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Proposing Supervision to Strengthen a Community of Practice. The Case of 

Podiatry  

Introduction 

Supervision is widely discussed in healthcare literature. Its exact purpose, 

processes and outcomes are widely debated. Limited discussion of this 

phenomenon exists for the profession of podiatry. Similarly, the concept of 

‘communities of practice’ (CMOP) is widely discussed in healthcare literature, 

again with limited discussion directly for podiatrists.  

In this paper the following will be discussed: What is supervision? Why is it 

needed (specifically in podiatry)? What is a CMOP? How do CMOP and 

supervision come together (and what are the challenges in podiatry)?  

What is supervision? 

Types and terminology 

In the UK healthcare context clinical supervision often refers to support within 

three key aspects of practice: clinical, professional and emotional burdens of 

practice (NES, 2018); whereas, in other contexts, clinical and professional 

supervision are viewed as separate entities, with clinical supervision focusing 

on task/skill based work, and professional supervision focusing on support with 

the emotional demands of the job (Butler and Thornley, 2014; Holder et al, 

2020). There is consensus that managerial and clinical/professional supervision 

should be kept separate to engender trust, and to allow staff to fully ‘open up’ 

within the context of clinical/professional supervision (Strong et al, 2003; 

Kleiser & Cox, 2008; Paulin 2010; Martin et al, 2014; Ducat and Kumar, 2015; 

Snowdon et al, 2020).  

Definitions  

For this discussion we refer to clinical/professional supervision (known 

henceforth as supervision). Whilst there is no universally agreed definition for 

this phenomenon, its key features are outlined in the literature: supervision is 

relationship based between supervisee(s) and supervisor(s) (Spence et al, 

2001; Martin et al, 2017); supervision should facilitate creation of a safe space 

(NES, 2018) for reflection on practice (Hodje et al, 2018); it can allow support 

for reflection in action i.e. whilst undertaking a task or procedure (Pearce et al, 

2013); and it should be based on trust and mutual respect between 

supervisee(s) and supervisor(s) (Edwards, 2010; Redpath et al, 2015).  



Milne (2007) attempted to provide an empirical definition of supervision based 

on a logical analysis which produced a working definition. This was then tested 

against (n=24) papers included in a systematic review. There are several 

limitations to extrapolating Milne’s definition across all AHPs, including 

podiatry. Firstly, Milne (2007) considered only evidence from the mental 

healthcare setting and sought a very deductive definition for supervision. 

There is evidence that whilst supervision does need to be defined for enacting 

it in practice (Fitzpatrick et al, 2015); it should also be adaptable and flexible to 

meet the needs of individuals (Sellars 2004; Snowdon et al, 2020), and too rigid 

a definition could be detrimental to the process (Wilson & Taylor, 2019).  

The lead author, based on an extensive (ongoing) review of the literature, 

proposes the following definition for supervision:  

‘Supervision is an optional support tool for staff. Supervision should be 

structured (guided by a model or guideline), regular and facilitate relationship-

based support, whereby supervisees and supervisors meet (regularly*) to 

reflect on practice**’ 

* regularly - 4-6 times per year minimum (as per the lead author’s local model 

of supervision and recommendations from NES (2018)) 

** practice - may be clinical or non-clinical depending on role and focus of your 

supervision  

Parameters and processes 

Alongside definitions, research such as Dawson et al (2013) and Pollock et al 

(2017) highlight that the parameters and processes surrounding supervision 

vary. No ‘one approach’ to supervision will suit all (Martin et al, 2017). Sellars 

(2004) looked at supervision for physiotherapists and demonstrated they had 

no preference for the approach to supervision. What physiotherapists deemed 

important was having access to each other and each other’s opinions to 

support practice.  

Used most frequently to guide supervision in the AHP setting is Proctor’s 

model (see image 1) (Proctor, 1987; Dawson et al, 2013; Pollock et al, 2017). 

Proctor’s (1987) model contextualises what supervision should do, proposing 

that it should support staff in three areas of practice: normative practice 

(organisational/policy aspects of a role), formative practice (technical skills for 

the role) and restorative practice (emotional demands of the role) (Proctor 



1987). Alternative models e.g. Hawkins and Shohet’s (2012) ‘7 eyed model’, 

also exist contextualising supervision. Other models suggest how supervision 

should be carried out e.g. CLEAR model (Hawkins & Smith, 2006), or 

implemented e.g. 4S model (Waskett, 2009). Commonly used reflective models 

can also be used to conduct supervision (Cookson et al, 2014).  

Weaver (2001) aimed to review current supervision programmes within and 

out with podiatry. The study was cross sectional and in three stages, although 

only two stages were outlined. Stage one was a literature review and interview 

with experts on clinical supervision. Stage two involved focus group interviews 

and ‘question and answer’ data using voting technology with (n=62) AHP staff. 

Only the data generated from (n=18) podiatrists was presented. Podiatrists in 

this research felt that supervision should be one to one and that local 

structures should be developed to support the process.  

