 (4.0)

CS sessions are an important part of my work
routine

23 (92.0)

0

2 (8.0)

A line manager can provide effective CS
Mentoring is not the same as CS

12 (48.0)
19 (76.0)

5 (20.0)
3 (12.0)

8 (32.0)
4(12.0)

CS is a not a form of performance appraisal n=24

11 (48.0)

1 (4.0)

12 (48.0)

CS is conducted as it is required by accreditation

8 (32.0)

4 (16.0)

13 (52.0)

CS should be kept separate from the formal
performance appraisal process

18 (72.0)

0

7 (28.0)

CS should primarily focus on the professional
development of the supervisee

17 (68.0)

3 (12.0)

5 (20.0)

CS should primarily focus on helping staff meet the
organisation’s goals

5 (20.0)

6 (24.0)

14 (56.0)
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Table 3. CS impact on supervisee skill and quality of care
Parameter
n=25 unless otherwise indicated

Strongly agree
or agree

No
opinion

Strongly
disagree
or disagree

n (%)

n (%)

n (%)

The CS process identifies areas of skill
improvement

23 (92.0)

2 (8.0)

0

The CS process supports supervisee skill
development

25 (100.0)

0

0

CS improves the quality of clinical care
provided n=22

22 (100.0)

0

0

Without CS the quality of care would
deteriorate

16 (64.0)

3 (12.0)

6 (24.0)

CS can guide clinical practice change

25 (100)

0

0

CS helps ensure clinical care is of an
expected standard
The application of evidence based practice is
discussed during CS sessions
During CS I have discussed workplace
ethics

24 (96.0)

1 (4.0)

0

23 (92.0)

2 (8.0)

0

22 (88.0)

1 (4.0)

2 (8.0)

During CS I have discussed policies,
procedures and protocols

25 (100.0)

0

0
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Table 4. CS, critical reflection and positive challenges for the supervisor
Parameter
n=25 unless otherwise indicated

Strongly
agree

No
opinion

or agree

Strongly
disagree or
disagree

n (%)

n (%)

n (%)

24 (100.0)

0

0

CS is useful in assisting a supervisee to cope with work
pressure

24 (96.0)

1 (4.0)

0

I check for work distress/burnout during CS sessions

25 (100.0)

0

0

I deliver my advice positively during CS sessions

24 (96.0)

0

1 (4.0)

CS sessions assist with the development of supervisee
critical reflection on skills

24 (96.0)

1 (4.0)

0

Providing CS challenges me to reflect critically on my
own practice

25 (100.0)

0

0

It is important to make time for CS sessions

25 (100.0)

0

0

I find CS rewarding
Providing CS makes me a better practitioner

24 (96.0)
25 (100.0)

1 (4.0)
0

0
0

7 (28.0)

1 (4.0)

17 (68.0)

3 (12.0)
10 (40.0)

3 (12.0)
2 (8.0)

19 (76.0)
13 (52.0)

24 (96.0)
20 (80.0)

1 (4.0)
1 (4.0)

0
4 (16.0)

I am confident addressing areas of poor clinical
performance
with my supervisee

18 (72.0)

5 (20.0)

2 (8.0)

I think providing CS improves the quality of clinical care
that
my supervisee gives

25 (100.0)

0

0

I believe it is my role in CS to ask about sensitive or
personal issues

14 (56.0)

5 (20.0)

6 (24.0)

I am confident that my supervisee can learn from my
clinical experience
I have the skills to deal with sensitive issues

25 (100.0)

0

0

23 (92.0)

2 (8.0)

0

I have had enough training to effectively deliver CS

17 (68.0)

6 (24.0)

2 (8.0)

I feel supported by my manager in my role as a clinical
supervisor

20 (80.0)

2 (8.0)

3 (12.0)

Critical reflection and positive challenges
CS sessions that I provide support my
supervisee(s) n =24

Finding time for CS
I find fitting in CS session decreases my work pressure
I do not find providing CS time consuming
Other work pressure does not interfere with CS
provision
I enjoy providing CS
I am readily available to deliver CS
Clinical supervisor’s skills in providing CS
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CHAPTER 7 The impact of clinical supervision education
on supervisees and supervisors
Introduction
Following baseline measurement for both supervisees and supervisors at the regional
health service (Chapters 4, 5 and 6), training was undertaken to improve clinical
supervision (CS) practice. The preferred training format was not identified by participants
during the baseline study, so the established ‘e-learning’ approach at the regional health
service was adopted and also supplemented by oral presentations.
In supporting staff to deliver and receive CS, Fone (2006) contended that not
only should the supervisor be provided with resources, such as training, but also that the
supervisee should be likewise supported. The support for supervisees is especially
important as the supervisory relationship should be driven by the needs of the
supervisee rather than the supervisor (Fone, 2006). The advantages of training the
supervisee include creating intentionality and equality, increased awareness that CS is
for the supervisee’s benefit, the sharing of agreed values, rules, definitions and aims and
the development of a basic skill set that includes reflective practice and asking for and
using help (Fone, 2006). Hawkins and Shohet (2000) also suggested that all
supervisors should receive training, recommending that this should occur within the first
year of functioning as a supervisor, not necessarily prior to commencing supervision, on
the basis that reflecting on experiences as a supervisor forms an invaluable learning
opportunity. These authors proposed that training should address self awareness, basic
teaching skills and techniques, reflection and supervised practice (Hawkins & Shohet,
2000). Proctor (2001) also suggested that in facilitating the introduction of CS both
supervisees and supervisors should be developed in the provision and receipt of CS.
Methods which may assist include: offering a training experience that consciously
models co-operative working on tasks, values, attitudes and skills; and construction of
working agreements which support a culture of participation, safety and challenge
(Proctor, 2001).
The aims of this chapter were to re-evaluate the effectiveness of CS after
education interventions and to determine the impacts, if any, of the interventions on the
supervisees’ and supervisors’ perceptions of the effectiveness of CS.
METHODS
Intervention
During the 6 month intervention phase, CS educational resources and opportunities
were provided to allied health staff (Appendix 6). The activities consisted of the
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promotion of the availability of training resources, which included a self-directed learning
package, an evidence based practice CS protocol, quick guides to CS, in-services and
presentations of baseline results.
The self-directed learning package consisted of a written resource called the
‘Foundations to Supervision’ (CUCRH, 2009; Appendix 6). This package, designed for
both supervisees and supervisors, developed by the Combined Universities Centre for
Rural Health, Western Australia involves self directed learning which could be completed
in approximately 2-4 hours. The evidence based package was contributed to by tertiary
educators and experienced clinical supervision trainers. The resource addresses the
purpose and principles of CS, factors influencing the supervisory relationship, rights and
responsibilities, learning and communication styles, the process of CS, providing
feedback and evaluating the progress of CS. It was located on the Allied Health shared
drive as an ‘e-learning’ tool and the links were made available both to discipline
managers and to staff in a number of ways, including email and inclusion in the quarterly
‘Allied Health Newsletter’. Links to the developed resources were embedded into new
staff induction tools to establish clear specification of the goals, purpose and task of CS
for staff members joining the regional health service. The use of the ‘e-learning’
approach reflected the current approach to professional training delivery across the
regional health service.
The development and promotion within the allied health directorate of an
evidence based protocol for the provision of CS provided an additional resource to
increase awareness of CS (Appendix 6). This resource was presented at an allied health
clinical governance meeting, which was attended by the chief allied health officer,
discipline managers and discipline senior staff. The protocol was also placed on the
organisation’s intranet to allow for ready access by staff. Quick guides were developed
to address the commencement of the supervisory relationship, provision of group CS,
making the most of CS and using reflective questions (Appendix 6). These guides were
also placed on the shared drive for ready access by allied health staff. Finally, oral
presentations reporting baseline findings and key literature were also made at the allied
health clinical governance meeting and at a regional allied health quality forum, both of
which were attended by senior staff from the allied health disciplines. Two additional
education sessions were delivered to the physiotherapy and podiatry teams and a oneto-one session was provided to a member of the exercise physiology staff who was
responsible for the provision of CS.
Re-measurement of supervisee and supervisor perceptions
Six months following the education intervention, the Manchester Clinical Supervision
Scale (MCSS) for supervisees and the developed supervisor’s questionnaire developed
in Chapter 6 were re-administered to allied health professionals (AHPs) employed at the
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regional health service. As for the baseline questionnaires, recruitment was via email by
an independent researcher to ensure respondent anonymity and completed
questionnaires were submitted via collection boxes. The MCSS was administered first,
followed by the supervisor’s questionnaire 6 weeks later. Due to staff changes over time,
the baseline and re-measure cohorts were likely to contain at least some different
respondents, the number of which was unable to be determined as the questionnaires
were non-identified.
The data analysis methods used replicate those previously employed at baseline,
as described in chapters 4 and 6. For the MCSS, summed subscale and total MCSS
scores were calculated. In addition, each summed subscale score was divided by the
number of items in the subscale to calculate a mean subscale score and a Grand Mean
for the mean subscale score was calculated for the total sample. As the data were not
normally distributed, Friedmans and Wilcoxon Signed Ranks Tests were used to analyse
the difference between the Grand Means of the mean subscale scores. The Total MCSS
score and Grand Means of each of the subscale scores at baseline and re-measure
were compared using Mann-Whitney U tests. For demographic and CS session
variables, Mann-Whitney U tests were used to compare baseline and re-measure data,
as the continuous variables were not normally distributed. Chi-squared tests were used
to compare proportions, however the assumptions of minimum cell count was not met
and so did not allow comparative analysis.
The supervisor’s questionnaire provided descriptive data. A mean total score of
the supervisor’s questionnaire was calculated and as the data were not normally
distributed a Mann-Whitney U Test was used to analyse the difference between the
mean total questionnaire scores at baseline and re-measure. The continuous variables
within the questionnaire were also not normally distributed, so Mann-Whitney U tests
were used to compare baseline and re-measurement scores. Chi-squared tests were
used to compare proportions, however the assumptions of minimum cell count was not
met and so did not allow comparative analysis. Data from both questionnaire tools were
analysed using SPSS (v.17.0).
RESULTS
Re-measurement of supervisees’ perceptions of CS
At re-measurement 32 of the 105 distributed questionnaires were returned, a response
rate of 30.8%. One survey was excluded as the supervisee had not completed the
demographic component of the tool. The majority (83.9%) of supervisees were female
(n=26), consistent with the composition of the eligible sample. The mean age was 33.41
yrs (SD 12.91 yrs; range 22-63 yrs). The supervisees had a range of level of experience,
with 76.7% (n=23) employed as either a grade 1 or grade 2 clinician and 22.6% (n=7)
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being a grade 3 clinician. The supervisees at re-measurement represented eight allied
health disciplines, the greatest proportion (35.5%) being physiotherapists, there being no
supervisees from the discipline of exercise physiology (Table 1). The majority of
supervisees (71.0%) had been in their position >3 yrs and 54.8% (n=17) acted as
supervisors for other clinicians (Table 1).
At re-measurement a greater proportion of supervisees were physiotherapists
(35.5%) or social workers (12.9%) and there was a smaller proportion of psychologists
(6.5%) compared to at baseline (26.6%, 6.7% and 13.3% respectively). At re-measure a
greater proportion of supervisees (71.0%) had been in their position 3 yrs than at
baseline (50.0%) and a greater proportion of supervisees (25.8%) worked in both the
centre-based and community settings than at baseline (16.7%). There were no
significant differences (z=-.640; p=0.522) from baseline to re-measure for the
supervisees’ mean age (32.8 and 33.41 yrs respectively).
Supervisor characteristics (as described by supervisees)
The majority (71.0%) of supervisees at re-measure described their supervisors as
female and with a mean age of 44.4 yrs (SD 9.14 yrs; range 30-60 yrs; Table 2). The
majority of supervisors were grade 3 clinicians (55.2%) and clinical managers (34.5%).
Clinical supervisors were allocated by the discipline managers for the majority of
supervisees (77.4%) and were always from the same discipline as the supervisee.
Contact with the supervisor as part of their normal work routine, excluding CS sessions,
occurred fortnightly for 36.7% of the supervisees.
At re-measure a greater proportion of supervisors were male (26.7%) or grade 3
clinicians (55.2%) compared to at baseline (16.7% and 36.0% respectively). A greater
proportion (100%) of supervisors was estimated to be aged 30 yrs at re-measure
compared to baseline (88.5%). The proportion of supervisees for whom allocation of
their supervisor was done by their managers increased from 60.0% at baseline to 77.4%
at re-measure and the proportion of supervisees having daily or weekly contact with their
supervisor also increased at re-measure (50.0%) compared to at baseline (36.7%).
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Table 1. Demographic characteristics of supervisees (MCSS)
Re-measure
n
Clinical specialty

Baseline
%

n=31

n

%

n=30

Dietetics

2

6.4

2

6.7

Exercise physiology

0

0

2

6.7

Occupational therapy

6

19.4

6

20.0

Physiotherapy

11

35.5

8

26.6

Podiatry

1

3.2

1

3.3

Prosthetics & orthotics

1

3.2

2

6.7

Psychology

2

6.5

4

13.3

Social work

4

12.9

2

6.7

Speech pathology

4

12.9

3

10.0

Length of time in post (yrs)

n=30

n=30

<1

5

16.1

7

23.3

1-2

4

12.9

8

26.7

3-5

11

35.5

8

26.7

>5

10

35.5

7

23.3

Acts as supervisor for others

n=30

n=30

Yes

17

56.7

13

43.3

No

13

43.3

17

56.7

Work environment

n=31

n=30

Centre based

19

61.3

22

73.3

Community

4

12.9

3

10.0

Both

8

25.8

5

16.7

91

Table 2. Demographic characteristics of supervisors (MCSS)
Re-measure
n
Supervisor age (yrs)

