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Discussion of a Supervision Model Created and Used within a Podiatry
Team in the Scottish Health and Social Care Sector.
Introduction
How to enact supervision is widely debated in the literature, and research specific to podiatry is
limited. It is recognised that health and social care staff value formal models of supervision,
supported with definitions, frameworks and clearly defined parameters (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; Hodge et al, 2018).
This paper does not aim to dictate a model of supervision for use by all podiatrists. It aims to
outline a model of supervision which has been developed and enacted within podiatry teams in
Scotland. The model was developed in 2015 and continues to evolve in accordance with staff
feedback and emerging literature. This discussion will allow readers to consider an evidencebased model of supervision used within the podiatry setting.
Staff Engagement
Sellars (2004) recognise that not involving staff or providing enough information about an
initiative like supervision can lead to disinterest or resistance. Hawkins and Shohet (2012)
outline a seven-stage process for implementing supervision in which they outline the
importance of engaging staff in the early stages and continuing this through training and
periodic evaluation. How we (lead authors JM and AD) approached engaging staff with our
model will be discussed throughout this article.
Models used to Support Our Approach to Supervision
The model chosen to contextualise our model of supervision was Proctor’s (1987). This was
outlined in (reference to paper 028) and has been cited across the AHP supervision literature
(Sellars, 2004; Butler & Thornley, 2014; Cookson et al, 2014; Miller & Robb, 2017; NHS
Education for Scotland (NES), 2018a; Snowdon et al, 2020). It has been found to have good face
value and usability by AHP’s (Sellars, 2004; Butler & Thornley, 2014; Snowdon et al, 2020). The
‘Manchester Clinical Supervision Scale’ (MCSS), a validated tool which has been widely
embraced by AHPs to outcome supervision (Dawson et al, 2012; Ayres et al, 2014; Snowdon et
al, 2015; Kumar et al, 2015; Saxby et al, 2015; Martin et al, 2016; Snowdon et al, 2016; Gardner
et al, 2018; Martin et al, 2018; Snowdon et al, 2020), maps to the three domains of Proctor’s
(1987) model (Winstanley, 2000; Winstanley & White, 2011). The subscales of the MCSS
capture how staff feel their supervision supports them in normative, formative and restorative
aspects of their role.
In addition to Proctor (1987), Wenger’s (1998) community of practice (CMOP) theory continues
to support our model of supervision. This was also outlined in (reference paper 028).. Through

supervision our goals are to strengthen the overall CMOP of our team by allowing staff protected
time to come together to reflect, share best practice, and to grow and learn from each other.
What is Supervision and What is it Not?
Our supervision model is promoted as a means by which supervisees can drive their own
learning and support within the workplace. It is not a managerial tool, a way to performance
manage staff, nor is it a psychotherapy; although it is recognised that supervision can be
therapeutic (NES, 2018a). Our model is termed ‘supervision’ (versus clinical or professional
supervision) as not all roles are clinical, or solely clinical. The definition for our model is as
follows:
Supervision is an optional support tool for staff. Supervision should be structured (guided by a
model/guideline), regular and facilitate relationship-based support, whereby supervisees and
supervisors meet (regularly*) to reflect on practice**. “
* regularly = as per the guidance/recommendations (4-6 times per year minimum)
** practice = may be clinical or non-clinical depending on role and focus of your supervision
One to One (Face to Face or Telesupervision)
We opted for a one to one and face to face approach based on evidence outlining concerns of
being watched or judged (Johns, 2000; White & Winstanley, 2009; Holder, 2020). It was felt
staff may open-up more in a non-group setting. Although limited, evidence pertaining
specifically to podiatry suggests that podiatrists may have challenges with trust, with respect to
supervision (Kumar et al, 2015). We recognised the need for the model to be flexible (Sellars
2004; Snowdon et al, 2020). Considering geographical challenges, and social distancing
challenges with COVID-19, more information to support use of telesupervision (using online
platforms) was embedded in our guideline in 2020. No specific process has been dictated as
there should be flexibility to allow staff to use technology they feel comfortable with (Martin et
al, 2017). Issues of confidentiality when using telesupervision have been stressed in our
guideline.
How Long and How Frequent?
Saxby et al (2015) explored how specific parameters impacted on supervision outcomes (MCSS26). With respect to ‘length and frequency of supervision sessions the results showed that > 60
minutes (compared with <60 minutes) was associated with higher MCSS-26 scores; frequency
of sessions correlated positively with improved MCSS-26 scores; and length of time receiving
supervision over a career correlated positively with higher MCSS-26 scores. Similar findings are
noted in Martin et al (2016) who found that short sessions (15-30 minutes) negatively
correlated with the ‘trust and rapport’ subscale; and that increasing the frequency of sessions
positively correlated with ‘trust and rapport’, ‘supervisor advice/support’, ‘improved care/skills’
and ‘reflection’ subscales.

