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Abstract 
Introduction: The landscape for the allied health professions (AHPs) in the Scottish health and 

social care sector is evolving and arguably becoming more complex. Increasing demands, 

service pressures and patient complexity, are all influencing factors. Clinical supervision 

(termed supervision throughout this thesis) is a phenomenon which is widely utilised in the 

AHP setting to support staff in all aspects of practice. The researcher is embedded within the 

profession of podiatry, a profession which is somewhat new to the practice of supervision in 

the Scottish health and social care sector. The profession of podiatry, like the other AHPs, is 

experiencing rapid change. Podiatrists are inputting into more complex areas of care which 

historically they were not involved with. The researcher embarked on a journey to support 

podiatry staff in a local team with this rapid change and evolving landscape. The researcher 

sought to support podiatry staff by introducing an evidenced based model of supervision 

which was co-constructed between the researcher and the podiatry team involved in this 

research. The aim of this research was to explore the lived experiences of the podiatry staff 

within this team who were enacting this new model of supervision. Methodology: An 

interpretive hermeneutic phenomenological stance underpinned this research. Word clouds 

and participant led one-to-one interviews were used to explore (n=12) NHS podiatry 

participants’ lived experiences with the local model of supervision, (n=6) were supervisors 

and (n=6) were supervisees. Data was analysed by the researcher (JM) using methods which 

respected the hermeneutical philosophy of Hans-Georg Gadamer, and his concept of the 

fusion of horizons. Findings which emerged from the data analysis were co-constructed by 

the researcher and participants in the fusion of horizons. Findings: Four key 

phenomenological meanings emerged from the data which highlighted trust as a key essence 

of the phenomenon of supervision. The four key meanings represent different facets of trust 

which emerged in relation to participants’ experiences of the local supervision model. These 

included: ‘trust in the process and its impact and outcomes’; ‘trust in self’; ‘trust in one 

another’; and ‘trust in the organisation (and one’s position within)’. Conclusion: The findings 

of this research have added to what is already known about the concept of trust in relation 

to the phenomenon of supervision in the AHP setting. The findings also begin to build an 

evidence base in relation to supervision in the context of the profession of podiatry. To date, 

this is an area with little research, and thus this research begins to address this gap.  
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1. Introduction (Background to the Research) 

This chapter will set the scene and provide an introduction and background to the topic area 

and research being discussed.  

1.1 Allied Health Professions/Professionals (AHPs) 
 

The term Allied Health Professional (AHP) may refer to different professions/professionals 

depending on the geographical location. In the Scottish health and social care sector, AHPs 

consist of art therapists (including art, drama, and music therapists), radiographers 

(diagnostic and therapeutic), dietitians, occupational therapists (OTs), orthoptists, orthotists, 

paramedics, physiotherapists, podiatrists, prosthetists and speech and language therapists 

(SLTs) (Scottish Government 2018a). NHS England include those AHPs outlined by NHS 

Scotland, with the addition of operating department practitioners and osteopaths (NHS 

England 2021). In the Australian healthcare setting, AHPs include art therapists, audiologists, 

chiropractors, dietitians, exercise physiologists, genetic counsellors, medical radiations, music 

therapists, OTs, optometry, orthoptics, orthotics/prosthetics, osteopaths, perfusionists, 

physiotherapists, podiatrists, psychologists, rehabilitation counsellors, social workers, 

sonographers and speech pathologists (Allied Health Professions Australia 2021).  

The research discussed within this thesis has been conducted within the Scottish health and 

social care sector and focuses on podiatrists (as allied health professionals), as described by 

the Scottish Government. The Scottish Government (2021, p.1) describes AHPs as “a diverse 

group of professionals supporting people of all ages to live healthy, active and independent 

lives.” The literature used to inform this research however expands beyond the Scottish 

health and social care setting and therefore considers (to an extent) some of the professions 

classified as AHPs in non-Scottish healthcare settings. 

1.2 The Changing Landscape for Health and Social Care, and the Allied Health 

Professions (AHPs)  

 

In Scotland it is recognised that people are living longer, and the landscape with respect to 

illness is shifting from that of predominantly acute presentations of illness; to that of an 

ageing population living with long-term conditions and disabilities (The Scottish Government 
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2016a). To meet the demands associated with this shift, it is highlighted in the Health and 

Social Care Delivery Plan (The Scottish Government 2016b) and National Clinical Strategy (The 

Scottish Government 2016a) that the balance of where care and support is delivered must 

move increasingly from hospital to community settings. Additional priorities include reducing 

unscheduled care, as well as increasing (and improving) anticipatory care and prevention 

strategies (The Scottish Government 2016a; The Scottish Government 2016b).  

AHP’s, as part of this changing health and social care landscape, are experiencing 

unprecedented change. The Active and Independent Living Programme in Scotland (AILP) sets 

out a vision for AHPs to act as competent, skilled, and knowledgeable professionals, focusing 

on early intervention and prevention to improve the health of the Scottish population (The 

Scottish Government 2017a). To do this, AILP proposes that AHPs will need support to drive 

improvements with partnership and interprofessional working; research and innovation; and 

being able to constantly transform the way in which they work (The Scottish Government 

2017a). Indeed, the Everyone Matters: 2020 Workforce Vision was development in 

recognition of the challenges faced within healthcare: growing demand, health inequalities, 

increasing expectations, an ageing workforce, recruitment challenges and budget related 

pressures (The Scottish Government 2013a). Within this vision statement it is recognised that 

new and extended roles will be needed to sustain quality healthcare; staff will need 

professional technical and people skills to work in their respective roles; learning and 

development must be supported to improve competence and skills; and developing a culture 

of learning and supporting on the job learning will be needed to drive the changes required 

(The Scottish Government 2013a).  

All the above strategies outlined link to the concepts of Realistic Medicine as outlined in the 

Chief Medical Officer’s original report (The Scottish Government 2016c) and the most recent 

annual report (The Scottish Government 2019). As part of this national picture AHPs are being 

asked to think differently about how they work; to innovate and adapt to the increasing 

demands on services; to constantly develop their skills and roles; and to work co-productively 

with patients, families and colleagues to improve health and social care services (The Scottish 

Government 2017a).  

1.3 The Changing Landscape for Podiatrists  
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This evolving picture for AHPs can be appreciated for podiatry specifically. The Scottish 

Government (2013b) Personal Foot Care Guidelines offers some evidence of the changing 

landscape for podiatrists in Scotland. This guideline demonstrates a shift in the provision of 

personal footcare, moving from personal footcare tasks being carried out by podiatrists; to 

being carried out by patients themselves, family, carers, or volunteer (3rd sector) services. 

Personal footcare is defined as simple toenail care, skin care and checking footwear for 

comfort and fit (The Scottish Government 2013b). This was once a key role of NHS podiatrists 

in Scotland and is now not. The evolution of the role of podiatry specifically is also laid out by 

Walton et al. (2017) who echo the vision outlined in the Personal Footcare Guidelines and 

highlight the greater need for NHS podiatry services to input into more complex areas of care, 

such as: anticipatory care, diabetes related foot care, musculoskeletal (MSK) related footcare, 

frailty/falls prevention, and general health promotion. Thus, it can be appreciated that 

podiatry, in Scotland, is a profession changing and adapting to the needs of the Scottish 

population.  

1.4 Podiatry and Supervision (and Why Supervision?) 
 

To truly support AHPs with this shift, leaders in the field must reflect on how they are 

supporting staff to embed this bigger picture vision into their daily practices (The Scottish 

Government 2013a; The Scottish Government 2016a). As part of a workstream exploring how 

to support podiatry staff, in the current health and social care climate, the researcher of this 

work became involved with the phenomenon of supervision, also known as clinical 

supervision or professional supervision, in 2014-2015. The researcher’s journey towards 

supervision was influenced initially by conversations with staff who stipulated they had 

anxieties around departmental changes; concerns over a lack of professional 

support/development; and feelings of isolation (those in rural/remote locations). Staff, at 

various levels, posited that support would be valued to help upskill their practice, support 

them with departmental changes and to reduce isolation. An early exploration of the 

literature highlighted that stress; lack of support; increasing complexity of the role; and a 

need for greater support to cope with increasing demands, were not uncommon amongst 

AHPs (Hall & Cox 2009; Dilworth et al. 2013; Butler & Thornley 2014), and this continues to 
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be echoed in more recent literature (Hodge et al. 2018). Thus, this inspired the researcher to 

explore supervision as a potential support mechanism for staff.  

The researcher defines supervision as “…..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 (regular 

– 4-6 times per year, and practice – may be clinical or non, depending on role and focus of 

your supervision).” (McIntyre & Downie. 2020, p. 7). The supervision co-designed locally by 

the researcher and the local podiatry team, is about providing staff with a process to support 

themselves. The local supervision guideline is based on the concept of supervision as defined 

by Proctor (1987). Proctor’s (1987) model suggests that supervision should support staff in 

normative (organisational matters), formative (skills development) and restorative 

(emotional support) aspects of their role(s). The local guideline permits staff to choose their 

own supervisor, and this can be someone of the same grade or above (it does not have to be 

hierarchical). The purpose of supervision locally is to provide supportive non-managerial style 

supervision i.e., not about organisational or performance management. Staff can use 

supervision to have regular and protected time out, with a trusted supervisor, to reflect on 

practice, either in a more hands on in action approach; or retrospectively in a more reflection 

on action approach.  

The researcher and local podiatry team use the term supervision, and not clinical or 

professional supervision. It was agreed when creating the model of supervision to fit the team 

that the term clinical supervision did not capture the role(s) of everyone who may wish to 

participate; given that many staff within the service were non-clinical or had non-clinical 

components to their role. Thus, the term supervision was adopted. It is proposed that 

supervision may be a useful tool to support staff in many ways, including helping to reduce 

stress (Kuipers et al. (2013); helping to prevent burnout (Leggat et al. 2016); reducing isolation 

and supporting professional networking (Martin et al. 2019); improving job satisfaction (Ellis 

2013); supporting skill development (NES 2018a); and supporting AHPs to adapt to 

challenging and complex situations (NES 2018a). Given the changing health and social care 

landscape outlined, and based on the concerns raised by staff with respect to the perceived 

lack of support, the researcher began exploring the literature surrounding supervision to 

determine if this was a viable support tool to use/embed for staff, and this ultimately 
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progressed to the researcher and the teams he was working with at different periods, co-

designing local models of supervision to support podiatry staff. The researcher co-created 

with staff a supervision model for use in the local setting (McIntyre et al. 2015). The model 

continues to evolve, with an update to the model occurring in 2017 (McIntyre 2017), and the 

most recent update undertaken in 2020 (McIntyre & Downie 2020). The most recent version 

of the model is currently embedded and enacted within a local NHS podiatry team. 

More recently, there has been an increased strategic focus around supervision in the Scottish 

health and social care setting, with the production of Scotland’s Position Statement on 

Supervision for Allied Health Professionals (NES 2018a). Given the growing interest and 

strategic drive around supervision (NES 2018a; NES 2020), and a recognition that AHP practice 

should be outcomes focused (The Scottish Government 2017a), it is in keeping with best 

practice that some level of evaluation is undertaken for any AHPs in Scotland enacting these 

new/recommended models of supervision. It has also been shown that those who evaluate 

some aspects of their supervision practices have better outcomes (Kuipers et al. 2013). Much 

of the research around supervision comes from the Australian setting and so may not be 

readily (or fully) transferrable to the UK setting. In addition, there is a dearth of evidence 

surrounding supervision within the context of podiatry. In an extensive review of the 

literature undertaken by the researcher (n=95 papers), only one paper specifically focused on 

outcomes of supervision for podiatrists (Weaver 2001) and is arguably of low quality 

(discussed in chapter 2). Thus, there is a need to research this phenomenon further within 

the local health and social care context, and for podiatrists specifically. This is what prompted 

the researcher, in 2016/17, to begin a journey undertaking a professional doctorate degree. 

This was commenced to allow the researcher to continue his work within the field of 

supervision, and to work towards undertaking research in the field of supervision by 

evaluating the local model of supervision created.  

This thesis will provide a contemporary literature review surrounding the phenomenon of 

supervision; identify the current gap in the literature which this research aims to address; 

outline the methodology and methods pertaining to the research being conducted; present 

the results of the research; and finally will provide a discussion of the results and what they 

add to the current body of research.  
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2. Literature Review  
 

This chapter will offer a critical appraisal of the literature surrounding supervision practices 

in the AHP setting. The researcher will offer a critical commentary on the quality of the 

research outlined, as well as how this research influenced or shaped the local model of 

supervision created. Finally, research specific to podiatry will be discussed, the gap in the 

literature will be outlined, and the aim of this research will be stated. A summarised version 

of the researcher’s literature review and appraisal was accepted for publication (McIntyre et 

al. 2021), (see appendix 1).  

2.1 Search and Appraisal Methods 
 

Given the nature and structure of the professional doctorate programme, the literature 

review has been evolving and expanding for several years. This has been continued to support 

the researcher’s doctoral work and to ensure the local model of supervision (McIntyre & 

Downie 2020) is continually reviewed in accordance with new evidence.  

The search terms used to conduct the literature search included: (“clinical supervis*” OR 

“professional supervision”) AND (“allied health profession*” OR “podiat*” OR 

“physiotherap*” OR “radiograph*” OR “dietitian*” OR “dietetics” OR “arts therap*” OR 

“orthoti*” OR “prostheti*” OR “paramedic*” OR “orthoptist*”) AND NOT (“student*” OR 

“medic” OR “doctor” OR “undergraduate”).  

Sources searched included: MEDLINE, PROQUEST, SCOPUS, CINAHL, AMED, Cochrane 

Reviews, Google, Google Scholar, reference lists of articles, and books. 

The questions which the researcher sought to explore through the literature review were as 

follows:  

• What is supervision? (Terminology, definition, models, and processes) 

• What is the content of supervision? 

• What are the barriers and facilitators for supervision? 

• What training is offered for supervision?  

• What is the cost of implementing/sustaining supervision?  
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• What are the outcomes/effectiveness of supervision? (Staff experience of 

supervision?) 

The inclusion and exclusion criteria for published studies included in this work are outlined in 

table 1 below: 

Table 1: Inclusion and exclusion criteria for literature  

Inclusion Criteria for Literature 

From 2000-present 

Primary studies and reviews of primary studies (quantitative or qualitative) which aid in 

answering any of the outlined questions 

Studies set in Europe, Australasia and USA (North America) 

Discussing supervision, clinical supervision, professional supervision (or similar) 

Studies pertaining primarily or exclusively to qualified AHP’s, or who discuss AHPs within 

the context of supervision 

Relevant grey literature (searched using personal networks and google/google scholar) 

 

Exclusion Criteria for Literature 

Before 2000 

Discussing purely reflection, or a training programme, or work-based learning which is not 

reflective of true supervision, which is/includes: ‘relationship based’, ‘time out’, ‘regular’ 

and ‘focused attention on practice’ 

Studies on supervision pertaining primarily to non-AHP health care professions or to 

undergraduate AHP’s 

 

Exceptions to the inclusion/exclusion criteria – some key papers before 2000, largely in the 

nursing literature, as these are key papers which inform the early development of supervision 

and outcome measures which are now used widely in the AHP setting. In the Australian 

setting, where the majority of the supervision literature comes from, allied health also 

encompasses social work and psychology in many papers and these were still included due to 

the paucity of evidence from the UK setting. Papers were not included if they only discussed 

these professions without discussing other AHPs common to the UK.  
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At present, the researcher has included and appraised (n=95) published articles. This is not 

inclusive of any grey literature or books which were included and discussed. To guide the 

appraisal the critical appraisal skills tools (CASP) were used (CASP 2021). An overview of the 

published literature by paper types included in this review is outlined in appendix 2.  

2.2 The Professional Context  
 

A search of the grey literature was performed to explore guidance on supervision set out by 

the professional bodies of the AHPs based within the Scottish health and social care sector, 

as well as to gain an appreciation of guidance set out in the Australian/New Zealand sector, 

as most of the published literature comes from this setting. Professional recommendations 

concerning supervision vary according to profession, and country of practice. In the Australian 

and New Zealand setting, for some time now, supervision has been a mandatory activity for 

registration for psychology/counselling, social work and occupational therapy (Paulin 2010; 

Snowdon et al. 2016; Holder et al. 2020); but not for the other AHP professions. In the UK 

setting Pollock et al. (2017) acknowledge that supervision was historically mandatory for 

midwives, but is now not, and is non-mandatory for nurses and AHPs. In the UK, the Health 

and Care Professions Council (HCPC) are the regulatory body for AHPs. The HCPC give some 

guidance on supervision i.e., what it is and tips for best practice, but they do not specify one 

single approach, and expect individual professions to exercise professional judgement on how 

to enact supervision alongside management and professional bodies (HCPC 2022). In 

Scotland, there has been an increasing recognition that supervision should be available to all 

AHPs to support them in practice, with NHS Education for Scotland (NES) producing Scotland’s 

Position Statement on Supervision for AHPs (NES 2018a) to offer guidance on supervision for 

AHPs. This guideline suggests that supervision can and should support staff in three domains 

of practice according to Proctor’s model, which is most widely used to conceptualise 

supervision in the AHP setting (Proctor 1987; NES 2018a).  

The table below (table 2) highlights the professional bodies governing healthcare professions 

in the UK, and which have supervision guidelines, and which do not. It must be acknowledged 

this search of the grey literature was conducted via google and given the author is not a 

member of each professional body and cannot log into the websites, some documents may 

have been overlooked. At present, the Royal College of Podiatry does not offer guidance on 
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supervision. Available to all AHPs (in Scotland), is the supervision policy for AHPs (NES 2018a), 

with associated training modules (NES 2018b; NES2018c; NES 2018d; NES 2018e). This policy 

gives general (non-profession specific) advice about supervision and some of the key features 

to consider when enacting supervision. In addition, many NHS boards throughout the UK have 

developed their own supervision policies (Department for Health, Social Services and Public 

Safety Northern Ireland 2014; Pilcher et al. 2014; Lincolnshire Community Health Services 

NHS Trust 2019).  

Table 2: Professional bodies’ guidance on supervision for UK based AHPs (inclusive of General 
Medical Council (GMC) guidance) 

Professional Body  Supervision 
Guidance  

Link (and or comment)  

 Yes No  
Royal College of 
Speech and 
Language Therapists  

x  https://www.rcslt.org/wp-
content/uploads/media/docs/delivering-quality-
services/infomation-on-
supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D
6756A869824C  

Society of 
Radiography  

x  https://www.sor.org/system/files/article/201202/sor_clinical_su
pervision_framework.pdf  

British Association 
of Play Therapists  

X  https://www.bapt.info/play-therapy/clinical-supervision/  

British Dietetic 
Association  

x  https://www.bda.uk.com/uploads/assets/42fd0e92-7d14-4d59-
856c8b83eb339007/practice-supervision-document.pdf  

Chartered Society of 
Physiotherapists  

x  https://www.csp.org.uk/publications/clinical-supervision-brief-
overview  

British Association 
of Social Workers 

x  https://www.basw.co.uk/system/files/resources/basw_73346-
6_0.pdf  

College of 
Occupational 
Therapists  

X  https://www.rcot.co.uk/sites/default/files/Supervision.pdf  

The British 
Psychology Society  

X  https://www.bps.org.uk/sites/bps.org.uk/files/Policy/Policy%20-
%20Files/BPS%20Practice%20Guidelines%20(Third%20Edition).p
df  

Nursing and 
Midwifery Council 

 X  

Royal College of 
Podiatry  

 X  

British Association 
of Arts Therapists  

 X  

British Association 
for Music Therapy 

 X  

British and Irish 
Orthoptic Society  

 X  

General Medical 
Council  

 X They have document surrounding supervision but more around 
fitness to practise should a doctor become ill (https://www.gmc-

https://www.rcslt.org/wp-content/uploads/media/docs/delivering-quality-services/infomation-on-supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D6756A869824C
https://www.rcslt.org/wp-content/uploads/media/docs/delivering-quality-services/infomation-on-supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D6756A869824C
https://www.rcslt.org/wp-content/uploads/media/docs/delivering-quality-services/infomation-on-supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D6756A869824C
https://www.rcslt.org/wp-content/uploads/media/docs/delivering-quality-services/infomation-on-supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D6756A869824C
https://www.rcslt.org/wp-content/uploads/media/docs/delivering-quality-services/infomation-on-supervision.pdf?la=en&hash=2FB11528FCE1E3E02D88F40DC73D6756A869824C
https://www.sor.org/system/files/article/201202/sor_clinical_supervision_framework.pdf
https://www.sor.org/system/files/article/201202/sor_clinical_supervision_framework.pdf
https://www.bapt.info/play-therapy/clinical-supervision/
https://www.bda.uk.com/uploads/assets/42fd0e92-7d14-4d59-856c8b83eb339007/practice-supervision-document.pdf
https://www.bda.uk.com/uploads/assets/42fd0e92-7d14-4d59-856c8b83eb339007/practice-supervision-document.pdf
https://www.csp.org.uk/publications/clinical-supervision-brief-overview
https://www.csp.org.uk/publications/clinical-supervision-brief-overview
https://www.basw.co.uk/system/files/resources/basw_73346-6_0.pdf
https://www.basw.co.uk/system/files/resources/basw_73346-6_0.pdf
https://www.rcot.co.uk/sites/default/files/Supervision.pdf
https://www.bps.org.uk/sites/bps.org.uk/files/Policy/Policy%20-%20Files/BPS%20Practice%20Guidelines%20(Third%20Edition).pdf
https://www.bps.org.uk/sites/bps.org.uk/files/Policy/Policy%20-%20Files/BPS%20Practice%20Guidelines%20(Third%20Edition).pdf
https://www.bps.org.uk/sites/bps.org.uk/files/Policy/Policy%20-%20Files/BPS%20Practice%20Guidelines%20(Third%20Edition).pdf
https://www.gmc-uk.org/-/media/documents/DC6423_Standards_for_medical_supervisors.pdf_57911784.pdf
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With respect to supervision guidelines/frameworks, Gardner et al. (2021) systematically 

reviewed and appraised the quality of supervision frameworks designed for AHPs, (n=26) 

frameworks were included for review (n=7 peer reviewed and n=19 from grey literature). The 

methods were clearly outlined and in keeping with the standards expected for quality 

systematic reviews e.g., PRISMA guidance was followed, 2 reviewers reviewed all papers with 

a 3rd available to settle any disputes, and the tool used to appraise the frameworks was 

outlined (the AGREE-HS tool was used). One limitation of Gardner et al. (2021) is that the 

quality of the frameworks was appraised from only an empirical stance using the AGREE-HS 

tool; there was no evaluation of the frameworks as perceived by staff i.e., those actually using 

the frameworks. The results suggested that the peer reviewed frameworks scored higher 

(better) with respect to items relating to use of robust evidence and methods to inform their 

content/guidance; whereas the grey literature frameworks scored higher for items relating to 

recommendations that were clear, succinct and easy to interpret. Frameworks with the 

highest overall scores, indicating best quality, came from the Australian (grey literature) 

setting, and the highest scoring peer reviewed framework also came from the Australian 

setting.  

2.3 What is Supervision?  
 

The researcher has published an overview of the model of supervision co-created with the 

local NHS podiatry team (McIntyre et al. 2022). This article discussed the model, including the 

journey to its creation, and explores how staff engagement and training were ensured when 

creating/enacting the model. This publication can be appreciated in appendix 3.  

2.3.1 Terminology Used to Refer to Supervision   
 

uk.org/-
/media/documents/DC6423_Standards_for_medical_supervisors
.pdf_57911784.pdf ) 

British Association 
of Prosthetists and 
Orthotists  

 X But they have a preceptorship guideline which mention 
supervision (https://www.bapo.com/wp-
content/uploads/2020/01/Prosthetists-and-Orthotists-
Preceptorship-Guide.pdf ) 

The College of 
Paramedics 

 x  

https://www.gmc-uk.org/-/media/documents/DC6423_Standards_for_medical_supervisors.pdf_57911784.pdf
https://www.gmc-uk.org/-/media/documents/DC6423_Standards_for_medical_supervisors.pdf_57911784.pdf
https://www.gmc-uk.org/-/media/documents/DC6423_Standards_for_medical_supervisors.pdf_57911784.pdf
https://www.bapo.com/wp-content/uploads/2020/01/Prosthetists-and-Orthotists-Preceptorship-Guide.pdf
https://www.bapo.com/wp-content/uploads/2020/01/Prosthetists-and-Orthotists-Preceptorship-Guide.pdf
https://www.bapo.com/wp-content/uploads/2020/01/Prosthetists-and-Orthotists-Preceptorship-Guide.pdf
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The nomenclature surrounding supervision is complex and includes variable terms used to 

describe supervision, including clinical supervision (Dawson et al. 2013a); supervision 

(Waskett 2009; NES 2018a; McIntyre & Downie 2020); practice supervision (The British 

Dietetic Association 2011); professional supervision (Paulin 2010; NES 2018a); operational 

and managerial supervision (NES 2018a); and peer supervision (White and Winstanley 2006). 

There exists debate whether related activities such as mentorship, coaching and 

preceptorships are discussing the same phenomenon, or whether there is a difference. 

Butterworth et al. (1997) used the terms clinical supervision and mentorship interchangeably. 

Qualitative outcomes from participants in Butterworth et al. (1997) showed that participants 

themselves shared confusion concerning these terms. Some felt they had experienced clinical 

supervision but not mentorship; conversely, others felt they had experienced mentorship and 

not clinical supervision. Some felt they had been doing clinical supervision but not calling it 

that; whilst others felt it overlapped with mentorship, tutoring, performance review and 

preceptorship. Authors such as Hawkins and Shohet (2012) in their renowned text:  

Supervision in the Helping Professions, use the phrase “supervision or coaching” throughout 

the text but fail to offer a definition for coaching, or explicitly define the difference between 

the two terms. On their TURAS training platform NES offer a training resource for coaching 

and mentoring (NES 2021). They discuss that the skills needed for both are very similar, and 

suggest that coaching is most often short term, coach and coachee are usually of the same 

level (non-hierarchical), and the ethos lies with supporting the coachee to unlock their own 

existing gifts and skill sets. Whereas mentorship they suggest is usually for a longer period of 

time, often the mentor is more experienced or senior to the mentee (hierarchical), and the 

end goal is to support the mentee in the acquisition of wisdom. They also offer a comparison 

to counselling which they suggest is about supporting an individual facing a crisis.  