Despite a lack of clarity on which specific model or approach to use, evidence 

continues to support the use of models to structure and promote engagement 

with supervision (Sweeny et al, 2001; Sellars, 2004; Cox & Araoz, 2009; Kuipers 

et al, 2013; Martin et al, 2015; Fitzpatrick et al, 2015; Martin et al, 2017; Hodje 

et al, 2018).  

Why is supervision needed? 

AHP practice is continually evolving and becoming more complex (Butler & 

Thornley, 2014). Butler and Thornley (2014) highlighted the changing 

landscape for physiotherapy moving from delivering care through the lens of a 

biomedical approach, which allowed detachment and objectivity; to now 

delivering care through the lens of a biopsychosocial approach which requires 

deeper involvement with patients’ care. They suggest this requires increased 

support for staff to ensure they have the reflective safe space to enable them 

to cope with the increasing demands of the role. More recently Holder et al 

(2020) highlighted physiotherapists struggled to engage with professional 

supervision, but recognised the potential need for it to facilitate structured 

(more objective) reflection on practice. Some of the findings here may be 

transferrable when considering the need for supervision in podiatry. 

In the UK (National Health Service - NHS) setting, over the past 20 + years there 

has been a shift, with much of the care delivered by podiatrists moving from 

personal footcare, as defined in the ‘Scottish Government Personal Footcare 

Guidelines’ (Scottish Government, 2013a); to increasingly complex footcare 



which continues to evolve (Walton et al, 2017). The ‘Everyone Matters: 2020 

Workforce Vision’ (Scottish Government, 2013b) recognises the need for AHPs 

to evolve and stipulates that staff should be supported to learn and develop. 

Supervision could support podiatrists to develop within their evolving roles.  

Lastly, it is recognised that isolation is an issue in practice for AHPs and other 

healthcare professionals (HCP’s) (Sellars, 2004; Hawkins & Shohet, 2012; 

Mabry et al, 2018; Dunlop & Maunder, 2019). Sellars (2004) highlights that 

isolation is not just geographical but can be due to busy schedules and 

organisational factors which prohibit interaction. Many authors propose that 

supervision can be used to overcome isolation in practice (Redpath et al, 2015; 

Beckingsale et al, 2016; Ducat et al, 2016; Martin et al, 2019).  

As of 2018 in Scotland it is recommended that all AHPs and healthcare support 

workers (HCSW’s) have access to formalised, regular supervision to offer 

support in the three areas outlined by Proctor (1987) (NES, 2018). In 2020, NHS 

Education for Scotland (NES) outlined the current need for supervision to 

provide (particularly) restorative support in light of the COVID-19 pandemic 

(NES, 2020).  

The literature outlined summarises some of the key reasons supervision is 

needed for AHPs, and for podiatry specifically. As part of developing a model of 

supervision for NHS based podiatry teams, the lead author drew upon 

literature surrounding CMOP which will be briefly discussed. 

What is a community of practice? 

This concept was initially discussed by Lave and Wenger (1991) and further 
developed by Wenger (1998).  

Wenger (1998) defined a CMOP as having a:  

 Domain – CMOP must have a domain of interest i.e. a subject area (for 
podiatrists this is podiatric medicine). 

 Community – members of a CMOP must engage with each other to 
share practice and learn with and from each other. 

 Practice – a CMOP is not just a group who have an interest in something. 
They actively engage in shared practice, with shared resources and 
approaches.  

Unlike supervision, CMOP do have a universally agreed definition. However, like 

supervision there are varied processes and parameters which surround a CMOP 



(Roland et al, 2017; Fingrut et al, 2018a; Fingrut et al, 2018b; Lindberg et al, 

2019; Ross et al, 2020). All the outlined studies here discuss CMOP in healthcare 

settings, and all demonstrate different approaches. Whilst approaches vary with 

what a CMOP looks like in practice, some common themes are deemed 

necessary for a CMOP to be effective, including: creation of a safe space 

(Wilson et al, 2017; Marcolino et al, 2017; Fowler et al, 2018; Jorgensen et al, 

2018; Parsons et al, 2019; Delgado et al, 2020); trust to allow people to open 

up and be vulnerable (Gallagher et al, 2017; Marcolino et al, 2017; Murad et al, 

2018; Pratte et al, 2018; Kitto et al, 2018; Mabry et al, 2018; Ross et al, 2020); 

access to colleagues for advice and support (Wilson et al, 2017; Marcolino et 

al, 2017; Fowler et al, 2018; Fingrut et al, 2018b; Kitto et al, 2018; Wieringa et 

al, 2018; Lindberg et al, 2019; Wolfe et al, 2019; Parsons et al, 2019). It is 

evident that many of the desirable attributes for an effective CMOP are shared 

with those desired for effective supervision.   

How do CMOP and Supervision Come Together (and What are the Challenges 

in Podiatry)? 

How supervision and CMOP theories overlap 

Supervision and CMOP theories overlap with respect to connecting people to 

support practice. The lead author developed a model of supervision which has 

been evolving since 2015 in local podiatry teams. The overarching concept of 

the model was to offer the potential benefits proposed with supervision; whilst 

also strengthening already existing CMOP. A particular focus was to strengthen 

the ‘community’ aspect of the CMOP as this is where podiatry as a profession 

may have challenges.  