Baseline
%

n=20

n

%

n=26

21-29

0

0

3

11.5

30-40

9

45.0

10

38.5

>41

11

55.0

13

50.0

Sex

n=30

n=30

Male

8

26.7

5

16.7

Female

22

73.3

25

83.3

Grade

n=25
Grade 2

n=29

3

10.3

9

36.0

Grade 3

16

55.2

9

36.0

Clinical Manager
Supervisor

10

34.5

7

28.0

n=31

n=30

Allocated

24

77.4

18

60.0

Chosen by
yourself

6

19.4

8

26.7

Other

1

3.2

4

13.3

Contact with supervisor
Daily
Weekly

n=30
n=30

9
6

30.0
20.0

6
5

20.0
16.7

Fortnightly

11

36.7

13

43.3

Monthly

4

13.3

5

16.7

Yearly

0

0

1

3.3

Supervision sessions
At re-measure the mean length of time supervisees had received CS was 46.9 months
(SD 39.8, range 2-132 months). Supervision sessions occurred monthly for the majority
(44.8%) of supervisees and fortnightly for 31.0% of supervisees (Table 3). Twenty-four
supervisees (77.4%) received supervision within the workplace and supervision was
one-to-one for 87.1% of supervisees. For the majority (51.6%) of supervisees the mean
duration of CS sessions was 46-60 minutes, only two supervisees (6.5%) having shorter
CS sessions lasting 15-30 minutes.
For the mean length of time in months that supervisees reported receiving CS,
there were no significant differences from baseline (42.3 months) to re-measure (46.9
months; z=-1.184; p=0.236). In comparing re-measurement to baseline findings, the
majority of supervisees received one-to-one supervision (87.1% and 83.3% respectively;
Table 3). At re-measure the frequency of CS was weekly for 24.1% of supervisees,
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compared to 13.3% of supervisees at baseline. The place of CS was within the
workplace for 77.4% and 86.7% of supervisees at re-measure and baseline respectively.
MCSS scores
At re-measure the mean total score for the MCSS was 141.32 (SD 16.11; Table 4). The
subscales with the highest mean summed score were ‘trust/rapport’ (28.10, SD 4.16)
and ‘improved care/skills’ (27.35, SD 4.47). At re-measure, the Friedmans test of the
Grand Means for the seven mean subscales scores was significant (2=76.487,
p<0.001). The Grand Means for both the ‘finding time’ and ‘personal issues’ mean
subscale scores were significantly lower than that for each of the other subscales
(p=0.001, Table 5). There was no significant difference between the Grand Mean for the
‘finding time’ and that for the ‘personal issues’ mean subscale scores (p=0.328, Table 5).
There were no significant differences between baseline and re-measure for any of
the Grand Means for subscale scores (p=0.379-0.867; Table 5) or for the mean summed
total MCSS scores (142.83 and 141.32 respectively; z=-.087; p=0.931).
Table 3. Characteristics of supervision sessions (MCSS)
Re-measure
n
Frequency of CS sessions

Baseline
%

n=29

n

%

n=30

Every week

7

24.1

4

13.3

Every 2 weeks
Monthly

9
13

31.1
44.8

8
17

26.7
56.7

Every 6-8 weeks

0

0

1

3.3

Place of CS

n=31

4

n=30

Within the work
place

24

77.4

26

86.7

Away from the work
place

4

12.9

3

10.0

Both

3

9.7

1

3.3

Type of CS
One-to-one

n=31

n=29
27

87.1

25

86.2

Group sessions

0

0

1

3.5

Both

1

3.2

2

6.9

Other

3

9.7

1

3.4

Length of CS sessions (mins)

n=31

n=30

15-30

2

6.5

2

6.7

31-45

9

29.0

5

16.7

46-60

16

51.6

19

63.3

>60

4

12.9

4

13.3
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Table 4. Manchester Clinical Supervision Scale – Summed subscale and total scores
Re-measure

Baseline

n=31

n=30

MCSS summed scores
Subscale

Possible score

Actual score

SD

range

Mean summed
score

Actual score

Mean summed

range
Trust/rapport

7-35

17-35

28.10

Supervisor advice/support

6-30

8-30

Improved care/ skills

7-35

Importance/ value of CS

range

score

4.16

15-35

28.27

4.12

24.26

4.34

14-30

24.37

3.64

13-34

27.35

4.47

17-35

28.27

5.02

6-30

22-30

25.94

2.94

22-30

26.63

2.25

Finding time

4-20

8-20

12.68

3.18

7-20

12.97

3.11

Personal issues

3-15

6-14

10.00

2.24

6-13

9.60

1.73

3-15
36-180

10-15
95-170

13.00
141.32

1.61
16.11

8-15
108-170

12.73
142.83

1.74
15.73

Reflection
Total score

SD
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Table 5. Manchester Clinical Supervision Scale – Mean subscale scores
Re- measure

Baseline

(n=31)

(n=30)

Comparison
baseline &
re-measure

Grand
Subscale

SD

Mean

Grand

SD

z (p) 2 tailed

Mean

Trust/rapport
Supervisor advice/support

4.01
4.04

0.594
0.724

4.04
4.06

0.588
0.607

-0.168 (0.867)
-0.256 (0.798)

Improved care/skills

3.91

0.638

4.04

0.717

-0.890(0.798)

Importance/ value of CS
Finding time

4.32
3.17

0.491
0.794

4.44
3.24

0.375
0.778

0.458(0.647)
-0.880(0.379)-

Personal issues

3.33

0.745

3.20

0.578

-0.722(0.470)

Reflection

4.33

0.537

4.24

0.580

-0.389(0.697)

Re-measurement of supervisors’ perceptions of CS
At re-measurement 19 of the 51 distributed questionnaires were returned; a response
rate of 37%. One questionnaire was excluded as the supervisor provided no
demographic information. The majority of supervisors (52.9%) were male (Table 6). The
supervisors had a range of level of experience, with 76.4% being employed as a grade 2
or 3 clinician. The supervisors represented six allied health disciplines, the greatest
proportion being occupational therapists (33.3%). The length of time in their current
position at re-measurement was >5 years for 19 supervisors (47.1%), 1-5 years for
seven (41.2%) and <1 year for two (11%) supervisors.
Working definitions of CS provided by supervisors at re-measurement included:
“Regular session where supervisor and supervisee meet to explore and review clinical
and professional demands of role (supervisee’s) and to set goals related to further
development of supervisee in meeting requirements of their role and in fulfilling their
professional responsibilities. The aim of CS sessions is ‘growth’ of the supervise”;
“A working and positive arrangement with supervisor and supervisee where clinical
skills, case studies and general work load are discussed or reflected upon with the goal
of improving patient care and the skills of the supervisee”.
At re-measurement the greatest proportion of supervisors were male (52.9%),
compared to 30.8% at baseline, and the majority were employed as a grade 3 clinician
(52.9%) compared to 32.0% at baseline. At re-measure the proportions of grade 2
clinicians (23.6%) and clinical managers (5.9%) providing CS were less than compared
to that at baseline (52.2% and 13.0% respectively). The mean number of staff that
supervisors were currently supervising at re-measure was 2.65 (SD 1.169; range 1-5
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supervisees), compared to at baseline (mean 3.25, SD 3.054; range 1-15 supervisees).
A Mann-Whitney U test revealed no significant difference in the number of staff
supervisors reported supervising at baseline and re-measure (z=-0.095; p=0.924) There
was no significant difference for the mean total score for the supervisor questionnaire
between re-measurement (mean 161.11, SD 11.84; range 139 -183) and baseline
(mean 162.96, SD 13.47; range 139-189; z=-0.813; p=0.416).
Table 6. Demographic characteristics of supervisors (as stated by supervisors)
Re-measure
n
Sex

Baseline
%

n=17

n

%

n=25

Male

9

52.9

7

28.0

Female

8

47.1

18

72.0

Grade

n=17

n=25

Grade 1

3

17.6

1

4.0

Grade 2
Grade 3

4
9

23.6
52.9

13
8

52.0
32.0

Clinical Manager

1

5.9

3

12.0

Clinical specialty

n=18

n=26

Dietetics

0

0

3

11.6

Exercise Physiology

0

0

0

0

Occupational Therapy

6

33.2

6

23.1

Physiotherapy
Podiatry

4
1

22.2
5.6

6
2

23.1
7.7

Prosthetics/Orthotics

1

5.6

1

3.8

Psychology

0

0

2

7.7

Social Work

3

16.7

1

3.8

Speech pathology

3

16.7

5

19.2

At re-measurement the majority of supervisors agreed with the statements that
they understood the organisation’s expectations of CS (89.8%) and that their discipline
protocols guided both CS content (83.3%) and process (88.8%; Table 7). Content of the
CS sessions was variously reported as being determined by the supervisor or by the
supervisee. All of the supervisors agreed that CS sessions were an important part of
their work routine. Of the 18 supervisors, 28% reported that they felt that a line manager
could not provide effective CS, with a further 22.2% offering no opinion. Three
supervisors felt that mentoring is the same as CS and seven supervisors (38.9%)
reported CS as being a form of performance appraisal. The focus of CS for 77.7% of
supervisors was the professional development of the supervisee, 5.5% reporting that CS
was concerned primarily with fulfilling the organisation’s goals. Thirteen (76.5%)
supervisors disagreed with the clinical supervisor being responsible for determining the
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content of CS sessions. The proportion of supervisors reporting that their discipline
protocols provided guidance to both content (83.4%) and processes (88.9%) of CS was
less than at baseline (92.4% and 96.0% respectively). There was a reduction in the
proportion of supervisors who considered that they were responsible for determining CS
session content from baseline (48.0%) to re-measure (23.5%). A greater proportion of
supervisors at re-measure (61.1%) considered that performance appraisal is different
from CS compared to 48.0% of supervisors at baseline. A smaller proportion of
supervisors identified the need for separation of CS and performance appraisal at remeasure (55.6%) compared to baseline (72.0%). A greater proportion of supervisors at
re-measure (78.0%) agreed that the primary focus of CS should be on the supervisee’s
professional development, compared to 68.0% of supervisors at baseline. This was also
reflected in the level of disagreement with the statement that CS should primarily focus
on organisational goals, a greater proportion of supervisors (83.4%) disagreeing with
that statement at re-measure compared to 56.0% of supervisors at baseline.
The majority of supervisors at re-measurement agreed with CS identifying
(77.8%) and supporting (100%) skill development in supervisees (Table 8). The majority
of supervisors (88.9%) agreed that CS improves the quality of care; however 16.7% of
supervisors reported that without CS the quality of care delivered would not deteriorate.
The majority of supervisors agreed that within CS sessions they discussed evidence
based practice (88.9%), workplace ethics (83.3%) and policies, procedures and
protocols (100%).
At re-measurement there was a smaller proportion of supervisors who were less
confident that the CS process could identify areas of skill improvement (77.8%)
compared to baseline (92.0%). The proportion of supervisors who agreed that CS
improves the quality of care decreased from 100.0% at baseline to 88.8% at re-measure,
although a similar proportion of supervisors at both re-measurement (66.7%) and
baseline (64.0%) agreed that without CS the quality of care would deteriorate. The
perceived impact of CS on guiding clinical practice change also decreased from baseline
(100.0%) to re-measure (88.9%).
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Table 7. Current understanding of CS by supervisors
Re-measure
Parameter

Baseline

n=18 unless otherwise indicated
Strongly
No
Strongly
agree
or agree

Opinion

n (%)

n (%)

n (%)

n (%)

n (%)

or
disagree
n (%)

I understand the organisations expectations of CS

16 (88.8)

1 (5.6)

1 (5.6)

24 (96.0)

0

1 (4.0)

The content of CS provided is guided by my discipline’s
protocol

15 (83.3)

1 (5.6)

2 (11.1)

24 (92.4)

0

1 (4.0)

The process of CS is guided by my discipline’s protocol

16 (88.8)

1 (5.6)

1 (5.6)

23 (96.0)*

1 (4.0)*

0*

12 (48.0)

1 (4.0)

12 (48.0)

As the clinical supervisor I determine the content of the CS
session

4 (23.5)

My supervisee(s) determines the content of the CS session

#

#

disagree
or disagree

n=25 unless otherwise indicated
Strongly
No
Strongly
agree
Opinion disagree

#

or agree

0

13 (76.5)

14 (82.3)#

1 (5.9)#

2 (11.8)#

21 (84.0)

3 (12.0)

1 (4.0)

0

0

23 (92.0)

0

2 (8.0)

A line manager can provide effective CS

18
(100.0)
9 (50.0)

4 (22.2)

5 (27.8)

12 (48.0)

5 (20.0)

8 (32.0)

Mentoring is not the same as CS

14 (77.7)

1 (5.6)

3 (16.7)

19 (76.0)

3 (12.0)

3 (12.0)

CS is not a form of performance appraisal

11 (61.1)

0

7 (38.9)

11 (48.0)*

1 (4.0)*

12 (48.0)*

CS sessions are an important part of my work routine

continued over page
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Table 7. Current understanding of CS by supervisors (continued).
Re-measure
Parameter

Baseline

n=18 unless otherwise indicated
Strongly
No
Strongly
agree
or agree

Opinion

disagree
or

n=25 unless otherwise indicated
Strongly
No
Strongly
agree
opinion disagree
or agree

or
disagree

disagree
n (%)
CS is conducted as it is required by accreditation

7 (41.2)

CS should be kept separate from the formal performance
appraisal process
CS should primarily focus on the professional development of
the supervisee
CS should primarily focus on helping staff meet the
organisation’s goals

n (%)
#

n (%)
#

n (%)

n (%)

n (%)

8 (32.0)

4 (16.0)

13 (52.0)

2
(11.8)#

8 (47.0)

10 (55.7)

2 (11.2)

6 (33.1)

18 (72.0)

0

7 (28.0)

14 (77.7)

1 (5.6)

3 (16.7)

17 (68.0)

3 (12.0)

5 (20.0)

1 (5.5)

2 (11.1)

15 (83.4)

5 (20.0)

6 (24.0)

14 (56.0)

*n=24, #n=17
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Table 8. CS impact on supervisee skill and quality of care – supervisors.