From literature in the field of supervision (relating to AHP practice) it is evident that 

supervision can vary significantly from being ad-hoc in nature (Redpath et al. 2015); to more 

formalised (Kuipers et al. 2015); it may involve direct observations of practice (and teaching) 

(Snowdon et al. 2020a); in the New Zealand setting clinical supervision may be viewed as 

being more focused on skill development, whereas professional supervision may be more 

focused on support with the emotional demands of the role (Butler & Thornley 2014; Holder 

et al. 2020); in some instances the agenda is set by the supervisee, whereas in other settings 



12 
 

the agenda is set by the supervisor (Dawson et al 2013b); and finally, some supervision models 

may adopt a hierarchical approach, whilst others adopt a more peer-peer supervision 

approach (Nancarrow et al. 2014). More recently, Wilson and Taylor (2019) termed the 

phenomenon clinical supervision and suggested it was distinct from coaching and mentorship 

through its evaluative function. Whilst in French (2006) physiotherapy respondents 

highlighted mentoring, coaching, joint treatment sessions and second opinions, all fell within 

the context of supervision.  

The researcher of this work suggests that supervision cannot be thought of as distinctly 

coaching or mentoring, as the focus and approach to supervision varies in practice. Indeed 

NES, who have provided Scotland’s position statement on supervision for AHPs (NES 2018a) 

and have developed several online training modules to support this in practice (NES 2018b; 

NES 2018c; NES2018d; NES 2018e), present a somewhat confusing picture for supervision at 

times. In their initial training module (NES 2018b) it is outlined that supervision is concerned 

with learning but is not about teaching or being taught. From this, and based on their training 

resource concerning mentoring and coaching (NES 2021), one could assume that supervision 

as described by NES is more akin to coaching (non-directive and more about the individual 

realising their own skill sets). However, in unit 2 of their training (NES 2018c) it is suggested 

that supervisors act as both coach and mentor, supporting quality of practice, acting as an 

educator, and providing support for the emotional demands of the supervisee’s role.  

Clearly there is not one term consistently used to capture what supervision is or should be. 

There is overlap between supervision and related practices like mentoring and coaching. The 

author of this work opted to term the phenomenon supervision (McIntyre et al. 2020). It was 

agreed locally this term better reflected that not all aspects of the podiatrist’s role are clinical, 

and that non-clinical staff may feel excluded from the process should it have been termed 

clinical supervision. Furthermore, this sat best with the evidence base which clearly illustrates 

that supervision in the early stages can be more didactic and focused on teaching (for staff 

new to a role – and arguably more akin to previous definitions of mentorship); whereas 

supervision for experienced staff usually evolves to become more collegial in nature (akin 

more to previous definitions of coaching) (Kavanagh et al. 2003; Jackson 2008; Hawkins & 

Shohet 2012). Therefore, neither mentoring nor coaching were appropriate terms to define 

supervision as developed locally. The appropriate term was (and is) that of supervision 
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(McIntyre & Downie 2020). Definitions offer another level of understanding of this 

phenomenon.  

2.3.2 Definitions of Supervision Offered in the Literature  
 

There is no universally agreed definition for supervision. Milne (2007) attempted to develop 

an empirical definition of supervision. In this study, a logical analysis was used to draft a 

working definition, which was then tested against empirical research. The definition offered 

was as follows: “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 (supervisee).” (Milne 2007, p.440).  

Milne stated that the functions of supervision include quality control, maintaining and 

facilitating the supervisee’s competence and capability, and helping supervisees to work 

effectively. Strengths of Milne’s paper include that it provided a detailed discussion around 

what should be considered for any good definition, whilst also attempting to provide a 

thought through definition for supervision. However, in the context of the researcher’s local 

work, and empirically, there are limitations with Milne’s (2007) definition. Firstly, Milne 

(2007) only included literature from the mental health sector to test the definition against, 

thus the findings of Milne’s study should not automatically be generalised to supervision 

practice(s) within other areas of health and social care. Furthermore, Milne proposed the 

quality control function of supervision should include a gatekeeping element (to prevent 

those practising who should not be). Locally, this was never the agreed purpose of supervision 

as there are other governance processes for that within the NHS Scotland context. 

Furthermore, there is a body of evidence which suggests that supervision, and managerial 

supervision (for performance management and quality control from a managerial 

perspective) should be kept separate to engender trust in the supervision process and allow 

staff to open up (Cox & Araoz 2009; Dilworth et al. 2013, HCPC 2022). In addition, Milne (2007) 

recommended that the normative and restorative functions be removed from the definition 

as the (n=24) studies used to test the definition did not show evidence of normative or 

restorative benefits from supervision. Arguably this was because the literature search by 

Milne was too narrow, and key evidence was missed which would have shown otherwise e.g., 

Butterworth et al. (1997). Milne’s proposal continues to be unsupported by more recent 
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evidence including White and Winstanley (2010a) in which staff outlined that good 

supervision supported normative and restorative aspects of their role; and Snowdon et al. 

(2015), Snowdon et al. (2016) and Martin et al. (2018) all demonstrated supervision 

supported staff from a restorative stance point.  

In contrast to Milne (2007), other authors highlighted that supervision definition/processes 

should not be too prescriptive and must be flexible to meet local needs and the needs of 

individual staff (Butterworth et al. 1997; Sweeney et al 2001a; Weaver 2001; Sellars 2004; 

Wilson and Taylor 2019). This calls into question the need for Milne, or any author, to draft 

an empirically rigid definition for a phenomenon that likely requires a level of flexibility. Other 

commonly cited definitions are outlined in appendix 4. Whilst supervision may not be 

reducible to one definition, there are common features which permeate many of the 

definitions. These include relationship-based support; protected time; at regular intervals; for 

reflection on practice; and for the benefit of multiple parties e.g., supervisee, organisation, 

patient/client. From appendix 4 it can be seen that some definitions advocate for a more 

hierarchical structure (Snowdon et al. 2019a), whilst others do not (Lyth 2000, cited in Cox & 

Araoz 2009). Some definitions/authors suggested supervision is about problem solving 

(United Kingdom Central Council for Nursing, Midwifery & Health Visiting 1996, cited in Sellars 

2004); whilst others suggested the opposite and promoted a solution focused approach to 

supervision (Waskett 2009).  

On a final note, it is widely recognised there is confusion over different types of supervision 

e.g., supervision (as discussed in this work i.e., supervisee led) and managerial 

supervision/performance review (Sellars 2004; Hall & Cox 2009, Waskett 2009; Hawkins & 

Shohet 2012; Dilworth et al. 2013; Dawson et al. 2013a; Dawson et al. 2013b; Cookson et al. 

2014; Ducat & Kumar 2015). Previous research outlined there can be a fear that supervision 

will be used to watch or police staff (Butterworth et al. 1997; White et al. 1998; Johns 2001; 

Sweeny et al. 2001a; Sweeney et al. 2001b; Holder et al. 2020). What is generally agreed, is 

that supervision should be separate from line management supervision and performance 

review (Johns 2001; Strong et al. 2003; Smith & Pilling 2007; Kleiser & Cox 2008; White & 

Winstanley 2009a; Dawson et al. 2013b; Butler & Thornley 2014; Cookson et al. 2014; Martin 

et al. 2014; Martin et al. 2015; Snowdon et al. 2020a; Gardner et al. 2022). Supervision should 

be defined to suit local needs, and to provide clarity on the aim for those embracing this 
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phenomenon (Dilworth et al. 2013). Therefore, in the researcher’s local model of supervision 

(McIntyre & Downie 2020), the supervision designed was defined as being separate from line 

management supervision processes, and the purpose of supervision being supportive, driven 

by staff, and led by supervisees, was all outlined within the guidance.  

2.3.3 Models to Conceptualise, and/or to Guide Supervision   
 

Proctor’s model is the most commonly used supervision model in the AHP setting (Proctor 

1987), and is used to conceptualise supervision in the Scottish Government’s position 

statement on supervision for AHPs (NES 2018a). The model does not tell one how to do 

supervision, rather it contextualises what supervision should do i.e., support staff in 

normative, formative and restorative aspects of their role(s) (defined previously). For some, 

Proctor’s model may not provide enough guidance on how specifically to do supervision. 

However, given the wide use of this model in the AHP setting, it arguably has some level of 

face/content validity for AHPs in the supervision context. Table 3 below outlines other models 

used for supervision in the AHP setting.  

Table 3: Models of Supervision 

Author/Reference Name of the 
Model 

Brief Description of the Model Type of Model (conceptual and 
flexible; vs directive and specific) & 
Strengths/Weaknesses 

Proctor (1987) Proctor’s Model  Conceptualises what supervision 
should support staff with. Outlines 3 
domains of practice which supervision 
should provide support with: 
normative (policies, procedures and 
processes), formative (skills/task-
based support), and restorative 
(personal/emotional support) 

Type: Conceptual 
 
Strengths - allows flexibility in the 
approach to supervision, whilst 
providing clarity on what it should do.  
 
Weaknesses – no clarity on how to 
carry out supervision. 

Heron (2001) Heron’s Six 
Category 
Intervention 
Analysis  

Discusses tackling supervision 
problems in an authoritarian style, or 
facilitative style (from the viewpoint 
of the supervisor) 

Type: Conceptual 
 
Strengths – discusses different 
approaches to tackling issues in 
supervision for supervisors.  
 
Weaknesses – doesn’t conceptualise 
what supervision should do, nor 
provide a specific structure to 
approach it.  

Rogers & Topping-
Morris (1997) 

Problem 
Focused Model  

This model suggests supervision is 
problem focused and the supervisee 

Type: Conceptual 
 



16 
 

and supervisor work together to solve 
problems.  

Strengths – provides some clarity into 
what supervision is/should be (about 
solving problems).  
 
Weaknesses – doesn’t provide a 
specific approach to supervision or 
tackling problems.  

Faugier (1992) Growth and 
Support Model  

This model provides a set of guiding 
principles for supervision and the 
supervisory relationship.  

Type: Conceptual 
 
Strengths – outlines some guiding 
principles outlining what supervision 
should do and how the supervisory 
relationship should look/feel.  
 
Weaknesses – doesn’t provide a 
specific approach to undertake 
supervision.  

Waskett (2009); 
Waskett (2010a); 
Waskett (2010b) 

Solution 
Focused Model 

Waskett proposes supervision should 
not be about problem solving, but 
about encouraging supervisees to tap 
into their own strengths/skills to find 
their own solutions.  

Type: Conceptual  
 
Strengths – offers a non-problem 
focused supervision model, and the 
concept of empowering supervises. 
This offers some context as to what 
supervision should aim to do.  
 
Weaknesses – contrasts other models 
used by some who find supervision 
useful when it is problem focused. This 
model may also not suit novice 
supervisees who may benefit from 
more directive supervision (Hawkins 
and Shohet 2012). Like other 
conceptual models, it doesn’t offer a 
process on how to conduct supervision 
specifically.  

Nancarrow et al. 
(2014) 

Connecting 
Practice Model  

This model was developed by the 
authors to be more ‘clinician centred’. 
They still outline the 3 domains from 
Proctor’s model as key for 
supervision, but then frame this in the 
context of the AHP (supervisee) being 
at the centre (heart) of the 
supervision context, with the client in 
the next level (surrounding the 
supervisee), followed by outer circles 
of support, supervision and 
professional development all coming 
together around the supervisee and 
client. Finally, in two outer circles is 
the organisation and the world, in 
which all this sits within (shares 

Type: Conceptual  
 
Strengths – allows supervision to be 
appreciated in the context of the 
bigger picture and puts the AHP 
(supervisee) at the heart of the 
process (almost like the ethos of 
person-centred care for patients) 
 
Weaknesses – does not outline 
specifically how supervision should be 
approached.  
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similarities with Hawkins and Shohet’s 
2012 model outlined later in this 
table).  

Fitzpatrick et al. 
(2015) 

Allied Health 
Key Dimensions 
Model  

The model is based on 5 circles 
moving from inner to outer with the 
‘needs of the supervisee’ at the 
centre; ‘clarity’ at the next level – 
supervision varies between 
individuals and so clarity is needed on 
approach and expectations; 
‘relationship’ at the next level – this 
circle outlined the ‘relationship needs 
to feel positive’ for supervision to be 
effective; ‘accessibility’ at the next 
level – this circle outlines that 
supervision should be ‘accessible 
regularly’ to be effective; the last 
circle is titled ‘successful supervision 
experience’ and indicates successful 
supervision must encompass the 4 
inner circles.  

Type: Conceptual  
 
Strengths – outlines some of the 
factors which must be in place to 
ensure effective supervision, and like 
Nancarrow et al. (2014) this model 
puts the supervisee at the heart of the 
process.  
 
Weaknesses – does not outline how to 
do supervision specifically.  

Hawkins & Shohet 
(2012) 

7 Eyed Model  Contextualizes how supervision can 
be explored or viewed, through 7 
different eyes focusing on all those 
involved, relationships (direct and 
indirect) involved, and setting this in 
the wider context of the 
work/organisation/and world.  

Type: Conceptual and Directive 
 
Strengths – likely very useful for 
therapy-based professions who have a 
need for supervision to explore 
relationships and the impacts of 
relationships in depth. Also allows 
supervision sessions/discussions to be 
viewed through many different lenses 
facilitating possibly a deeper level of 
reflection for those practising 
supervision and using this model.  
 
Weaknesses – may be less useful for 
professions who are not therapy based 
and where relationship dynamics do 
not need to be examined to such 
depth. In the context of non-therapy 
based professions this model may add 
a level of complexity to supervision 
which is not required and may be off 
putting for staff.  

Nicklin (1997) Practice 
Centred 
Supervision 

Nicklin combines the three domains 
of Proctor (although terms them 
education, managerial and 
supportive) with a 6 stage directive 
cycle of: practice analysis, problem 
identification, objective setting, 
planning, implementing action, and 
evaluation.  

Type: Conceptual and Directive  
 
Strengths – likely useful for those who 
value Proctor’s model, but also need 
further guidance on how to structure 
discussion in a supervision session.  
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Weaknesses – for those who defend a 
non-problem focused approach to 
supervision (i.e. Waskett 2009) this 
model may not be favoured. Equally, 
with reflective type models there are 
individual preferences and some may 
not wish to utilise this one.  

Hawkins & Shohet 
(2012) 

CLEAR Model  CLEAR stands for: contract, listen, 
explore, action and review.  

Type: Directive  
 
Strengths – this model gives a step by 
step approach which can be used to 
structure a supervision session.  
 
Weaknesses – it doesn’t provide the 
clarity of what supervision should do 
overall that some of the more 
contextual models do.   

Gibbs (1988), 
Atkins and 
Murphy (1994), 
and Johns (2001) 
models of 
reflection, all 
cited in Cookson 
et al. 2014, p. 31.  

Models of 
Reflection 

3 different models on how to 
structure reflective thinking/practice. 
Not strictly supervision models but 
used in this context.  

Type: Directive  
 
Strengths – allows a step-by-step 
approach to reflection in supervision 
sessions.  
 
Weaknesses – reflective models are 
not strictly models of supervision, and 
so do not provide an overarching 
conceptual picture of what supervision 
is or what it should do.  

 

It is clear AHPs are using different models to approach supervision, some being more 

conceptual, and others being more directive/prescriptive. Just like a definition, evidence 

repeatedly highlighted that staff do value a model and structure to conceptualise and guide 

supervision practices (Strong et al. 2003; Barriball et al. 2004; Kleiser & Cox 2008; Cox & Araoz 

2009; Paulin 2010; Kuipers et al. 2013; Dawson et al 2013b; Cookson et al. 2014; Martin et al. 

2015; Fitzpatrick et al. 2015; Hodge et al. 2018; Gardner et al. 2022). Therefore, Proctor’s 

model was used to guide the researcher’s local model of supervision: in order to contextualise 

for staff locally, the purpose of supervision. Evidence illustrates definitions, models and 

structured approaches to supervision vary. Further insight into the phenomenon can be 

gained by looking at the specific processes used to carry out supervision.  

2.3.4 Processes Surrounding Supervision Practice  
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Processes refer to the type, duration and frequency of supervision; whether staff get to 

choose a supervisor or not; and what paperwork is involved in supervision e.g., contracts and 

documentation.  

Variations on the type of supervision include: one to one, group, hierarchical (supervisor 

being more senior), peer (non-hierarchical), face to face, and telesupervision (using 

technology and not face to face). Frequency commonly ranges from weekly to more than 

three monthly, and duration ranges from 15 minutes to greater than 60 minutes (Butterworth 

et al. 1997; Miller et al. 2003; Kavanagh et al. 2003; Winstanley & White 2003; Barriball et al. 

2004; Sellars 2004; Hyrkas et al. 2006; White & Winstanley 2009a; White and Winstanley 

2009b; Dawson et al. 2012; Dawson et al. 2013a; Kuipers et al. 2013; Ayres et al. 2014; 

Nancarrow 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. 2019a; 

Gardner et al. 2021b; Gardner et al. 2022). The most common format of supervision for AHPs 

is one to one (supervisor and supervisee), face to face and monthly (Dawson et al. 2013a).  

Some staff choose their supervisor; and some do not (Butterworth et al. 1997; Hyrkas et al. 

2006; Winstanley & White 2011; Cookson et al. 2014; Saxby et al. 2015). Lastly, some staff 

utilise contracts and paperwork in the supervision process; whereas others do not (Sweeney 

et al. 2001a; Kavanagh et al. 2003; Fone 2006; Kavanagh et al. 2008; Paulin 2010; Cookson et 

al. 2014; Nancarrow et al. 2014; Saxby et al. 2015; Martin et al. 2018).  

The researcher’s local model of supervision encourages staff to undertake 4-6 sessions per 

year; each being a minimum of 60 minutes; staff get to choose their supervisor; supervisors 

can be the same grade or above; the main approach to supervision encouraged is one to one 

and face to face; however, telesupervision is encouraged too; and finally, detailed paperwork 

has been created to support the process. Why the supervision guidance was structured like 

this is linked with evidence showing models of supervision should be flexible (Snowdon et al 

2020a) and is also linked to many of the outcomes from primary research studies in the field 

which are discussed in section 2.8 of this work.  

2.4 What is the Content of Supervision Sessions? 
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The literature review has thus far outlined there is no one type or approach to supervision. 

Evidence also illustrated that the content of supervision varied too. Pearce et al. (2013) 

conducted a systematic review exploring the content of supervision. There are aspects of the 

methods in Pearce et al. (2013) which are clear and in keeping with standards expected for a 

systematic review e.g., search strategy, plus the inclusion and exclusion criteria for papers are 

all clear and outlined. However, the review is limited with respect to empirical repeatability 

as the authors do not make clear the process used to assess papers for quality/bias. In 

addition, some papers were missed (Johns 2001; Sellars 2004; Hall & Cox 2009). The authors 

conclude there is wide variation in the content of supervision for staff, and the evidence 

reviewed could not state specifically what the content of supervision should be. The 

researcher of this work would argue this will never be empirically definable as the focus of 

supervision will (and should) vary depending on individual needs.  

In addition, there is a body of evidence which demonstrates the content of supervision will 

evolve from novice to expert, with novice staff members benefiting from more didactic 

supervision with some teaching; whereas experienced clinicians may approach supervision in 

a much more collegial manner, with the supervisor facilitating; not teaching (Kilminster & Jolly 

2000; Spence et al. 2001; Ahonen-Erikainen 2003; Sellars 2004; Milne 2007; Smith & Pilling 

2007; Geller & Foley 2009; Hawkins & Shohet 2012). Furthermore, the content and approach 

to supervision appears to be dictated by those enacting it e.g., therapy-based professions may 

use supervision to cope with the emotional demands of their role, and to manage issues of 

transference (the client transfers feelings associated with a previous experience toward the 

therapist) or countertransference (the clinician transfers their feelings onto the client) 

(Jackson 2008; Edwards 2010; Deaver & Shiflett; Hawkins & Shohet 2012). Conversely non-

therapy-based professions focus more on their own skill sets for development in supervision 

e.g., Snowdon et al. (2020b) demonstrated in a mixed methods study with (n=21) 

physiotherapists that participants preferred supervision to focus on physiotherapy based skill 

development, and felt that focusing too much on the emotional demands of the role could be 

counterproductive. The sample size of this study was arguably small and thus this 

generalization cannot be made for all physiotherapists and what they feel supervision should 

focus on. Indeed, contrary to the findings of Snowdon et al. (2020b), Butler and Thornley 

(2014) suggested that physiotherapists many benefit from clinical supervision to develop 
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hands on skills, however due to the increasing biopsychosocial approach to care, 

physiotherapists may also require professional supervision, which they viewed as being more 

supportive for coping with the emotional components of the role. Clearly, the content of 

supervision varies between professions and individuals. The researcher’s local model of 

supervision (McIntyre & Downie 2020) does not stipulate what the content of supervision for 

podiatry staff should be; aside from suggesting it should be work focused and it can be 

therapeutic but is not a therapy session (guidance on referral for staff counselling is 

embedded within the guideline should this be required). Aside from the format and content 

of supervision, it is important to explore what barriers and enablers exist for supervision.  

2.5 What are the Barriers and Enablers for Supervision? 
 

Barriers and enablers for supervision can impact on the availability, the engagement with, 

and the overall impact of supervision for AHPs. Evidence shows that supervision may not 

always be available for all AHPs (Jackson 2008), and even when it is available not all staff may 

be participating (Wilson and Taylor 2019). A summary of barriers/enablers to supervision can 

be seen in table 4 below. Ducat et al. (2014) looked at barriers and enablers to staff 

participating in a local support programme which involved supervision. Data from (n=55) 

participants echoed many of the barriers and facilitators outlined in table 4, with the key 

acknowledgement that barriers for some staff are not barriers for others, and enablers for 

some staff are not enablers for others. Trustworthiness and credibility of the findings were 

ensured by recording and transcribing all interviews; transcription was validated by two 

researchers; codes/themes were pulled and agreed by two researchers; and multiple quotes 

were used to ensure participants were clearly represented. One limitation of the findings is 

that the epistemological position of the researchers was not discussed, nor how this impacted 

on data generation and analysis. Table 4 below summarises the barriers and enablers 

discussed in the following studies (Butterworth et al. 1997; Kilminster & Jolly 2000; Sweeney 

et al. 2001a; Sweeney et al. 2001c; Weaver 2001; Miller et al. 2003; Kavanagh et al. 2003; 

Winstanley & White 2003; Ahonen-Erikainen 2003; Barriball et al. 2004; Sellars 2004; Fone 

2006; Smith & Pilling 2007; Jackson 2008; Cox & Araoz 2009; Waskett 2009; White & 

Winstanley 2009b; Orr 2010; Paulin 2010; Edwards 2010; White & Winstanley 2010a; Hawkins 

& Shohet 2012; Dilworth et al. 2013; Kuipers et al. 2013; Dawson et al. 2013b; Cookson et al. 
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2014; Nancarrow et al. 2014; Martin et al. 2014; Martin et al. 2015; Redpath et al. 2015; 

Kumar et al. 2015; Ducat & Kumar 2015; Fitzpatrick et al. 2015; Ducat et al. 2016; Martin et 

al. 2017; Miller & Robb 2017; Hodge et al. 2018; Martin et al. 2018; Wilson & Taylor 2019; 

Martin et al. 2019; Holder et al. 2020; Snowdon et al. 2020a; Snowdon et al. 2020b; Baker et 

al. 2022). 

 

Table 4: Barriers and Enablers to Supervision  

Barriers Enablers 

Time (lack of)  Direct guidance on clinical skills/work 

Supervision not being prioritized  Help to link theory and practice 
Patients come first (linked to priority) Feedback and reassurance 

Staff sickness/absence  Role modelling from the supervisor 

Workload  Supervisors having access to their own supervision  

Travel  Organisational support for supervision (including protected 
time) 

Interruptions during a session Staff engagement to design supervision to suit local needs 

Fear over supervision terminology (lack of understanding 
of what supervision is) 

Local guidance/policy to provide clarity on aims, structure 
etc 

Lack of training  Supervisory relationship and processes should feel 
comfortable to those involved  

Supervision relationship not working Supervisee feeling able to open up 
Not getting to choose a supervisor  Supervisors who are perceptive to supervisee needs 

Not being able to open up (for a variety of reasons i.e. fear 
of being judged, not wanting to tell tales, fear of looking 
incompetent, not separating managerial and other forms 
of supervision) 

Supervisors with good people/clinical skills 

Approach being too rigid (some prefer one:one, others 
group, some prefer to choose a supervisor, others do not)  

Telecommunications devices can provide a workaround for 
geographical barriers 

Lack of attention to supervisee needs Supervision being confidential (and staff having confidence it 
will be) 

Supervisor being intolerant  Culture supporting learning, development, and supervision 
Supervisor not teaching  Seeing supervision as an essential part of the role and not 

extra 

Supervisor focusing only on the negative A good balance between challenge and support 

Staff resistance to supervision Supervision approach being flexible 
Feelings of personal incompetence (supervisee and 
supervisor)  

Being able to contact the supervisor ad-hoc in between 
sessions 

No guidance or structure for the supervision Staff engaging with supervision  
Geographical distance  Leadership to embed, promote and sustain interest in 

supervision 

Frequent cancellations  Supporting paperwork 
Doubt over the usefulness of supervision Working across disciplines (so staff can avoid people they 

know acting as their supervisor)  

Availability of supervisors Staff having a choice in their supervisor 
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Seeing supervision as extra and not as a key part of the 
role 

Having supervision away from the workplace 

Balance between challenge and support not achieved Supervisee and supervisor meet informally prior to 
supervision commencing (to build a relationship and trust) 

Lack of leadership to embed, promote and sustain the 
model 

Planning additional time for telesupervision (in case of IT 
issues, and having a plan b) 

Previous negative experiences of supervision  Outcomes suggest being from a therapy-based background 
may be positive for supervision and outcomes i.e. 
psychotherapy, occupational therapy 

Staff experiencing feelings of guilt over taking time to 
develop 

Evaluation of the supervision processes 

Lack of resources  
Managers fear supervision conducted by others may 
dimmish their power/authority 

 

Childcare issues (if supervision was having to be done in 
personal time) 

 

Having supervision at the workplace  

IT issues  

Focusing on non-skills based development (focusing too 
much on emotional aspects) 

 

 

The researcher of this work proposes that the take home message from evidence exploring 

barriers and enablers for supervision, is that models must be flexible to suit local and 

individual needs.  