Time and frequency of supervision sessions need to be balanced with service demands. Our
model recommends 4-6 sessions per year and 60 minutes minimum per session. Similar
recommendations are made in AHP supervision guidance statements in Scotland and Northern
Ireland (Department of Health, Social Services and Public Safety Northern Ireland 2014; NES
2018b). Equivalent policy/guidance could not be sourced from NHS England or NHS Wales.
Staff Choose Their Supervisor (Consideration for Specialist Roles)
Saxby et al (2015) and Martin et al (2016) demonstrated staff having a choice in their supervisor
positively impacted on MCSS-26 outcomes. We recommend in our guidance that staff should
choose their own supervisor (someone the same grade or above). Staff in specialist roles may
need to consider a supervisor out with the immediate podiatry team. This is recognised in
published literature that staff working in specialist roles may need to seek supervision in
different formats (Hodge et al, 2018). For new staff team leads may suggest a supervisor (if they
are unsure who to pick initially due to being unfamiliar with the team). Processes are outlined
on how to change supervisor if supervisees wish. The maximum supervisees recommended for
one full time member of staff is 5. This varies in practice with Dawson et al (2013) reporting a
range of 1-15.
It is recognised that individual supervisors will not be able to guide all aspects of supervision
and practice (Sellars, 2004). Supervisees and supervisors, may need guidance from others
(Fone, 2006). To support this, we developed what we call ‘the gatekeeper approach’.
Gatekeeper Approach
This allows supervisees to spend a supervision session with someone other than their
supervisor: if agreed as part of a learning goal. We recommend that reflection following the
session be conducted with the individual’s supervisor. The supervisor is seen as a trusted
advisor and facilitator (gatekeeper) of the supervisee’s supervision, and someone the
supervisee feels comfortable to open up to about aspects of their practice. This approach aims
to permit wider collaboration through supervision by allowing staff protected time to come
together, and to share best practice and learn with and from each other, as per the principles of
the CMOP learning theory (Wenger 1998).
Content
Content of supervision sessions is supervisee driven, agreed between supervisees and
supervisors, and is flexible to support individual needs. The content and approach to
supervision naturally evolves over time, initially following a more didactic and teacher/student
approach for supervisees new to a role; whilst those with experience develop a more collegial
approach to supervision (Sellars, 2004; Hawkins & Shohet, 2012). Pearce at al (2013) conducted
a systematic review of (n=20) articles across nursing, medicine and AHP professions to explore
content in supervision sessions. Content varied widely with themes of reflective practice, task
orientated, diverse content and stress management, all emerging within supervision sessions.