Parameter

Strongly agree

Re-measure

Baseline

n=18

n=25 unless otherwise indicated

No opinion

or agree

Strongly
disagree

Strongly

or disagree

agree
or agree

No
opinion

Strongly
disagree
or
disagree

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

The CS process identifies areas of skill improvement

14 (77.8)

0

4 (22.2)

23 (92.0)

2 (8.0)

0

The CS process supports supervisee skill development

18 (100.0)

0

0

25 (100.0)

0

0

CS improves the quality of clinical care provided
Without CS the quality of care would deteriorate

16 (88.8)
12 (66.6)

1 (5.6)
3 (16.7)

1 (5.6)
3 (16.7)

22 (100.0)*
16 (64.0)

0*
3 (12.0)

0*
6 (24.0)

CS can guide clinical practice change

16 (88.8)

1 (5.6)

1 (5.6)

25 (100.0)

0

0

CS helps ensure clinical care is of an expected standard

17 (94.4)

1 (5.6)

0

24 (96.0)

1 (4.0)

0

The application of evidence based practice is discussed during
CS sessions

16 (88.8)

1 (5.6)

1 (5.6)

23 (92.0)

2 (8.0)

0

During CS I have discussed workplace ethics
During CS I have discussed policies, procedures and protocols

15 (83.3)
18 (100.0)

0
0

3 (16.7)
0

22 (88.0)
25 (100.0)

1 (4.0)
0

2 (8.0)
0

*n=22
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The majority of supervisors at re-measurement agreed that CS sessions support
their supervisees, with 94% reporting CS as useful in assisting supervisees to cope with
work pressure (Table 9). The majority of supervisors (94.4%) reported checking for work
distress. All of the supervisors agreed that they offered advice positively during CS, that
CS assisted the development of the supervisee’s critical reflections skills and that CS
provided an opportunity for the supervisor to reflect critically on their own practice. All of
the supervisors agreed that CS was rewarding and the majority (88.8%) of supervisors
agreed that CS contributed to making them a better practitioner.
At re-measurement a lesser proportion of supervisors reported CS as being a
supportive process (88.9%) and checked for work distress/burnout (94.4%) compared to
baseline (100% respectively). The provision of CS was perceived as contributing to
making the supervisor a better practitioner by a lesser proportion of supervisors at remeasure (88.8%) compared to baseline (100.0%).
At re-measurement the majority of supervisors (66.7%) agreed that finding time for CS
sessions increased work pressures and that CS was time consuming (55.6%; Table 10).
Providing CS was viewed as enjoyable by 94.4% of supervisors and 83.4% of
supervisors agreed that they were readily available to deliver CS. One supervisor noted
the advantages of finding time for CS;
“The time spent in the delivery of ‘CS’ is more than repaid by the enhancement of
skills it provided- ultimately it is time-saving, in addition to the many other
advantages and benefits for both parties. This makes it a high priority for me”.
Providing CS provision was considered to not be time consuming by a greater
proportion of supervisors at re-measurement (38.8%) compared to baseline (12.0%).
Other work pressures interfering with CS provision were reported by a greater proportion
of supervisors (72.2%) at re-measure compared to baseline (52.0%). At both baseline
and re-measurement the majority of supervisors reported enjoying the provision of CS
(96.0% and 94.4% respectively).
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Table 9. CS, critical reflection and positive challenges for supervisors

Parameter

Strongly
agree

Re-measure

Baseline

n=18

n=25 unless otherwise indicated

No
opinion

or agree

Strongly
disagree

Strongly
agree

or
disagree

or
agree

No
opinion

Strongly
disagree
or
disagree

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

CS sessions that I provide support my supervisee(s)

16 (88.8)

1 (5.6)

1 (5.6)

24 (100.0)*

0*

0*

CS is useful in assisting a supervisee to cope with work
pressure

17 (94.4)

0

1 (5.6)

24 (96.0)

1 (4.0)

0

I check for work distress/burnout during CS sessions

17 (94.4)

0

1 (5.6)

25 (100.0)

0

0

I deliver my advice positively during CS sessions

18 (100.0)

0

0

24 (96.0)

0

1 (4.0)

CS sessions assist with the development of supervisee critical
reflection on skills

18 (100.0)

0

0

24 (96.0)

1 (4.0)

0

Providing CS challenges me to reflect critically on my own
practice

18 (100.0)

0

0

25 (100.0)

0

0

It is important to make time for CS sessions

18 (100.0)

0

0

25 (100.0)

0

0

I find CS rewarding

18 (100.0)

0

0

24 (96.0)

1 (4.0)

0

Providing CS makes me a better practitioner

16 (88.8)

1 (5.6)

1 (5.6)

25 (100.0)

0

0

*n = 24
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Table 10. Finding time for CS - supervisors
Re-measure
Parameter

Strongly
agree

n=18
No
opinion

or agree

Baseline
Strongly
disagree

Strongly
agree

or
disagree

or agree

n=25
No
opinion

Strongly
disagree
or disagree

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

I find fitting in CS sessions does not increase my work pressure

6 (33.3)

0

12 (66.7)

7 (28.0)

1 (4.0)

17 (68.0)

I do not find providing CS time consuming

7 (38.8)

1 (5.6)

10 (55.6)

3 (12.0)

3 (12.0)

19 (76.0)

Other work pressures do not interfere with the provision of CS

4 (22.2)

1 (5.6)

13 (72.2)

10 (40.0)

2 (8.0)

13 (52.0)

I enjoy providing CS
I am readily available to deliver CS

17 (94.4)
15 (83.4)

1 (5.6)
3 (16.6)

0
0

24 (96.0)
20 (80.0)

1 (4.0)
1 (4.0)

0
4 (16.0)
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A third of supervisors at re-measurement reported that they were confident in
addressing poor clinical performance with the supervisee (Table 11). All of the
supervisors agreed that CS improves the quality of clinical care provided by the
supervisee and addressing sensitive or personal issues in CS was not seen as part of a
supervisor’s role (22.3%). All supervisors agreed that they felt confidence in the
supervisee learning from the supervisor’s clinical experience. Training to provide
effective CS was reported as being insufficient by 22% of supervisors.
Confidence in addressing areas of poor clinical performance was reported by a
greater proportion of supervisors at baseline (72.0%) compared to re-measurement
(33.0%). The skills to addresses sensitive issues were reported by a greater proportion
of supervisors at baseline (92.0%) compared to re-measure (83.3%). Participation in
sufficient training to provide CS was reported by a greater proportion of supervisors at
baseline (68.0%) compared to re-measure (61.1%).
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Table 11. Clinical supervisor’s skills in providing CS

Parameter

Strongly
agree
or

Re-measure

Baseline

n=18
No

n=25
No

opinion

Strongly
disagree
or

agree

Strongly
agree
or agree

opinion

Strongly
disagree
or

disagree

disagree

n (%)

n (%)

n (%)

n (%)

n (%)

n (%)

9 (50.0)

3 (16.7)

6 (33.3)

2 (8.0)

5 (20.0)

18 (72.0)

18 (100.0)

0

0

25 (100.0)

0

0

4 (22.3)

5 (27.7)

9 (50.0)

6 (24.0)

5 (20.0)

14 (56.0)

I am confident that my supervisee can learn from my
clinical experience

18 (100.0)

0

0

25 (100.0)

0

0

I have the skills to deal with sensitive issues

15 (83.3)

2 (11.1)

1 (5.6)

23 (92.0)

2 (8.0)

0

I have had enough training to effectively deliver CS
I feel supported by my manager in my role as a clinical
supervisor

11 (61.1)
14 (77.8)

3 (16.6)
1 (5.6)

4 (22.3)
3 (16.6)

17 (68.0)
18 (72.0)

6 (24.0)
5 (20.0)

2 (8.0)
2 (8.0)