2.6 What Does Evidence tell us about Training for Supervision? 
 

Kavanagh et al. (2008) conducted a randomized controlled trial (RCT) to evaluate the impact 

of training on supervision. Three groups were evaluated: group 1 – received immediate 

training (n=17 pairs of supervisees/supervisors, plus n=14 supervisors from the split condition 

group); group 2 – delayed training (did not get training during the trial, n=15 pairs of 

supervisees/supervisors, plus n=14 supervisees from the split condition group); group 3 – split 

training (supervisors received training during the trial, supervisees did not, numbers outlined 

in the first two groups). The authors attempted to standardize the training as much as possible 

and clearly outline what it involved, which adds strength to the clarity and internal validity of 

this study. Outcomes were complex. Positive outcomes included improvement in supervision 

contracts for the immediate and split training groups, and a slight reduction in ‘supervision 

problems’ for the supervisors in the immediate training group. Negative impacts included a 

reduction in perceived ‘good supervision strategies’, benchmarked against 22 items the 

authors stated represented good supervision strategies, a reduction in self efficacy for 
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supervisors in the split group and for supervisees in the immediate group, there was also an 

increase in ‘supervision problems’ for the supervisors in the split and delayed group, and for 

supervisees in the split and delayed. Given that some of the negative impacts were found for 

groups who did not receive training, it would appear confounding factors out with the training 

were impacting on the perceived quality of the supervision. Therefore, causal inferences must 

be made with caution, positive or negative, as confounding factors in the workplace were not 

controlled for, and arguably cannot be. An additional limitation was that some staff had been 

enacting supervision for up to 6 years (range 2 weeks to 6 years). This may account for some 

of the negative impacts on perceived self-efficacy if training highlighted areas for 

improvement for supervisors, and or supervisees, but this does not technically mean the 

training was negative.  

In addition to the above, some authors have claimed that a lack of training leads to negative 

impacts on supervision (Sweeney et al. 2001a; Geller & Folley 2009). However, other evidence 

demonstrated overall positive quantitative outcomes for supervision, despite only a minority 

of staff reporting they had undergone training (Kavanagh et al. 2003; Gardner et al. 2018; 

Martin et al. 2018). In Gardner et al. (2018) outcomes for supervision were compared 

between groups who had received training, and those who had not, and no statistical 

difference was found (p=0.7). Qualitatively however, many studies have demonstrated that 

staff value training for supervision and often felt a barrier to supervision was a lack of training 

(highlighted previously in table 4). Similar findings are outlined in a more recent study by 

Gardner et al. (2022) whereby Manchester Clinical Supervision (MCSS) scores, used to 

outcome participant’s experiences with supervision, were not statistically different between 

participants who had experienced training for supervision, and participants who had not. 

However, qualitative findings in this study outlined that staff felt access to education and 

training for supervision would improve their experience with supervision.  In contrast to the 

findings from Gardner et al. (2018; 2022), findings in Snowdon et al. (2021), suggested that 

for physiotherapy participants, supervisors and supervisees, undertaking a locally delivered 

supervision training programme appeared to improve supervision outcomes for participants. 

This was a pre-post research design with supervisees completing the MCSS prior to the 

training, and 12 weeks thereafter; and supervisors completing a supervisee specific 

questionnaire prior to the training and 12 weeks thereafter. The mean MCSS score pre 
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training was 75.3, and post training was 81.1. This was found to be statistically significant (p 

= 0.003). The individual results of the supervisor questionnaire were descriptive and not 

assessed for statistical difference. The supervisor pre-post results suggested improvements 

in supervisor confidence with delivering supervision, and their confidence in addressing poor 

clinical performance. In addition, focus group data provided a qualitative insight which 

captured that post training many participants felt more prepared for supervision which 

impacted positively on the supervision dynamic and relationship. However, time and service 

pressures remained a barrier. The research methods were clearly outlined in Snowdon et al. 

(2021). However, the authors outline that some participants prior to the research did not have 

specific roles within the context of supervision. Moreover, from the demographic data we can 

see that some participants had only just started their supervision journey. Thus, training at 

this stage would be likely to be received positively, and this arguably limits the pre-post design 

of this research, as some participants had not been practising supervision prior to the study. 

In addition, whilst overall MCSS findings from the study indicate a positive shift post training, 

the sample size was small (n=36) and in accordance with the authors who developed the 

MCSS (Winstanley 2000; White & Winstanley 2011), participants using this tool to evaluate 

their supervision should have experienced at least 6 supervision sessions prior to its use. This 

was not the case for all participants in Snowdon et al. (2021).  

Results surrounding training are complex and, at times, conflicting. It has been suggested that 

a blend of training and existing skills are needed to facilitate supervision (Hawkins and Shohet 

2012). Waskett (2009) supported this suggesting that, whilst training is important for 

supervision, AHPs are primed with many of the skills needed to undertake supervision from 

their undergraduate training e.g., communication and people skills. In the researcher’s local 

model of supervision (McIntyre & Downie 2020), training was provided for staff when 

supervision was introduced and approximately one year post introduction, and in the latest 

version of the model a training package was created by the researcher for new and existing 

staff to refer to when required. NES also offer four training modules for AHP staff in Scotland 

(NES 2018b; NES 2018c; NES 2018d; NES 2018e). Links to the NES training modules are 

outlined in the researcher’s local supervision guideline.  

2.7 What is the Cost of Implementing/Sustaining Supervision?  
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One study considered cost in relation to supervision in the nursing setting (White & 

Winstanley 2006). The authors produced a time cost analysis of supervision based on average 

hourly rates of staff involved, and average duration of supervision sessions. Supervision 

equated to approximately 1% of a nurse’s yearly salary and the authors argued this was a 

minor cost given the benefits of supervision. The results are limited to the Australian and New 

Zealand setting with respect to calculated salaries and are limited to supervision being 

calculated at monthly intervals for 45-60 minutes. It also did not consider any travel or 

equipment costs which may be involved in setting up and providing supervision.  

2.8 What are the Outcomes/Evidence of Effectiveness of Supervision?  
 

The last section of this literature review will discuss the outcomes associated with supervision, 

focusing on the (n=61) primary studies outlined in appendix 2. These are the studies which 

empirically tested/evaluated supervision in some way. A summary of the outcomes will be 

outlined. For a full review of the papers, including a detailed critical appraisal of their 

strengths and limitations (see appendix 5).  

2.8.1 Quantitative Outcomes 
 

Quantitative outcomes provide insight into four main areas: overall impact/satisfaction of 

supervision (perceived by staff); factors which impact positively or negatively on supervision; 

impacts of supervision on patient reported outcome measures (PROMs) and quality of care; 

and impacts of supervision on specified (non-supervision specific) outcomes. The biggest 

challenge when striving to outcome supervision quantitatively is that in every study the 

phenomenon of supervision is extremely varied with respect to processes and approach. 

Thus, from a research viewpoint the external validity of the research is strong, but the internal 

validity is limited (this is outlined for relevant studies in appendix 5).  

Overall impact/satisfaction of supervision as perceived by staff 

 

The most widely used and robustly validated tool to outcome supervision directly is the 

Manchester Clinical Supervision Scale (MCSS) (Winstanley 2000; Winstanley & White 2011). 

Others include the Supervision Attitudes Scale (Kavanagh et al. 2003) and the Clinical 

Supervision Evaluation Questionnaire (CSEQ) (Horton et al. 2008; Kuipers et al. 2013; Gardner 
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et al. 2021). Studies have shown mostly overall positive outcomes for staff in receipt of 

supervision; but often with a wide range of scores indicating a subgroup of participants who 

have remained dissatisfied with their supervision (Hykras et al. 2006; White & Winstanley 

2010a; Dawson et al. 2012; Ayres et al. 2014; Kumar et al. 2015; Snowdon 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. 2019b; Snowdon et al. 2020a; Snowdon et al. 2020b; Gardner et al. 2022). 

Outcomes of the individual studies demonstrated that MCSS scores varied widely from an 

individual supervisee perspective and were often collectively just over the threshold for 

positive supervision in most cohorts (>136 for the MCSS-36 and >73 for the MCSS-26). The 

MCSS has been shown to map to the three domains of Proctor’s model and can provide a 

total overall satisfaction score from participants regarding their supervision. It can also give 

specific scores relating to how participants rate their supervision with respect to normative, 

formative and restorative support (Winstanley 2000; Winstanley & White 2011). An arguable 

limitation of this scale is that the items/questions in the normative subscale of this 

questionnaire, do not actually measure normative outcomes; rather they ask about 

supervision process e.g., questions on ‘finding the time’ and ‘importance and value’ of 

supervision. These questions do not actually ask staff to rate how supervision supports them 

in normative components of their role, and in every study the normative item of ‘finding time’ 

is scored lower, often significantly lower, than all other items. Thus, despite being extensively 

validated, the researcher of this work would argue that this section of the scale does not 

measure what it aims to, and always brings down the overall score/outcomes. Given that it is 

a quantitative scale, the ‘why’ with respect to outcomes (positive or negative) cannot be 

ascertained from this scale.  

Factors which impact positive or negative on supervision 

 

Quantitative studies have shown evidence that factors which impacted positively on 

supervision included increased duration and frequency of the supervision sessions (Saxby et 

al. 2015; Snowdon et al. 2016; Martin et al. 2018; Gardner et al. 2022); receiving supervision 

for longer (with respect to total time in the supervision relationship) (Saxby et al. 2015); 

choice in supervisor (Saxby et al. 2015; Gardner et al. 2022); and structure and paperwork 

(Saxby et al. 2015; Gardner et al. 2022). Conversely factors which impacted negatively on 

supervision included shorter and less frequent supervision sessions (Saxby et al. 2015; Martin 
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et al. 2016; Martin et al. 2018; Gardner et al. 2022); and no choice in supervisor (Cookson et 

al. 2014; Gardner et al. 2022).  

Impacts of supervision on patient reported outcome measures (PROMs) and quality of care 

 

There are no consistently evident quantitative outcomes which demonstrate strongly that 

supervision improves outcomes for patients. In Hykras et al. (2006) there were various 

statistical outcomes which linked certain higher MCSS subscale scores with improved 

outcomes from the Good Nursing Questionnaire, which captured nurses’ perceptions of the 

quality of their care. The results were mixed and arguably were reported by nurses and not 

patients, and so are limited in that respect. Snowdon et al. (2019a) suggested that direct 

supervision of physiotherapists improved adherence to hip fracture guidelines for patients 

and thus improved care in this respect. However, Snowdon et al. (2019b) suggested that 

supervision did not impact on patient reported outcomes as hypothesised. There was one 

statistically significant improvement found in Snowdon et al. (2019b) which was not 

hypothesised: improvement in a personal care outcome for physiotherapy patients. The 

authors suggest this is likely just down to chance, despite the result being evident and a p-

value of (p=0.018). This study also demonstrated multiple confounding variables which were 

impacting on the patient reported outcomes out with the supervision. The researcher of this 

work would argue that patient reported outcome measures will always be limited in capturing 

outcomes from supervision for two main reasons: firstly, as demonstrated in Snowdon et al. 

(2019b) there are many variables which impact on patient reported outcomes independent 

of supervision which cannot be controlled. Secondly, from a practical point of view, how 

would a patient necessarily know if a staff member had learned how to improve a technique 

or skill via supervision? They would not necessarily have a before and after experience, nor 

would many patients be able to evaluate medical care from technical view point as being good 

or bad, better or worse, unless they had technical knowledge of the field.  

Impacts of supervision on specified (non-supervision specific) outcomes 

 

Various studies have attempted to use other tools to outcome supervision, namely the 

Minnesota Job Satisfaction Survey (MJSS), the Maslach Burnout Inventory (MBI), and the 

General Health Questionnaire (GHQ) (Butterworth et al. 1997; Hykras et al. 2006; White & 

Winstanley 2010a). Results of these studies can be appreciated in full (see appendix 5). 
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Overall, what they demonstrate is that results were so mixed and varied with respect to how 

supervision impacted on the outcomes of the outlined tools; suggesting that tools not 

measuring supervision specifically may not be appropriate to outcome the effectiveness of 

supervision. Dilworth et al. (2013) supported this theory stating that despite quantitative 

outcomes often not showing convincing evidence for supervision, no authors have come forth 

to state that supervision is a non-valuable phenomenon. This is because intrinsically health 

and social care staff know that supervision is a generally positive phenomenon and can yield 

positive outcomes for multiple stakeholders. Dilworth et al. (2013) suggested that qualitative 

outcomes can give a more accurate and insightful understanding of the outcomes of 

supervision.  

2.8.2 Qualitative Outcomes  
 

Qualitative outcomes have shown a more consistently positive view of supervision amongst 

AHPs/health and social care professionals (White & Winstanley 1998; Strong et al. 2003; 

Smith & Pilling 2007; Jackson 2008; Paulin 2010; Beckingsale et al. 2016; Miller & Robb 2017; 

Gardner et al. 2021b; Baker et al. 2022). However, as with quantitative outcomes, qualitative 

data highlights not all individuals viewed/experienced supervision positively (Sweeney et al. 

2001b; Sweeney et al. 2001c). AHPs/health and social care professionals valued supervision 

when it was supervisee focused; focused on practice; a safe space for development; 

confidential; when supervisees chose their supervisor; when the supervision relationship was 

seen as positive; when there was guidance/structure, resources and organisational support; 

when it was kept separate from line management; and when there was a balance between 

challenge and support (White & Winstanley 1998; Johns 2001; Sweeney et al. 2001b; Sweeney 

et al. 2001c; White & Winstanley 2009b; Paulin 2010; White & Winstanley 2010b; Martin et 

al. 2015; Ducat et al. 2016; Hodge et al. 2018; Martin et al. 2019; Baker et al. 2022). 

Supervision was not valued when it was more managerially focused; or if there were concerns 

it would be used to police staff for performance management purposes (White & Winstanley 

1998; Johns 2001; Sweeney et al. 2001b; Sweeney et al. 2000b; White & Winstanley 2009b; 

Paulin 2010; White & Winstanley 2010b; Martin et al. 2015; Ducat et al. 2016; Hodge et al. 

2018; Martin et al. 2019; Snowdon et al. 2020b; Baker et al. 2022). Whist many studies 

suggested that managerial and other forms of supervision should be kept separate, a study 
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by Ellis (2013) highlighted that ambulance service staff valued some one-to-one time with 

their managers. Thus, it could be argued that managerial supervision may still be valued, just 

as a separate entity from more supervisee led supervision. Other barriers and enablers 

discussed in the qualitative evidence are outlined previously in table 4. Despite confusion over 

what supervision specifically is, what was consistent in the literature is the value staff place 

on having access to peers for support (Sellars 2004; Hall & Cox 2009; Martin et al. 2019). Those 

wishing to embed supervision should ensure it is adapted to suit local needs and staff 

understand what its purpose is locally (Dilworth et al. 2013; Baker et al. 2022).  

Qualitatively it can be seen from the evidence that supervision varied for professions and 

individuals. Many identified training days, managerial supervision, performance 

management, ad-hoc supervision, and coaching/mentoring all as supervision based activities 

(Sweeney et al. 2001b; Sweeney et al. 2001c; Strong et al. 2003; Paulin 2010; Redpath et al. 

2015; Martin et al. 2015; Hodge et al. 2018; Baker et al. 2022). Thus, confusion existed as to 

what supervision specifically involved (Hall & Cox 2009; Paulin 2010; Baker et al. 2022). 

Professions such as OT and physiotherapy also have additional forms of supervision which 

other AHPs i.e., podiatrists may not have e.g., rotation-based supervision (Sweeney et al. 

2001b; Hall & Cox 2009; Snowdon et al. 2015), and nursing/medical staff may have access to 

ward rounds and handover style support/supervision which many AHPs may not (Kilminster 

& Jolly 2000; White & Winstanley 2009a). The therapy based AHPs appear to use more 

counselling based supervision (Ahonen-Erikainen 2003; Edwards 2010; Snowdon et al. 2020); 

whereas non-therapy based AHPs advocated supervision was not a counselling session 

(Kavanagh et al. 2003; White & Winstanley 2009a; Paulin 2010; NES 2018a; NES 2018b).  

AHPs/health and social care staff felt supervision supported many aspects of practice: 

supervisee development, emotional support/coping with work, organisational outcomes, 

reducing isolation for staff, and improving overall quality of care/patient outcomes (White & 

Winstanley 1998; Strong et al. 2003; Sellars 2004; Smith & Pilling 2007; Hall & Cox 2009; White 

& Winstanley 2009b; Paulin 2010; Beckingsale et al. 2016; Ducat et al. 2016; Miller & Robb 

2017; Sorvoll et al. 2019; Martin et al. 2019; Holder et al. 2020; Gardner et al. 2021b; Baker 

et al. 2022). There is a body of evidence suggesting that supervision should evolve over time 

to suit individual staffs’ needs, being more didactic and structured for new staff; and less 

structured and more collegial for experienced staff (Sellars 2004; Smith & Pilling 2007; 
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Hawkins & Shohet 2012). It was also suggested that staff may require more than one type of 

supervision for support (Redpath et al. 2015), and that other forms of support, out with 

supervision, should still be valued (Beckingsale et al. 2016).  

Staff generally felt that training was necessary to ensure success with and confidence with 

supervision, and training was generally experienced positively by AHP/health and social care 

staff. However, training appeared to vary and specific consensus over what it should include 

was not reached (Sweeney et al. 2001b; Hall & Cox 2009; White & Winstanley 2009b; Paulin 

2010; Martin et al. 2019).  

Above is a summary of the main outcomes from primary studies reviewed as part of this work. 

The researcher has also considered the outcomes from the research specific to the profession 

of podiatry, as this is the researcher’s own profession and that which this work centres 

around.  

2.8.3 Podiatry Specific Outcomes from the Evidence Base 
 

Weaver (2001) aimed to review current (at that time) supervision programmes within and out 

with the profession of podiatry, document models of good practice and recommend models 

of good practice with respect to supervision. The study was cross sectional and in three 

stages, although only two of these 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) staff, a mix of podiatrists, 

OT’s, physiotherapists, nurses, counsellors, social workers and health visitors. Only the data 

generated from (n=18) podiatrists was presented in the published article, it is not clear why 

the results from the other professions were not outlined. It demonstrated podiatrists in this 

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

developed to support the supervision process. Whilst this study provided an insight into what 

a small sample of podiatrists felt supervision should look like; incomplete reporting of 

methods and outcomes impacted the overall quality of the study.  

More recently Kumar et al. (2015) reported data generated from (n=189) MCSSs. The 

respondents were from various AHP’s with podiatry making up (n=12) of the participants. 

Data was presented jointly, and individually per profession. The overall mean score for 
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supervision from all the AHP’s in this study was 73.8, highlighting overall satisfaction with 

supervision – scores >73 indicate a positive supervision experience. When analysed 

separately the mean score for the (n=12) podiatrists was 70.9 indicating overall their 

dissatisfaction with their supervision. Podiatry also scored the lowest for the subscales of 

‘trust and rapport’ and ‘improved care and skills’ compared with the other professions 

outlined in the study. It cannot be concluded from the findings exactly why podiatry scored 

lower overall and in the outlined sub scales than the other professions. However, other 

research suggests that the more therapy-based or counselling professions e.g., social work, 

psychotherapy and occupational therapy, often have improved outcomes with supervision; 

compared to other AHP professions (Snowdon et al. 2016; Martin et al. 2018; Gardner et al. 

2018; Snowdon et al. 2019b). In Snowdon et al. (2016) the results from (n=11) MCSS-26 

surveys from podiatrists showed a collective mean score above the threshold of 73 indicating 

overall satisfaction with supervision. However, six of the 11 podiatry participants in this study 

scored their supervision below 73 indicating they were unhappy with their supervision. In 

contrast to these findings, in Snowdon et al (2020a) (n=4) podiatrists were part of the (n=38) 

participants who completed a MCSS-26 survey. Three of the 4 podiatry participants in this 

study rated their supervision above the 73 threshold indicating their satisfaction with the 

supervision they were receiving. Lastly, specific to podiatry, the qualitative arm of Snowdon 

et al. (2020a) illustrates two quotes from podiatrists as follows:  

“Any time there was something strange or unusual or something we didn’t see every 

day my supervisor would call me in and we’d actually treat it together. That hands-on 

experience as well as through discussion of cases was really valuable.” (Snowdon et 

al. 2020a, p. 5) 

“My supervisor is also my line manager, so I’d feel a little bit defensive or protective 

maybe bringing up some cases where I feel that maybe I haven’t don’t my best work.” 

(Snowdon et al. 2020a, p. 7) 

The first quote outlined demonstrated that the podiatrist was called in by their supervisor 

whenever an interesting case presented, suggesting the supervision was often ad-hoc in 

nature, and outlining the possible benefit of supervisees and supervisors working co-located. 

The second quote above 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 
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line management and other forms of supervision separate can be seen from previous 

evidence discussed in this review, and from the information outlined in table 4 as failure to 

do this is one of the common barriers for supervision. 

Results from the outlined studies have some limitations in that the podiatry specific sample 

sizes are small and the type and approaches to supervision in each of the studies varied. Thus, 

data cannot be pooled or generalised as the studies are too heterogeneous. 

2.9 Limitations of the Literature  
 

To the best of the researcher’s knowledge, a deep exploration into the lived experiences of 

podiatrists with supervision has not been undertaken. In addition, in the AHP setting there 

are few studies which have used a phenomenological approach to generate a deep insight 

into lived experiences with supervision, and of those that have there are arguably some 

methodological limitations.  

Hodge et al. (2018) claimed to explore experiences of supervision phenomenologically. This 

research is arguably limited phenomenologically as the data generated often focused on the 

opinions of the participants on supervision; rather than being a deep discussion of pre-

reflective lived experiences of supervision, which would be more in keeping with 

phenomenological research (Van Manen 2016; 2017). Furthermore, this study focused 

specifically on specialist paramedics and so outcomes are limited to this group. More recently, 

Baker et al. (2022) carried out a phenomenological study to capture lived experiences of AHP 

supervisee and supervisor participants of supervision.  The (n=25) participants were largely 

from the profession of speech pathology (48% of all participants), with small numbers 

included from podiatry, physiotherapy, dietetics, social work, and occupational therapy. 

Three themes were generated: ‘Tip-toe into complexity’; ‘Develop at a deeper level’; and 

‘Priorities, challenges and the bigger picture’. Staff generally felt supervision, provided it felt 

safe and there was trust between participants, could support personal and professional 

development over time. Supervisors felt if supervisees were reflexive, then supervision could 

facilitate a deeper level of reflection and learning, and the authors proposed the main 

challenge to supervision was a lack of consistency in approach, which they described as ‘an 

opportunity lost’. The data generated outlined that staff felt positive in many ways about 

supervision, whilst also experiencing some challenges with it e.g., time pressures, no choice 
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in supervisor, and at times a lack of clarity in purpose and approach. Thus, the title of the 

paper and discussion of ‘an opportunity lost’ inferred an overall negative experience with 

supervision, which is not the case when the findings are appreciated. All participants had first-

hand experience of supervision, which is in keeping with requirements for phenomenological 

research in that participants should have lived experience of the phenomenon being explored 

(Van Manen 2016; 2017). However, data saturation was sought, and it could be argued this 

should not be a primary focus in phenomenological research which should be focused on 

individual lived experience (Van Manen 2016; 2017) In addition, for a phenomenological 

study, one would expect the authors to outline how their own epistemological position 

influenced the research particularly with respect to bracketing (Van Manen 2016; 2017), and 

this was not outlined. Finally, it was unclear how some lived experiences, and the quotes 

presented to illuminate these, related to the overarching theme they sat under e.g., for the 

theme ‘Develop at a deeper level’, the authors did not present any quotes from participants 

actually discussing supervision facilitating deeper learning. The quotes presented discussed 

issues such as: participants preferring to have a choice in supervisor, and one supervisor trying 

to skip the learning on an online training module to get to the certificate, as they did not have 

time. Thus, the quotes not matching the overall theme impacts negatively on the credibility 

and trustworthiness of the research.  

In summary, to the best of the researcher’s knowledge, there was no research to date which 

offered a deep phenomenological insight into podiatrists’ experiences of supervision. 

Supervision is a new phenomenon for podiatrists in the Scottish health and social care sector 

and thus exploring their lived experiences with this phenomenon could add to the body of 

current research, as well as facilitating the continual evolution and improvement of local 

models of supervision for podiatrists in this setting and beyond.  

2.10 Aim of this Research  
 

The researcher proposed to explore the following: the lived experience of podiatry 

supervisors and supervisees participating in a local model of supervision (McIntyre & Downie 

2020). This model was developed and outlined in previous modules as part of this doctoral 

journey and has been discussed in a recent publication (McIntyre et al. 2022 – see appendix 
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3). Supervisor and supervisee lived experience would be sought as both are key stakeholders 

in supervision which is a relationship-based phenomenon.  

When deciding to undertake the above research, and when writing the proposal for the 

research, as the researcher, I had to reflect on my own ontological and epistemological beliefs 

surrounding research and the generation of knowledge. This was important as I wanted to 

reflect on how I felt knowledge could and should be generated, as well as researching to find 

what I felt was the most suitable philosophical approach to undertake the proposed research.  
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3.0 Methodology  
 

This chapter will discuss the different views which exist pertaining to the creation of knowledge. The 

researcher will discuss his own ontological and epistemological views in relation to the creation of 

knowledge, and how this influenced this research specifically. Moreover, the philosophical approach 

to this research will be outlined.  

3.1 Ontological and Epistemological Views on Knowledge Creation  
 

Grbich (2013) stated that the three Ps must be considered in the context of research: the 

person (the researcher, their world views and how they impact the research); the processes 

(the design of the research); and the presentation (final presentation of the outcomes). With 

respect to the person, it is important for researchers to consider their own ontological and 

epistemological views surrounding the creation of knowledge. Ontology is concerned with 

reality and what we perceive as real (Hennink et al. 2020). When undertaking research, 

researchers must explore their own ontological beliefs i.e., what they believe can be known 

with respect to the social world (Pope & Mays 2020). Different ontological views exist e.g., 

positivism/realism which takes the stance that reality exists and can be discovered 

independent of human experience; post positivism which suggests that reality is independent 

of human experience and can be discovered, but only ever imperfectly; critical theory 

proposes that reality is historic and shaped over time; constructivism/interpretivism takes the 

stance that reality is constructed based on peoples’ experience, and is changeable; and 

pragmatism which values different approaches to sourcing knowledge based on practical 

application (Howell 2013; Pope & Mays 2020; Hennink et al. 2020). Pope and Mays (2020) 

suggested that the different ontological positions should be thought of as a spectrum rather 

than completely distinct, with extreme realist views (positivism) at one end, and extreme anti-

realist views (constructivism) at the other end.  

Epistemology sits alongside ontology and is concerned with the relationship between the 

researcher and the knowledge sought (Hennink et al. 2020). Epistemology is concerned with 

how we can know about the world around us and what counts as valid evidence (or 

knowledge) with respect to this world and phenomena within (Pope & Mays 2020). Ontology 



37 
 

and epistemology are interdependent, however not all ontological positions are compatible 

with all epistemological views (Pope & Mays 2020).  