In our model we outline possible content for supervision sessions (see table 1), for inspiration
only and the list is not exhaustive. We wanted to outline ‘hands on’ and reflective approaches.
More ‘hands on’ approaches have been associated with greater formative outcomes (Snowdon
et al, 2017); whilst more reflective approaches can yield improved restorative outcomes
(Adamson, 2011; NES 2018a). Our model has the flexibility to permit both.
Contracts, Confidentiality and Paperwork/TURAS
Contracts, confidentiality, and paperwork for supervision are all valued by staff (Cutcliffe &
Hyrkas, 2006; Kuipers et al, 2013; Martin et al, 2015; Redpath et al, 2015; Snowdon et al, 2020).
In Cutcliffe and Hyrkas (2006) the authors provided staff with 17 pre-set statements about
supervision and got them to rank them in order (1 being the most important and 17 the least).
In total (n=74) staff completed the survey, (n=7) were podiatrists. Collectively, and for
podiatrists specifically, the top three most important statements were: ‘confidentiality is
assured and agreed’; ‘a written contract for supervision is completed’; ‘the goals of supervision
are explicitly formulated’. Kuipers et al (2013) demonstrate (using the clinical supervision
evaluation questionnaire – CSEQ, n=192 nursing/AHP respondents) that formal approaches to
supervision using appropriate documentation improved CSEQ outcomes.
In our guideline we have a contract (see appendix 1) which has standard components and a
section in which any ‘relationship specific’ agreements between supervisees and supervisors
can be recorded. Confidentiality written into the contract may only be broken if malpractice is
noted (Hawkins & Shohet, 2012). Paperwork supporting supervisor choice (see appendix 2),
session records (see appendix 3) and annual evaluation of the supervision relationship (see
appendix 4), is all included. We have also embedded instructions on how to use the NHS
Education for Scotland (NES) TURAS platform to record supervision sessions (see appendix 5).
Based on staff feedback we updated our guideline clarifying the processes on how to get
involved with supervision should staff wish to; how to pick a supervisor; guidance for the first
session to support the supervision relationship, early conversations and goal setting; how to
change supervisor if required; as well as developing a new training resource (discussed later in
this article).
Ensuring Visibility, Sustainability and Ongoing Support with the Model
Strong leadership is needed to enact and sustain supervision practices (Waskett, 2009). In
Wilson and Taylor (2019) staff working in a team with supervision guidance in place reported
not taking part as they were unaware of the guideline. It is our experience from ongoing
feedback that this can be an issue for staff who missed initial training or were off for periods of
leave. Thus, we developed steps to ensure ongoing visibility of our supervision model. We put
supervision on local team meetings as a rolling agenda item to maintain visibility and give staff
a platform to discuss supervision; supervision is discussed in the local induction process for new
staff; we created a team with clear leadership responsibility for supervision, and to act as points

of contact for staff. Our guidance stipulates any discussion on supervision brought to team
meetings must not break any anonymity/confidentiality.
Training
In Kavanagh et al (2003), of (n= 272) participants, 38% reported undertaking training for
supervision. Cookson et al (2014) also outlined variation in training with some nurses/AHP’s
undertaking this and some not. Kavanagh et al (2008) conducted a randomized controlled trial
to compare three groups to determine if training impacted on supervision outcomes. Result
indicated supervision training may positively impact on improving supervision contracts and
marginally reducing the frequency of supervision problems for supervisors. However, outcomes
also highlighted training may reduce perceived self-efficacy for some supervisors and some
supervisees, as well as reducing the use of effective strategies in supervision. Results should be
interpreted with caution as other factors out with the independent variable (training) may have
influenced results due to the difficulty in controlling factors which can impact on supervision i.e.
day to day work issues. Furthermore, the authors introduced training to staff, some of whom
had been conducting supervision for up to 6 years, and so how much impact training would
have may have been limited, as it was introduced to participants who were not naïve to the
process.
Other research highlights the value of, and desire from staff, for training for supervision
(Weaver, 2001; Waskett, 2009; Paulin, 2010; Hawkins & Shohet, 2012; Kuipers et al, 2013;
Martin et al, 2019; Wilson & Taylor, 2019; Snowdon et al, 2020). Waskett (2009) suggests even
without training health professionals are well placed to deliver supervision as their people and
listening skills are already embedded through practice. Hawkins & Shohet (2012) suggest
effective supervision comes from a balance of theoretical, and on the job experience. Research
suggests supervision training should include: the intent and models surrounding the
supervision, paperwork and processes, role play, reflecting on the skills required for
supervision, and potential problems encountered in supervision (Kavanagh et al, 2003; Paulin
2010; Waskett, 2010; Hawkins & Shohet, 2012). Kuipers et al (2013) show that staff who
underwent training reported improved outcomes in the ‘process subscale’ of the CSEQ survey
and participants who reported they had training noted improved ground rules being set by their
peer group for supervision. Training improving outcomes is supported in more recent literature
(Saxby et al, 2015) and training for telesupervision may be required for staffs’ confidence in
using associated technologies (Martin et al, 2017). See table 2 for a summary of our training
approaches to date.
Evaluation and Review
Evaluation of supervision is good practice (Weaver, 2001; Waskett, 2009; Hawkins & Shohet,
2012; Kuipers et al, 2013). In Kuipers et al (2013) improved outcomes were noted for peer
groups who evaluated components of their supervision. These groups scored higher in overall
CSEQ outcomes, in the ‘process’ subscale and the ‘impact’ subscale. These groups showed