I am not confident addressing areas of poor clinical
performance with my supervisee
I think providing CS improves the quality of clinical care
that my supervisee gives
I do not believe it is my role in CS to ask about
sensitive or personal issues
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DISCUSSION
Overall, in comparing re-measurement to baseline results for the supervisees, no
significant changes in the effectiveness of CS were determined, based on the results of
the MCSS. Overall, for supervisors at re-measurement, based on the results of the
developed questionnaire, aspects of the practice and understanding of CS had
developed, with an understanding of CS that was more focused on the supervisee’s
development and skill. Clinical supervision was increasingly seen as being distinct from
performance appraisal and that supervisees had become more responsible for the
content of CS sessions. From the results of the supervisor’s questionnaire, there was a
maintained perception that CS processes identified areas of skill improvement.
Supervisors viewed CS as valuable and supportive to their supervisees. Finding time for
CS in a clinical caseload was reported as a challenge at both measurement points.
Having the confidence to address areas of poor clinical performance improved, however
there remain opportunities for further work in this important component of CS. The
overall total score on the newly developed supervisor questionnaire was not significantly
different at re-measure when compared to baseline, despite the availability of training
and resources.
At re-measurement, finding time and addressing personal issues in CS remained
challenging for both the supervisors and the supervisees. For supervisors, discerning
the difference between the processes of line and performance management, mentoring
and CS remained unclear. From the supervisors’ perspective there was a reported
increase in the focus of CS being on the supervisee’s skill development. This may
suggest that the educational resources have impacted on the supervisor’s understanding
of CS. This was not, however, reflected by the supervisee results, as reported by the
‘improved care/ skills’ MCSS subscale. There remained reliance on the one-to-one
approach to CS and on the allocation of supervisors into the supervisory relationships.
The supervisors’ results suggested some confusion as to whether addressing personal
or sensitive issues was within the scope of CS practice and this was also reflected in the
supervisees’ results, as reported by the ‘personal issues’ subscale, which was one of the
less effective subscale scores on the MCSS. Overall, the provision of education did not
change the proportion of supervisees or supervisors who agreed that CS impacts on the
quality of care provided.
Understanding and purpose of CS
Amongst both the supervisees and supervisors in the current study there appeared to be
agreement that CS was useful, improved professional practice and supported
supervisees. However, understanding CS and its place alongside other processes, such
as performance management, line management and mentoring, remained confused,
with some supervisors equating CS with mentoring, performance appraisal and aspects
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of line management. Exploring the differences between these processes, a mentor has
been described as:
“someone who provides an enabling relationship that facilitates another’s
personal growth and development. The relationship is dynamic, reciprocal and
can be emotionally intense. Within such a relationship the mentor assists with
career development and guides the mentee through the organisational, social
and political networks.” (Morton-Cooper & Palmer, 2000, p. 189)
The key points of difference between mentoring and supervision have been described as
including context, level of commitment and outcomes (Mills, Francis, & Bonner, 2005).
The context of mentoring is reported as typically being outside the work setting, whereas
CS is usually held to be within the work setting but away from the immediate work area
(Mills et al., 2005). Both mentoring and CS require a high level of commitment; however,
Mills et al. (2005) suggested that CS should occur within work hours whereas mentoring
may not be. Typically the outcomes of mentoring are broader than CS; mentoring may
address clinical practice, career progression, scholarly endeavor and personal
achievement, whereas the desired outcome of CS is improved clinical practice (Mills et
al., 2005). In contrast, managerial supervision or line management is concerned with
controlling standards and differs from the personal and professional development style
of CS, in that CS is more democratic in nature (Cutcliffe, Butterworth & Proctor, 2001;
Yegdich, 1999). The need to continue to seek further definitional clarity is in agreement
with the findings of a previous study which determined that the boundaries between
managerial control and CS should be defined and agreed, although this delineation is
not easily achieved or understood (Kelly, Long & Mckenna, 2001). Performance
management, which may be confused with CS, is instead a formal process used where
problems with performance exists, such as an employee performing work tasks at a substandard level (CUCRH, 2009). As such, performance management is fundamentally
different to the supportive and developmental process of CS. In the current study it is
apparent that the processes of CS, mentoring, performance and line management
continued to cause confusion despite the existence of key differences. There remains a
need to further articulate the differences to increase the understanding, and hence the
effectiveness, of the CS process.
In the current study, supervisor respondents indicated that a greater proportion of
supervisors were grade 1 or grade 3 clinicians (clinical seniors) and a lesser proportion
of supervisors were grade 1s or clinical managers. However, supervisee respondents
indicated that a greater proportion of their supervisors were either clinical managers or
grade 2s with a lesser proportion being grade 1s. The results may suggest that the
separation of CS from line management requires further consideration and allows for no
clear view of the impact of clinical seniors versus juniors on the perceived effectiveness
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of CS. The separation of processes has previously been held to be vital, as supervision
by a line manager has the potential to result in harm or trauma in the supervisee (Ellis,
2001). This harm is attributed to the power differential within the relationship, which may
increase the discomfort of the supervisee voicing their opinions, being trustful or seeking
help (Ellis, 2001). It has also been suggested that CS by line managers has the risk of
limiting CS to brief administrative meetings with supervisees, where the supervisee’s
usefulness is discussed rather than their competency or professional development, as
line managers may fall back to the more familiar line management (Yegdich, 1999).
Yegdich (1999) suggested that line management may be easier to understand and
employ rather than the potentially more complex requirements of current theoretical
knowledge and clinical skills that are required for CS. There are also additional
perceived benefits of using clinical seniors in the role of clinical supervisors, in that they
may be more likely to have currency of clinical theory and skill compared to a manager
(Yegdich, 1999). Further, Cutcliffe and Hyrkäs (2006) determined that the line manager
who acted as a supervisor was the least desired characteristic of CS across a number of
health professions. These authors collected data from nurses, podiatrists, occupational
therapists, mental health nurses and physiotherapists to describe the multidisciplinary
attitudes towards supervision and confirmed the importance of having the supervisory
relationship remaining separate from administrative /managerial supervision (Cutcliffe &
Hyrkäs, 2006). They concluded that clinical supervisory relationships should not be
diminished by awkward or unwieldy amalgamations with managerial supervision
(Cutcliffe & Hyrkäs, 2006). However, the results of the current study at re-measure do
not clearly demonstrate the impact or benefit of the use of non-line managers or clinical
seniors, as opposed to line managers, to provide CS.
Model of CS
In the current study, when asked to define CS, neither the supervisees nor supervisors
identified a particular model that guides their CS practice. However, it could be argued
that the supervisor’s questionnaire results reflected the inclusion of elements described
by the three components of Proctor’s model of CS, that is, the normative, formative and
restorative components (Winstanley, 2000). The normative area was suggested by the
supervisors identifying workplace ethics and quality in their CS provision; the formative
area was suggested by the consideration of the role of CS in skill development and in
supporting evidence based practice; and, finally, the restorative area, was suggested by
checking for supervisee stress and burnout. The supervisees’ MCSS results also
reflected CS practice across the three functions, with less effective areas associated
with the restorative component, suggested by the lower mean subscale scores for
‘personal issues’ and ‘finding time’. The more effective subscale scores of ‘improved
care/skills’ and ‘reflection’ were related to the formative component of the Proctor’s
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model and ‘trust/rapport’ and ‘importance/value of CS’, again more effective subscale
scores, were related to the normative component of Proctor’s model (Winstanley, 2000).
The findings that the three aspects of Proctor’s model of CS were present in the
perception of CS by both supervisors and supervisees is at odds with that of Milne
(2007), who proposed that the restorative and normative components of CS be removed
on the basis of a best evidence synthesis of 24 mental health papers (Milne, 2007).
Other studies have recognised the restorative component as the theme that occurs most
commonly in CS research (Brunero & Stein-Parbury, 2008; Buus & Gonge, 2009).
Bowles and Young (1999) also undertook an evaluative study of CS in a group of
nurses, in which Proctor’s three function model was used to underpin instrument design
and also as the primary function of evaluation. The authors found clear benefits in each
of the three components of the model and concluded that this validated the model as
described by Proctor. Overall, it would appear that in the current study the components
of Proctor’s model can be recognised in the practice of CS for AHPs at the regional
health service and this suggests that Proctor’s model may be of use in assisting AHPs to
conceptually frame their practice of CS. Further emphasis of the model and its
components, particularly the restorative aspect, needs to be undertaken in a review of
the training package to ensure that the three components of Proctor’s model are actively
considered in the practice of CS. This may support an improvement of CS effectiveness
at the regional health service.
Shape and content of CS
The one-to-one approach of CS provision, as reported by the supervisees in the current
study, remained the preferred approach at the regional health service. For two-thirds of
the supervisors, a perception of increased work pressure was attributed to the need to fit
CS sessions into their clinical load for CS. The ongoing reliance on the one-to-one CS
format may increase the time pressures felt by supervisors and overlooks the potential
capacity of group CS formats to be more time efficient and to provide other benefits,
such as healthy challenging and learning supported by the help of peers (Milne & Oliver,
2000). However, group supervision may also be a source of anxiety where professional
exposure to colleagues occurs (Buus, Angel, Traynor & Gonge, 2010). This suggests
that for supervisees one-to-one CS may be seen as a more benign or less threatening
approach to CS (Webb & Wheeler, 1998). Milne and Oliver (2000) also suggested that
the one-to-one approach was the most effective format as it provided a greater sense of
facilitated learning against identified objectives and a developed sense of control by the
participants over the quality of client interventions. The comfort of the one-to-one CS
format may also increase the disclosure of information (Webb & Wheeler, 1998). This
could be viewed as being advantageous, as non-disclosure may impact on the perceived
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effectiveness of CS as vulnerabilities or knowledge gaps are hidden and not explored
and the developmental process of CS fails to become fully formed.
In the current study, the determination of the content of CS sessions was
increasingly perceived by the supervisors as not being their responsibility, rather that of
their supervisee, with 48% of supervisors at baseline and 76.5% at re-measure
disagreeing with the statement that ‘as clinical supervisor I determine the content of the
CS session’. These results suggest that at re-measure the content of CS was more
likely to be identified and driven by the supervisee and that the content agenda of CS
had become more focused on the developmental needs of the supervisee. This would
suggest that the purpose of CS and the roles in the supervisory relationship have been
more clearly conceptualized, at least for the supervisee participants, potentially as a
result of the availability of education resources.
Finding time
Finding time for CS remained a key issue for both supervisees and supervisors in the
current study, with both the supervisors’ perceptions of increased work pressure from
fitting in CS sessions and the supervisees’ capacity to find time not improving from
baseline to re-measure. Although the provision of CS sessions was reported as not
being time consuming by 38.8% of supervisors at re-measure compared to 12% of
supervisors at baseline, this result may reflect the trend to having shorter CS sessions at
re-measure, particularly towards 31-45 minute sessions. The impact of the pressure of
finding of time for CS may mean that there is insufficient space to develop the
supervisory relationship and the essential tasks of CS may be compromised (Jones &
Anderson, 2004). In addition, Edwards et al. (2005) found that when nurses struggled to
find time for supervision, the level of emotional exhaustion and depersonalization was
higher. While the current study did not seek to identify the levels of emotional exhaustion
or depersonalization, their impact on AHPs needs to be considered and further work on
developing and implementing strategies to assist in the finding of time for CS is needed.
Allocation of supervisors
At re-measurement in the current study, a greater proportion of supervisees (77.4%)
were allocated to a supervisor compared to at baseline (60%). The forced allocation of
supervisors to supervisees reported in the current study is in contrast to a previous study
in Finnish nursing staff, where the best evaluations of CS were reported for those
supervisees who selected their supervisors (Hyrkäs, Appelqvist-Schmidlechner &
Haataja, 2006). Another study also reported that the determination of the supervisor was
an important aspect of the establishment of an effective supervision relationship
(Ladany, Ellis & Friedlander, 1999). A poor match in a supervisory relationship may lead
to an uncertain or deficient relationship and as a result the mutual agreement of CS
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goals, processes and tasks not being fully realized, instead a compromised working
relationship and CS processes forms (Bordin, 1983). The development of a process
which allows for the supervisee to have input in the selection of their supervisor has also
been recommended, as this was felt to impact positively on the effectiveness of
supervision practice (Kavanagh, Spence, Wilson & Crow, 2002). Given the apparent link
of self-selection of supervisors and its perceived impact on the strength of the
supervisory relationship on which effective CS is constructed, the importance of selfselection of supervisors was not fully realised by the participants in the current study.
Allowing a process of self-selection of supervisor may be particularly important where
significant trust is needed in exploring some issues, such as sensitive and personal
issues. Further consideration of the opportunity for supervisees to self-select
supervisors may also be useful in the development of sound supervisory relationships.
This would be challenged by the culture that supervisors are appointed from the area
that the supervisee rotates into, based on their clinical expertise, and also by the limited
numbers of senior staff who are able to act as supervisors. This may mean that
additional resources and links external to the health service to provide greater choice of
supervisor may address any perceived concerns with duality of roles.
Personal issues
In the current study, addressing sensitive or personal issues as part of CS was reported
by approximately half of the supervisors at both re-measure and baseline, with the rest
either being unsure of their role or reporting that this is outside the CS role. Likewise, for
supervisees the effectiveness of addressing the ‘personal issues’ subscale did not
significantly change from baseline to re-measure. This suggests that, despite education,
addressing sensitive or personal issues that may be impacting on work continued to be
regarded by both supervisees and supervisors as being outside of the ambit of CS. This
finding reflected the results of a previous study which suggested that supervisors believe
that providing direct feedback on non-clinical issues may fall outside the ambit of CS and
as such avoid doing so (Hoffman, Hill, Holmes & Freitas, 2005). However, in avoiding
personal issues which may impact on patient treatment, it could be suggested that this
may compromise the core ethical principle of health professionals of ‘do no harm’, in that
being aware of issues and neglecting to address them may in fact be harmful to the
supervisee and also to the patients they are treating (Ellis, 2001). There is a need to
improve the understanding of both supervisors and supervisees that personal issues,
which are impacting on their work, should be addressed in CS. It may also be
considered that the confidence in revealing and addressing these issues may also be
affected by the quality of the supervisory relationship which may, as previously
discussed, be impacted on negatively by the use of line managers as supervisors and
also the ‘forced’ allocation into a supervisory relationship.
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Confidentiality
An important consideration within the CS relationship is the need for trust, openness and
confidentiality, where the supervisee finds CS a safe opportunity to disclose information.
Positive CS relationships require reciprocal trust, which in turn supports supervisee
disclosure and growth (Bordin, 1983). In the current study the confidential nature of CS
was doubted by supervisees who indicated that they perceived the content of CS went to
their clinical manager. These perceptions may teach supervisees self-preservation
through avoidance and censoring of disclosures rather than openly exploring their
clinical practices (Hutt, Scott & King, 1983).
Critical feedback
In the current study, supervisor confidence in addressing areas of poor clinical
performance increased at re-measure, although not all supervisors at re-measure
described themselves as being confident with providing feedback. It has been reported
that a key component of supervision is the feedback that supervisors provide to
supervisees (Goodyear & Bernard, 1998). Effective feedback should be collaborative,
timely, ongoing, clear, concrete and credible (Hawkins & Shohet, 2000). The continued
reticence in providing critical feedback by some supervisors in the current study is at
odds with the study by Murphy and Wright (2005), who reported that supervisees valued
being informed about their strengths and weakness, as it provided direction for both their
professional improvement and future supervisory sessions. The value placed on critical
feedback by supervisees needs to be understood by their supervisors and this may allay
any reticence to provide critical feedback and therefore improve the supervisory
relationship. A supervisor who is not forthcoming with evaluative feedback may, in
effect, be providing poor supervision, as the supervision does not meet the supervisee’s
training needs (Ellis, 2001). It may also be considered that the provision of poor
supervision may be viewed as being unethical (Ellis, 2001). In another study, effective
feedback, in association with effective goal setting, was predictive of greater supervisee
satisfaction with supervision, supervisor influence on supervisee self-efficacy and a
stronger working alliance (Lehrman-Waterman & Ladany, 2001). The giving of critical
feedback is a learned skill and clinical supervisors may also benefit from further training
in this area to improve both skills and confidence (Henderson, Ferguson-Smith &
Johnson, 2005). This training may need to be delivered in a different format that that
provided in the current study, given the lack of impact of the ‘e-learning’ approach on this
parameter.
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Quality of care
The results of the current study suggested that the supervisors perceived that CS had
some positive impacts on the quality of care, with a sense that CS supported evidence
based practice and skill development. For supervisees, there was no significant
difference between the ‘improved care/skills’ MCSS subscale at re-measurement and
baseline. In the current study, the role of CS in improving the quality of care was not
clear and this is in general agreement with White and Winstanley (2010), who in their
randomised controlled trial of a training intervention at 17 adult mental health facilities
across nine locations in public, private and community based settings in Queensland,
reported that for the overall group data the quality of care or patient satisfaction did not
change significantly following the training. However, at one location, there were
significant improvements in the Psychiatric Care Satisfaction Questionnaire and the
Perception in Unit Quality instruments. This may suggest a casual relationship between
CS and the quality of care and patient outcomes in one ward setting (White &
Winstanley, 2010). Hyrkäs et al. (2006) also suggested that supervisees with the best
evaluations of CS reported improved quality of care. It would, however, appear that the
links of CS to the quality of care received by patients remain tentative and unclear.
Training and education
The results of the current study suggested that the proportion of supervisors (61.1%) at
re-measure who perceived that the training they had received in CS was sufficient for
them to provide CS had decreased from 68% of supervisors at baseline. The previously
identified consequences of insufficient or inadequate training in CS have included poor,
inappropriate or even punitive forms of supervision and also confusion of the roles of
clinical supervisor and line manager (Hancox, Lynch, Happell & Biondo, 2004;
Mackereth, 1997). It is also unclear as to whether the modality of education offered in
the current study was the best fit for the learning needs of the supervisors. Supervisors
with education in CS have previously been evaluated more positively, so, on that basis,
education seems worthwhile (Hyrkäs et al., 2006). However, despite the considered
importance of CS and the quantity of published CS literature, there is little information on
the most effective way to train clinical supervisors (Spence, Wilson, Kavanagh, Strong,
& Worrall, 2001). In considering what may improve the impact of training and education,
it would be necessary to explore other training approaches in addition to theoretical
content, such as a skills based workshop where simulated experience and in vivo
practice with supervisees may support the development and improvement of this
identified gap (Milne, Sheikh, Patternson et al., 2011). The results of the current study
indicated that an emphasis on the need to provide feedback and address personal or
sensitive issues within CS is required. Poor feedback or support may affect the
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supervisee’s capacity to provide quality clinical care and needs to be better targeted in a
revised training approach to increase supervisor’s skills and capabilities.
In interpreting the absence of change in the perceived effectiveness of CS in the
current study, it needs to be considered that CS is a complex concept, involving a
complex interplay of communication, skills, knowledge and decision making.
Understanding the concept and process may be challenging and varied understandings
may impede a focused improvement in CS effectiveness. The lack of change may also
be contributed to by the nature of CS itself, in that it is a process that typically occurs
unobserved between the supervisee and supervisor, with the accountabilities of practice
residing with the participants. Changes or improvements to process may simply be not
pursued due to this lack of external accountability in regards to the content and process
(Sanson-Fisher, 2004). In the current study a lack of motivation for improvement may
also have occurred, as the baseline measures suggested overall effective CS and this
result was reported to AHPs and allied health managers at the regional health service.
This may have impacted on the perceived relative advantage of investing time and effort
in improving CS processes which had already been suggested as being generally
effective (Sanson-Fisher, 2004). Influences on the effectiveness of CS may also include
a broad range of organisational, interpersonal, personal and client factors.
The results of the current study indicated that for supervisees CS was generally
valued, was considered important and was viewed as being effective, based on the total
MCSS scores. Addressing personal issues and finding time remained the areas felt to be
least effective by the supervisees, despite the intervention of education. For
supervisors, the perception and understanding of CS appeared to have remained
unchanged, as measured by the newly developed supervisor questionnaire tool.
However, it is acknowledged that this tool was not validated as part of the current study.
At re-measure, despite the education resources, the supervisors perceived a lack of
confidence in providing feedback, particularly for addressing personal or sensitive
issues. This suggests the need for additional training approaches particularly directed to
increase confidence of supervisors in addressing areas of poor clinical performance.
The impact for supervisors and supervisees participating in this study has
included the opportunity to reflect on their practice of CS and to explore aspects that
they may be able to improve, supported by the availability of educational resources.
Further work is needed to improve the practice of CS, including definitional clarity,
confidence and skills in addressing personal issues and preserving time for CS in a
clinical caseload.
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Limitations
The relatively small number of respondents may limit the transferability of the results of
the current study to other AHPs. The validity of the MCSS has been established for
nurses and it is likely that there would be similar validity for the AHP version of the
MCSS, given that there were no changes to the questions about CS experience
(Winstanley & White, 2003; Winstanley, 2000). The newly developed supervisor
questionnaire could not be validated due to the relatively small number of participants.
The small sample size precluded the use of techniques such as factor analysis to
develop sub-scales similar to those of developed with the MCSS. Supervisors and
supervisees were not matched in the study so it is not clear whether the respondent
supervisees were those who had supervisors who had accessed the developed training.
The numbers of staff accessing the training package remain unknown as the planned
facility to count the number of ‘hits’ on the intranet based training package failed. This,
along with the slightly different distribution of gender of supervisors in the re-measure
has reduced the ability to measure the impact of the education package on CS practice.
Finally, the 6 month timeframe in which education and resources were made available
and also the short completion time required for the education package may have been
insufficient for the intervention to impact on supervisors’ or supervisees’ CS practice.
Conclusion
The current study evaluated perceptions of effectiveness of CS for supervisees using the
MCSS tool and for supervisors using a newly devised questionnaire tool. The evaluation
occurred at both baseline and following the introduction of ‘e-learning’ style resources,
promotion of an evidence based protocol and information sessions. The results
suggested that CS practice generally remained effective and valued over time, however
the education intervention did not significantly change the perceived effectiveness of CS
for supervisees or supervisors. Key areas relating to definitional clarity of CS, finding
time and addressing personal issues in CS, providing critical feedback and impacting on
the quality of care require further attention. However, it would appear that the ‘elearning’ approach may not be sufficient to initiate practice change and to address the
identified less effective aspects of CS.
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CHAPTER 8 General discussion
Summary and implications and future research
This chapter describes a summary of the main findings of the thesis, the overall aim of
which was to explore in a regional health service the allied health professionals (AHPs)
supervisor and supervisee perceptions of their experience of clinical supervision (CS)
and to identify areas of improvement to increase the effectiveness of CS practices for
both supervisors and supervisees.
Clinical supervision was generally regarded by participants as being a positive
contributor to AHP clinical practice, support and development. Training in the e-learning
format had limited impact on the practice of CS, although supervisors reported that
supervisees were more likely at re-measure to determine the content of CS. Proctor’s
model of CS, which has been previously employed by the nursing profession, appeared
to have applicability to the practice of CS by AHPs and could be used to direct the focus
of CS sessions to ensure the effectiveness of CS (Winstanley & White, 2003).
The overall effectiveness of CS for AHPs was impacted by a number of factors,
including: confusion of CS with other processes such as performance appraisal, line
management and mentoring; the duality of roles where the clinical supervisor also
functions as the supervisee’s line manager; confidentiality concerns; and the avoidance
of both providing critical feedback and addressing personal issues which may be
impacting on the work environment.
Participants
The participants in the current study where drawn from nine allied health professions
and brought a diverse understanding of the CS, its processes and effectiveness to the
study. They assisted with understanding the factors which have impacted on CS
effectiveness and provided improvement suggestions that may be useful to the allied
health workforce at the regional health service and which may also have broader
applicability to other allied health services.
Clinical supervision definitions, model and framework
Clinical supervision was not routinely defined by studies included in the systematic
review (Chapter 2) and participants in this current study also had difficulty in identifying
what should be addressed in CS, suggesting that the adoption of a CS definition, even
when provided, did not occur. None of the participants in the current study indicated that
they used a CS model or framework to guide their participation in CS; this may suggest
that their CS was guided by their previous experiences of CS. The agreement and
operationalisation of a CS definition is vital to the effective practice of CS for AHPs.
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Proctor’s model was identified in the literature as the most commonly occurring
model in the UK (Winstanley, 2000) and so was used as a theoretical framework for the
current study to assist in the understanding and evaluation of CS and the education of
CS participants. Proctor’s model was originally derived in the professional area of
counseling and has been commonly used in the nursing profession (Winstanley &
White, 2003), however it appears to have applicability to allied health and its practice of
CS, in that the components of the model could be identified in the responses by
participants in the current study. Previously, validity of Proctor’s model in the nursing
profession was suggested by Bowles and Young (1999), who used the model both as
the foundation to their instrument design and also as the primary functions of evaluation.
The position that Proctor’s model forms both a foundation in which to explore and
evaluate CS was built on with the current study. This was supported by analysis of the
findings in which the three components of the model could be identified in or interpreted
from the perceptions of supervisees or supervisors. However, the restorative component
of Proctor’s model most challenged the participants; supervisors were more likely to
perceive that this component was outside the ambit of CS and supervisees recognised
its absence or underdevelopment and reported this as a less effective aspect of CS. This
is in contrast to the nursing literature which has suggested that the restorative
component was the most commonly occurring and studied component in CS practice
(Brunero & Steinbury, 2008). This would suggest that the understanding by AHPs of
Proctor’s model, particularly the restorative component, requires further development to
ensure that CS participants understand the reach of effective CS.
The required improvement to CS effectiveness and the restorative component
needs to include the identification of personal or sensitive issues affecting supervisees
and providing them with support. This may include directing them to other sources of
support outside of the CS relationship. The importance of providing such support was
previously suggested in the management of levels of emotional exhaustion and
depersonalization in nurses (Edwards, Cooper, Burnard et al., 2005). These findings
could be extrapolated as a risk to AHPs, particularly if CS is less than effective. The
restorative component of CS may also be further impeded by a lack of understanding of
the roles within CS, particularly where the clinical supervisor is also the line manager,
who more readily undertakes the familiar practice of line management (Yegdich, 1999).
This suggests that effective CS is underpinned by adequate conceptualization of both
the supervisor and supervisee roles and also the need to separate line management
from CS. In the current study, the choice of supervisor was found to be important to the
effectiveness of CS. Bordin (1983) suggested that a poor match between the supervisee
and the supervisor may lead to an uncertain or deficient relationship and result in the
mutual agreement of CS goals, processes and tasks not being fully realized.
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A further improvement to the effectiveness of the restorative component of CS
may occur through assured confidentiality within CS. In the current study, a lack of
confidentiality and a need to censor disclosures in CS was identified as a factor which
may impede effective CS. Confidentiality was identified as being fundamental to the
restorative component, particularly if sensitive issues such as work distress were
discussed. This finding is congruent with the results of a previous study in which the
multidisciplinary attitudes to CS were explored and confidentiality was scored as being
the most important characteristic of the clinical supervisor (Cutcliffe & Hyrkas, 2006).
The determination of the CS agenda and content by the supervisee to meet their
developmental needs falls within both the normative and formative components of
Proctor’s model. In the current study the supervisees’ desire to establish and be the
focus of CS sessions was identified and also by the supervisors at re-measure (Chapter
7). This view that the supervisee should determine the CS agenda and content supports
previous findings by Fone (2006) and was also a component in the adopted training
package (CURCH, 2009).
The provision of constructive, critical feedback also falls within the normative and
formative components of Proctor’s model of CS, that is, where the supervisor guides and
develops clinical practice. Supervisors in the current study were reluctant to provide
constructive, critical feedback, although increased confidence in this task was reported
at re-measure. This reluctance was in contrast to a previous study, where much value
was placed on critical feedback by the supervisees, who wanted to be informed about
their strengths and weakness so as to have direction for professional improvement and
future CS sessions (Murphy & Wright, 2005).
In the current study the need for supported release to assist in finding time and
space for CS was identified. The finding of time for CS would contribute to all three
components of Proctor’s model, particularly the normative and restorative components.
A previous study suggested that the perceived quality of CS was higher for nurses
whose CS sessions lasted for more than 1 hour and were away from the workplace
(Edwards et al., 2005). The supported release of AHPs from their clinical load is a vital
factor for effective CS and may be assisted by more streamlined documentation to
reduce the administrative burden of participating in CS.
Further, it is proposed that adequate guidance for the content of CS should be included
in a framework for effective CS. Although the current content of CS at the regional
health service is broadly framed by the conceptual Proctor’s model, there could be
further developments to expand and strengthen the AHP understanding of the three
components of Proctor’s model. Advice that specifically details what CS is not needs to
be included, for example, excluding the functions of management, such as those of
hierarchical control. In summary, the current study has identified factors, related to
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Proctor’s model of CS, which underpin effective CS and which are in the proposed
framework for CS provided in Figure 1.
Fig. 1 Framework for effective CS