In positivism/post positivism, epistemologically researchers strive to remain separate from 

the research process; conversely in constructivist paradigms researchers are active 

participants of the research process, and findings are co-constructed between the researcher 

and participants (Howell 2013; Green & Thorogood 2018). A researcher’s epistemological 

views will impact upon their approach to research. Those approaching research from a more 

realist stance will likely seek to remain objective and detached from the research and its 

outcomes, taking a more objective stance; whereas those approaching research from a more 

constructivist/idealist stance will likely accept to some degree) that they cannot remain 

entirely separate from that which is being researched as they affect, and will be affected by, 

the world around them (Pope and Mays 2020).  

3.2 My Own Ontological and Epistemological Views (and How this Influenced my 

Research)  
 

My own ontological view leans more towards the constructivist side of the spectrum as 

described by Pope and Mays (2020). I believe there are benefits to empirical positivist i.e., 

quantitative approaches to obtaining knowledge. However, I do believe that all knowledge is 

bound within human experience. 

For this research, to explore the lived experience of podiatrists with supervision, I considered 

different paradigms of inquiry.  A quantitative realist approach was ruled out as this is not 

how I see the world, and whilst I am certainly not anti-positivist, I felt that this world view, 

and the associated methods, did not fit my own ontological and epistemological beliefs; nor 

would they support the aim of my research given they usually seek deductive type outcomes 

i.e., deducing to definite knowable facts, which is not congruent with the concept of exploring 

in depth individual experience (Howell 2013; Pope & May 2020). Thus, this led me to consider 

different philosophical approaches within the constructivist paradigm which usually looks for 

more inductive outcomes with many realities being possible (Howell 2013; Pope & Mays 

2020). Initially I explored ethnography, grounded theory, hermeneutics and phenomenology, 

and general qualitative research approaches out with the aforementioned philosophies and 

methods.  
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Ethnography, with its roots in classic anthropology, and being more focused on culture 

(Grbich 2013; Green & Thorogood 2018), I felt was not the appropriate philosophical 

underpinning for my own research. Having worked as a podiatrist for many years, including 

working previously within the team I planned to conduct my research within, I felt I already 

had a good insight into culturally how the profession of podiatry and local podiatry teams 

work and operate, and why. I also felt it was not from a cultural perspective that I wanted to 

explore the phenomenon of supervision: it was from an individual perspective I wanted to 

explore supervision. Thus, ethnography was not the appropriate philosophical approach for 

my research.  

Grounded Theory, which stems from the work of Glaser and Strauss (1967), aims to develop, 

or verify theory within specified areas of practice (cited in Grbich 2013, p. 80-81). Early 

grounded theory stemmed from both pragmatism and phenomenology, with the idea that 

reality is constructed through interactionism, symbolism and social processes (Grbich 2013; 

Howell 2013). Early grounded theory philosophy stipulated that the researcher should try to 

remain somewhat passive i.e., neutral to the research and outcomes produced. There was a 

recognition that many subjective variables could influence the researcher and that being 

researched, but objectivity, to a degree, was still sought (Howell 2013). There are however 

newer models of grounded theory which favour a more constructivist approach, recognising 

that researchers may never be completely objective (Charmaz 2000/2006, cited in Grbich 

2013, p. 88-89). Whilst there were aspects of newer models of grounded theory which I felt 

were more in keeping with my own ontological and epistemological views, the overall ethos 

of grounded theory did not fit with the aims of my research. I did not want to generate theory 

or validate theory in relation to supervision practice; I wanted to explore individual peoples’ 

lived experiences with this phenomenon. This ultimately led me to explore phenomenology 

and hermeneutics which I have used to philosophically underpin this research.  

3.3 Phenomenology 
 

Phenomenology is a philosophical movement, as well as a research method/approach (Van 

Manen 2016). From a philosophical perspective, phenomenology is primarily concerned with 

that of phenomena (Patton 2019). From a practical research stance, phenomenology is based 

on the premise that meaning is constructed by everything around us, and phenomenological 
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enquiry aims to reflect on and capture the living meanings of everyday experiences (Van 

Manen 2016). Phenomenologists propose that we live life rather passively, and that we can 

and should take time to examine our lived experiences of phenomena, in order to learn from 

these everyday encounters (Neubauer et al. 2019). Van Manen (2016, p. 35) noted that “The 

range of phenomenological meanings of our lived experiences is truly inexhaustible.” This 

illuminates another essence of phenomenology in that phenomenological enquiry does not 

ontologically seek the same knowledge that positivist (quantitative) research does. Rather, 

phenomenological meaning or knowledge is inductive in nature, recognising that individual 

experience of phenomena does not need to be empirically definite or repeatable in nature. 

Indeed, it is the different perceptions of phenomena i.e., different individual experiences of 

phenomena, that phenomenological research appreciates and aims to capture (Grbich 2013; 

Van Manen 2016). In a phenomenological enquiry the researcher aims to reach pre-reflective 

or primordial lived moments as people have experienced them i.e., the structures of human 

consciousness (Van Manen 2016). The goal is to return ‘to the things themselves’, to move 

beyond mere reflection and to return to those pre-reflective lived moments, and to illuminate 

how phenomena appear in consciousness in those moments (Van Manen 2016). The difficulty 

with this task is that when we try to reflect on primordial experience: we are already no longer 

pre-reflective, we are always, to some extent, reflecting. Van Manen (2016) recognised this 

challenge stating that the empirical facets of experience are not difficult to capture i.e., an 

event did or did not happen. Whereas, capturing the pre-reflective, as it was lived experience, 

is a much more complex endeavour.  

The above outlines ontologically what phenomenological enquiry aims to capture. Where 

phenomenological philosophers differ, is in their epistemological views on how this 

knowledge can be accessed. Finlay (2011) recognised that phenomenology lies on a spectrum 

between art and science. Some phenomenologists have a more objective or scientific view on 

phenomenological matters; whereas others move more freely using art, poetry and 

metaphors. As the researcher, it was important for me to consider the different branches of 

phenomenology to inform how I would progress this research on supervision. 
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3.3.1 Branches of Phenomenology  
 

As a researcher embracing phenomenological enquiry, I would highlight that I do not, and 

could not possibly claim to have a full understanding of every branch of phenomenology. At 

this stage, I have read extensively on this infinitely evolving subject and feel I understand 

enough to inform my own thinking, and to justify the philosophical underpinning for this 

research, and the methods which I chose in relation to this. However, I believe there is always 

more to say and more to understand in relation to any subject matter, and my learning and 

indeed my horizon in relation to phenomenology will continue to develop and evolve long 

after this research. To start this discussion, on the different branches of phenomenology, 

consideration must be given to Edmund Husserl (1859-1938) who is considered the modern-

day founder of phenomenology, and the leading figure in the transcendental branch of 

phenomenology.  

3.3.2 Transcendental Phenomenology  

 

Husserl’s phenomenology had a primarily epistemological focus and was concerned with 

describing phenomena in a transcendental manner (Patton 2019). To do this, Husserl 

proposed that one would need to suspend one’s natural attitudes i.e., what we normally 

believe to be true about phenomena, or what we take for granted as being true in our 

everyday life, and move beyond this state to what is termed the transcendental state: a place 

where phenomena can be seen in a more pure form without the influence of what we already 

knew, or thought we knew (Van Manen 2016; Patton 2019). The phenomenological terms 

used to describe this suspension of our pre-understandings or prejudices, is that of epoche 

(bracketing) and reduction (Van Manen 2016). Step one being to bracket off your pre-

understandings on the specified phenomena, which will then allow for step two which is the 

phenomenon being reduced to its essential essences i.e., seeing the true essences of that 

phenomena (Neubauer et al. 2019). It is this concept of getting to the true essences of 

phenomena which allows one to understand what Husserl meant when he stated that the 

purpose of phenomenology was to return “to things themselves” (Husserl 1982, cited in Van 

Manen 2016, p. 50). Despite rejecting empiricism as the only way to access knowledge, 

attempting to coin a new approach to studying the structures of consciousness, and refuting 

Cartesian dualism, that the mind and body are separate, (Neubauer et al. 2019); Husserl still 
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sought a somewhat objective approach to studying the structures of consciousness (Patton 

2019), and wanted phenomenology to become a science of apodictic (irrefutable) knowledge 

(Van Manen 2016).  

It is this concept of bracketing which really divides phenomenologists. Finlay (2011) proposed 

that the concept of bracketing may be being interpreted too literally as a strive for complete 

objectivity, and she proposed that it should be thought of as a way to remain open to new 

meaning. Different authors have taken different positions with respect to this concept. If it 

can be thought of as a spectrum, some argue for complete objectivity in bracketing; whereas 

others would suggest this is not possible, or indeed that it should not be sought at all (Patton 

2019). Indeed, one of the earliest critics of this concept was Husserl’s student Martin 

Heidegger (1889-1976), who challenged Husserl’s view on phenomenology in his exploration 

of ‘Being’.  

3.3.3 Interpretive (Hermeneutic) Phenomenology  

 

Whilst Husserl’s work had a more epistemological focus, Heidegger’s work had a more 

ontological focus (Collins & Selina 1998; Van Manen 2016). Husserl was concerned with how 

one could examine phenomena; whereas Heidegger’s focus was on Being and what could be 

understood at all (Patton 2019). To that end, Heidegger proposed hermeneutics as the 

methodology for understanding in phenomenology (Patton 2019). Hermeneutics, which is 

discussed in more detail throughout this chapter, is a phenomenon with two primary 

branches: one branch is more related to method and is concerned with the interpretation of 

texts; the other is more philosophical, being concerned with understanding from an 

existential stance (Tomkins & Eatough 2018). Heidegger’s concern hermeneutically was more 

aligned with the latter and focused on Being and our being in the world (Patton 2019). 

Heidegger’s concept of Being was not referring to a being as in an entity. Rather, it was 

concerned with Being as in being there in the world i.e., existing. This concept he termed 

Dasein which literally means ‘there being’. The concept was ontological not ontic (Collins & 

Selina 1998). In other words, Dasein was not referring to beings as in human beings as people; 

rather, it was referring to the being of human beings i.e., referring more to how we are rather 

than what we are.  Heidegger related this concept of Being to time in his magnum opus (Being 

and Time – published originally in 1927) which dealt with Dasein and its being in time (Collins 
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& Selina 1998). By exploring the concepts of Being and time, Heidegger ultimately asked, and 

explored, ‘How is understanding possible at all?’ (Tomkins & Eatough 2018). In this way, he 

moved the conversation of hermeneutics away from that of a strict method to understand 

texts; to exploring ontologically how one understands their life or their lifeworld (Tomkins & 

Eatough 2018).  

Heidegger’s position can be appreciated if one starts by considering the terms thrownness 

and possibility. Heidegger coined the idea that Dasein is thrown into the everyday practical 

world, out with Dasein’s control. Thus, the truths of the world are constructed of horizons, 

which he termed the Dasein of ‘the they’ (Collins & Selina 1998). This essentially means that 

we, as individuals, are born out with our control into the world around us: our lifeworld. As 

such, what we know i.e., the truths of our world, are inevitably influenced by the world in 

which we live (our Dasein). This represents our thrownness into this world. Heidegger 

suggested that one can progress beyond this horizon, hence the term possibility. However, 

that is a challenge, and Dasein’s very being exists in the dichotomy of thrownness and 

possibility. In relation to time, Heidegger noted that Dasein is temporal and is within time. He 

suggested that Dasein has its being in the past (thrownness and historicity), the present 

(fallenness), and the future (projecting), all at once and not necessarily in a linear fashion. This 

means that what we perceive as truth i.e., what we feel we know about our world, is 

influenced by what has come before us, what is present around us, and has the potential to 

evolve in what will be our future lifeworld. Thus, his concept of time was experiential and not 

the notion we have of time empirically in a linear or chronological sense (Collins & Selina 

1998).  

Phenomenologically, Heidegger suggested that our understanding of phenomena i.e., what 

we believe to be true about the objects of our lifeworld, real or not real, is influenced by our 

own Dasein, our own there being (Collins & Selina 1998; Van Manen 2016; Tomkins & Eatough 

2018). Another way to say this is that we approach all understanding with pre-understanding 

or fore-having (Vorhabe) (Tomkins & Eatough 2018). It is within our own Dasein that 

phenomena are present or disclosed to us (Collins & Selina 1998). In this disclosure, essences 

of phenomena may be brought into the light i.e., revealed to us (un-concealed); and 

conversely other essences of phenomena may not be visible to us (they may remain 

concealed). Heidegger argued that this is the nature of understanding. Understanding is both 
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possible through, and limited through, our own Dasein, and no phenomenon is disclosed 

completely all at once in any one Dasein. Heidegger proposed that human beings are not, and 

could not be, in full control of their own Dasein. We cannot choose what to un-conceal, and 

what to conceal i.e., we cannot choose what truths to reveal, and which truths to conceal. 

This happens primordially as part of our existence, out with our immediate control (Collins & 

Selina 1998). Thus, Heidegger argued that the everyday truths within our lifeworld defy any 

empirical method, and unlike logic, where truth is either A or not A, the truths of our lifeworld 

i.e., truth as Alethia, is something of a mystery, not simply a this or a that (Collins & Selina 

1998). Moreover, he would argue that the idea of bracketing, as proposed by Husserl, was 

not possible given the nature of Dasein and its thrownness, fallenness and projecting (Collins 

& Selina 1998). Heidegger believed that understanding or knowing was only possible from 

within the lifeworld i.e., from within our own Dasein (Tomkins & Eatough 2018). Thus, for 

phenomenologists following in the philosophy of Heidegger, bracketing could be thought of 

as unachievable.  

Exploring Heidegger’s philosophy led me to consider a more interpretive, and more 

specifically hermeneutic, approach to my research. Heidegger’s position ontologically 

resonated with my own beliefs. This led me to consider the original works of two more 

philosophers: Hans George Gadamer (1900-2002) and Maurice Merleau-Ponty (1908-1961). I 

read the magnum opus of both philosophers: Truth and Method, and The Phenomenology of 

Perception respectively. There were overlapping features in both Gadamer and Merleau-

Ponty’s philosophical views.  However, it was in the work of Gadamer, a student of 

Heidegger’s, which I found the philosophical approach which would ultimately resonate the 

most with my own ontological and epistemological beliefs, and that I would use to underpin 

my research. 

3.4 Philosophy Underpinning this Research: Gadamer’s Philosophical Hermeneutics  
 

The spectrum concerning bracketing in phenomenological enquiry can be appreciated moving 

from Husserl, who coined the term and advocated for bracketing, to Heidegger, who argued 

it would be almost impossible to bracket, and then to Gadamer who continued Heidegger’s 

discussion on understanding in the hermeneutic sense and took this further suggesting that 

not only was bracketing off one’s pre-conceptions impossible, but that it should not be a goal 
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of anyone endeavouring to further their understanding of phenomena (Gadamer 1977; 

Gadamer 2013). In Truth and Method (originally published in 1960), Gadamer composed his 

philosophical hermeneutics over three parts.  

In part one Gadamer used the concept of art to weave his argument that truths i.e., 

knowledge cannot always be reached via empirical means. He used experiences of art ( 

aesthetic experiences) to construct and develop his discussion suggesting that a person’s 

experience of art cannot be captured in the same way that empirical truths or facts can be 

captured i.e., the human sciences cannot use the same tools as the natural sciences and 

expect them to suffice. He also initiated his argument around the aesthetic experience not 

being a purely subjective experience i.e., the truths/experiences, or knowledge, generated 

from experience of art, is not solely due to the individual experiencing the work, he takes a 

non-solipsistic stance; rather, it is also influenced by the work of art itself, as object, which 

exerts its own influence in the play between subject and object (Gadamer 2013). The concept 

of play he uses to refer to the process of what happens when the subject experiences the 

object, and vice versa. He suggested that what truths or knowledge could emerge from this 

experience are infinite. Gadamer outlined in this section of his work that the mode of eing of 

art is that of play, and that due to our temporal finitude, in that we only exist for a finite 

period of time, the meaning (truths/knowledge) which can come from experiencing a work of 

art has the potential to continually evolve and be renewed. He also stated that we experience 

art, or any phenomena, from within our own Dasein i.e., from within our own lifeworld, and 

thus, in order to continue to develop our understanding of phenomena, a process he termed 

Bildung – personal/self-maturation, we can only do this from within our own lifeworld, or as 

he termed it: from within our own hermeneutic situatedness (Gadamer 2013). He suggested 

that the same can be said about how we understand language. We understand language, like 

art, through experiencing it, through the play between subject and object, and from within 

our own temporal hermeneutic situation. Thus, the possible meanings which can be drawn 

from language are infinite. In part one, we can appreciate that Gadamer was building his case 

to refute Husserl’s concept of bracketing (epoche and reduction). With views more in keeping 

with Heidegger, Gadamer began to build his discussion around the concepts of Dasein, play, 

hermeneutic situatedness and understanding, suggesting that all understanding is temporal, 

with the potential for change, and that understanding is based on one’s own experience in 
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life i.e., one’s own horizon. Gadamer moved beyond Heidegger’s discussion suggesting that 

preconceptions (biases), or what he called pre-judgements, are not only impossible to bracket 

off, but are essential for all understanding in the first place. Gadamer suggested that our pre-

understandings are required to further our understanding on any phenomena. He uses the 

concept of Bildung in this argument. He then develops the discussion on biases further in 

section two of the work.  

In part two Gadamer progressed his argument in Truth and Method to challenge previous 

ontological views which existed in the field of hermeneutics. Gadamer discussed 

hermeneutics as previously outlined by Friedrich Schleiermacher (1768-1834) and William 

Dilthey (1833-1911) in an attempt to liberate his own philosophical hermeneutics from the 

work of both. Hermeneutics, as discussed by Schleiermacher, was primarily concerned with 

the translation and understanding of old texts e.g., biblical texts. Schleiermacher believed that 

to understand the one true meaning of a text or language, one must completely detach from 

one’s own situation, and transpose oneself metaphorically into the mind of the author who 

wrote the text originally. If we consider Gadamer’s views, he believed that there is no one 

true meaning which can be drawn from art or language, or any phenomena. He also believed 

we could not escape our own hermeneutic situatedness and thus we could not fully transport 

ourselves fully into the mind of another. Thus, Gadamer rejected Schleiermacher’s views on 

understanding in relation to hermeneutics.  

Dilthey, following Schleiermacher, attempted to develop hermeneutics and wanted it to 

become the rigorous method for the human sciences, just like empirical methods for the 

natural sciences. Dilthey, like Husserl, strived for objectivity in understanding. He proposed 

that one should detach from one’s own situation, to understand history and historical texts, 

and to prevent misunderstanding, again supporting the ethos there can only be one true 

meaning from any text or language. Both Schleiermacher and Dilthey saw distance between 

the original author of a text and the interpreter, or the distance between object and subject, 

either temporal or physical (bodily), as a barrier to understanding and a potential risk for 

misunderstanding. Conversely Gadamer argued that, as there is no one true understanding in 

language or for any phenomena, he viewed this distance i.e., our own hermeneutic 

situatedness, not as a barrier to understanding, but as fundamental to all understanding 

(Gadamer 2013). He argued that we are so embedded within our own Dasein, that we cannot 
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fully objectify this or bracket it off. If we consider Heidegger’s concepts of concealing and un-

concealing (outlined previously), Gadamer continued this stating that our own situation, our 

own experiences, our lifeworld, our prejudices, act as both a barrier and facilitator for 

understanding. He proposed that we attain new understanding by seeing what is alien in the 

familiar, in that when we experience art, or language, or any phenomena, we further our 

understanding of it by seeing new things alien to us, or new essences of the phenomena which 

are un-concealed for us in those moments. By engaging with what is other, we put our own 

preconceptions (pre-understandings) at risk, and it is in this process that new understanding 

is possible. This he termed the hermeneutic difference. He proposed we can only do this by 

having some level of prior understanding pertaining to the phenomenon i.e., pre-judgements, 

prejudices or fore-structures.  

Gadamer suggested we should not attempt to abandon our prejudices; rather, they are 

essential for any attempt to further our current understanding of phenomena, and we should 

strive to remain open to new understanding in the play which occurs when we experience 

any phenomena and engage with what is other to us (Gadamer 2013). It is in this chapter 

Gadamer proposed one of the key concepts of his work: the fusion of horizons. He stated that 

understanding occurs in the merging of horizons i.e., with reference to any phenomena, I, or 

anyone, will have a level of understanding i.e., a horizon, a viewpoint. Another person, or 

work of art, or text i.e., an ‘other’, may present a different understanding, or horizon. If we 

come together in dialogue, or in the play of an individual experiencing a work of art or any 

phenomenon, or in reading a text, and discuss (or focus on) a phenomenon, new 

understanding is possible which would not have been had a dialogical exchange, or direct 

experience/exposure to a phenomenon, not taken place. Following this encounter, the 

individual, and the phenomenon experienced, are left changed as new meaning emerges in 

the fusion of horizons (Gadamer 2013). In the final section of his work, Gadamer moved on 

to accord language a primordial position with respect to hermeneutic (and indeed all) 

understanding.  

Gadamer argued that all understanding is linguistic in nature. He viewed understanding as 

people reaching agreement through conversation and language or by outlining experience as 

reflected on and described through language. For Gadamer, understanding is language; and 

language is understanding. Gadamer coined language as the mode of being of understanding, 
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proposing there is no understanding prior to, or out with language. There is no getting before 

or anterior to language in the pursuit of understanding, as all understanding he believed is 

hermeneutical in nature. He stated that the interpreter can understand a text (or 

phenomenon) by engaging directly, and or in dialogue (with a person, with a text, with a 

phenomenon/object etc) and actively striving to understand it. In addition to this, Gadamer 

suggested that, hermeneutically, all understanding will always remain incomplete. He stated, 

“I will stop here. The ongoing dialogue permits no final conclusion. It would be a poor 

hermeneuticist who thought he could have, or had to have, the last word.” (Gadamer 2013, 

p. 603). Gadamer argued that an individual’s interpretation of a text (or phenomenon) is only 

one possible truth or understanding, at one temporal point in time. This would be influenced 

by the individual’s hermeneutic situatedness, their horizon of understanding, and this 

understanding is finite and temporal, and has the potential to evolve infinitely (Gadamer 

2013). Gadamer (1977, p.67) also stated “And only when what is not said is understood along 

with what is said is an assertion understandable.” In light of this, I also considered non-verbal 

language and behaviours to be part of the language of participants within this research 

(discussed more in chapter 4).  

The above summarises some of the key philosophical constructs which Gadamer espoused 

throughout Truth and Method. He argued that understanding is our mode of being, meaning 

that understanding occurs primordially (or anterior to) to empiricism and method. His 

philosophical hermeneutics was not intended as the antithesis to empiricism, rather, 

Gadamer wanted to demonstrate that empiricism and method could only take us so far in the 

pursuit of knowledge. Somewhat confusingly, despite the title Truth and Method, Gadamer’s 

aim was never to provide a method for understanding. Indeed, he argued that there was no 

method which could guarantee understanding. He believed that understanding occurs 

naturally as a mode of our being (our existence). Through Dasein (there being) we understand 

by encountering phenomena within our lifeworld. He rejected Husserl’s epistemological 

claims on knowledge and developed Heidegger’s ontological theory, suggesting that not only 

would it be impossible to bracket out one’s prejudices in the pursuit of understanding; but 

that this would ultimately hinder the process of furthering insight and understanding 

(Gadamer 2013).  
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Gadamer continued to support all of the philosophical concepts he developed in Truth and 

Method in his later writings (Gadamer 1977). He continued: his positive view on prejudices 

(maintaining that empiricism was incorrect to view bias as always being negative); his refusal 

to accept Husserl’s concept of bracketing; his according language a primordial position in 

understanding; his concepts of understanding being temporal, based on our hermeneutic 

situatedness; and his claim that understanding occurs in the fusion of horizons, whereby we 

put our own prejudices at risk by engaging with the other and develop new understanding in 

the process of the hermeneutic difference i.e., recognising the alien in the familiar. He 

believed this was the being of all understanding i.e., how all understanding arises (prior to 

any method); and that understanding was the mode of (our) being i.e., we understand our 

social world naturally as we exist within it.   

Similar philosophical concepts exist within the magnum opus of Maurice Merleau-Ponty: The 

Phenomenology of Perception (originally published in 1945). Where Gadamer discusses 

understanding, Merleau-Ponty discusses perception which arguably in context meant similar 

things. Merleau-Ponty in The Phenomenology of Perception (Merleau-Ponty 2012) discussed 

many of the same philosophical constructs that Gadamer explored in Truth and Method. Like 

Gadamer, he rejected Husserl’s idea that a full transcendental reduction could be achieved, 

stating that we reflect from the now i.e., from within our own temporo-historical position 

(our own Dasein if we use Heideggerian terminology). He espoused that this situatedness is 

what allows our proximity to, and at the same time distance from phenomena (just like 

Heidegger’s concepts of concealment and un-concealment).  

Like Heidegger and Gadamer, Merleau-Ponty believed that perception was our mode of being 

within the world, and it was always evolving (and had the potential to continually evolve). 

Like Gadamer, his aim was not to disprove empiricism or method, rather it was to highlight 

its limitations, and propose that phenomenological truths (the truths of lived experience) 

come before (or anterior to) the truths of method and empiricism (just like Gadamer 

proposed understanding occurs anterior to method). Merleau-Ponty noted that 

phenomenological truths need not always be objective or empirically factual and discussed 

perception in relation to the concepts of spatiality (in relation to space, empirical or 

phenomenological), relationality (in relation to others, empirical or phenomenological), 
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temporality (in relation to time, empirical or phenomenological), and corporeality (in relation 

to the body, empirical or phenomenological).  

The concept of phenomenological truths often being non-empirical is still supported in more 

contemporary literature (Van Manen 2016), and one way to reflect on this is to think about 

the experience of time. One could attain some level of understanding (or perception) by 

measuring empirically how long a time period occurred for e.g., seconds, minutes, hours etc. 