improved outcomes concerning ground rules; safety in sharing information; confidentiality;
trust between group members; confidence discussing issues with the group; impacts on quality
of care; coping with stress at work; and increased confidence with their job.
In our model evaluation occurs at the relationship level between supervisee and supervisor (an
annual form is included in the guideline – see appendix 4). In 2020 we also evaluated the model
at ‘team level’ via discussion at team meetings, as well as local audit and service evaluation
which has, to date, been done pre introduction to the model, and prior to a review of the
model in 2020. Further evaluation will be done through research to support sustainability of the
model.
Conclusions
No ‘one approach’ to supervision will fit all (Sellars, 2004; Martin 2017). The authors outline key
components of a model of supervision which has been created based on evidence from
published literature and ongoing staff feedback, as well as learning through doing. This is not
intended as a model to fit all podiatry teams; but it does outline some of the components which
should be considered when developing and implementing models of supervision.

Possible Content of Supervision Session
 Case review/discussion or discussion of any aspect of practice (clinical or non)
 You shadow your supervisor in practice, with discussion and feedback
 Your supervisor shadowing you in practice, with discussion and feedback
 You shadow another member of staff and then discussing this thereafter with
your supervisor (Gatekeeper approach)
 Practicing assessment techniques i.e. MSK assessments, neurological
assessments etc
 A review of literature (even one paper)
 A phone call to discuss a case or aspect of practice
 Telecommunication (via skype, facetime, Microsoft teams etc). Be aware of
patient confidentiality in online platforms (likely best to give generic info and
scenarios, rather than patient specifics i.e. you can still describe the case and
outcomes etc, without saying a name)
Table 1: Example content of supervision sessions (not exhaustive)

Training
Initial training

½ Day supervisor
training

Update training
and ‘road show’

Development of a
Supervision
Training Resource

Summary of Training Content
Presentation to all staff outlining all proposed intentions and
parameters of the model, as outlined throughout this article. Draft
guideline sent out to all staff following this and local feedback
questionnaire distributed to gauge staff perceptions of the new model,
as well as an opportunity for staff to influence or change aspects of the
model as required. No specific changes were required, just assurance
required around what the model would be used for i.e. non-managerial
and not used to ‘police staff’.
Information on reflective models also sent to all staff as an update on
approaches to reflective practice to support all parties with this as part
of the supervision process.
 Covering aspects of the model in more detail
 Exploring the evidence around what constitutes an effective
supervisor (and supervisee)
 What skills and attributes are needed to be a good supervisor?
 Exploring learning styles and reflection vs critical reflection and
impacts on learning and development
 Discussing resilience (self and others, and how supervision links
to this),
 Outlining the importance of contracts and agreeing goals and an
approach to supervision (with the supervisee)
 Providing an opportunity for role play and questions using
scenarios from practice
 Providing guidance on how to approach a supervision session
(and tips for the first supervision session).
In response to staff feedback that some had missed original training
(mat leave, sick leave, secondment to other roles etc) we carried out a
‘road show’ going to all team meetings to re-introduce the model, and
to re-engage staff through participation in tasks which highlighted the
potential benefits of supervision and how it can strengthen practice
through a stronger CMOP.
As part of a review and update of the model in 2020, and in response
to ongoing staff feedback about a desire for more continued support
for supervision, we developed a training resource which will be
updated as a live document, and reviewed every 2 years. This resource
is accessible to all staff through a shared drive and staff were shown
the resource and given the opportunity to comment and ask questions
in a presentation (and conversation) delivered at local communication
meetings.