The CS definition proposed by Milne (2007) was supported by the findings of this study.
This definition suggested that CS is “the formal provision by senior/qualified health
practitioners of an intensive relationship-based education and training that is casefocused and which supports, directs and guides the work of colleagues (supervisees)”
(2007, p. 440), and addresses the functions of supervision which are “quality control,
maintaining and facilitating the supervisees’ competence and capability; and helping
supervisees’ to work effectively” (2007, p. 440). However, the subsequent position by
Milne that the normative and restorative aspects of Proctor’s model should be deleted
was not supported by the findings of this thesis. The restorative area, was particularly
identified by the participating AHPs as important to the perceived effectiveness of their
CS. The initial CS definition provided by Milne provides guidance and operationalises
the practice of CS for AHPs and should be adopted. The adoption of a single definition
of CS will also strengthen the understanding of Proctor’s model.
Education of participants
Generally the education offered as part of the intervention had little impact on the
practice of CS from either the perspective of the supervisee and supervisor. However,
at re-measure supervisors reported that supervisees increasingly determined the content
of their CS sessions, suggesting that CS had moved towards a process driven by the
supervisee and their learning needs. This is an important finding and may suggest a
perceived shift towards CS being a process which supports the supervisee in their
clinical development. This agrees with previous literature, where the focus of CS was
reported as being on the learning and developmental needs of the supervisee and not
on the content imposed by the clinical supervisor (Fone, 2006).
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The use of the current organisational approach to learning, which is an ‘elearning’ strategy where resources are provided on-line, appeared inadequate,
particularly when considering the complex nature of CS and the skills required for
effective participation. More recently, a systematic review of supervisor training
approaches determined that the most effective training and educational approaches for
CS was a combination of feedback, educational role-play and modeling, including live
observation or demonstrations (Milne, Sheikh, Pattison & Wilkinson, 2011). However,
the training of supervisors in CS may not necessarily change on their CS practice
(Spence, Wilson, Kavanagh et al., 2001). This position was reflected in the findings of
the current study where supervisees, as demonstrated by the MCSS results, reported no
significant change in their perceptions of CS effectiveness, despite the availability of
both supervisee and supervisor training. Given the concerns of the transferability of skills
from theory to practice, the organisation’s training approach for CS needs to be reconsidered, with an investment in a skills based training strategy which complements the
education resources that were developed for the current study.
Overall, it is clear that CS effectiveness is impacted by a number of factors that
include the strength of the CS relationship, supported by supervisor choice and
confidentiality, and also organisational factors, including cultural views of the purpose of
CS and protected time. These factors support the three components of Proctor’s model
which has proven useful in understanding and evaluating CS for AHPs.
The aspects of CS, which include quality improvement, ensuring patient safety,
supporting reflective practice, staff support, continued professional development and
evidence based practice may also provide focus for the supervised individual on their
role within the framework of clinical governance (McSherry, Kell & Pearce, 2002).
Clinical governance has been defined “the system by which the governing body,
managers, clinicians and staff share the responsibility and accountability for the quality
of care, continuously improving, minimising risks and fostering an environment of
excellence in are for consumers/patients/residents” (ACHS, 2004, p. 4). The position
that effective CS contributes to the overall clinical governance framework through those
foci may then also suggest that suboptimal CS, which does not address quality
improvement, reflective and evidence based practice, may compromise outcomes of the
clinical governance framework.
Limitations
The relatively small number of respondents limits the transferability of the results of the
current study to other AHPs. The validity of the MCSS has been established for nurses
and it is likely that there would be similar validity for the AHP version of the MCSS, given
that there were no changes to the questions about CS experience (Winstanley, 2000;
Winstanley & White, 2003). The newly developed supervisor questionnaire could not be
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validated in the current study due to the relatively small number of participants.
Supervisors and supervisees were not matched in the study so it is not clear whether the
respondent supervisees were those who had supervisors who accessed the developed
training and whether a change in CS practice had occurred. The numbers of staff
accessing the training package is unknown as the facility to count the number of ‘hits’ on
the intranet based training package failed. The 6 month timeframe where education and
resources were made available and the short completion time of the training package
may have been insufficient for the intervention to impact on supervisors’ or supervisees’
CS practice. The impact of CS on the quality of patient care provided by AHPs remains
unknown.
Future Research
Further exploration of the proposed framework of effective CS should be undertaken,
including the examining of the content of CS sessions to determine what occurs in CS
and to increase the focus on addressing areas of sub-optimal skill areas. The use of an
‘e-learning’ training approach needs to be further evaluated to determine if this is the
best approach to develop skills and knowledge. This should include a study designed to
compare CS effectiveness as a result of a number of education and training approaches,
including skills based training and ‘e-learning’. The use of ‘matching pairs’ of supervisors
and supervisees pre- and post-education intervention, as part of the evaluation
approach, would assist in more accurately determining the effects of the intervention on
both the supervisor and supervisee and in identifying differences in perceptions of the
participants in a shared CS experience. Additional education approaches should also be
explored, particularly for supervisors in regards to delivering critical feedback to their
supervisees. Finally, validation of the supervisor questionnaire should occur to
determine if it is measuring the understanding of CS and its practices by AHP
supervisors. This may include factor analysis to facilitate subscale development and the
determination of what level of the total score indicates effective CS.
Conclusions
The overall aim of this thesis was to explore in a regional health service the AHP
supervisor and supervisee perceptions of their experience of CS and to identify areas of
improvement to increase the effectiveness of CS practices for both supervisors and
supervisees. This was achieved by conducting focus groups and surveys of both AHP
supervisors and supervisees at baseline and then re-measuring after the education
resources were made available. Clinical supervision provided opportunities for reflective
practice by AHPs which were valued and were used to evaluate clinical practice. The
information obtained in the current study has deepened the understanding of AHP
perceptions and practice of CS and has identified factors for effective CS. These factors
were related to Proctor’s model and its three components, most commonly to the
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restorative component than the formative and normative components. The proposed
framework and definition, successfully operationalised, may assist AHPs, both within the
regional health service and also more broadly, to improve the effectiveness of their CS
practice and to access the positive outputs of CS.
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Appendix 1