One could also explore what the phenomenological experience of that time period was for an 

individual. This would produce a completely different understanding or perception of that 

phenomenon (this highlights the difference in empirical vs phenomenological truths). The one 

key difference between the work of Merleau-Ponty and Gadamer, is that Gadamer accorded 

language the primordial position in understanding (Gadamer 2013). Merleau-Ponty on the 

other hand anointed the body (the human body) with the primordial position in perception, 

stating that all perception is embodied: as such is all understanding. He believed that 

embodied perception was the mode of our being, and essentially our horizon was one of 

embodiment (Merleau-Ponty 2012). It was for this reason that I felt that my own ontological 

and epistemological views on knowledge sat closer to that of Gadamer. Whilst there was 

much in the work of both philosophers which resonated with my own beliefs, the concept of 

language being the mode of all understanding is something I agree with. Moreover, 

Gadamer’s concept of the fusion of horizons spoke to me in the context of my own research, 

and my desire to explore the lived experiences of podiatrists with supervision. I felt to do this, 

it would ultimately involve dialogue between myself and my participants, and an eventual 

coming together to explore supervision as a phenomenon in order to shape new 

understanding in the fusion of our horizons. Understanding, as a hermeneutic endeavour, can 

be explored further if one considers the concept of the hermeneutic circle.  

3.4.1 The Hermeneutic Circle  

 

The concept of the hermeneutic circle is central to understanding in hermeneutics (Tomkins 

& Eatough 2018). The hermeneutic circle, and related concepts, can be traced back as far as 

Plato and his theory of recollection (learning about what is unknown by linking it to what is 

known) (Tomkins & Eatough 2018). All variations of the hermeneutic circle involve moving 

between the parts and the whole. However, what the parts and the whole refer to differs 
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between various interpretations of this conceptual phenomenon. The hermeneutic circle as 

associated with biblical exegesis, and translation of ancient texts, can be thought of as moving 

between the whole (i.e., the whole of the text and context and culture from whence the text 

came), and the parts (i.e., the individual parts of the text). Authors such as Schleiermacher 

and Dilthey as mentioned in Gadamer (2013), proposed a text can only be understood if one 

understands the whole (the whole text and tradition from whence it came), as well as the 

individual parts of the text in relation to the whole. The whole informs the understanding of 

the parts; and the parts inform the understanding of the whole (Tomkins & Eatough 2018). 

As outlined in Gadamer (2013), authors such as Schleiermacher and Dilthey viewed the 

distance between the interpreter and the author of a text as a barrier to understanding i.e., 

as a barrier to entering into the hermeneutic circle. Heidegger thought differently and offered 

a renewed lens through which the hermeneutic circle could be considered.  

For Heidegger, the concept of the hermeneutic circle became much less about a method for 

understanding, and more about describing ontologically how understanding occurs in the first 

place (Collins & Selina 1998; Howell 2013; Tomkins & Eatough 2018). In Heidegger’s 

hermeneutic circle, one moves between their pre-understandings (or Vorhabe) on the 

phenomenon, and renewed understanding which will emerge as we engage with what is 

other (Howell 2013; Tomkins & Eatough 2018). This involves one moving between what we 

assume or anticipate about the phenomenon, and what we actually find when we encounter 

it (in life, or within a text, or in a work of art etc). This is reflective of Heidegger’s beliefs around 

Being and time, and that Dasein’s mode of being is within the world, thus we cannot but attain 

new insight from insight we already have (Collins & Selina 1998; Howell 2013; Tomkins & 

Eatough 2018). Gadamer shared many of the same views on the hermeneutic circle as 

Heidegger. However, in Gadamer we find his positive views on prejudice influenced his 

conception of the hermeneutic circle. He proposed that the gap between the interpreter and 

the other (e.g., the author of a text) is not a barrier to understanding, but a bridge to allow 

renewed understanding on phenomena. For Gadamer, as we exist within tradition (within 

history), we are human and thus can achieve a level of understanding when approaching a 

text or phenomenon. We do this by approaching the other with a sense of anticipation (pre-

understanding and expectations), and in doing so we can be struck with what is alien to us 

(new understanding). This occurs in the fusion of horizons between the interpreter and the 



51 
 

interpreted, and by moving between what we know, and what is emerging as new 

understanding (Gadamer 1977; Davey 2006; Gadamer 2013; Howell 2013; Tomkins & Eatough 

2018). For Gadamer, it is our own pre-understandings or prejudices which lead us to consider 

exploring specific phenomena in the first place. It is our horizon which allows us a vantage 

point to attain new understanding, as without a horizon of (pre) understanding, one cannot 

hope to further their understanding in the first place (Davey 2006; Gadamer 2013).  

It is Gadamer’s concept of the hermeneutic circle which fitted best with my own ontological 

and epistemological views on knowledge generation, and how we can (or do) understand our 

world. That we develop new understanding based on prejudices can be appreciated if we look 

at the different branches of phenomenology. Despite calling for us to bracket off our pre-

conceptions, Husserl’s transcendental phenomenology is arguably the very product of his 

own prejudices i.e., his background in mathematics. One could argue that this very likely 

shaped his whole concept of the epoche and reduction (which he termed bracketing). 

Towards the other end of the phenomenological spectrum, Heidegger, with a background in 

theology, shaped his whole thesis around the concept of understanding being ontologically 

hermeneutic in nature. Both versions of this phenomenon (phenomenology) being influenced 

by the prejudices of Husserl and Heidegger and their backgrounds in mathematics and 

theology respectively. Thus, it was my belief when approaching this research that I could not 

suspend my pre-conceptions (or prejudices) concerning the phenomenon of supervision. Like 

Gadamer, I believed that my own pre-understandings on this phenomenon would be 

necessary for me to enter into the hermeneutic circle and derive new understanding in 

relation to this phenomenon, by exploring the lived experiences of podiatrists who had 

enacted it. Indeed, my experiences with the phenomenon of supervision led me to ask the 

question(s) and raise the topic for exploration which I have approached through this research: 

what are the lived experiences of podiatrists with supervision (supervisor and supervisee 

perspectives)? New understanding would (and did) emerge in the hermeneutic difference 

between my own horizon, and the horizons of my participants. How I conducted this research, 

with respect to my ontological and epistemological beliefs, and in keeping with Gadamer’s 

philosophical hermeneutics, is discussed in the next chapter of this thesis.   
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4.0 Methods  
 

This chapter will discuss which ethical approvals and permissions were obtained prior to 

conducting this study, and the general ethical considerations which were considered in 

relation to this study will be discussed. The methods used to undertake this research, and 

how they linked with the overarching methodology will be outlined. Steps taken to ensure 

the quality of this research will be outlined. The researcher’s position epistemologically, 

related issues of reflection and reflexivity, and how this influenced the research, the analysis 

of the data and the outcomes generated, will all be discussed. 

4.1 Ethical Approval and Permissions  
 

Prior to conducting this research, ethical approval was sought and granted by Queen 

Margaret University (see appendix 6). Further permissions were granted by the integrated 

research application system (IRAS) (see appendix 7), and finally from NHS Lothian Academic 

and Clinical Central Office for Research and Development (ACCORD) (see appendix 8). Once 

all the outlined ethical approvals and permissions were obtained, the study commenced.  

4.2 Ethical Considerations of this Research  
 

Ethics in research is concerned with the following principles:  

• Autonomy – respecting the right of the individual 

• Confidentiality and anonymity (and data storage)  

• Beneficence – do good 

• Non-maleficence – do no harm   

• Justice – distributive justice or equity  

(Queen Margaret University (QMU) 2011; Green & Thorogood 2018) 

Each of the outlined areas will be explored in relation to this research.  

4.2.1 Autonomy  
 

Researchers should prioritise the respect and dignity of individual participants over the needs 

of the research or society (Hennink et al. 2020). Participants should give voluntary informed 
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consent to participate in research and should be made aware that they have the autonomy 

to decide if they want to participate or not; to decide what degree of participation they are 

comfortable with; and to end their participation at any time without consequence (QMU 

2011; Hennink et al. 2020).  

It was important to consider key stakeholders who needed to be engaged as part of the 

research process, and how as a researcher I would gain access to participants (Green & 

Thorogood 2018). In my current professional role, I work with the local NHS podiatry team on 

supervision. I am outlined as a key contact on the local supervision model for the team, and I 

periodically support their internal podiatry supervision lead, whereby we jointly provide 

updates and training pertaining to the supervision model. Until 2021, I was still actively 

supervising staff from within the local team. The team were informed of my intent to 

undertake this research when introducing the supervision model in 2017. However, a formal 

letter was sent to the supervision lead and head of service to request permission to access 

participants for the purposes of the research (see appendix 9). Appendix 9 highlights the 

response which was sent from the team’s head of service indicating her approval for me to 

undertake my research with the local podiatry team.  

To ensure informed consent, all participants received an information sheet about the 

research (see appendix 10), as well as a consent form to obtain signed informed consent for 

participating in the study, and for one-to-one interviews to be audio recorded (see appendix 

11). As will be outlined in more detail later in this chapter, the information sheet and consent 

forms were sent to potential participants by the team’s internal supervision lead, not by me: 

to avoid researcher coercion. All participants were informed in the email from their internal 

supervision lead that participation was entirely voluntary, and consent could be withdrawn 

at any time without consequence.  

Throughout the research, I was aware that dialogue could raise issues which staff may find 

sensitive to a degree e.g., discomfort or dissatisfaction with the supervision processes, 

concerns relating to competence, and personal concerns in relation to supervision. Based on 

my previous professional experience as a team lead and manager, my experience in acting as 

a supervisor for qualified staff, experience acting as a personal academic tutor of students, 

experience facilitating difficult conversations and mediation of staff, as well as previous 

experience undertaking qualitative research and interviews, I had reflected on the fact that 
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such issues may arise, and I felt I was prepared for this. I was aware how to allow this type of 

conversation to occur, by listening and being supportive, and I was also mindful of where I 

could advise staff to seek support i.e., line management, staff counselling, and the internal 

supervision lead. No issues requiring onward referral arose throughout the research. In 

addition, as outlined by Hennink et al. (2020), participants’ dignity and respect should always 

be prioritised when conducting research. I reflected on how I might ensure this for 

participants, and if I noticed anyone feeling uncomfortable with a particular line of discussion 

in their interviews, I gave them the option to stop, take breaks, or to move away from that 

particular line of inquiry. This occurred only once with participant (S/ee 4). However, this 

participant did not appear distressed in any way, there was just one line of enquiry in which 

we moved away from at their request.  

4.2.2 Confidentiality and Anonymity  
 

Confidentiality is concerned with the researcher not disclosing information discussed 

between them and the participants, whereas anonymity refers to removal of any participant 

identifiable information from the research data (Green & Thorogood 2018).  

It was outlined to all participants when I met with them that confidentiality would be ensured 

as much as was reasonably practical, however I also explained that confidentiality cannot ever 

be fully guaranteed in research (QMU 2011). To try to ensure confidentiality for my 

participants, no names were included in any of the data write up/analysis. Participants were 

informed that they should not use names when discussing their supervision experiences and 

that these would be removed in final transcripts if they arose. In addition, I gathered 

descriptive data on the characteristics of the participants’ local approach to supervision 

(discussed later in this chapter). I deliberately did not capture demographic or role specific 

details as part of this in order to try to ensure confidentiality. Participants were also made 

aware that if any intentionally unethical practice e.g., deliberate malpractice, was voiced in 

the research, then this would have to be disclosed to the team’s head of service (Green & 

Thorogood 2018). This is also outlined in the local supervision policy too (McIntyre et al. 

2020). No such malpractice was unearthed.  

With respect to anonymity all participants were given a code by the researcher at the start of 

the research (for supervisors this was ‘S/or 1’, ‘S/or 2’ and so on, and for supervisees this was 
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‘S/ee 1’, ‘S/ee 2’ and so on). This was used to ensure there was no participant identifiable 

data on any of the research documents. All research related data including information 

sheets, consent forms, participant interview transcripts etc, were saved within a secure drive 

on the QMU network and were accessible only to me as the researcher using my own login 

details. At twelve months following the research, all data will be archived and stored securely 

at QMU for 5 years as per the guidance (QMU 2011). Following the 5 years, this will be 

securely destroyed (electronic and physical data).  

4.2.3 Beneficence  
 

Researchers should aim to do good through their research (QMU 2011; Green & Thorogood 

2018; Hennink et al. 2020). Participants were informed that this research may or may not 

benefit them directly. I explained to participants that given the paucity of research pertaining 

to supervision and experiences with supervision in podiatry, it is likely that good will come of 

this research in expanding the evidence base for our profession. This could inform and 

possibly improve local and national practice for supervision within the profession of podiatry. 

Participants were also advised that their participation in this research could be considered 

personal and professional development for themselves as individuals.  

4.2.4 Non-maleficence  
 

Linked to the ethos of doing good, researchers should aim to ensure no harm comes to 

participants (QMU 2011; Green & Thorogood 2018; Hennink at el. 2020). It was highly unlikely 

that any harm would come to participants involved in this research, aside from perhaps mildly 

sensitive issues being raised which were previously discussed under the autonomy section. 

To ensure any potential risks had been considered, and to ensure the research was approved 

via the appropriate channels at QMU and beyond, an ethical approval form was completed 

and submitted as part of the research proposal which preceded this research. This ethical 

approval form contained a risk assessment which was completed to outline the potential risks 

associated with this research so that they were considered as part of the approval process.  

4.2.5 Justice  
 

Justice is concerned with ensuring all eligible participants have a chance to participate in the 

research, and that outcomes are represented fairly (QMU 2011; Hennink et al 2020). The 
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methods, outlined later in this chapter, ensured that this ethical principle was adhered to. 

The methods used ensured that the final outcomes of this research were a fusion of horizons 

between the researcher and the participants, and were not just biased to the horizon or world 

views of the researcher. In addition, the methods used allowed the participants to lead their 

own interview discussion and to ensure they got to bring to the research what they felt was 

important to discuss concerning the phenomenon of supervision.  

4.3 Sampling and Sample Size  
 

Phenomenology, being the study of pre-reflective lived experience, requires participants to 

have lived experience of the phenomenon at hand (Van Manen 2016). Given the research 

sought to explore the lived experience of podiatrists with supervision, I recruited and 

interviewed only staff who had experienced supervision first-hand either as a supervisee or 

supervisor. From a Gadamerian stance, I wanted participants of this research to have 

experienced supervision in order that they could bring their own unique horizon of 

understanding of this phenomenon into the research. Van Manen (2016) suggested that 

purposive sampling is often appropriate for phenomenological research. Purposive sampling 

was used to ensure all participants had experienced at least four supervision sessions as a 

supervisee or supervisor. The local supervision guideline recommends 4-6 sessions in one 

year. This meant that participants had the equivalent of one year’s supervision experience 

and could bring this lived experience into this research.  

Quantitative research often aims to gather data to test a pre-conceived hypothesis, and then 

tests that hypothesis based on the outcomes generated. The end goal is irrefutable evidence 

which is valid, reliable, and generalisable in an empirical sense (Howell 2013). To achieve this, 

large sample sizes are usually required; whereas in phenomenology, such expectations for 

empirically large sample sizes are flawed (Van Manen 2016). Phenomenological research aims 

to generate inductive and transferable findings i.e., others may relate to them, but they do 

not have to be empirically repeatable (Howell 2013; Van Manen 2016). Van Manen (2016) 

argued that sample sizes which are too large can detract from achieving the depth required 

for phenomenological insight and proposed that one should ask “….how many people do I 

need to speak to, to explore phenomenological meanings of this phenomena?” (Van Manen 

2016, p353). Thus, to adequately explore the phenomenon of supervision, as experienced by 
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podiatrists in the local team, (n=6) supervisors and (n=6) supervisees were recruited for this 

study. All were NHS podiatrists working within one local podiatry team.  Moreover, in other 

approaches to qualitative research e.g., grounded theory, researchers often strive for data 

saturation (Grbich 2013). In phenomenological research, this is not required as the insight 

sought is about the lived experience of an individual and is thus not concerned with data 

saturation (Van Manen 2016). In addition, from a Gadamerian stance my aim was to generate 

‘sensible outcomes for the moment’ from my research. I believe that all understanding is 

finite, temporal and based on one’s own hermeneutic situatedness, and thus, reaching a final 

or saturated outcome was never my intent through this research. Phenomenology is primarily 

concerned with obtaining rich, in-depth descriptions of phenomena as lived (Finlay 2011), and 

this justified the sample and sample size as outlined.  

4.4 Recruitment Processes & Informed Consent (Accessing Participants) 
 

Eligible participants were identified by the local team’s internal supervision lead. This was 

done to ensure that there was no coercion of potential participants by the researcher (Green 

& Thorogood 2018). Requesting permission from key stakeholders and gatekeepers is 

necessary for all phenomenological/qualitative research (Finlay 2011). Thus, alongside 

appropriate ethical approvals, a letter was sent to the team’s head of service and internal 

supervision lead to request permission to conduct this research, and permissions were 

obtained (see appendix 9).  

In order to ensure all potential participants were fully informed about the research and given 

the opportunity to provide informed consent (Green &Thorogood 2018), the internal 

supervision lead sent all potential participants a participant information sheet and consent 

form (see appendices 10 & 11 respectively). All staff who received the invitation to participate 

were informed via an email from the internal supervision lead that their participation was 

completely optional, and there would be no negative consequences should they not wish to 

participate. They were also informed that their permission to participate could be withdrawn 

at any point without consequence. Lastly, potential participants were asked to contact the 

researcher directly if they wished to take part via email return of their signed consent form. 

All potential participants were given one week to respond and then a follow up email was 

sent by the internal supervision lead. If no response had been reached by two weeks, the 
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internal supervision lead contacted another eligible member of staff. This process was 

continued until (n=6) supervisors and (n=6) supervisees had been recruited for the study.  

4.5 Methods Used to Generate the Data  
 

To explore the lived experience of podiatry staff with supervision phenomenologically, I sent 

an email to the supervisor participants and the supervisee participants inviting them to a 

supervisor or supervisee specific meeting. The (n=6) supervisors met with me for a ½ day, and 

the (n=6) supervisees met with me on another ½ day. At the meetings, I introduced 

participants to the research, and to phenomenology, and what type of data I wanted them to 

bring to their future one to one phenomenological interview e.g., detailed descriptions of 

their lived experiences with supervision. It was made clear to the supervisors to focus on 

experiences of being a supervisor; and for supervisees, experiences of being a supervisee. 

Beyond this I did not specify further what content participants should bring to their interviews 

as this could have been coercion on my part, and given the phenomenological nature of this 

study, I was interested to hear all experiences which participants chose to bring to their one-

to-one interview. This step was essential to ensure that this research remained 

phenomenological as Van Manen (2016; 2017) recognised that qualitative research which 

terms itself phenomenological, but does not attain depth on primordial lived experience, 

cannot truly be phenomenological. At the meetings I provided participants with A3 paper and 

stationary materials and asked them to create their own supervision word clouds manually 

(see figure 1).  
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  Figure 1: An example word cloud created by one of the research participants  

 

 It has been recognised that word clouds can be of value in qualitative research (McNaught & 

Lam 2010; Turner 2017). They are usually used as an adjunct as they arguably may not provide 

the depth needed for qualitative research in isolation (McNaught & Lam 2010; Turner 2017). 

Whilst word clouds are usually generated via a computer to provide a content summary, I was 

aware this could result in specific words/phrases being omitted, or prioritised with respect to 

emphasis i.e., larger font etc. In addition, I was not looking to use word clouds in this research 

to summarise participants’ experiences; I used them to allow participants to begin to reflect 

on, and in part capture, their lived experiences with supervision. Thus, I took the concept of 

a word cloud but asked participants to construct theirs manually, to ensure no experiences 

captured would be lost in a computer-generated summary. I asked participants to create their 

own word cloud by taking, as a minimum, six experiences of supervision that they could recall 

and to capture those experiences with a word or short phrase. The purpose of asking my 

participants to do this, and to attend the meeting generally, was to achieve the following:  

• To build a rapport with participants which can be helpful in phenomenological 

research as it allows participants to feel at ease and open up to the researcher (Finlay 

2011). 
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• To allow participants some time to reflect on their lived experiences of the 

supervision, in order that the research achieved true phenomenological depth and 

insight (Van Manen 2016; 2017).  

• Finally, in a Gadamerian sense, these sessions were undertaken to allow both myself 

and participants to enter into the hermeneutic circle, in dialogue with each other, and 

for the participants as co-researchers to start to reflect on, and bring to the research, 

their horizon of understanding in relation to supervision.  

Upon ending the meetings, I asked participants to continue to reflect on their experiences of 

supervision that they had captured in their word clouds to ensure they could bring as much 

depth and detail as possible to their individual interviews. All participants were asked to bring 

their word cloud, and associated reflections to their one-to-one interview, as this would be 

the focus for the discussion, with myself acting as a facilitator to ask clarifying questions as 

required. Finally, I asked each participant to answer some questions in order to capture the 

local characteristics of their supervision from a supervisor or supervisee stance. The questions 

allowed me to capture a description of how participants were enacting supervision locally 

e.g., did they choose their own supervisor, length of supervision sessions, frequency of 

supervision sessions etc. This information will allow readers of this research an appreciation 

of how supervision was enacted by the participants of this study, in order to describe more 

fully the phenomenon which participants discussed with me and shared their lived 

experiences of. The supervisor and supervisee versions of the questions can be appreciated 

in appendices 12 and 13 respectively. A table outlining a summary of the supervision 

characteristics based on participant responses can be seen in table 5 below. Full participant 

responses can be appreciated in appendices (14 and 15). 
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Table 5: Supervision Characteristics (Summary), as Provided by Participants  

 No. supervisee 
participants (%) 

 No. supervisor 
participants (%) 

Choice in Supervisor   Supervisees Chose Me  
Yes 6 (100) All 4 (67) 

No   Some  

  Mixed 2 (33) 

Supervisor is my line 
manager   

 I line manage my 
supervisees 

 

Yes  1 (17) All  

No 5 (83) None 5 (83) 
  Some 1 (17) 

Supervision Frequency  Supervision Frequency  

Weekly  Weekly  

Fortnightly  Fortnightly  

Monthly  Monthly  

3 Monthly  4 (67) 3 Monthly  4 (67) 

>3 Monthly  2 (33) >3 Monthly  2 (33) 

Supervision Duration  Supervision Duration  

<15 minutes  <15 minutes  

15-30 minutes  15-30 minutes  

31-45 minutes  31-45 minutes  
46-60 minutes 2 (33) 46-60 minutes 3 (50) 

>60 minutes  4 (67) >60 minutes  3 (50) 

Attended some form of 
training  

 Attended some form of 
training 

 

Yes 6 (100) Yes 6 (100) 

No  No  

Approach to 
Supervision 

 Approach to 
Supervision  

 

One to one 6 (100) One to one  5 (83) 

Group  Group  
Mixed  Mixed 1 (17) 

Mode of Supervision  Mode of Supervision  

Face to face 4 (67) Face to face 2 (33) 
Telesupervision (online 
platforms) 

1 (16.5) Telesupervision (online 
platforms) 

2 (33) 

Mixed 1 (16.5) Mixed 2 (33) 

Completion of a 
Supervision Contract 
with Supervisor 

 Completion of a 
Supervision Contract 
with Supervisees 

 

Yes 6 (100) With All 6 (100) 
No  With Some  

  With None  

Documentation of 
Supervision Sessions 

 Documentation of 
Supervisees’ Sessions  

 

Yes 5 (83) With all 3 (50) 

No 1 (17) With some 2 (33) 

  Never 1 (17) 
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Supervision is 
Confidential in Nature  

 Supervision is 
Confidential in Nature  

 

Always 6 (100) Always 6 (100) 

Sometimes  Sometimes  

Never  Never  
Supervision Location   Supervision Location  

Within Work 6 (100) Within Work  3 (50) 

Out With Work   Out With Work  
Mixed  Mixed 3 (50) 

Who Leads the 
Supervision Sessions 

 Who Leads the 
Supervision Sessions  

 

Supervisee 2 (33) Supervisee 1 (17) 
Supervisor  Supervisor  

Mixed 4 (67) Mixed  5 (83) 

Supervision is 
Evaluated in Some Way 

 Supervision is 
Evaluated in Some Way 

 

Yes 5 (83) For all supervisees 1 (17) 

No 1 (17) For some supervisees 3 (50) 

  Never 2 (33) 
  No. of Supervisees 

(range)  
 
1-4 

 

On a final note, within the word cloud sessions, having acted as both a supervisor and 

supervisee myself, I created my own word cloud with the participants. Firstly, I did this to 

build a rapport with participants by undertaking the same task they were undertaking. 

Secondly, I did this as part of my own reflexive journey as the researcher. I then used my own 

word clouds to reflect on my personal experiences of supervision. I wrote about my 

experiences reflexively in my research journal which I kept throughout the whole research 

process. I discuss my own reflexivity, and what impact this had later in section 4.9 of this 

chapter.  

4.6 One to One Interviews  
 

Following the word cloud sessions, I emailed each participant individually to arrange a one-

to-one interview with me. Participants got to choose a location that they were comfortable 

with for their interview. Van Manen (2016) proposed it may be easier to think of the 

phenomenological interview as a conversation, which is how I strived to frame it for 

participants: as a conversational style interview, in which they could talk me through their 

experiences with supervision. I started each interview off asking general questions to allow 

participants to relax and to build some rapport (Hennink et al. 2020). Participants led the 
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discussion in their interview, which centred around their word clouds and their discussion of 

their own lived experiences with supervision. Hennink et al. (2020) suggested that an in-depth 

style interview is used to gather, or generate, deep insight into participants’ experiences. The 

structure and approach to the interviews which I took allowed participants to illuminate the 

essences of supervision as a phenomenon which they felt were important i.e., their own 

horizon concerning the phenomenon of supervision. In a Gadamerian sense, the individual 

interviews provided an opportunity for myself and participants to engage in dialogue 

concerning the phenomenon of supervision. This dialogical exchange and focus on 

supervision allowed us to continue to engage in the hermeneutic circle, moving between the 

parts i.e., individual participants’ experiences, and the whole i.e., supervision as a 

phenomenon. It also allowed participants to present their horizon of understanding on this 

phenomenon to me, in order that it may begin to challenge my own horizon of understanding. 

It would ultimately be in the fusion of these horizons which new understanding could, and 

did, emerge.  