The resource has 3 sections and our guidance stipulates staff must
work through the first 2 (as a minimum) before undertaking
supervision. The content for each section is as follows:






Section 1 - outlines our definition of supervision, what it is, and
what it is not. As well as providing an overview of the models
which underpin our approach to supervision (Proctor’s (1987)
and Wenger’s (1998) CMOP)
Section 2 – begins with an overview of the evidence pertaining
to training for supervision. It then covers the importance of the
supervision contract and agreed intent, goals and approaches to
supervision between supervisees and supervisors to prevent
any collusive or crossed transactions. It then goes on to outline
key traits and skills needed for supervisees and supervisors, and
encourages self-reflection with respect to these. Lastly, the key
components of the model (as outlined in this article i.e.
gatekeeper approach, face to face and telesupervision options
etc) are all outlined and explained.
Section 3 – sign posts staff (supervisees and supervisors) to a
range of additional resources for training and ongoing support,
namely the training resources developed by NES (NES 2018b;
NES 2018c; NES 2018d; NES 2018e), as well as internal
resources from the board. Lastly, clear contacts for support
have been outlined in this section should staff wish to ask
questions or raise queries as part of ongoing support with the
model.

This resource recognises the need for training to be available to new
and existing staff and is introduced to new staff as part of the induction
process.
Table 2: Summary of training approaches to date
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Appendix 1 – Supervision Agreement
Aims of Supervision – What
do I want from my
supervision? (supervisee)
and What can I provide?
(supervisor). This box should
be an agreement between
supervisee and supervisor
about what the overall aim
of the supervision and
supervision relationship will
be.
Frequency of Sessions (4-6 max per year unless
agreed otherwise with line manager and
supervisor)

Duration (minimum of 60 minutes
recommended)

Venue – Where is suitable
for both supervisee and
supervisor to meet?
Review/Evaluation – How
will we review the
supervision relationship to
know if it is working well?
There is an annual review
form, but you could agree
other methods of review
here too i.e. check in verbally
at each session etc.
Agreed Ways of Working
Confidentiality

Although the supervisor will not normally take what is discussed
outside the sessions, where illegal, unprofessional or unethical practice
is disclosed, this may be necessary. The supervisee would in the first
instance be encouraged to self report.

Supervision sessions are, in general confidential exchanges
between supervisor and supervisee. However, themes
generated from supervision sessions may be used to facilitate
future staff training. The record may also be used where there
are situations like grievances or disciplinary proceedings,
without the consent of the parties involved. The supervision

agreement process should clarify the constraints upon
confidentiality and where records are kept in electronic format
security access levels will need to be agreed.

Code

We agree to abide by the HCPC codes of professional conduct and
standards of proficiency, and NHS (boards name) organisational
policies and values.

Values

We agree to be caring, safe and respectful throughout the clinical
supervision sessions

Punctual

We agree to be punctual

Accountability

The supervisee is accountable for his/her own practice and decides
what to bring to each supervision session

Responsibilities

Agenda will be set by the supervisee unless agreed otherwise

Note-taking

The supervisee will keep notes which can be shared with the
supervisor

Cancellations

We agree to give notice of our non-attendance in advanced, quickly rearranging the session

Any other agreed ways of
working? – is there anything
else you both agree which
would be useful for your
unique supervisory
relationship?

We agree to be bound by
the contract and ways of
working above.

Date

Supervisor

Name

Sign

Supervisee

Name

Sign

Appendix 2 – Supervisor Choice Form

This form should be completed and sent to your line manager for discussion.

Date
Your Name
1st Choice (Supervisor Name)
Please outline why you feel your
chosen supervisor is best to meet
your development needs.

2nd Choice (Supervisor Name)
Please outline why you feel this
person is best to meet your
development needs (should
option 1 be unavailable)

Appendix 3 –Supervision Record Sheet

This form should be completed by the supervisee and agreed/signed off by both supervisee and supervisor
following the supervision session.

Date
Time
Meeting number
Self-assessment – To start
your supervision it is
recommended you reflect
on your own job
role/practice and think
about where or what you
want to focus your
supervision on.

This is something you will
have done to some extent
when picking a supervisor,
and when agreeing the
‘aims’ of your supervision
with your supervisor when
completing the supervision
agreement

(this box should only be
used at the 1st supervision
session only) – Delete this
box for further session
records.
Conversation Summary

Outline in this box what you feel you want your supervision to focus on (this
may change over time, but outline where you’d like the focus to be for
now).