Manchester Clinical Supervision Scale
The MCSS is subject to copyright and has been deleted from the electronic version of
this thesis. The MCSS can be sourced through Osman Consulting Pty. Ltd. Sydney,
Australia.

Evidence of the purchase of a single user licence is included in this appendix.
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Appendix 2

2.1 Human Research Ethics Committee Approval
2.2 Plain language statement
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2.2 Plain language statement

Participant Information Sheet
Full Project Title:

EFFECTIVE CLINICAL SUPERVISION FOR ALLIED
HEALTH PROFESSIONALS

Location:

Ballarat Health Services

Principal Researcher:

Associate Professor Bev Phillips, Faculty of Health Sciences,
La Trobe University and Ballarat Health Services, Ph. (03)
53203994, email bevph@bhs.org.au

Associate Researcher:

Professor Sandra Leggat, School of Public Health, La Trobe
University, Ph. (03) 9479 1749 email
s.leggat@latrobe.edu.au

Student Researcher:

Margaret Dawson, Ballarat Health Services, Ph. (03)
53203711, email Margaretd@bhs.org.au

1.

Introduction

As an Allied Health professional delivering clinical care within the Allied Health
Directorate of Ballarat Health Services, we would like to invite you to participate in a
research project to explore the effectiveness of clinical supervision processes. The
research project aims to establish a framework for effective clinical supervision of Allied
Health professionals at Ballarat Health Services, including the provision of supervisor
training, and will evaluate the effectiveness of the processes from both the supervisor’s
and supervisee’s perspective.
This Participant Information Sheet tells you about the research project. It explains what
is involved to help you decide if you would like to take part. Please read this information
carefully. Ask questions about anything that you do not understand or want to know
more about. Before deciding whether or not to take part, you might want to talk to a
friend or colleague. You will be given a copy of this Participation Information Sheet and
Consent Form to keep.
2.

What is the purpose of this research project?

The aim of the project is to evaluate of the effectiveness of the clinical supervision from
both the supervisor’s and supervisee’s perspective. There is little previous literature
relating to the effectiveness of Allied Health supervision processes.
Effective clinical supervision is important to the individual as it provides time to reflect on
clinical practice and the opportunity to gain support, advice and assistance in developing
professional identity, competence and skills. Clinical supervision is important for the
patient and the organisation as it guides best and ethical practice, is fundamental to the
quality and safety of clinical practice and is an important aspect of sound clinical
governance. This project will focus on increasing the effectiveness of the supervisory
process at Ballarat Health Services.
The results of this research will be used by the student researcher Margaret Dawson to
obtain a Master of Applied Science research degree at La Trobe University, supervised
by Associate Professor Bev Phillips and Professor Sandra Leggat.
3.

What does participation in this research project involve?

a)

For supervisees

If you participate in the project you will be required to complete a questionnaire which
will take approximately 15 minutes of your time. Your consent to participate in this part
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of the project will be implied by the return of your completed survey.
If you sign the attached Consent Form you may also be invited to attend a focus group
which will be held at the Queen Elizabeth Centre at Ballarat Health Services, for 1 hour
at some time during May-June 2009. The focus groups will involve discussion of themes
identified from the questionnaire. There will be a note taker attending the focus groups,
who will record the discussion.
b)

For supervisors

If you sign the attached Consent Form you may be invited to attend a focus group which
will be held at the Queen Elizabeth Centre at Ballarat Health Services, for 1.5 hours at
some time during May-June 2009. The focus groups will involve discussion of various
aspects of clinical supervision from the supervisor’s perspective. There will be a note
taker attending the focus groups, who will record the discussion.
The information from the focus groups will be used to develop a questionnaire to
evaluate clinical supervision from the supervisor’s perspective. You will be invited to
complete the questionnaire later in 2009 and your consent to participate in this part of
the project will be implied by the return of your completed survey.
Please note: If you are currently acting as a clinical supervisor of other staff as well as
being a supervisee for your own clinical practice, you will be able to participate in both
components of the project.
4.

What are the possible benefits?

This project will provide a framework for establishing and evaluating clinical supervision,
supported by resources and training for supervisors to increase skills and knowledge,
which may improve your experience of clinical supervision. This framework will also be
applicable to other organisations and other health professions. Effective supervision will
contribute to increased retention and recruitment of Allied Health staff.
5.

What are the possible risks?

If you decide to participate in this project, the only potential risk to you might be if you
have had a negative experience of clinical supervision which may lead you to experience
a minor level of psychological distress when you are completing the survey about your
supervision experience. This is considered to be very unlikely, given the nature of the
questions in the survey, however if you become upset or distressed as a result of your
participation in the research, the Principal Researcher, Bev Phillips, is able to arrange for
counselling or other appropriate support. Alternatively you may contact LifeLine for
counselling on 13 11 14.
6. Do I have to take part in this research project?
Participation in any research project is voluntary. If you do not wish to take part, you do
not have to. If you decide to take part and later change your mind, you are free to
withdraw from the project at a later stage, however you may only withdraw prior to either
the questionnaire being submitted or the focus group beginning, as the data will be
recorded anonymously.
Your decision whether to take part of not, or to take part and then withdraw, will not
affect your relationship with the researchers, who may be your work colleagues, or your
employment at Ballarat Health Services.
7.

How will I be informed of the final results of this research project?

After the research project is completed in June 2010, participants will be notified of the
summary results by group email. The results will be submitted to La Trobe University as
part of a Master Thesis and copy will be supplied to Ballarat Health Services. No
individuals or their responses will be identified in any report.
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8.

What will happen to information about me?

Any information obtained in connection with this research project that can identify you
will remain confidential and will only be used for the purpose of this research project. It
will only be disclosed with your permission, except as required by law.
Questionnaires and focus group data will be stored in a separate lockable cupboard to
the signed Consent Forms in the student researcher’s office at the Queen Elizabeth
Centre, Ballarat Health Services and only the principal and student researchers will have
access to these data. The information obtained in this project will be kept for 5 years,
after which disposal will occur using the confidential waste management system at
Ballarat Health Services.
Electronic data which have been de-identified will be stored on the student researcher’s
P: drive on the Ballarat Health Services internal computer server, which is password
protected. The data will not be identifiable and will only be able to be accessed by the
student and principal researchers.
The survey data will be completely anonymous, and the data collected from focus
groups will be analysed and presented in a way that is not attributable to any participant.
In any publication and/or presentation, information will be provided in such a way that
you cannot be identified, except with your permission.
9.

Can I access research information kept about me?

In accordance with relevant Australian and/or Victorian privacy and other relevant laws,
you have the right to access the information collected and stored by the researchers
about you. However, in this project, the information collected about you on the survey
will be anonymous and so it will not be possible for you to access or withdraw these data
after you have submitted your completed survey. The notes recorded at the focus
groups will also be de-identified and so once any identifying information has been
removed access to information about you after this point will not be possible.
10. Is this research project approved?
The ethical aspects of this research project have been approved by the Ballarat Health
Services and St John of God Healthcare Human Research Ethics Committee and the
Faculty of Health Sciences Human Research Committee at La Trobe University.
This project will be carried out according to the National Statement on Ethical conduct in
Human Research (2007) produced by the National Health and Medical Research
Council of Australia. This statement has been developed to protect the interests of
people who agree to participate in human research studies.
11. Who can I contact?
If you want any further information concerning this project or if you have any problems
which may be related to your involvement in the project, you can contact the principal
researchers
Associate Professor Bev Phillips 5320 3994 or email bevph@bhs.org.au
If you have any complaints about any aspect of the project, the way it is being conducted
or any questions about being a research participant in general, then you may either
contact:
Secretary, Ballarat Health Services and St John of God Healthcare Human Research
Ethics Committee, Level 3 Yuille House, Ballarat Health Services, Drummond St North,
Ballarat, VIC 3350 (ph. 5320 4278); or
Secretary, Faculty Human Ethics Committee, Faculty of Health Sciences, La Trobe
University, VIC 3086 (ph. 94793573).
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Participant Consent Form
Full Project Title:

EFFECTIVE CLINICAL SUPERVISION FOR ALLIED HEALTH
PROFESSIONALS

I have read the Participant Information Sheet and Consent Form, and I understand the
purposes, procedures and risks of this research project as described within it.
I have had an opportunity to ask questions and I am satisfied with the answers I have
received.
I freely agree to participate in the focus groups being conducted as part of this research
project, as described.
I understand that I am free to withdraw from participation up to the commencement of
the focus group.
I agree that research data provided by me may be included in a thesis, presented at
conferences and published in journals on the condition that neither my name nor any
other identifying information is used.
I understand that I will be given a signed copy of this document to keep.
Participant’s name (printed): ……………………………………………………
Signature

Date

Declaration by researcher*: I have given a verbal explanation of the research project, its
procedures and risks and I believe that the participant has understood that explanation.
Researcher’s name (printed): ……………………………………………………
Signature

Date

Name of Student Supervisor: ……………………………………………………
Signature

Date
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Appendix 3
Question guide for clinical supervisee focus groups

1. Lets talk about what clinical supervision is?

2. Why do you think you need CS?
3. What is it within the CS processes whereby the organisation knows the staff is
competent?
4. Are the CS processes and procedures effective?
5. Is finding time for CS an issue?
6. What are the consequences of not having CS sessions?
7. Does receiving CS help you with delivering better care?
8. Do you discuss personal issues in CS?
9. Has CS been helpful in supporting you in personal issues?
10. Do some supervisors need more training?
11. Should the organisation be concerned about supervisors? Have you been asked to
give feedback on your supervisors?
12. Is there anything more you would like to tell me?
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Appendix 4

4.1 Supervisor’s questionnaire
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CLINICAL
SUPERVISOR
QUESTIONNAIRE

About this questionnaire
This questionnaire has been designed for self-completion by staff providing clinical
supervision for staff. The questionnaire aims to explore the experience of clinical
supervision (CS) from a clinical supervisor’s perspective.
This questionnaire forms part of a research project seeking to explore the effectiveness
of clinical supervision processes. The research project aims to establish a framework for
effective clinical supervision of allied health professionals at Ballarat Health Services.
The results of the survey will be reported as aggregated data and as such individuals will
not be identifiable.
This survey will take approximately 10 minutes to complete.

How to fill it in
Please answer all of the questions. Try not to leave any blank. Don’t spend too long
thinking about each question, your first response is probably the best one. If there is
anything you don’t understand please ask for help.

Date of
Completion

/

/
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Clinical Supervisor Questionnaire
Please write your working definition of CS.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

1.
2.
3.
4.
5.
6.

8.

Mentoring is the same as CS

9.

CS is a form of performance management

10

CS is conducted as it is required by accreditation

13.
14.
15.

agree

strongly agree

2.

3.

4.

5.