Challenges for podiatry 

Podiatrists often work autonomously and may not get regular ‘time out’ to 

discuss aspects of practice with colleagues. Harrison-Blount et al (2019) 

explored facilitators and barriers to changing practice in healthcare and 

focused some of this discussion within the context of podiatry. The authors 

concluded (from a narrative systematic review of (n=92) articles) that: early 

career mentorship and postgraduate development in podiatry are variable and 

unstructured, except for training in podiatric surgery. They also suggest, 

amongst other findings, that working in community settings can be isolating; 

whereas working co-located with colleagues can foster seamless learning. 

Moreover, they outline that organisational, time and financial constraints can 



impede staff driving development and change in practice. Similar themes of 

valuing learning brought about by co-location are supported in the supervision 

literature (Redpath et al, 2015).  

Quantitative outcomes from research in the field suggests that podiatry may 

be challenging with respect to achieving good outcomes with supervision 

(Kumar et al, 2015). Kumar et al (2015) reported data from (n=189) 

‘Manchester Clinical Supervision Scale– 26’ surveys (MCSS) from various AHPs, 

with podiatry making up (n=12) of the participants. The mean score for 

supervision from all the AHPs was 73.8 (<73 highlights dissatisfaction, and > 73 

highlights satisfaction with supervision). The mean score for the (n=12) 

podiatrists was 70.9 indicating overall dissatisfaction with the supervision 

provided. Podiatry also scored lowest for the subscales of ‘trust and rapport’ 

and ‘improved care and skills’ compared with the other AHPs. It cannot be 

concluded from the findings exactly why podiatry scored lower overall, and in 

the outlined sub scales. However, other research suggests the more therapy-

based professions (social work, psychotherapy and occupational therapy) often 

have improved outcomes with supervision compared to other AHPs (Snowdon 

et al, 2016; Martin et al, 2018; Garnder et al, 2018; Snowdon et al, 2019). In 

Snowdon et al (2016) the results from (n=11) MCSS-26 surveys from podiatrists 

showed a collective mean score of >73 indicating overall satisfaction with 

supervision. However, 6 of the 11 podiatry subjects in this study scored their 

supervision <73 indicating dissatisfaction with supervision (highlighting the 

need to look at individual scores, as well as overall averages). In contrast to 

these findings, in Snowdon et al (2020) (n=4) podiatrists were part of the 

(n=38) participants who completed a MCSS-26 survey. Three of the 4 podiatry 

subjects rated their supervision > 73 indicating (mostly) satisfaction with 

supervision. Results from the outlined studies have limitations in that the 

podiatry specific sample sizes are small and the approach to supervision in 

each study varied. The qualitative arm of Snowdon et al, (2020) illustrates two 

quotes from podiatrists. The first quote shows that the podiatrist was called in 

by their supervisor whenever an interesting case presented (outlining benefits 

of co-location), and the second quote was from a podiatrist who reported an 

inability to fully open up within supervision sessions as their supervisor was 

also their line manager. The need to keep these two forms of supervision 

separate has been previously outlined.   

Finally, it is important to recognise the current challenges HCPs are facing to 

maintain supervision relationships, as well as sustaining strong CMOP, in light 



of the COVID-19 pandemic. The Health and Care Professions Council (HCPC) 

and NHS Education for Scotland (NES) recognise the need to maintain effective 

supervision practices throughout the pandemic, and both identify alternative 

models of supervision may be required, including models of remote/ 

telesupervision (HCPC, 2020; NES, 2020). Links to resources to support 

telesupervision can be found via the link to the NES (2020) reference at the 

end of this article, as well as from Martin et al (2017) who set out 10 top tips 

for telesupervision.  

Conclusion  

Supervision is defined in the AHP setting as a ‘relationship based’ support tool, 

which utilises Proctor’s model to conceptualise what it should do (Dawson et 

al, 2013; Martin et al, 2017). It is needed for the AHP professions and for 

podiatry in repose to evolving and expanding roles (Walton et al, 2017). CMOP 

are distinct from supervision but share many of the same themes when 

discussed in the literature: safe spaces for discussing and reflecting on practice; 

used for sharing knowledge and resources; and used to foster interaction to 

support staff in their role (Wenger, 1998; Wilson et al, 2017). The authors 

propose that supervision could be utilised to strengthen existing CMOP within 

the field of podiatry, but recognise there may be some challenges with this, 

such as engendering trust and satisfaction with supervision for podiatrists; as 

well as delivering effective supervision in the current COVID-19 pandemic 

(Kumar et al, 2015; HCPC, 2020; NES, 2020). It is important as podiatrists we 

engage in effective supervision, which in the current climate may involve the 

use of remote and telesupervision approaches (HCPC, 2020; NES, 2020). This 

can be supported through consideration of best practice from the literature 

(Martin, 2017; NES, 2020).  
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Image 1 – Components of Proctor’s Model of Supervision  
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