Actions for the supervisee

Actions for the supervisor

Focus for the next meeting

Date of next meeting

Time of next meeting

Venue of next meeting

Supervisor Signature:
Supervisee Signature:

Appendix 4 –Supervision Annual Evaluation

Date Evaluation Complete
Supervisee (name)
Supervisor (name)
No. of sessions attended in the year
How many hours of supervision have you
participated in within the last year?
Was the no. of supervision sessions enough/not
enough? Comments.........

What have you gained from your supervision
sessions?

What else would you like to have achieved
through your supervision sessions? Or like to
achieve moving forward?

Other comments.............(consider here: is the supervisory relationship still working for all involved
i.e. supervisor and supervisee? If so, you may wish to continue ‘as is’; if not, then it may be that you
both consider a change moving forward either in the terms of the supervision agreement, or, with a
change of supervisor. It is ok to change an agreement or change supervisor. This is not necessarily a
negative. Supervision does (and should) evolve over time, and change is often necessary for this to
occur.)

Appendix 5 – TURAS record of supervision session
There are two options for recording your supervision session records via TURAS. This section will
outline both, how to do both, and then how to share the record. Prior to doing this, you must:
1. Have a TURAS account/login details (if you require support with this please contact your
team lead/manager).
2. Create (or add) the professional portfolio application to your TURAS dashboard. To do this,
follow the below steps:
a. Login to TURAS (it will take you to your dashboard area)
b. Select the ‘add applications’ option
c. Select ‘professional portfolio’ and then select ‘done’
d. You should now see the ‘professional portfolio’ tab on your dashboard – click into
this and it will display the following screen (see image 1):

Image 1: It is from the above screen that you can follow option 1 or option 2 to upload and share
your supervision documentation/record (see next page).

Option 1 – Use supervision record sheet (appendix 3) and upload it to TURAS as a word document:

It is recommended that before you upload your supervision record via this option, you review it with
your supervisor and agree the content/both sign or e-sign. That way, you can upload the final agreed
document.
To upload the document


Save appendix 3 (supervision record sheet) as a document to your computer, so that you
always have a copy



Complete a supervision record sheet after your supervision session and save it to your
computer



Then, from the professional portfolio screen (indicated above – image 1), you want to
upload your saved document. You do this from the ‘upload document’ section



Click the appropriate option in tags



Give the document a title for uploading (e.g. clinical supervision session and the date of the
session)



Put the date of upload in the date section



Add a description of the document as appropriate



Then select browse to find the document in your computer, to upload to your TURAS
platform



Once you select the document, you can then select upload



Your file will then be available in your TURAS professional portfolio under the ‘uploaded
documents tab’ (top of the screen – see image 1)

Option 2 – Use the supervision record sheet built into TURAS already and then share it with your
supervisor.
To upload and view the document


From the home screen of your portfolio (see image 1 above) under the ‘create new evidence
form’ section, select learning in the ‘type of evidence’ field, and select AHP support and
supervision in the ‘form’ field. The select ‘create’



This takes you to the AHP supervision record form, which you complete and then select the
save and exit’ option



To then re-view the record at a future date, you then, from the home page, select the
‘evidence’ tab at the top of the screen, this will open a drop down menu (see image 2 – red
circle):

Image 2


Select the ‘learning’ tab from the drop-down options



All recorded learning will be saved under ‘learning forms’ in this page



To open a form, select the ‘actions’ and ‘view’ tabs

To then share the document (with your supervisor)


Under the ‘share pack’ section in the portfolio home screen (see image 1) click the ‘create’
option



It will take you to a screen called ‘share pack title’ where you can give the ‘share pack’ a title,
then click ‘create and next step’



This will take you to the ‘add profile item screen’, just click the ‘save and next step’ option



This will take you to the ‘add evidence items’ page. Click on the ‘uploaded docs’ tab. Your
document should be in this list. Tick/select the ‘add to share pack’ box to add whichever
document(s) you want to add to the share pack. Then click the ‘save and next step’ option



This will take you to the final page where you can select ‘share link’



Complete the details of who you want to share the ‘share pack’ with and how long you want
them to be able to access the share pack (please give enough time for your supervisor to see

the record, and suggest any changes or updates, which you can then do and re-share until
both satisfied with the record).