The content of CS provided is guided by my
discipline’s protocol
The process of CS provided is guided by my
discipline’s protocol
As the clinical supervisor I determine the content of
CS sessions
My supervisee(s) determines the content of the CS
sessions
CS sessions are an important part of my work
routine
A line manager can provide effective CS

12.

1.
I understand the organization’s expectation of CS

7.

11.

no opinion

1 means you strongly disagree, 2 means you disagree, 3
means you have no opinion, 4 means you agree, 5 means
you strongly agree.

disagree

Drawing on your experience of providing CS for staff
please indicate your level of agreement with the following
statements by ticking the number which best represents
your answers.

strongly disagree

________________________

CS should be kept separate from the formal
performance appraisal process
CS should primarily focus on helping staff meet the
organization’s goals
CS should primarily focus on the professional
development of the supervisee
The CS process identifies areas of skill
improvement
The CS process supports supervisee skill
development
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16.

CS improves the quality of clinical care provided

17.

Without CS the quality of clinical care would
deteriorate

18.

CS can guide clinical practice change

19.
20.
21.
22.
23.
24.
25.
26.
27.
28.

strongly disagree

disagree

no opinion

agree

strongly agree

1 means you strongly disagree, 2 means you disagree, 3
means you have no opinion, 4 means you agree, 5 means
you strongly agree.

1.

2.

3.

4.

5.

CS helps ensure clinical care is of an expected
standard
The application of Evidence Based Practice is
discussed during CS sessions
During CS I have discussed workplace ethics
During CS I have discussed policies, procedures,
protocols
CS sessions that I provide support my
supervisee(s)
CS is useful in assisting a supervisee to cope with
work pressure
I check for work distress / burnout during CS
sessions
I deliver my advice positively during CS sessions
CS sessions assist with the development of
supervisee critical reflection skills
Providing CS challenges me to reflect critically on
my own clinical practice

29.

It is important to make time for CS sessions

30.

I find CS rewarding

31.

Providing CS makes me a better practitioner

32.

I find fitting in CS sessions increases my work
pressure

33.

I find providing CS time consuming

34.

Other work pressures interfere with the provision of
CS

35.

I enjoy providing CS

36.

I am readily available to deliver CS
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37.
38.
39.
40.

strongly
disagree

disagree

no opinion

agree

strongly
agree

1 means you strongly disagree, 2 means you disagree, 3
means you have no opinion, 4 means you agree, 5 means
you strongly agree.

1.

2.

3.

4.

5.

I am confident addressing areas of poor clinical
performance with my supervisee
I think providing CS improves the quality of clinical
care that my supervisee gives
I do not believe it is my role in CS to ask about
sensitive or personal issues
I am confident that my supervisee can learn from
my clinical experience

41.

I don’t have the skills to deal with sensitive issues

42.

I have had enough training to effectively deliver CS

43.

I feel supported by my manager in my role as a
clinical supervisor

Is there anything else you would like to comment on in regards to providing CS?
______________________________________________________________________
__________________________________________________________________
Demographic / Personal Details
PLEASE ANSWER THE FOLLOWING QUESTIONS BY TICKING THE
APPROPRIATE BOX
ABOUT YOURSELF
Sex

Male

Female

Age in
years

Staff grade

Grade 1

Grade 2

Grade 3

Management

Hospital/Centre

Community

Both

Physiotherapy
Speech
Pathology

Occupational Therapy
Exercise
Physiology
Prosthetics &
Orthotics

Other (please specify)
Are you based
Discipline

Social Work
Dietetics

Specialty

Psychology

Podiatry

Adult

Children

Other
Length of
time in
present
post

< 1 year

1-2 years

3-5 years

> 5 years

How many staff are you currently supervising?
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Appendix 5
Question guide for clinical supervisor focus groups
1. Lets talk about what clinical supervision is?

2. Why does Ballarat Health Services think clinical supervision is important?

3. Can you please tell me about your experience of providing clinical supervision?

4. Do you feel that the supervision skills that you currently have could be improved?

5. Do you feel that the clinical supervision process as it exists currently is effective?

6. Do you have particular ideas about how the clinical supervision process can be improved?
7. Is there anything more you would like to tell me?
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Appendix 6

Education package used as the basis of the staff training was titled:
CUCRH (Ed.). (2009). Foundations to Supervision. Western Australia: Western
Australian Country Health Service.
And can be located at; www.wacountry.health.wa.gov.au
6.1 Developed ready reference guides:
Clinical supervision starting your clinical supervision relationship
Making the most of clinical supervision – a guide for supervisees
Clinical supervision in groups
Clinical supervision- reflective questions
6.2 Developed best practice protocol
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Appendix 6.1
Clinical Supervision – starting your Clinical Supervision relationship
This resource has been designed to assist supervisors in getting CS underway, particularly the first supervision session.
Define the purpose of clinical supervision
This encourages an open discussion of what supervision is and starts to establish the supervisory alliance.
Review the supervisee’s learning experience, preferred models of learning
Find out how best the supervisee learns, what areas they believe require development.
Review experiences of supervision
Gain a description of the styles of supervision the supervisee has received, noting any positive or negative experiences. Build on preferred
approaches
Supervisee expectations
Discuss specifically what the supervisee would like to get from supervision with you as their supervisor, whether this is possible and how the
supervision can be structured.
Supervisee strengths and resources
Discuss what the supervisee recognizes as current strengths, ways of working with patients.
Supervision goals
Check with the supervisee their professional development goals (the supervisee may reflect on their annual performance development plan or
improvement areas identified through self efficacy scores on their PD planner). Check what areas the supervisee would like guidance in acquiring
or developing new clinical skills, interactions with particular patients, where they feel most lacking in clinical knowledge and skills; how they would
like to develop these skills; and how could supervision help in these areas. The supervisor needs to help focus the supervisee on these goals
through the supervisory relationship.
Any ethical issues in practice that need to be discussed
Including when issues will be disclosed to managers as per your discipline’s CS protocol.
Practical issues
Set up the meeting place; time; duration of meetings; discuss how the supervisee likes to present material for discussion; how you like
material presented for discussion; how will you communicate changes in the supervision.
Record keeping
Within the framework of your discipline’s protocol discuss the expectations of the supervisee.
References: Senediak, C. & Bowden, M. (2007). Clinical supervision in advanced training in child and adolescent psychiatry: a reflective practice
model. Australasian Psychiatry. 15:4.
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Making the most of clinical supervision - a guide for supervisees
This resource has been designed to assist supervisees in making the most out of their Clinical Supervision
Discuss with your supervisor what is meant by Clinical Supervision
Make sure you have read the BHS corporate guideline and your discipline protocol. Consider why CS is important to you, your discipline, your
profession and to BHS. Remember CS is primarily driven by supervisees (YOU!) Your supervisor will facilitate but you are the driver!
Go to your CS session having considered how you best learn, and what it is you think you may need to learn about.
Think about how you as an adult learner prefer to learn – reflection, journals, mind maps and decision trees, observation of skills, trial and error
learning?
Review experiences of supervision
Talk to your supervisor about what styles of CS you have had in the past and what works well for you. Help guide the supervisor in how you
would like your supervision delivered.
Supervisee expectations
Discuss specifically what you would like to get from supervision with your supervisor, whether this is possible and how the supervision can be
structured.
Supervisee strengths and resources
Go prepared to discuss your current strengths, ways of working with patients. This helps your supervisor understand how you think and what
you may need to work on
Supervision goals
Go prepared, draft some supervision goals. If you have professional development goals, rotation goals or areas that you want to improve your
self–efficacy scores in, discuss these with your clinical supervisor and explore how CS may help you. Would you like guidance in acquiring or
developing new clinical skills, interactions with particular patients, are there areas in your clinical knowledge and skills that you would like to
develop? How could supervision help in these areas?
Any ethical issues in practice that need to be discussed
Read BHS Code of Conduct, use CS to sound out ethical issues that you may be facing.
Practical issues
Be prepared to agree to and set up the meeting place; time; duration of meetings; discuss with your supervisor how you would like to
to present material for discussion; ask how the supervisor likes material presented for discussion, discuss how the supervisor will
communicate changes in the supervision.
Record keeping
Within the framework of your discipline’s protocol ensure you record your supervision sessions.
References: Senediak, C. & Bowden, M. (2007). Clinical supervision in advanced training in child and adolescent psychiatry: a reflective practice model.
Australasian Psychiatry, 15:4.
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Clinical supervision – in groups
This resource has been designed to assist in establishing clinical supervision groups.
Discuss with the participants what is meant/understood by Clinical Supervision
Make sure you have read the BHS corporate guideline and your discipline protocol. Consider why CS is important to you, your discipline, your
profession and to BHS. Remember CS is primarily driven by supervisees, and that supervision in groups will need careful facilitation. The
supervisor will facilitate but the supervisees are in the driver’s seat. Give consideration as to how the group may function. A number of
options exist for groups including;


peer-led (no-supervisor)



co-operative (supervisor facilitates the group to supervise itself), a peer-led and co-operative formats are an option for experienced or
cohesive work groups



individual focus (supervisor attends to one member while other members observe)



group focus (supervisor attends to all members simultaneously)

The group may function as a blend of all of the above approaches and it may evolve over time. A starting point is to discuss with the
participants how they might want the group to work. Will other group members be asked to listen quietly and then contribute?
Will a member present a case study? What should be in that case study? It might include:


An aim- what the participant wants from the group and why they are presenting this.



Facts about the clinical circumstance, a genogram, etc.



Outline of the work to date, this may include clinical reasoning, strategies, techniques, what has worked and what hasn’t

 Where to from here? This may include goals, ideas that may not yet be fully formed
Discuss/devise group rules and review as needed. Effective group functioning can be challenged by members who are dominant or
passive.
Have the members devise and agree to rules for the group process i.e. boundaries of confidentiality, use of constructive critical feedback only,
what to do if they feel one person is dominating or sitting on the sideline. How will the group deal with documentation? How will the group deal
with confidentiality?
Document and distribute the agreed rules. They may need to be revisited from time to time, particularly if new members join the group.
Consider how the process can be documented. What is required by your discipline protocol? Attendance log, goals for sessions,
how will educational needs be communicated back to the discipline? Other strategies for facilitating learning could include a logbook of
key learning’s that the supervisees maintain; this may be useful in assisting to distill key points after each session.
Revisit the supervisory approach with the group, they may have ideas as to how it can be improved over time.
References: Ask, A., & Roche, A.M. (2005). Clinical Supervision: a practical guide for the alcohol and other drugs field. Adelaide:
National Centre for Education and Training on Addiction, Flinders University, Australia.
Proctor, K. (1997). The bells that ring: a process for group supervision. Australian and New Zealand Journal of Family Therapy. 18:4, 217 -220.
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Clinical Supervision – reflective questions
This resource has been designed to assist supervisors in asking reflective questions that may be useful in guiding a supervisee to reflect on a clinical
intervention or patient interaction.
Examples of reflective questions
Can you describe the event(s), clinical issue or problem? OR Can you list one good or challenging thing that has happened since our
last supervision session?
Can you clearly state your question about this event/clinical issue?
What were you thinking at the time and what led you to make that decision?
What might you do next in dealing with this patient/clinical problem?
How will the patient’s responses inform what you will do next?
Encourage the supervisee to verbalise their clinical reasoning.
Paraphrase, to ensure you understand what has been explained to you
Make use of a confidence scale regarding skills, knowledge, performance areas (this may be guided by the PD planners and the self
efficacy scores within them).

References: Fone, S. (2006). Effective supervision for occupational therapists: the development and implementation of an information package.
Australian Occupational Therapy Journal. 53:277-283.
Senediak, C. & Bowden, M. (2007). Clinical supervision in advanced training in child and adolescent psychiatry: a reflective practice model.
Australasian Psychiatry. 15:4.
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6.2 Developed best practice protocol