4.7 Data: Recording and Analysis   
 

All interviews were recorded. Permission to record was gained initially in the participants’ 

consent forms (appendix 11), and again by me asking for this verbally prior to conducting each 

interview. No participant refused this permission. All recorded interviews were then 

transcribed verbatim. I read the verbatim transcripts whilst dwelling within the data (listening 

to the audio also). This was, I felt, in keeping with Gadamer’s philosophy, to remain in dialogue 

with the other i.e., with participants and their horizons/experiences of supervision. I also felt 

that by conducting the interviews face to face, and by repeatedly listening to the audio 

recordings of participants’ interviews when analysing the data, I was able to consider non-

verbal language and behaviours as part of data analysis within this research. The following 

can be thought to be nonverbal communications which can arise in dialogue: kinesics (body 

postures), proxemics (behaviours between interviewer/interviewee), chronemics (temporal 

markers i.e., gaps, silences, hesitations etc), and paralinguistics (i.e., behaviours linked to 

tenor, strength or emotive colour of the vocal expression) (Gordon 1980, cited in Denham & 

Onwugbuzie, 2013, p. 672). I recognised I was not an expert in linguistics or body language 

interpretation. As such, my analysis of non-verbal communications was done to the same 
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degree as it would be with anyone I had a conversation with i.e., I felt I was able to appreciate 

when a participant was describing an experience which was positive, or perhaps non-positive 

in their interview. I also continually listened to audio recordings when reading the transcribed 

data. Both these components allowed me to not only appreciate what was said, but how it 

was said, which influenced my overall understanding when analysing my data. Gadamer 

recognised that it is in this encounter with the other that we can put our own pre-conceptions, 

our own horizon of understanding, at risk. In doing this we can be confronted with what is 

other or alien to us, and it is in those moments in which our prior understanding is challenged, 

and new understandings generated in the fusion of horizons (Gadamer 1977; Davey 2006; 

Gadamer 2013). Moreover, Van Manen (2016) recognised that to generate phenomenological 

insight, one must dwell within the data, with an active passivity. In this active/passive state, 

one can attain new insight, moving beyond initial understandings of the phenomenon in 

question. This process enabled me to dwell within the data, embrace this active/passive state, 

and ultimately to draw new understanding and insight from the data.  

Gadamer (1977; 2013) stipulated that there was no one method to derive knowledge and 

understanding. Van Manen (2016) also stated that traditional models for analysing data in 

qualitative research e.g., content analysis and counting codes do not generate the required 

insight or depth for phenomenological analysis. He suggested that phenomenological analysis 

should not be about generating superficial themes or codes, or frequency counting. Rather, 

phenomenological researchers should look to find the implicit in the explicit, and to capture 

originary insight. This may mean that the essences of the phenomena which are derived in 

the research may be unique in their presentation i.e., as a researcher the text will speak to 

you (Van Manen 2016 terms this the vocative), it is what speaks to us that is important and 

will help us generate a deep understanding of the phenomena being experienced by 

participants. Thus, I approached data analysis striving to remain open to new understanding, 

as per Gadamer’s philosophy, and also recognising that I wanted to appreciate what the 

participants were saying to me, or telling me, about the phenomenon of supervision. To 

approach this, I followed a method which I constructed using methods outlined by Van Manen 

(2016) and Fleming et al. (2003). Neither method suited me completely in their original forms, 

and so I adapted them to suit my own research, and to allow me to analyse my data in a way 
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which I felt was congruent with phenomenological enquiry and Gadamer’s philosophical 

hermeneutics.  

4.7.1 Data Analysis Process  
 

The two methods/process which I adapted for my own method are as follows:  

Table 6: The Original Methods Which Influenced my own Method for Analysing my Data  

Fleming et al. (2003) steps to analyse 
phenomenological data  

Van Manen (2016) steps to analyse 
phenomenological data  

1) Decide upon a research question 1) Wholistic reading (the whole) – 
gain a sense of the whole, one 
key phrase which can sum up the 
data  

 

2) Identification of pre-understandings 2) Selective reading (the parts) – 
read the text multiple times and 
pick out key parts of the data 
which give or reveal meaning or 
essential facets of the 
phenomena, which can be 
conceptualized into a theme or 
paragraph  

 

3) Gaining understanding through 
dialogue with participants  

3)  Detailed reading (the parts) – 
go line by line and ask ‘what does 
this tell me about the 
phenomenon?’ 

4) Gaining understanding through 
dialogue with text:  

I. All interviews should be 
examined to find an expression 
which captures the meaning (of 
the interview data) as a whole. 
As the meaning of the whole 
will influence the parts.  

II. Every single sentence/section 
read to expose meaning 
(themes) 

III. Every sentence/section then 
related back to the meaning of 
the whole (text) and thus 
meaning is expanded 

IV. Identify key passages/sections 
for the research report to show 
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the phenomena under 
investigation  

 

5) Enabling trustworthiness  

 

Fleming et al. (2003) designed a method to approach data analysis in keeping with 

Gadamerian philosophy (i.e., step 4I – 4IV outlined in table 5). The authors stated that Van-

Manen (1990) offered steps for data analysis, but the steps were limited for Gadamerian 

based research as he did not relate the meaning of the parts back to the whole, as per the 

hermeneutic circle previously discussed (cited in Fleming et al. 2003, p. 118). However, more 

recently Van Manen (2016) did offer a step-by-step process which acknowledged the 

movement back to the whole.  

For me, Fleming et al. (2003) constructed a view of the parts and the whole, and the 

hermeneutic circle, which was limited. They viewed the parts and the whole as relating to a 

text only, whereas Van-Manen (2016) related meaning of the parts back to the whole, of the 

subject within tradition i.e., relating what the parts illuminate concerning the wider 

phenomenon itself. Furthermore, I found both methods challenging as they required that the 

whole of the text be understood before the parts. Whilst Fleming et al. (2003) advocated their 

steps do not need to necessarily occur in order, they did state that meaning of the whole 

should be the first step. I felt I may need to understand some of the parts, before then coming 

to the realization of an implicit meaning which underpinned or captured the whole. Indeed 

Van Manen (2016) discussed the concept of being struck by meaning when engaging in 

phenomenological enquiry. I did not believe this would always happen in such a rigorous 

order as outlined in Fleming et al. (2003) or Van Manen (2016). Fleming and co-authors 

published a more recent paper in 2019 (Fleming et al. 2019). One of the key things which the 

authors propose they found disappointing, was the often-uncritical acceptance of their 

method by researchers. My own use of their method has not been an uncritical undertaking.  

The hermeneutic circle should allow for iterative flexibility in interpretation and 

understanding, moving between the meaning of the parts and the whole, and so the steps 

seemed too rigorous in both Fleming et al. (2003) and Van Manen (2016) for me, particularly 

with the requirement that a word or phrase to capture the sense of the whole must be 

achieved first. In addition, in Fleming et al. (2003) step 4, I felt steps II and III could be merged, 



67 
 

as meaning of the individual parts should be related back to the whole continually as they 

emerge. In addition, in step 5, the authors talk about trustworthiness, credibility and 

confirmability. For confirmability of findings, although they acknowledge no one truth is 

possible under Gadamer’s philosophy, there is still a suggestion this can be achieved by going 

back to participants. This is suggestive of member checking and a confirmable single truth, 

and I would argue is not in keeping with Gadamer’s philosophy and so I did not feel this would 

work for my research in the same manner.  

I previously discussed the concept of the hermeneutic circle in section 3.4.1 of this work. For 

me, there are two main tangible aspects of the hermeneutic circle:  

• The part and the whole of the texts themselves should be understood and should 

influence one another (Fleming et al. 2013) 

• The part and the whole of the texts, and the subject/phenomena situated within the 

whole of tradition i.e., the texts or data from my study collectively form part of the 

whole understanding of the phenomenon (supervision), in the wider sense (Davey 

2006) 

I agreed in part with steps 1-3, and step 5 in Fleming et al. (2013) and I used these to guide 

my own data analysis. For step 4, I developed my own approach to analyse my data (step 4 

sub-steps I-IV). 
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Table 7: Data Generation/Analysis Method (Adapted from Fleming et al. 2003 and Van Manen 
2016) 

Methods for Data Generation and Analysis   How Steps Relate to the Overarching Research 
Philosophy 

Step 1 – Decide upon a research question, and as Van 
Manen (2016; 2017) stated, ensure the question is indeed 
phenomenological in nature 

I believe this research is phenomenological in 
nature, as is the approach I have taken to 
undertake this study, as justified in my 
methodology and methods chapters. 

Step 2 – Identification of pre-understandings This occurred throughout the research and is 
discussed more in section 4.8. 

Step 3 – Gaining understanding through dialogue with 
participants  

I achieved this by speaking with participants 
who had lived experiences of supervision. I 
approached this through the use of word clouds 
and one to one interviews. This dialogue 
continued as I read, re-read, and listened to my 
data in the process of data analysis.   
 

Step 4 (4.I-4.IV) 
 

 

4.I – I read each interview transcript in full, whilst also 
listening to the audio recordings. At this stage I would 
write a paragraph or so in my reflexive journal to 
summarise overall what the participant’s interview had 
told me about supervision via their experiences of it. 
Additionally, if I was struck by a word or phrase which 
captured the meaning of the whole transcript, I recorded 
this. However, if this meaning did not strike me, I still 
moved on to step 4.II.  
 

The approach here allowed some flexibility to 
enter and move within the hermeneutic circle 
to arrive at an understanding of that which I 
was reading/interpreting.  

4.II – I read and re-read every sentence, paragraph and 
section of each interview transcript in detail, whilst 
continuing to listen to the recorded interviews. I captured 
on transcripts directly all meanings i.e., codes, which I felt 
were emerging from the data (figure 2). Alongside this, I 
continued to write reflectively and reflexively in my 
research journal to try to understand how my pre-
understandings were influencing my interpretation of the 
parts and the whole of the data, and equally, how my 
understanding of the data was impacting on my pre-
understandings. 
 
This process of analysis continued over an approximately 
6-month period. Once each transcript was analysed, for 
every participant, I then had two components. The first 
being the summary paragraphs to summarise overall what 
the participant’s transcript, and their experiences, were 

Meaning of the parts continually influenced my 
understanding of the whole, of the individual 
texts and my understanding of the 
phenomenon of supervision in a wider sense. At 
the same time my understanding of the whole, 
in turn, influenced my understanding of the 
parts.  
 
Whenever I wrote down my understanding of 
any particular word, phrase, sentence, 
paragraph or section within an interview 
transcript, I strived to remain 
reflective/reflexive. I continually asked myself 
‘What is this telling me about the phenomenon 
of supervision and this individual’s experience 
of it?’, ‘How are my pre-conceptions influencing 
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telling me about supervision. Secondly, the more detailed 
analysis of each transcript generated a list of codes 
illustrating multiple meanings that emerged in my initial 
analysis of participants’ data. For ease of appreciating 
these together, this was transferred to an excel sheet for 
all (n=12) participants (see figures 3 & 4). 
 
When analysing the data I constantly moved between the 
codes, and the summary paragraphs i.e., between the 
parts and the whole, with each influencing the other. It 
can be appreciated from figures 3 and 4, with respect to 
the summary paragraphs, I added to these over time as 
new insights emerged.  
 
In addition, the more I resided within the data; the 
experiences of some participants began to influence my 
understanding and interpretation of the experiences of 
other participants. Again, another aspect of the parts and 
the whole of the hermeneutic circle. This eventually 
resulted in me having a list of initial codes for all 
participants (outlined in chapter 5 - Findings), as well as 
paragraph summaries.  
 
Once I had the initial codes and paragraph summaries for 
all participants, I then began to appreciate that 
phenomenologically, the experiences of the participants 
were all relating to two broad areas: trust, and impact 
(again discussed in chapter 5). Thus, at this stage I 
produced a list of refined phenomenological insights for 
both supervisors and supervisees.  
 
Following this, the more I analysed the data, I recognised 
that when participants discussed their perceptions of how 
supervision had impacted them or their team, this was 
connected to the phenomenon of trust. Thus, this resulted 
in a final reflexive decision to present the final 
phenomenological insights which emerged from the data 
analysis, as all relating to the overarching concept of trust 
(figure 6) (all outlined in the findings – chapter 5)  
 

this?’, and ‘How is this influencing my pre-
conceptions?’ 
 
Gadamer discussed the concept of the alien in 
the familiar. Writing reflexively throughout the 
research also, as much as I could, kept me 
aware of what I was understanding and, to an 
extent, why I was understanding it as such. This 
process contributed to ensuring the ‘fusion of 
horizons’ which I have mentioned several times 
previously, took place (see figure 5 following 
this table which captures this concept). 
 
This process was repeated until I felt I had 
generated ‘sensible meaning for the moment’ 
from my data. The final meanings drawn from 
the data captured participants’ lived 
experiences with supervision. Even where there 
were experiences which were common amongst 
participants, I strived to ensure each individual 
participants’ experiences were illuminated, in 
keeping with the philosophy of phenomenology. 
I did this by writing reflectively/reflexively to 
capture the essence of what each individual had 
discussed with me, concerning their experiences 
of supervision. In addition, in the findings 
chapter of this thesis (chapter 5.0), I have 
ensured individual participants’ experiences are 
captured in the final write up, using examples 
from their interviews/transcripts, and 
supporting this with excerpts from the 
interviews.  

4.III – Once initial phenomenological insights had emerged 
from the analysis of all the data, I sent this back to 
participants. This was not for verification or member 
checking, as this is not in keeping with Gadamer’s 
philosophy. Rather, this was sent to participants to permit 
additional dialogue between myself and the participants, 
as co-researchers, one last time. I asked participants: What 

Fleming et al. (2003) suggested that to be true 
to Gadamerian philosophy, member checking 
should occur at least 3 times. It is unclear how 
they arrived at this number, and I do not agree. 
New understanding could continue indefinitely 
in phenomenological research (Gadamer 1977; 
Gadamer 2013; Van Manen 2016). Furthermore, 
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do you think of this understanding? Do you think my 
understanding reflects a plausible understanding of the 
phenomena of supervision, based on my interpretation of 
your experiences of it? Do you have anything you want to 
add to the discussion at this stage?  
 
Each participant was given 3 weeks to respond to my 
questions. All participants emailed back and all (n=12) 
confirmed via return email that they felt my understanding 
of their experiences was plausible. No participant 
requested any amendments. Once final interpretations 
were reached, I sent a copy of this to all participants, to 
close the conversation for the moment. I ensured they 
recognised this was my final interpretation which I had 
drawn from the data, and not the only final interpretation 
which was possible.   
 

Gadamer (1977; 2013) recognised that even the 
author of a text does not hold complete 
authority over what can be understood from 
reading their work. In my own research, this 
dictated that even participants could not know 
all the meanings which could be drawn from 
what they discussed concerning their 
experiences with supervision. Thus, what I 
strived to achieve was ‘sensible meaning for the 
moment’, in dialogue with participants as co-
researchers, as per Gadamer’s philosophy 
(Gadamer 2013).  
 
Understanding, in a hermeneutic sense, is never 
complete and there is always more which could 
be said or understood (Gadamer 1977; Davey 
2006; Gadamer 2013). 
 

Step 5 – Establishing trustworthiness How I established trustworthiness in my 
research is discussed in the next section of this 
work: 4.8.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



71 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Example of the Coding Process in S/or 1’s Transcript 

Figure 2 above outlines the process that was taken to code each participant’s transcript in the 

detailed analysis of the data.  
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Figure 3: S/ee 1’s Initial codes and paragraph summary  

 

 

 

 

 

 

 

 

 

 

 

 Figure 4: S/or 1’s Initial codes and paragraph summary. 
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Figure 5: The fusion of horizons achieved through dialogue and language between 
participants and researcher. Ultimately leading to the generation of new insight into the 
everydayness of the phenomenon of supervision.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: More Established Phenomenological Insights for Supervisors and Supervisees, and 
Final Phenomenological Insights (in Yellow). 

  

Participants presented, through 

their word clouds and interview, 

what mattered to them, what 

‘spoke to them’ concerning the 

phenomena at hand: supervision 

(participant’s horizon).  

I as the researcher illuminated, in 

reflection, reflexive writing, and 

data analysis: what mattered to 

me i.e., what ‘spoke to me’ 

concerning the phenomenon at 

hand: supervision (my horizon).  

Outcomes of this 

research - What 

emerged in the 

clearing– the 

fusion of horizons. 

New insights into 

the phenomenon, 

which were a 

fusion of both 

horizons.   
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4.8 Establishing Quality in this Research 
 

Finlay (2011) proposed that qualitative (phenomenological) research cannot be evaluated for 

quality in the same manner as quantitative research. Whilst quantitative research often looks 

for reliability and repeatability; qualitative experiences, by their very nature, do not require 

to be re-producible. This view is supported by many authors who discuss phenomenology or 

understanding in a hermeneutic sense (Gadamer 1977; Davey 2006; Gadamer 2013; Van 

Manen 2016; Marshall et al. 2022). Van Manen (2016) stated that reliability, in a positivist 

sense, is not an appropriate critique for phenomenological research as the same 

phenomenon could be investigated multiple times and different outcomes may emerge time 

and time again. This is appropriate for phenomenological research as empirical 

generalisations are not the goal. Rather, existential generalisations may emerge which can 

provide transferable examples of lived experience of phenomena, i.e., experiences which 

other people may relate to. 

Finlay (2011) discussed the concepts of credibility, transferability, dependability and 

confirmability, with respect to evaluating rigour in phenomenological/qualitative research. 

Similar concepts are also discussed by Marshall et al. (2022) who propose that these are 

better terms for exploring quality in qualitative research. I will discuss each and outline how I 

ensured quality and rigour within this research. I will also discuss some concepts from Van 

Manen (2016; 2017) which I considered with respect to quality, and finally how I remained 

reflective and reflexive throughout, which I believe adds another layer of quality and rigour 

to my research.  

Credibility refers to the degree to which the research and the findings make sense, and to the 

extent in which the methods complement the methodology (Finlay 2011; Marshall et al. 

2022). I believe credibility has been established in many ways for this research. The methods 

robustly support the methodology underpinning this research, and the key principles of 

phenomenological based research. This is justified, in detail, in the methodology and methods 

chapters of this work (chapters 3 & 4 respectively). The phenomenon of supervision has been 

robustly researched and evaluated throughout this work. Firstly, a critical review of the 

literature was offered (outlined in chapter 2) followed by a clearly articulated rationale for 

this research. As the researcher, I brought to this research my experiential knowledge of 
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working in the field as a supervision lead, supervisor, and supervisee; this I believe afforded 

me the experience and insight to conduct this research and explore the phenomenon of 

supervision in the context of podiatry. This is discussed later in this section when discussing 

reflexivity. Finally, through this research the researcher has sought new insight into the 

phenomenon of supervision by exploring the phenomenon of supervision in dialogue with 

participants as co-researchers. Dialogue occurred several times with participants ensuring 

they had ample opportunity to influence the final outcomes of the research. Moreover, the 

dialogue with participants throughout this research has fundamentally continued to shape 

and re-shape my own understanding of supervision and will in future influence the 

understanding of others concerning this phenomenon. I believe all of these factors contribute 

to the credibility of this research.  

Transferability in qualitative/phenomenological research is concerned with how well the 

researcher presents an account of the phenomenon being explored, and participants’ lived 

experiences of that phenomenon, which can then be appreciated by others (Finlay 2011). To 

ensure transferability of the findings, I considered the views expressed in Van Manen (2016; 

2017). I firstly ensured the research topic was truly phenomenological in nature i.e., I sought 

to explore in depth lived experiences of supervision by podiatrists who had experienced this 

phenomenon first hand. I then selected specific methods to ensure participants brought rich 

thick descriptions of their lived experiences of supervision to this research. Finally, I have used 

multiple quotes in the findings chapter (chapter 5) to ensure that the experiences of 

participants are clearly represented, and that others can appreciate these experiences when 

reading the research.  

Dependability and confirmability are concerned with how well authors provide clarity and 

transparency in how they conduct the research and analyse the findings based on their 

epistemological positions (Finlay 2011). In previous chapters/sections of this work I have 

explored in depth, and made transparent, my own ontological and epistemological views, 

how this influenced my methodological stance when approaching this research, and which 

methods I used and why in relation to my methodological position. Readers of this research 

should be able to clearly see step by step my process for conducting this research, and how 

my own views and experiences affected the research generally, and the outcomes generated: 
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thus, ensuring rigour within and throughout this research. Linked to this concept of 

transparency are the concepts of reflection and reflexivity in qualitative research.  

4.9 Reflection and Reflexivity  
 

Reflexivity is concerned with the extent to which researchers acknowledge their own position 

and how this influenced the research and associated outcomes (Finlay 2011; Green & 

Thorogood 2018). Reflexivity is considered a key element of ensuring quality and 

transparency in any qualitative study (Maso 2003; McKay et al. 2003). As a qualitative 

researcher, I did not strive to remain objective and detached throughout this research. 

Indeed, I recognised that epistemologically my background and my approach to undertaking 

this research would mean that I would always have a degree of influence over the research 

itself and the outcomes generated (Finlay 2011; Gadamer, 2013; Van Manen 2016). Thus, I 

took steps to try to remain reflective and reflexive, in order to understand myself, and to 

allow readers an understanding of how I influenced this research and the final outcomes. 

There is no one way to approach reflexivity in qualitative research. Indeed, this is a complex 

process involving ebbing and flowing and should be considered by researchers on an 

individual basis as to which methods work best for them (McKay et al. 2003). Thus, I cannot 

outline every reflexive encounter or moment of reflexive understanding I had throughout this 

research. What is presented here is an overview of the steps which I took to ensure my own 

reflection and reflexivity when conducting this research.  

Firstly, when participants were creating their word clouds, I also completed my own, 

capturing my experiences as a supervisor and as a supervisee. This was not only to bond with 

participants and develop a rapport and trust, this also afforded me the opportunity to reflect 

on my own experiences with supervision. This helped me to remain reflexive when analysing 

the data. Having reflected on my own experiences, this allowed me to better understand my 

own horizon of understanding pertaining to supervision, and therefore allowed me to better 

appreciate when what I was reading/understanding was not strictly my own horizon, but the 

horizon/understanding of participants i.e., what was alien in the familiar (Gadamer 2013). My 

reflections on my own word clouds can be appreciated in appendix 16.  

I also kept a reflective and reflexive journal throughout the research. I started by writing 

reflectively on what brought me to consider supervision in the first place. This awoke 
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experiences I had long since put to the back of my mind and made me realise that those 

experiences were integral in my journey towards supervision. I had not appreciated this prior 

to undertaking this reflection, which can be seen in appendix 17.  I have outlined a key 

reflexive moment which I had in appendix 17 within the conclusion section. By reflecting on 

why I undertook work in supervision, and examining more deeply all of the experiences which 

led me to this phenomenon, I was able to recognise that despite undertaking work in this field 

for 8 years now, I had no loyalty towards supervision as a tool/phenomenon, nor did I have 

any desire to prove or disprove anything in relation to supervision through this research. My 

goal was, and has always been, to support my staff and my colleagues who I work alongside, 

as well as to ensure my own support, resilience, and happiness in the workplace. By 

undertaking this reflection and coming to this reflexive understanding, I was able to share this 

with participants at their word cloud sessions and within their one to one interviews, which I 

believe strengthened my position and my credibility epistemologically as the researcher, and 

ensured participants knew it was ok to share any and all experiences with me in relation to 

their journey with supervision: the good, and the bad. I explicitly encouraged them to do this 

throughout the research process. I shared honestly with participants that all experiences were 

not only valuable, but necessary to influence our approach to supervision moving forward, 

and to help inform whether supervision should be something we continue to participate in 

moving forward as a team; or whether other support models/tools should be favoured 

instead. 

I continued to write in my journal whenever I was generating and analysing research data (see 

appendix 18). For each participant/transcript, I would write reflectively and reflexively, taking 

into consideration my own experiences of supervision which I had reflected on. I tried to 

remain open to how all of this was affecting my interpretation and understanding of each 

individual transcript, and the data as a whole. In keeping with Gadamer’s philosophy, and the 

concepts within phenomenology generally, I strived to remain open to new understanding 

when in dialogue with participants, and when dwelling within and analysing the data (Davey 

2006; Gadamer 2013; Finlay 2011; Van Manen 2016).  

An audit trail of what happened to each participant in this research, and a full overview of the 

process from start to finish for one participant can be viewed in figure 7 below.  
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Figure 7: An audit trail of one participant  

 

Informed consent gained prior to participant commencing the study 

Participant invited to the word could session to create their own word 

cloud which would represent their experiences (their horizon of 

understanding) with respect to supervision  

 

Participant also asked to complete the supervisor or supervisee 

questions on supervision characteristics and return to the researcher 

either within 2 weeks, or at their own one-to-one interview 

Participant attend one-to-one interview to discuss their word 

cloud/lived experiences of supervision with the researcher  

Transcribing the interviews and data analysis begins for each 

participant, moving between the parts and the whole (of the data and 

the phenomenon of supervision as a whole) 

Once initial meaning/understanding was drawn from the transcripts, 

this was sent back to participants for comments (not for member 

checking) 

Final interpretation of the data and production of final 

outcomes/meaning undertaken by the researcher – the fusion of 

horizons and production of new understanding 
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5.0 Findings 
 

This chapter will outline the phenomenological meanings that have emerged from my analysis 

of the data generated from this research. It will allow the reader an appreciation of which 

participants’ experiences relate to each individual phenomenological essence that emerged 

in the findings, through use of direct quotes from participants’ interview transcripts. In 

addition, a new conceptual model that has been constructed from the findings of this 

research will be presented and discussed.  

5.1 Phenomenological Meanings Generated through Analysis of Participants’ 

Interviews/Lived Experiences  
 

The generation of phenomenological meanings from the data was guided by an overarching 

method outlined in chapter 4 previously. Following the analysis of all transcripts, the initial 

codes for all supervisor and supervisee participants can be viewed below in table 8.  