PROTOCOL

Clinical Supervision - Podiatry
SCOPE (Area): Ballarat Health Services
SCOPE (Staff): Podiatry staff
BACKGROUND/RATIONALE
Clinical Supervision (CS) provides an opportunity for the clinician to reflect on practice
and enhance professional development. This ultimately supports staff and enhances
client outcomes. The primary task of clinical supervision is the provision of professional
support and development of staff, aiming to:
 Ensure adherence to contemporary best practice models of clinical practice including
application of best evidence.
 Provide staff with the opportunity to reflect on practice and develop skills, knowledge
and professional values in a supportive environment.
EXPECTED OUTCOME
All Podiatry staff in the Allied Health Directorate are provided effective evidence based
clinical supervision to enhance their learning and professional development, wherein the
Clinical manager, clinical supervisors and supervisees understand the purpose and
processes of CS and their respective roles and responsibilities. This includes
understanding the link to clinical governance processes designed to ensure and improve
patient safety.
DEFINITIONS
Clinical Supervision: a process of consultation between two or more professionals both
formal and informal. The focus is to provide support for the Supervisee(s) in order to
promote self-awareness, development and growth within the clinical context of their
professional environment (Hancox & Lynch, 2004). It is separate to performance/line
management supervision and other performance management processes and is
designed to enhance and support the performance/line management process.
BHS Podiatry chooses to operationalises CS based on an empirically derived guidance
where CS is:
The formal provision (i.e. sanctioned by relevant organisation/s);


by senior/qualified health practitioners (or similarly experienced staff),



of an intensive (i.e typically 1:1, though maybe group or other formats,
and regular/ongoing),



relationship-based (confidential and highly collaborative, featuring
participative decision making and shared agenda setting),



education and training (general problem-solving, increasing capacity and
competence),



that is case focused (supervisee guides topics and tabled materials and
supervisor overlays professional and organisational considerations or
standards),



and which supports, directs and guides (including objective monitoring,
feedback and evaluation),



the work of colleagues (supervisees) (Milne, 2007, p.440).
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Through the implementation of aspects of the operationalised definition three key
functions of CS will be addressed, described in Proctor’s model of CS as restorative,
formative and normative. The restorative area is the supportive component of
supervision where the supervisor hears work distress, checks for burnout symptoms and
directs to appropriate help. The formative area of supervision includes critically
examining supervisee’s interactions with their clients and their clinical interventions. The
formative area addresses skill development and assists in embedding evidence based
practice. Finally, the normative area deals with professional issues of boundaries,
confidentiality, codes of practice/ethics and quality assurance/improvement (W.A- DOH,
2009, Edwards et al., 2006).
Supervisor: an experienced and/or qualified staff member who is deemed by the
Clinical Manager, Podiatry to be appropriately experienced and qualified to provide CS.
The Supervisor’s role includes the facilitation of reflection and critical analysis of practice
and maintaining the boundaries of the clinical process (BHS Corporate Guideline,
Clinical Supervision).
Supervisee: a staff member participating in CS with a nominated Supervisor. The
Supervisee must recognise the requirement to undertake supervision as part of their
clinical role and be an
active participant in the process (BHS Corporate Guideline, Clinical Supervision).
The supervisee’s role is to:
 Uphold ethical guidelines and professional standards.
 Prepare case presentations for discussion at CS sessions.
 Reflect upon the intervention approaches taken and techniques used.
 Be open to alternative methods of practice and be willing to incorporate them into
work practice.
 Maintain a commitment to ongoing personal and professional development and
be open to receiving support and constructive feedback.
 Attend each supervision session on time and avoid interruptions where possible.
Staff development: is a global term encompassing a wide range of activities including
courses, conferences, workshops, case or program reviews. CS is one component of
staff development. Where further staff development needs are identified as a part of a
CS relationship, the participants are encouraged to share this with the Clinical Manager,
Podiatry. However, prior to information being shared, CS participants should negotiate
and agree how and what information will be shared. This is vital to ensure the strength
and quality of the supervisory relationship.
Formal supervision: refers to a supervision relationship that is formalized with an
agreed document and conducted in a scheduled manner with an agreed agenda.
Informal supervision: (or professional support) is contrasted with formal CS in that it is
not regulated by a supervision agreement.
Administrative and/or line management supervision: is supervision that primarily
focuses on administrative or line management issues such as attendance, work
allocation and workplace issues (Tromski-Klingshirn, 2006).
In supporting CS the Clinical manager, Podiatry will:
 Ensure that clinical supervisor and supervisee have access to BHS CS policies
and protocols.
 Develop a clear understanding of the roles of supervisor and supervisee, and the
distinction between CS and administrative/management supervision.
 Provide the necessary resources for CS to occur i.e. protected time, venue.
 Ensure that a satisfactory CS arrangement is in place for all podiatrists.
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Be available and respond in a timely and appropriate manner to issues raised in
the process of CS raised by the supervisor/supervisees.
Take appropriate action regarding areas of concern in relation to the supervisee’s
clinical practice which have been raised by the supervisor.
Consult with the clinical supervisor regarding the supervisee’s clinical practice in
situations where concerns have been identified in their day to day practice.
Provide organisational reports as required.
Incorporate information obtained through the CS reporting process into
professional development and program planning and other activities as
appropriate (McCracken & Hall, 2007).

Performance development plan: is the model of future development needs to assist
the employee to meet the expectations of BHS in terms of their work. It is the outcome of
the discussion of strengths and weaknesses, as well as strategies to improve these, the
identification of training and personal development needs to assist the employee to carry
out their work more effectively. Development areas are expected to be identified
through CS and included in this plan.
Self efficacy professional development planners: based on a key concept of
Bandura’s social cognitive theory. The development planners provide a framework to
facilitate the planning of professional development, aiming to clarify expectations of their
performance for a specific clinical area, facilitate reflection on their capabilities, enhance
goal setting, empower them to pursue opportunities for skill acquisition and reduce the
time / documentation involved in professional development. The process uses self
efficacy or a judgment of own confidence to perform a specific task. The planners assist
both supervisees and supervisors in developing the agenda for CS sessions, including
goals and measurable outcomes. There is some evidence to suggest that high quality
supervision enhances supervisee self-efficacy for high quality clinical practice (Spence
et al. 2001; Larson and Daniels, 1998).
INDICATIONS
All clinical podiatrists will actively engage in CS.
ISSUES TO CONSIDER
EQUIPMENT
BHS Podiatry Clinical Supervision agreement form – internal supervision
BHS Podiatry Clinical Supervision agreement form – external supervision
BHS Podiatry Clinical Supervision agenda and record of discussion form.
ACTIONS
1. All Podiatrists employed at BHS in the Directorate of Allied Health will receive at
least one supervision session per month from a Podiatrist of a higher/same
grade. The CS session will be of a minimum of one hour duration (Edwards et
al., 2005). CS may be delivered one to one or in a group setting.
2. The frequency of CS may be increased through negotiation between the
supervisee, supervisor and the Clinical Manager, Podiatry. In determining the
frequency of supervision, consideration will be given to the length of time the
supervisee has been a member of the team and their learning needs i.e.
graduate, new staff member, new to the area, experienced staff.
3. The participants will complete a CS agreement which outlines the aims of CS,
frequency, duration, place and time, role of the interested parties, and the limits
of confidentiality and/or information sharing. The CS agreement will be
negotiated between the clinical supervisor and supervisee and recorded at the
first session.
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4. The CS agreement will include specific supervision objectives, which will be
measured and objectively monitored throughout the supervision experience by
the supervisor and supervisee (W.A.- DOH, 2009, p. 24).
It is the shared
responsibility of the supervisor and supervisee to regularly review the usefulness
of the supervision and to know and clarify if necessary, the boundaries of the
supervision process (Mackereth, 1997).
5. A copy of the agreement will be provided to the supervisee. The supervisor will
maintain a copy of the agreement in a locked filing cabinet; the forms are only
available to the clinical supervisor and supervisee. The agreement is to be
reviewed 3 months into the supervisory relationship and then annually.
6. The development of an effective CS relationship requires the formation of mutual
trust and an atmosphere of safety. Supervisees need to be assured that agreed
aspects of their discussions during CS sessions are confidential. It is understood
that failure to respect CS confidentiality has the potential to impact on the content
revealed by supervisees to their supervisors, resulting in presentation of safe or
resolved issues only. This has the potential to create a culture of non disclosure
and may compromise the quality of clinical care (White & Winstanley, 2009). The
supervisor must refuse inappropriate requests from others about the content of
the CS session (W.A. – DOH, 2009). The boundaries of confidentiality for CS
are:
 Illegal activity
 Breach of code of conduct
 Contravention of BHS policies or procedures
 Where the supervisees reveals unsafe or negligent practice.
If the supervisor believes any of the boundaries are breeched they must inform
the Clinical Manager, Podiatry at the conclusion of the supervision session.
7. Wherever possible CS will be received from a separate person other than the
podiatrist’s line manager. There is a strong risk that the day to day administrative
issues may take precedence over CS (Schoffrel, 1999). When line managers are
involved in CS, issues associated with duality in roles will be identified and
clearly articulated in supervision agreements. A session of line management may
run concurrently with a CS session provided the start and finish of each session
is clearly identified.
8. Wherever possible problems with the implementation of CS should be prevented
or dealt with rapidly between the supervisor and supervisee. Should resolution
not occur the issue should be raised with the Clinical Manager, Podiatry.
9. Inadequate training can result in poor, inappropriate or punitive forms of CS or
blurring of the roles between clinical supervisor and line manager (Yegdich,
1999; Mackereth, 1997; Faugier, 1994). BHS Podiatry supervisors and
supervisees must complete the BHS – allied health CS training course or
equivalent as determined by the Clinical Manager, Podiatry to ensure CS
processes are evidence based.
10. The capacity of an individual podiatrist to provide supervision to others is at the
discretion of the Clinical Manager, Podiatry. Based on evidence that choice best
supports effective CS where possible supervisees will be supported to choose
their own supervisor.
11. A supervisee may have more than one supervisor at any given time to maximise
access to specific clinical expertise. A primary supervisor should be negotiated
and the goals of the sessions provided by the additional supervisors added to the
existing supervisory agreement.
12. If the supervisor has taken extended leave or where the position is vacant, the
Clinical Manager, Podiatry will negotiate with the supervisee and make
appropriate arrangements for CS. Those arrangements may include the line
manager providing the CS, until another clinical supervisor is appointed.
13. If the supervision session is cancelled by either party it must be rescheduled to
ensure a minimum of one CS session occurs per month. If two months elapse
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without CS, either the supervisor or supervisee must inform the Clinical Manager,
Podiatry.
14. External supervision may be sought where
a. No suitably qualified or experienced Podiatrist is available in-house
b. The Clinical Manager, Podiatry considers it appropriate
15. The external supervisor will be expected to adhere to BHS, Podiatry
requirements of supervision. Where BHS Podiatry is funding the external
supervision, the external supervisor will need to complete the BHS agreement of
privacy and confidentiality to ensure protection to patient and service related
information.
16. Performance and development plans for staff will include their participation in CS
based on self reports and reports from all supervisors; additionally CS will be
recorded by the supervisee through ‘non UR’ related statistical entry. Where
education and training needs are identified as part of participating in CS, subject
to confidentiality, these should be included in the individual’s performance
development plan.
17. A vital component of supervision is supervisee feedback to the supervisor about
the supervisory process.
The supervisor should expect and encourage
feedback about their supervision sessions; this ensures compliance with the CS
Corporate Guideline. Feedback should be clear, owned, regular, balanced and
specific (W.A. – DOH, 2009).
18. The Clinical Manager, Podiatry will monitor the themes of professional
development requests to determine if educational needs are more broadly
applicable to the Podiatry team or to other members of the allied health team. In
the event that a theme is identified as having broader allied health implications
then the Clinical Manager, Podiatry will discuss the theme as a potential
educational opportunity at the Allied Health Clinical Governance meeting.
19. The Clinical Manager, Podiatry will monitor CS and ensure sound links to the
allied health clinical governance through the following mechanisms:
 Register of discipline supervisors
 Record of supervisory relationships including modes of delivery e.g.
group, 1:1
 Bimonthly audit of attendance data including duration and frequency
through IBA ‘non UR’ statistics report
RELATED DOCUMENTS
BHS Allied Health Grade 2 professional development planners S:\Allied Health\Allied
Health\Education\PD PROJECT 09-10\Grade 2 planner\Allied Health Grade 2 PD
planner V2 - 19 August 10.doc
BHS Clinical Supervision Corporate Guidelines 2007.
BHS Podiatry Clinical Supervision agreement form – internal supervision
BHS Podiatry Clinical Supervision agreement form – external supervision
BHS Podiatry Clinical Supervision agenda and record of discussion form.
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BHS Allied Health Clinical Supervision training resource -S:\Allied Health\Allied
Health\Resources\Clinical Supervision Training
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Podiatry Clinical Supervision Agreement – Internal agreement

1.

WRITTEN AGREEMENT

This clinical supervision agreement aims to provide a clear record of the requirements
and responsibilities of the clinical supervisor, clinical supervisee and Ballarat Health
Services (BHS). This agreement is to be read in conjunction with BHS Clinical
Supervision Corporate Guideline and Podiatry Clinical Supervision Protocol.
1. Parties to the agreement
a). Name of Supervisee: _____________________________________________
b). Name of Clinical Supervisor: ________________________________

2. Goals/learning objectives of clinical supervision and proposed measures including
time frames
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
_________________________________________________________________
The supervision session will include the following aspects (please tick/add):

Case discussion and review

Provision of appropriate references

Articulation of theory and practice
Direct observation of procedures
 Other ___________________________

____________________________

3. Supervision arrangements
Frequency of sessions: _________________ Duration of sessions: ___________
Location of Supervision: _____________________________________________
Mode of Supervision (Face to face, Email etc):____________________________
Supervision occurs (please tick): Day___________________Time_____________
Commencement date of Clinical Supervision: ____________________________
How will dual roles (e.g. line manager and CS supervisor) be managed (e.g. line
management issues will not be discussed in CS session)?
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We have read the BHS Clinical Supervision Corporate Guideline and Podiatry Clinical
Supervision Protocol and Agreement and have agreed to adhere to the requirements
and roles detailed in those documents.
Supervisee Signature: ____________________________ Date:______________
Supervisor Signature: ____________________________ Date:______________
End date (annual): ______________
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CLINICAL SUPERVISION RECORD
Agenda and Record of Discussion
Instructions – Supervisor to fill in the first section, photocopy and fill out remaining
sections at each session. At the end of the session the supervisor and supervisee sign
the agreed record. A copy is stored according to BHS Podiatry Clinical Supervision
protocol.
Name Supervisee: _____________________________________________________
Date of Supervision: ________________________
Name Supervisor/Peer Group: ____________________________________________
Length of session: _________________________
Key discussion
points (includes a
review of actions
from last
supervision, clinical
knowledge & skill
enhancement,
professional
development,
reflective practice &
support and
accountability)

What’s
working
well?

What’s not
working
well?

Actions

Next Meeting: _____________________________
This is an agreed record of the clinical supervision session
Signed Supervisor __________________________
__________________________

Supervisee

By whom
and when

Case load review
Client
initials

Key issues
(clinician/client goals
of session & clinician
expectations &
outcomes of
treatment)

Discussion/Update
(includes a review of
actions from last
session)

Actions

By
Whom
and
when