Table 8: Codes from all (n=12) participants  

Supervisors (n=6) 

S/or 1 S/or 2 S/or 3 S/or 4 S/or 5 S/or 6 

Perceptions Trust (in self, in the 

process – both s/or 

and s/ee) 

Trust (in self, the 

process, and in 

supervisee’s 

engagement, and in the 

overall positive learning 

culture; sometimes lack 

of trust too) 

Trust (in self, approach, 

in the supervisee’s 

engagement, in others, 

supervisees gaining trust 

in themselves and their 

supervisor)  

Trust (in one’s own 

approach, in process, 

developing in supervisees, 

in the learning culture, 

benefits both parties, and 

lack of trust – to open up 

in one particular staff 

member)  

Trust (in own approach, in 

process, in supervisee 

engagement, in supervisee 

skillset, in outcomes of 

supervision)  

Engagement (and 

frustrations) 

Role conflict (and 

guilt) 

Engagement/frustration 

(tick box) 

Engagement and non-

engagement 

Role/personal satisfaction Role/personal satisfaction 

(variety and seeing 

supervisees 

develop/improve) 

Behaviours Genuine caring and 

engagement 

Open, honest and 

reflective  

Genuine willingness to 

share knowledge and 

support staff 

Leap of faith Blurred boundaries (of 

supervision and different 

types) 

Trust (that supervisee is 

engaged, and in their 

own approach and 

decision making) 

Job 

satisfaction/motivatio

n 

Leap of faith A platform for learning 

and reflection 

Dichotomy (between 

trusting in one’s ability to 

supervise, and working in a 

high risk clinic)  

Process issues (time, 

patient access) 

Belief in self/one’s own 

knowledge, skills and 

Learning through 

collaboration 

Motivation and job 

satisfaction 

Job/personal satisfaction Engaged and willingness to 

support and help others 

Self-reflection (one’s own 

knowledge and limitations)  
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approach (linked with 

perceived need for 

additional training and 

support) 

Personal capacity Networking/communi

ty of practice 

(strengthening)  

Support through 

collaboration  

Perceptions/expectation

s 

Transferrable approach 

(non-judgemental/safe 

space can be used n other 

areas 

Prior contact (to gauge 

what supervisee wanted) 

Dissonance Impact of the process  Learning/support 

through engagement 

Culture change  Learning and development 

via collaboration 

Process issues  Expectations/percepti

ons (and frustrations) 

 Flexibility Access (for supervisees to 

caseloads and MDT 

working via supervision) 

Skill gap and increasing 

complexity 

 Leap of faith  Process issues Increasing complexity Perceptions/expectations  

 Finding a way 

together  

 Finding a way together 

(leap of faith) 

Process issues (time, 

capacity and priorities) 

Engagement/being 

available 

   Increasing complexity 

(caseload and patients) 

Leap of faith  Access for learning 

     Dichotomy (between 

supervision importance 

and high risk patient 

pressures) 

Supervisees (n=6) 

S/ee 1 S/ee 2 S/ee 3 S/ee 4 S/ee 5 S/ee 6 

Critical of self (self-

doubt)  

Process/approach 

(valued and not 

valued) 

Process (valued and not 

valued)  

Trust (in the 

phenomenon, process, 

supervisor, and distrust)  

Process (valuing and non 

valuing) 

Motivation (for 

professional development, 

and learning fuelled 

motivation further) 

Belief in self Goals and learning Goal setting Variety Belief in self (or lack of 

belief, and personal and 

professional progression)  

Trust (in self, in 

organisation, in supervisor 

and in process) – valuing 

less formal approaches  

Motivation Readiness/engagemen

t 

Supervision absence Isolation Trust (in self, supervisor, 

the process, and the 

organisation) 

Removing 

barriers/permitting access 

to learning and 

demystifying perceptions 

Focused on goals/goal 

setting 

Expectations Variety (something you 

don’t do in your normal 

clinic) 

Readiness for change (of 

the culture and 

narrative) 

Support and development 

via collaboration 

Learning and insight via 

collaboration 

Perceptions of self and 

others 

Pressure Removing learning 

barriers (permitting 

access) 

Learning via 

collaboration 

Personal influencers 

(linked with trust) 

Supervision (presenting a 

challenge and a platform 

to rise to this)  

Vulnerability (comfort vs 

discomfort- safe space) 

Trust (or lack thereof 

in self, process and 

supervisor)  

Belief in self (reaffirming 

one’s own knowledge)  

Engagement Leap of faith Career progression 
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Trust in the supervisor  Perceptions Learning (through access 

and collaboration) 

Process Issues Feeling non-valued Readiness to learn and for 

supervision (linked with 

motivation) 

Readiness for 

supervision 

Vulnerability 

(removing barriers) 

Protected time (for 

deeper leaning and 

reflection)  

Personal influencers 

(linked with trust and 

personal capacity)  

One’s own vs 

organisational agenda  

Culture  

Organisational 

challenges 

Belief in self Motivation (especially 

given the time to learn 

within in working hours) 

Perceptions  Value of telesupervision 

and adhoc 

supervision/communicatio

n 

Leap of faith  

Insight through 

collaboration  

Motivation/changing 

culture 

Trust (in the process, 

and the supervisor – 

takes time)  

   

Balance (challenge 

versus support) 

Changing supervisor 

and changing needs 

Expectations (met and 

unmet) 

   

Time and space (for 

reflection)  

Other support 

processes (capability 

process)  

High risk patients (as a 

barrier) 

   

Flexibility  Leap of faith     

Leap of faith       

Transferrable 

experiences 

     

Shared learning via 

collaboration  

     

 

Importance of visibility 

(of supervision)  

     

 

In the back and forth between the parts and the whole of every transcript, I began to 

recognise that many of the experiences were relating to, at that stage, the loose concepts of 

trust and or confidence. In addition to this, I was also seeing that many experiences related 

to participants’ perceived impact of supervision. At this stage, I refined the initial codes to 

more established phenomenological insights for both supervisors and supervisees. I made the 

reflexive choice to move forward with trust rather than confidence as a key essence of 

supervision emerging from participants’ experiences, as when I used the word trust (at this 

stage), this fitted almost all of the experiences participants discussed with me. Whereas 

confidence did not, and the experiences shared by participants, to me, appeared deeper than 

issues of confidence, and were more in keeping with issues of trust. This will be highlighted 

further when specific experiences are discussed later in this chapter in section 5.2.  
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Table 9: More established phenomenological insights  

Supervisors Supervisees 

Trust in relation to the 

phenomenon/process (leap of faith) 

Trust in process/because of the process 

(new/different platform which encouraged 

staff to open up, role conflict impacted on 

trust in the process, or whether specific 

things should be contained within 

supervision) 

Trust in self Trust in self 

Trust in the supervisor Trust (gaining this from supervisee – caring, 

finding a way together, already there due 

to prior rapport) 

Trust in the organisation Trust in the supervisee (engagement – 

strongly coming through from S/ors) 

Impact Impact 

 

I considered reporting the final phenomenological findings as those relating to trust, and 

those relating to impact. I then recognised that participants’ descriptions of what they felt 

had been the overall impact of supervision, positive or not, related to their overarching trust 

in supervision. Thus, I made the reflexive decision to merge previous phenomenological 

insights in table 9 that discussed both ‘trust in the process’ and ‘impact’; forming a more 

refined insight pertaining to ‘trust in the process and its impact and outcomes’. In addition, I 

also made a reflexive decision to merge insights pertaining to supervisees trusting 

supervisors, and supervisors trusting supervisees. This led to the refined insight of ‘trust in 

one another’ emerging. It was at this stage I arrived at the final four overarching 

phenomenological insights that emerged from the analysis of the data.  
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Table 10: Final Phenomenological Insights Which Emerged from the Researcher’s Analysis of 
the Data 

Final Phenomenological Insights  

Trust in the process and its impact and outcomes 

Trust in self 

Trust in one another 

Trust in the organisation (and one’s position within) 

 

It was at this point I felt I had reached ‘sensible meaning for the moment’ and I sent each 

participant their transcript for checking, the individual analysis of their transcript (their codes 

and summary paragraphs) and the overarching interpretation as it stood at this stage. Every 

participant responded, all via email, and confirmed they felt my interpretation was 

acceptable.  

To the researcher’s knowledge, to date there has not been a specific definition of trust 

outlined in the AHP related supervision literature. Trust, in a more general sense, can be 

defined as ‘To believe that something is true or correct or that you can rely on it’ (Oxford 

Learner’s Dictionaries, 2022). Each facet of trust which emerged in the findings of this 

research will now be discussed in relation to the experiences of the participants, as shared 

with me during their one to one phenomenological interview. Through discussion of 

participants’ experiences and how they relate to the difference facets of trust, the researcher 

will begin to provide some definition and context to what trust is as it emerged in the context 

of this research. The discussion will do this by showing how/where trust emerged in the 

findings of this research via the experiences of participants. It will also provide some insight 

into what trust can mean in the wider AHP/podiatry supervision context.   

5.2 Findings from this Research  
 

At times, participants directly mentioned trust in relation to the experiences they had with 

supervision. However, I was also able to see the phenomenon of trust penetrating 

experiences where the actual word trust was not explicitly used. This relates to what Van 

Manen (2016) discussed when he proposed that phenomenological meanings, or 

phenomenological insights, are not always solely concerned with the explicit i.e., words 
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actually said or physically written. Rather, phenomenological insight must also consider the 

implicit in what has been said or experienced. In this sense, I felt many of the participants’ 

experiences centred around the different facets of trust previously outlined, even when the 

word trust was not vocalised explicitly. In addition, each different facet of trust did not sit 

completely in isolation. When participants shared experiences, these experiences could at 

times relate to several of the different facets of trust which have emerged in the findings. 

Thus, each will be discussed on a somewhat individual basis, but with acknowledgment at 

times there was crossover. 

5.2.1 Trust in the Process and its Impact/Outcomes  
 

Participants shared experiences pertaining to their trust in the phenomenon of supervision, 

as introduced to and enacted by the team. They discussed this with respect to the potential 

or actual impacts/outcomes of supervision for individuals and or the team, as well as how the 

impact and outcomes from undertaking supervision influenced their trust overall in the 

process.  

5.2.1.1 Trust in the Process 

 

A Leap of Faith  

 

It was apparent for several participants, that when enacting supervision as a new process, 

they had not yet developed complete trust in different facets of the process at that stage. 

This therefore required that some participants began this journey without having that trust 

fully developed. When participants shared experiences pertaining to this with me, I got a 

sense that they had had to take somewhat of a ‘leap of faith’ when initially embracing 

supervision.  

S/or 2: Okay.  So the first word I chose was, anxious, and that was more to do with 
the very first session that I did.  Um, and that was because I think…I think I felt 
anxious and nervous in the lead up, um, because it was the first session I’d done.  
Um, I…I am quite used to supporting staff in, kind of, various different capacities 
through my role as a team lead but also quite used to supporting staff through, 
kind of, clinical, um, capabilities and those kind of situations.  But I’ve never really 
done it in a supervision session before. (7-13) 
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 So it was a, kind of…quite a big sense of relief after the first session that it had all 
gone well...  So I guess it, kind of, went from, like, an anxious feeling to, um, a 
feeling of, kind of…almost, like, a little feeling of achievement after the first one... 
(34-40)  

  

This idea of having to take that leap can be appreciated in the experiences S/or 2 shared 

above. S/or 2 had initial anxieties when starting their supervision journey as a supervisor, as 

the process was new and unfamiliar, and trust was yet to develop for them with supervision 

as a process. Similar experiences were also shared by other participants.  

S/ee 3: So I knew…I knew before starting that we would probably – you know, 
you never know with these things – we would probably get along… 

 
I: Yeah. 

 
S/ee 3: …quite well and that we…we would be able to work together. Erm, but, 
I mean, I guess with, you know, with every, erm, long-term, erm, relationship, 
everything builds up a little bit. 

 
I: Yeah. 

 
S/ee 3: So, erm, so yeah, that’s probably more of, I know, erm, I know I can ask 
anything, but I know that, erm…trying to think what I want to say exactly. Like, I 
know the relationship that we have and I know that I…I can…I can ask anything. 

 
I: M-hm. 

 
S/ee 3: And even though I thought that that was the case on the first, er, 
session, it’s more of a – I know this for a fact now. (549-568) 

 

Above, S/ee 3 shared their experiences of commencing on their supervision journey with their 

supervisor and illustrated to me that whilst they anticipated that they would get along well 

with their supervisor, this could not be guaranteed and this trust between both parties would 

build over time. Thus, initially this was a leap of faith on S/ee 3’s part. In the last line however, 

it can be seen that trust had time to form, and they felt they knew now for a fact that their 

supervisor could be trusted. Another participant actually mentioned having to take this leap 

of faith explicitly when sharing their experiences with supervision.  

S/ee 6: …Erm, and I think taking that leap when that's not something that 

you've done, although it is something that you, I was doing in my daily job 
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anyway, but it was just, yeah, it was just taking that kind of leap of faith that 

actually, I can do this, it's just same job in a different environment.  Erm, but I 

think, I suppose the difference with working in one of these, these err settings 

is that you have, you know, you've then got to liaise with consultants quite 

regularly, and you've got to have the confidence to be able to do that.  And, 

and I think it was just always in the back, you know, in the back of your mind is 

like, am I going to do this right?  Erm and certainly through supervision that 

made me get the confidence that yes, I can do it. (293-303) 

For S/ee 6, this ethos of taking a leap of faith, in the context of supervision, was mentioned 

directly, but in a different way than some of the other participants. Supervision allowed them 

the opportunity to take this leap and work directly with their supervisor within the high-risk 

foot multidisciplinary (MDT) clinic, thus developing their trust in their own skills. This related 

to another key phenomenological insight (trust in self) which will be discussed later in this 

chapter. One could argue that trust in the overall process, and working within the MDT as 

part of supervision, was possible only because S/ee 6 took that leap and engaged with 

supervision in this way.  

Experiences such as this made me reflect on how I approached the early introduction to 

supervision with the team. When I introduced supervision with the local team, I discussed 

that trust would likely build over time between supervisee and supervisor, and I considered 

how to engage staff with the supervision process. However, my thoughts did not centre 

around how to ensure staff trusted in the process. This is something I would now frame very 

different in my own communications, and I would acknowledge that initial anxieties and levels 

of uncertainty are completely normal when embracing supervision as a new phenomenon.  

Valuing Specific Aspects of the Process  

 

For some participants, overall trust in the phenomenon of supervision was achieved quickly 

when it was introduced. This can be appreciated from experiences which S/ee 4 shared in 

their interview.  

S/ee 4: My feeling on supervision, when you, kind of, first introduced it, explored it to the 
department was, thank goodness, about time. ‘Cause I’ve got so many friends, say 
OTs, things like that, that have been doing it for years. 
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I: Right. 
 
S/ee 4: And I really feel it’s such a positive thing, particularly when you’re in a profession 

that…and I don’t know if the department really gets…they feel that I’m here 
isolated. I’m not really, because I’m actually surrounded by other people that work 
with me. I’m isolated maybe from podiatry, and that’s where I thought the 
supervision would help, from a podiatry point of view. (9-19) 

 
It was evident to me that S/ee 4 had a level of trust in the phenomenon of supervision  

from the point of introduction, and felt this was going to be something which  

was positive for them and the department. They went on to provide additional insight 

around this.  

S/ee 4: Things…certain things that you reassured me with was you were not going to be 
assigned necessarily your supervisor, you could have some choice over your 
supervisor. And I think that the department as a whole had had choice and control 
been taken away from a lot of people. 

 
I: [coughs] 
 
S/ee 4: And that in itself was a move in a positive direction. So the fact that I could choose 

somebody I knew, I trusted, I admired. Um, who I could just have a positive area 
where I can ask stuff, what do they feel, you know, what’s their views on 
something, what’s the…the greater, kind of, department movement. It could have 
been about absolutely anything. I…again I was really pleased that you made it very 
clear it was not a moaning session, that it was a, let’s, you know, use this as a 
positive time… (40-53) 

 

S/ee 4 trusted in specific aspects of the process and how it was enacted locally. They have 

explicitly used the word trust in this discussion, highlighting that their trust in supervision had 

been influenced by their having a choice in supervisor, and the process itself being a platform 

to allow them to ask questions. I could also see that S/ee 4 trusted that this process would be 

positive for their interaction with podiatrists within the department, something they had 

challenges with due to working in isolation from other members of the team. Other 

participants shared similar experiences which highlighted what had allowed them to develop 

a trust in the supervision process as enacted locally.  

S/ee 5: It meant that I could pick somebody who I knew I would be able to talk to, who I 
was comfortable with, who I thought had a degree of understanding about me, 
erm.  I don’t know if I mentioned before I am, erm, autistic. 

 
I: Right. 
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S/ee 5: And [name] was aware of that at that time and even just from a communicating 

point of view, erm, I always understood that...communicating with her was easy, 
it is not always easy with everybody.   

 
 Erm, I also knew that from having worked with [name] and having spent, erm, 

time with [name] in clinics that she was willing to listen, that there wasn't...I 
wouldn't be made to feel like I had my ideas but I would be railroaded in a different 
direction... 

 
I: Yeah. 
 
S/ee 5: ...and overpowered by somebody who had their own agenda and their own ideas 

and their specialities.  It was important that it was about me for me and I thought 
she would be of best support. (53-73) 

 
I could see from the above that S/ee 5, similar to S/ee 4, also valued having a choice in their 

supervisor. I felt S/ee 5’s experiences overlapped with another facet of trust outlined 

previously (‘trust in one another’). It was clear that S/ee 5 trusted in the supervisor they had 

picked. I also gained an appreciation that S/ee 5 trusted more in the local process of 

supervision, as they were clear this was about them, and their own agenda as a supervisee; 

and not about someone else’s agenda. This was important, and something they mentioned 

again later in their discussion with me.  

S/ee 5: Erm, and there was...and there was...and I had selected that person because I 
trusted them.  And because of everything that I said, erm, I was able to open up 
and she was very thingway about supervision could be anything that I wanted it 
to be.  We could discuss whatever, erm, I felt I wanted to discuss as far as 
advancing my career et cetera.   

 
 Erm, whereas I don’t think I would have ever have gotten that from a member of 

the management team because it was all...any conversations prior to that time 
was all to do with, erm, what the service required.  Erm, do you have strengths in 
diabetes?  Do you have strengths in MSK?  Do you have strengths in these sort of 
pigeon holey things and anything...basically because I kept getting knock backs 
over the years, erm, with interviews, erm, and then stopped, erm, applying, I 
started looking...rather than going and doing academic study I decided to look at 
what can be done here within the service, erm, rather than looking to go and do 
MSC...masters modules et cetera.  (334-349) 

 
S/ee 5 continued to highlight to me the reasons they had trust in the overall process of 

supervision. They felt they had the autonomy to steer the focus of their supervision, whereas 

before in other settings this had not always been the case. S/ee 5 also outlined that they 
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valued the structured aspects of supervision locally, and that they felt they could speak their 

mind more.  

S/ee 5: Erm, I liked the structured component, that all appeals to my autistic stuff as well 
obviously.  I did feel that I could be completely honest and I was probably more 
honest with [name] in the service because there was that kind of component that 
you...if you...you are worried that if...I mean…not…I think it was probably part of 
the reason why I wasn't, erm, promoted before is that I generally do say if I think 
something is not right or whatever I am outspoken and will rock the boat if, erm, I 
feel passionate about it and I think it should be, erm, highlighted. 

 
I: You used that word there.  I want to ask you about that.  You said you were 

worried.  What are you worried about?  What does that mean? 

 
S/ee 5: The backlash. 
 
I: Right. 
 
S/ee 5: Erm, sort of they are a troublemaker sort of thing, do you know what I mean?  
 
I: Yeah. 
 
S/ee 5: The...like I said I am not...I am not good at judging where that line is.  And I have 

in the past I have been spoken...outspoken and all the rest of it and then you get 
an email saying, why did you say that?  [Laughs].  That sort of stuff.  It doesn’t 
mean that I was wrong or it was...it is just not necessarily what the department 
would… 

 
I: Yeah. 
 
S/ee 5: ...erm, like to hear from its staff. (275-303) 
 
It was evident when S/ee 5 shared the above experiences that they were able to develop a 

trust in the supervision process enacted locally for several reasons: they liked the structured 

aspects of the process, and they felt more able to speak freely in the supervision context. I 

asked S/ee 5 specifically what aspects of structure they had found beneficial.  

S/ee 5: When I say structure I mean like the fact that it is one to one, the fact that it is 
protected time, the fact that nothing else gets in the way of that time because 
there is so...so many things in a clinical day that I have planned to have...I have 
got probably about six or seven things at the moment that are half done.  Because 
I work on it and I work on it in my own time as well as working on it where clinic 
time allows.   

 
 But I do need time if I am going to be doing like a written piece of work I need to 

be able to sit down, I need to be able to relax, I need to be able to think through 
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and plan.  And having that protected time meant that I knew that it didn’t matter 
whether there was loads of new patient referrals, et cetera, or there was...other 
than an emergency patient coming in, that that was my time for supervision and 
that it wasn't getting removed.  Because when I have taken time out previously for 
audit purposes you go in like the week before and it has been removed and 
something else has been put...eh, patients have been put in instead which means 
that that then gets knocked down the road as far as getting completed. (393-409) 

 

S/ee 5 was referring primarily to the one-to-one format, and protected time with respect to 

the supervision approach. Interestingly, I would have always described our local supervision 

approach as offering more structured support, in keeping with S/ee 5’s comments. I would 

have also described supervision as being a more formal support structure i.e., with a guideline 

setting out how to enact it, when compared to more ad-hoc supervision. However, S/ee 6 

really challenged my horizon of understanding on this. 

S/ee 6: Yeah, I think more structured is probably the word I'd use, but actually less formal 
because you you're selecting who you want to work with.  Erm, there's other 
avenues, obviously getting opened up to you through that kind of process as well.  
Erm, whereas I think previously, it was more formal because it felt like, whether it 
was something you wanted to do or not, I’d better go to that conference because… 

 
I: Yeah.   
 
S/ee 6: I’ve not met my three study days this year, you know?  So I'm going to take that 

one because I'm entitled these [chuckles] days… (378-388) 
 
S/ee 6: …Yeah.  I don't know how other people engage themselves to these kind of 

sessions, but certainly from my point of view and it's possibly because of the 
supervisor that I've got, because she's also one of my friends, and you know we go 
out for lunch and things like that.  But it, it does, it's, it's a really kind of informal 
setting, like I say, we sometimes take our lunch we sometimes, whatever, but lots 
gets discussed in a sort of, so lots comes out of it, without it being feeling like it's 
a kind of real educational focus, if you know what I mean.   

 
I: Yeah.   
 
S/ee 6: So you get loads from it but it's not that sort of, you know, sitting at a conference, 

that kind of, that kinda structure. (412-424) 
 
S/ee 6’s conversation around what worked for them was that supervision felt structured, but 

less formal, and this format suited them better than other support options i.e., conferences. 

This really caused me to reflect on how I might recommend supervision is discussed and 

marketed for staff. I would now consider promoting it as a structured format, and perhaps 
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outline that support and learning through supervision can take both formal, and more 

informal approaches.  

Patient Care and Service Pressures  

 

I felt from previous experiences shared by participants, that specific aspects of the local 

supervision process were valued and enabled staff to develop their own trust in supervision 

locally. I could see from S/ee 5’s experiences that they valued the protected time which came 

with supervision. However, many participants did highlight that supervision had been and 

could be cancelled due to a need to prioritize patient care, and the needs of the local service.  

S/or 5: … Also clinical time constraints ‘cause you have, um, you know, sessions maybe 
booked or the…yourself or the…the person who’s the supervisee is, you know, 
supposed to be coming to you or you’re going to them, whatever, um, and 
obviously there’s emergencies and patients are…are before any meetings or 
anything like that, patients come first. So yeah, um, you know, having to maybe 
cancel, postpone meetings because of…of things like that, and you know, being 
aware that, you know, oh, I’ve had to cancel it but I’ve not been able to arrange it 
for about another two months or something… (455-464) 

 
S/or 5: …Especially the type of patients we’re dealing with. You can’t just say, well, we’ll 

reschedule you so we can have this meeting, you…you just can’t, you know? (473-
475)  

 

 
 
S/or 4:  …um and I’d say one did decide, when COVID started, she felt there was too much 

of a pressure on the department, um, to do supervision as well, and I think that’s 
why, one time, I did go and speak to [male name] and I said, you know, are we 
meant to try and keep this going or not?  And I think you came and did a talk at 
not long after that.  And so, I again went to that person and says, are you wanting 
to get back into it or not?  And, um, she said, no, she still felt it was too much of a 
pressure. (49-56)  

 
 

 

S/ee 3: Or both times I had to cancel it was because of dressings, erm, that were in high 
demand and we wouldn’t…we couldn’t be coping with the…with the amount 
without me opening that column… (363-365) 

 
S/ee 3: …I understand…I understand why it had to be done. But it doesn’t take away that 

it was quite frustrating. So as I say, the one that was mid-morning because I…I had 
everything prepared a…and everything to go. So that was a bit more of a, erm, 



92 
 

erm, yeah, erm, of a pain just because you are not expecting to get that change in 
the day. You pre…you know, you prepare your lunch and everything to be 
able…because I to go, I had to take a bus to…to move from the…from the clinic to 
the supervision site. So, erm, so yeah you are more or less preparing…preparing 
for that. 

 
I: Yeah. 
 
S/ee 3: You know, you are not psyched up to have a full day of…of dressing patients 

[laughs]. (378-390) 

I felt the experiences shared by the above participants highlighted there was not, or there 

was the perception there was not always the capacity to undertake supervision. S/or 5 

discussed similar situations at various points in their interview in reference to high-risk 

patients i.e., those with diabetes related foot complications and such like. A similar 

experience was also shared by S/ee 3 above. S/ee 3 discussed that the times their supervision 

was cancelled was for dressing appointments, again in reference to higher risk/need patients. 

S/or 4 offered a slightly different experience in relation to patient care and service pressures. 

It can be seen from the discussion outlined above that one of S/or 4’s supervisees made the 

decision not to undertake supervision in light of increasing service pressures during COVID. I 

felt this supervisee perhaps did not trust it was acceptable to prioritize any level of supervision 

for themselves, and interestingly S/or 4 themselves reached out to the supervision lead 

internally to check if it was ok to continue with supervision at that time. Again, highlighting to 

me that they also perhaps did not have complete trust that it was acceptable to still prioritize 

supervision during times of perceived service pressure increase.  

In addition to the above, S/or 2 shared a really insightful experience which they had had, in 

relation to supervision and competing service pressures.  

S/or 2: The other, kind of, time I felt conflicted [laugh] was…is more around the…the 
pressures of the service and hosting supervision within that.  So, um, there was a 
time that we had…I had a supervision with one of my supervisees, a session booked 
in, and it was…I…really…was really keen that this supervision session went forward 
because we’d cancelled twice for different reasons.  And it just happened to fall in 
a time where there was a lot of sickness absence in the department, there was a 
lot of stress on the service. Um, clinics were, kind of, struggling for cover, doms 
were struggling to cover and then I was taking an afternoon out, away from clinic, 
with somebody.  So I felt a bit conflicted about that because I'm…I'm one of 
the…the team leads. I'm, kind of, involved with, you know, making sure that the 
service is running properly.  
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But equally I wanted to have this, kind of, face-to-face time with a member of staff 
to make sure that they got their development and they got their, kind of, 
supervision time.  So it’s…it was that, kind of, clash of priorities, I guess, of taking 
time away from direct face-to-face care but on the other side you’re investing time 
in your supervisee and their development which has a directly positive impact on 
the service in the…the long run.  So it’s finding that balance of taking time out of 
clinic, kind of, versus development time… (333-352) 

 
It appeared to me that S/or 2, as a team lead, felt conflicted about taking an afternoon out, 

away from clinic and patients in order to facilitate supervision. I could see from the 

description that S/or 2 trusted that both of these competing priorities were important and 

valuable in their own ways. However, the competing pressures on time and staff resource 

made it challenging to operate in this context for S/or 2. 

 

On a final note, in relation to supervision, patient care, and service pressures, experiences 

shared by several participants highlighted that they felt supervision was needed now more 

than ever for podiatry staff.  

S/or 5: Um, so you’re using that, um, I think, er, a lot of people that worked here, they 
were, like, oh, I don’t…um, I don’t want to go away, I want to keep working here. 
[Laughs]… (1219-1221) 

 
S/or 5: …They’ve got more knowledge than they think they’ve got, but they’ve maybe 

been working in isolation, um, and working away in their wee clinic or whatever, 
not had an awful lot of exposure to, um, complex wounds, but people are all being, 
um, exposed to complex wounds now particularly since COVID. There’s been 
people out on doms who maybe…because a lot of patients were transferred to 
doms rather than coming into clinics… 

 
I: Mm-hm.  
 
S/or 5: Um, who would be absolutely out of their depth with the wounds and things like 

that… 
 
I: Yeah.  
 
S/or 5: Because they’re so complex. (1250-1264) 
 

 

S/or 6: Yeah, yeah. Um, I guess that’s where sort of its provision I think is possibly even 
more important now than it was pre-pandemic, because we kind of have gone 
from still having a number of low risk patients and routine stuff that we maybe 
shouldn’t be seeing or seeing less, and now it’s everything has just been boom, 
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um, everything’s got a…every patient’s got a hole in their foot or an infection or 
something similar, and, um, I think everybody’s had to really upskill quickly, and 
that’s where the supervision’s been…or, um, can be very important to kind of say, 
right, this is how we…we manage this. This is how to, um, think about this when 
you’re out, um, seeing these patients. (782-791) 

The experiences shared above are reflective of the complexity of patients who now reside 

within an NHS podiatry caseload, and also highlight how COVID has added an additional layer 

of challenge in this respect. It is, or was, only high-risk patients who were being seen by 

podiatry staff within the local NHS team. Thus, I felt at times there existed a dichotomy 

between service pressures, and the need to undertake and prioritize supervision for staff in 

an environment where they likely need this support more and more. This must be considered 

by leaders in the field, and staff generally when looking to embed supervision in podiatric 

practice. Those enacting supervision, at all levels, must consider how supervision is enabled 

in the current climate when staff are working with increasing complexity and competing 

demands. Where possible, staff at all levels should be supported to engender their trust in 

supervision, and to ensure they trust that supervision should be a priority. At times of peak 

service pressures, I feel podiatry may need to consider adopting approaches to supervision 

which are more hands on and in action, which can occur seamlessly with and alongside patient 

care. Additionally, it must also be considered how to ensure staff still have some protected 

time for reflective style supervision; given the complexity of the patients that are now 

managed within podiatry caseloads, this may be needed more and more. This echoes Butler 

and Thornley (2014) who proposed that due to increasing biopsychosocial complexity, 

physiotherapists need additional professional supervision. The same could be argued for 

podiatrists. This is a key recommendation I will make following this research. All key 

recommendations throughout this section will be summarised together in section 5.3.1 of this 

chapter. 

Non-Engagement  

 

Whilst intermittently patient care and service pressures made supervision challenging; for 

most of the participants, supervision was able to commence and become part of their practice 

when introduced.  For S/ee 2 however, they shared experiences which highlighted the 

supervisor they had picked initially did not engage with them in supervision.  
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S/ee 2: So, then I…my supervisor, my first supervisor, was assigned to me and it was [name 
1; 01:22]. So, he didn’t know any of that and a few times I’m saying complicated 
because I think I contacted him like a few times, back and forth. I was aware, like, 
everyone was already meeting their supervisors and they were doing things and 
they were: are you doing anything? I was like, eh, no, so I felt, like, left behind, 
being like, oh, like, right, everyone is doing stuff. I, I don’t even know who is this 
person, because we never met before. (42-49) 

 
Whilst no participant voiced overt distrust of the supervision process locally, S/ee 2 above 

highlighted to me how non-engagement on the part of their supervisor had impacted on their 

overall trust in the supervision process initially. Due to non-engagement on the part of their 

supervisor, and in discussions with other staff who had already progressed further in their 

supervision journey, S/ee 2 felt left behind. 

Learning to do things Differently  

 

Patient care, service pressures and non-engagement were not the only challenges 

participants experienced when conducting supervision. S/or 2 demonstrated that they had 

some issues with trusting fully in the supervision process when working with one particular 

supervisee.  

S/or 2: And it’s, kind of…it’s been, kind of, a couple of times where I’ve felt a bit conflicted 
in supervision.  So the first one were…was…it was one of my supervisees but I'm 
also their team lead or their, kind of, line manager.  So with that person, there was 
a couple of times I felt conflicted in supervision and one was when we were having 
a supervision session and we’d created the safe space for supervision and learning 
and she knew that…or we knew that we could trust each other, we knew that, um, 
supervision was, kind of, confidential and we wouldn’t, kind of, break that, kind of, 
contract unless there was obviously, like…we were sharing dangerous practice or… 

 
I: Uhm-hmm. 
 
S/or 2: …issues like that.  And she, kind of, shared with me that she was a bit embarrassed 

about some of the things that she wanted to do as part of her supervision because 
she felt that she should already know them.  But she felt comfortable enough and 
trusted me enough to…to, kind of, share them with me.  So I reassured her 
that…again that it was a safe, confidential space and this was time dedicated to 
her learning and development.  So it didn't really matter where we started, as long 
as we, kind of, got to wherever it was that we wanted to be. 

 
 And when she shared her learning objectives with me, I was really quite shocked, 

um, at the gaps in her knowledge.  And as her team lead, I felt shocked and, kind 
of, a bit…I guess a bit saddened that I hadn’t…I hadn’t realised that she had these 
gaps in her knowledge before.  Um, and that no one else in the department had 
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really noticed that she’d had these, kind of, fairly significant gaps in her knowledge 
before.   

 
 Um, and I think the reason I felt conflicted was that as a team lead, I just wanted 

to put in place a plan of action.  So this is what we’re going to do, this is how we’re 
going to sort it, de, de, de, this is what you’ll…what we’ll do.  And I had to, kind of, 
remember that supervision is supervisee led, so I had to let her, kind of, speak 
about how she thought she might, kind of, gain that support or gain…or, kind of, 
fix the, kind of, gaps in her knowledge or address the gaps in her knowledge rather. 
(172-194) 

 
I could see that S/or 2 had some difficulty in trusting fully, at least initially, that the supervision 

approach i.e., a supervisee led approach, was the right way to allow this supervisee to address 

what was perceived as gaps in their knowledge. S/or 2 instinctively wanted to adopt a more 

managerial approach, which they had used previously and were more familiar with, and that 

they trusted in; but at the same time wanted to remain true to the local supervision approach 

being supervisee led. From the next excerpt, I could see this clearly and how S/or 2 and this 

supervisee were able to find common ground.  

S/or 2: Yeah.  I think it was the supervise…supervisory led element of it that threw me off 
because it’s the first time where…in supervision where I’ve really wanted to…to 
identify, I know exactly how to fix this and this is how we fix this, but the person 
really wasn’t up for that approach… 

 
I: Uhm-hmm. 
 
S/or 2: …and in…even in…informal capability or conduct or when your line managing 

somebody, um, or just even through a, kind of, coaching element, you can…you 
can almost, kind of, put more structure in to it.  But when this is somebody’s 
supervision that’s very much led by them, I wanted her to continue to engage in 
supervision and I felt as though if I lay down rules and said, this is what we’re 
doing, this needs to be rectified, this is the target that you need to meet, I felt that 
she just wouldn’t engage in supervision anymore and we’d lose that trust. 

 
I: Yeah. 
 
S/or 2: Um, so I didn't wanna do that so I had to take a, kind of, softer approach.  I did 

manage to weave in a lot of the elements that… 
 
I: [Laugh]. 
 
S/or 2: …I wanted her to…to do but equally she managed to weave in a good few elements 

of how she thought she should get that learning rather than what would work 
better… 
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I: Yeah. 
 
S/or 2: …for her.   
 
I: So you found a middle ground that was comfortable for you both. 
 
S/or 2: Yeah. (291-324) 
 
I could see how S/or 2’s trust in the approach and progressing with the support as part of a 

supervision process evolved. In some ways, I felt it linked back to the ethos of ‘a leap of faith’. 

I felt that S/or 2 initially did not fully trust that supervision was the best way to support their 

supervisee. However, they could see that this supervisee was engaging and willing to learn 

and develop, and so in order to retain that trust and that engagement, they took a leap of 

faith of their own, and allowed their supervisee to lead the process, but with some influence 

from them as a supervisor. A common ground was achieved in this respect. This experience 

was extremely powerful and something all podiatry staff, particularly those in positions of 

leadership and management, should consider if they embrace supervisee led styles of 

supervision.  

5.2.1.2 Trust in the Impact/Outcomes  

 

Trust ‘Through Supervision’ 

 

Linked with the previous experience, S/or 2 had several experiences with supervisees whom 

they line managed. They felt discussions were brought to supervision, just like in the 

experience previously outlined, that had not been brought to them before, nor had they been 

picked up elsewhere. Thus, I felt that for some staff a level of trust was achieved within 

supervision that perhaps was not achieved in other support formats. Some staff appeared 

able to raise things within the context of supervision that they had not, or may have been 

unable to raise elsewhere. S/or 2 alluded to this specifically when discussing another 

supervisee who they line managed and interacted with regularly.  

S/or 2: …some people get to breaking point and then they come and speak to a manager.  
But I don’t feel like this person would have spoken to a manager, um, about it had 
we not had the supervision there. 

 
I: Right.  Just out of curiosity, were you that person’s manager? 
 
S/or 2: Yeah. 
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I: Right.  Okay. So you don’t think if it had been for supervision they would have 

necessarily spoke to you. 
 
S/or 2: They definitely wouldn’t have spoken to me.  We spoke about that in the session.  

Um, because…she chose me as her supervisor because she did trust me and 
because we did have that, kind of, good relationship but, um, she doesn’t…she’s 
not someone who would openly come and ask for help or come and…somebody 
that you need to check in on as a manager.  She would never really come to you 
for…’cause I think she wants to…she’s a young member of staff and an 
inexperienced member of staff and it’s somebody who always wants to prove how 
good she is, so doesn’t like to show weakness to a manager.  And it’s been about 
changing some of our supervision sessions [where they’ve been about…working 
on our relationship to change that it’s not about showing weakness, it’s about 
asking for help is actually a good thing and it’s actually a strength in…in the, kind 
of, workforce. 

 
 So the…the supervision sessions allowed us to continue that, kind of, trusting 

relationship but to have a bit more of a relaxed space to, kind of…  
 

I: Right. 
 

S/or 2: …do it in. (655-685) 
 
This was an extremely powerful experience shared by S/or 2. For me this demonstrated the 

impact on trust that supervision, as enacted locally, had for some staff. This supervisee was 

able to open up about personal and financial issues within their supervision session. This 

experience also really challenged my own perceptions around ‘should line managers be 

involved with supervision of staff’ – in supervisee led formats. As outlined in chapter 2, there 

is a plethora of evidence which suggests the two should be kept separate. However, in this 

particular case I could absolutely see the value of S/or 2’s insight as a manager and how it 

supported this individual: sign posting to e-expenses claims etc. Thus, I would now caution 

managers undertaking this type of supervision that they should endeavour to trust in the 

process and allow supervisees to lead their supervision. I would also now advocate that line 

management experience can be beneficial within the supervision context, if called on 

appropriately.  

Supervisee/Supervisor Development  

 

Many participants trusted generally that supervision had been beneficial for them, as 

supervisees and supervisors alike.  
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S/ee 1: Er, so obviously I said that it’s comfortable but also challenging. So it’s getting that 
balance. But comfortable is that I think my supervisor’s quite well suited to me 
as…seeing as we’ve the same interests. We kind of have the same approach to 
learning, erm, when we say things, we kinda bounce off each other with ideas.  

 
And it’s quite a nice learning environment because my supervisor always says, oh 
I think that was…I didn’t really think about it in that way but that’s quite good. So 
it’s not just that he…he’s the one dictating everything, it’s quite a like…what’s the 
other word [laughs] not dictator? (273-282)  
 

 
I: How did that…how did that make supervision feel different for you then? If you 

were able to open up a bit more with [male name], what impact did that have for 
you as a supervisee? 

 
S/ee 2: Like feeling more like upskilling, like it kind of like faster, learning faster, like faster, 

and, and being able to, to, to feel more confident in, in the things that I, that I 
would do normally. Like, because one of the things that I wrote down is 
independent practitioner and I wrote down leaving. Like [male name] felt…make 
me feel like, you just…like we just need to step up and be like, hi, yeah, I, I can do 
that, yeah. And I’ll, I’ll try to take more, more control over the things that I’m 
doing, not be like, oh well, I will check with… (308-318) 

 

 
S/or 4: ...um, because [pause] with the several supervisees, um, there was quite a lot of 

sharing of knowledge between the...between two of them during...during our 
meeting, okay?  Um, but training and they had gone on and sometimes they 
sh...they sh...saved...shared their documents with me as well and that, and also I 
would share the things that I had been on as well or things that I’d come across.  
So actually, it was, um, [pause] benefiting us both... 

 
I: Mm-hmm? 
 
S/or 4: ...um, and we were sharing, um, the...knowledge. (482-492) 
 

 
S/or 2:  And she actually reminded me of some skills that I don’t really get to use much in 

my everyday practice, so it was a good, kind of, refresher for me, like, learning 
from her.  Um, and she actually taught me something that I didn't know, which 
was really good.  And then once I’d finished my session with her, because she had 
taught me something that I didn't know, I decided that I was going to go and, kind 
of, you know, learn a bit more around that and research that a bit further. (468-
474) 
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I felt from the experiences above that participants generally trusted supervision was positive 

for learning, for supervisees and supervisors alike. S/ee 2, once they had connected with a 

supervisor who they trusted, discussed a key experience above in relation to the impact 

supervision then had for them. This does cross over with experiences pertaining to ‘trust in 

one another’ but is prudent to discuss in the context of ‘trust in the process and its 

impact/outcomes’. Through being able to open up more, S/ee 2 demonstrated to me that 

supervision was then able to facilitate faster learning/upskilling for them. I felt S/ee 2 

articulated extremely well how their trust in the overall process and their supervisor, then 

improved the overall impact supervision was having for them. As outlined previously, initially 

S/ee 2 was paired with a supervisor who did not engage. This left them feeling left behind. In 

contrast here, their supervision journey had progressed and now, working with a supervisor 

they trusted, S/ee 2 felt they were upskilling and learning faster, and thus supervision 

appeared to be an overall more positive experience for them. This made me reflective that 

supervision will, like many development and support processes, not always progress 

smoothly or positively at all times for everyone. It can be a process of trial and error in some 

respects. However, once they were working in a partnership where they felt comfortable, 

S/ee 2 was then able to benefit from participating in supervision.  

In addition to the above experiences, some participants gave more direct examples on how 

supervision had positively impacted on learning, their’s or others’.  

S/or 6: Um, yeah, you tend to see it when you go back and start looking at…if you follow 
them on the…on a dom journey, and you’ll see, right, they’ve done…done better 
there, um, done it with…a good few people with debridement, and, um, so quite 
often when folk are debriding, they’re maybe not getting the results they want, 
and it’s kind of just standing there and showing them, try it this way, try it that 
way. And, um…so examples specifically would be sort of lifting big bits of slough 
off a wound when it’s ready to come.  

 
You often see folk, they’ll start bang in the middle or they’ll try somewhere else 
and just think, turn the scalpel, bring it in like this and they bring it in from the 
edges, and it start…it can really lift bits off. And folk have said, oh, that’s fantastic, 
I wouldn’t have thought of that, and it’s then…that’s going to benefit the wound, 
it’s going to benefit their practice. (372-385) 
 

 
S/ee 1:  And as well, he had me like have a structure for my ’phone consultations. And I 

feel like my subjective assessments improved so much ’cause you can’t…you can’t 
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see the patient, so you’re depend…you’re like kind of depending on what they tell 
you. So having all that information is so much more helpful than just diving in and 
kinda doing both at the same time. ’Cause then you’re structuring it, I suppose. I 
just thought that was quite helpful. (122-128) 

 

 
S/ee 6: So I'd always worked in wound care, but it was always on doms or just in the 

routine clinics, just the wounds that we see.  Erm, so the supervision sessions 
helped me develop in actual that…the two high risk foot…and working in one of 
the clinics down at [hospital name], and obviously I work at [hospital name] as 
well.  Erm, and so yeah, they made me sort of look at development and learning 
the sort of more advanced techniques.  Erm, I worked with [name] for a few years, 
yeah, doing all the advanced techniques.  I learned how to apply larvae, which is 
not something that you would normally do.  Erm, negative pressure and then, and 
all the theories behind it.  It also encouraged me to do a lot more of home learning 
and all that stuff as well.  Erm, and it gave me a lot more motivation to sort of, 
yeah, take my career forward, which I hadn't really had for quite a while. I felt it 
was really quite kind of flat for a very long time. (43-55) 

 
The above participants gave more direct examples of where they felt supervision had 

impacted positively on learning, clinical skills, and patient care i.e., with debridement of 

wounds, subjective history taking in virtual consults, and developing skills in management of 

the high-risk foot. S/ee 6 highlighted that supervision permitted them access to learn skills 

which would not normally be used in their normal or routine clinics. Other participants shared 

similar experiences which allowed me an insight into how supervision can permit access to 

specific opportunities for learning; as well as removing barriers to learning.  

Access for Learning/Removing Barriers to Learning 

 

Like S/ee 6, S/ee 3 also shared an experience whereby supervision had permitted them access 

to learning which may not have been as easily possible in their normal clinical setting.  

S/ee 3:  So with the supervision, what I got was that choice of I want to gain knowledge 
in…in this and I want to gain knowledge in wounds, I want to gain, er, knowledge 
in MSK but I’m really interested on, erm, rheumatology or on this topic. So I want 
to do something out of the norm, out of the normal routine day to develop myself 
in there. And that’s…that’s very difficult to do if you are not planning that. You 
may get one…one patient with gout, er, I don’t know, in four weeks. Erm, so… 

 
I: Yeah. 
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S/ee 3: …unless you plan for something to be organised in your normal day or your, erm, 
in a special clinic, a specialty clinic, you are never going to get that…that type of 
learning. (112-124) 

 

 
S/ee 3:  Erm, so it was good to go back into supervision because it kind of unlock those 

knowledges as soon as I was, erm, one of my, er, our first sessions, erm, I was 
starting to use the ultrasound. And I, as soon as I started, I already started to pick 
up, er, things. If you haven’t done ultrasounds ever you are…you are not going to 
distinguish anything. You think you may see…see something but, erm… 

 
I: [Cough]. 
 
S/ee 3: …possibly not. Erm, but as soon as I started and I…I knew exactly where the fascia 

was, straight away and it…it’s…it was ki…kind of a thing of I actually know this, I 

know it’s somewhere because I…I learned this when I was studying. Erm, and with 

that it kind of unlock a pool of knowledge that I’ve been developing since. (147-

160) 

S/ee 3 explained that supervision had granted them access to working with their supervisor, 

in their supervisor’s clinical setting: a specialist rheumatology clinic. S/ee 3 had done some 

previous training in rheumatology and ultrasound in university but did not see a lot of 

rheumatology patients in their normal clinics, and did not have access to an ultrasound 

machine within those clinics. Thus, working with their supervisor in this setting allowed them 

to maintain and develop these skills by granting them access to patients living with 

rheumatological conditions, and also granted them access to specialist equipment i.e., 

diagnostic ultrasound.  

The experiences shared by participants such as S/ee 6 and S/ee 3, with respect to how 

supervision can permit access and remove barriers to specific types of learning, was a key 

learning point for me, and something which I had not considered prior to hearing these 

experiences. In the context of supervision, when discussing enablers and barriers, I had only 

considered this in so far as what enabled or acted as a barrier to supervision directly. The 

literature explored this in great detail, and I have discussed this at length in chapter 2 

previously. However, the experiences shared here broadened my own horizon of 

understanding with respect to barriers and enablers, and how supervision itself can 

potentially act as an enabler for learning by granting access and removing potential barriers 

for learning.  
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Linked to this, S/ee 3 also outlined that they felt supervision permitted a different type of 

learning to occur.  

S/ee 3: I think so. Erm, it will mainly be due to the fact that I had, erm, a relationship built 
with my supervisor…supervisor, rather than, you know, there’s three colleagues 
downstairs and I can chat with any of them. Erm, but it’s something that I feel 
more comfortable if…if it’s something that I feel more comfortable sharing with 
just one person I think it's better to have that on your supervision.  

 
Erm, because I may not feel…and especially if you are…if you are not working on 
your…on your own, if you have more than one colleague around it may not be 
something that you want to go in-depth or it may not be the time to go…to do 
that. I mean, everyone, if a…at the end of the day and I have complaints or 
something of the sort, I just don’t want to go over that, I just don’t, erm, you know, 
I don’t want to talk in length about that. And I feel most people would be the same, 
you just don’t want to burden yourself with that at the end of the day.  
 
So I feel the supervision also gives you that…that time of, we can talk about this 
for as long as we want because it is something that’s obviously affecting you or 
concerning you or, you know, you want to chat…just chat about it, erm, and give 
your views or get my views or something. So I…I feel it’s easier because you know 
you have that time to do that… 

 
I: M-hm. 
 
S/ee 3: …rather than we are very busy, you don’t really want to, erm, nag at people 

because of they are just…what do you think about that? Erm, short conversation, 
that’s sorted. So if you are asking for something like a short opinion or an idea or 
what would…what, erm, what would you have done, erm, in this case, and have a 
quick, short chat, I feel that you can do that with anyone, it doesn’t really matter. 
I mean, obviously if you don’t get on that’s not happen…but it doesn’t happen to 
me, luckily.  

 
Erm, but with someone that you have more relationship with and it’s decided that 
you know that you are going to be together for qui…quite a bit, erm, or on your 
supervision, it feels better because you can just talk about it and give your opinion.  
 
And, you know, sometimes you may have conflicting views or sometimes you may 
have, erm, like, erm, yeah some views are not the norm or the…or the, erm, the 
common ones. So it may feel uncomfortable to express that in front of people that 
you don’t, erm, get that kind of confidence or, erm, yeah, or, yeah, trusted 
relationship with. (452-493) 

 
I felt S/ee 3 highlighted how supervision benefited their learning and support in perhaps ways 

that more ad-hoc support did not. I could see that S/ee 3 trusted that they could bring 

discussion points to the supervision context that perhaps they would not, or could not always 



104 
 

bring to a more ad-hoc support setting. This was due to their overall trust in the process, 

which stemmed from them trusting this was a better platform to raise certain discussions. 

This they related to time, trusted relationships, and confidentiality. I felt this connected to 

what I have previously outlined S/ee 5 discussed: that they valued the structured approach 

to supervision i.e., having one-to-one protected time, and also that they felt they could speak 

more freely in the supervision context, and this being in part due to working with a trusted 

supervisor. These experiences made me reflective that staff were, at times, able to access 

different levels of learning and support via supervision, when compared to more ad-hoc 

settings or processes whereby issues of trust and confidentiality were perhaps not as 

guaranteed, or perceived to be guaranteed.  

 

Whilst the above experiences outlined how supervision could permit access to specific 

learning opportunities; important to acknowledge is that time was a factor which could 

challenge these learning opportunities.  

S/ee 1: Erm, I think just like obviously I’ve…I’ve said that most of my supervisions have 
been like a clinical-based setting. Just, we have blocked time out [laughs] we 
usually run over ’cause of a complex patient and stuff. So I think that’s more the 
only…the kind of negative side of it is having that kinda time at the end to discuss 
things which we always have blocked out [laughs] but it always seems to run over.  

 
And we never have that time to actually sit down and talk through certain…we 
obviously talk about them as we go, but just having that time at the end of the 
structured time to discuss at the end. But obviously, you know, about time 
constraints and having to have people in, et cetera. But, erm… (698-709) 
 

I had previously proposed that in times of increased service pressures, podiatrists may need 

to adopt models of supervision which are more in action and can occur alongside patient care. 

However, here S/ee 1 allowed me to appreciate that this style of supervision can come with 

challenges, specifically around permitting more reflective style learning. Most of S/ee 1’s 

supervision had been within the clinical setting with patients, and thus service pressures had, 

in some respects, impacted on their supervision: limiting their time for reflection. Thus, as a 

profession podiatry must strive to ensure that supervision permits access to learning and 

support both in action i.e., hands on support and learning, and also on action i.e., reflective 

styles of support and learning.  
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Personal and Professional Impacts of Supervision 

 

In addition to permitting access to specific learning opportunities, many participants shared 

experiences which allowed me to appreciate that they also trusted supervision had been 

generally positive for them in other ways. 

For some, supervision had provided them with some variety in their role, which they appeared 

to value.  

S/ee 3: So that kind of encourages you to…to keep going and to…and to keep doing and 
to let’s book another one whenever you can. So…so we can…we can do this again. 
And I always enjoy my days with supervisions, it’s quite a nice break as well from 
your…from your routine. (270-273) 

 

 
S/or 2: And it actually gave me a break from my desk and a break from my computer and 

a break from emails telling us how stretched the service was.  Um, so I actually 
came out of it feeling more relaxed and more, kind of, able to, kind of, then head 
back in to work as well.  So I think it was a good thing that we did do it.  Um, but, 
yeah, that’s obviously another, you know, conflicting priority with, um…with 
supervision. So that was one of the reasons why I put the word conflicted in 
my…my Wordle. (375-381) 

 
The experience S/or 2 outlined above, was connected to their previous experience which I 

discussed in part, whereby they felt conflicted with respect to supervision, and whether they 

could prioritise it with increasing service pressures. They did however choose to prioritise the 

session in question, and the above paragraph demonstrates how this impacted on their 

workday.  

 

Alongside this, some of the supervisor participants shared experiences which allowed me to 

see that participating in supervision had brought them a sense of role satisfaction.  

S/or 5: It does, it does. Yeah, ‘cause I do, I like…it’s no secret that I do like teaching, and, 
um, I do do a lot of teaching through that, through teaching other people that 
come in for shadowing, not just pods, like doctors, nurses, clinical support workers, 
that sort of thing, um, as well as…as…as your formal doing lectures and stuff like 
that. So I do like to do that, so I think sort of my personality and what I like to do, 
it kind of fits in quite well with sort of using it as a way of teaching as well as 
supporting and things like that, if that makes sense? (1562-1569) 
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S/or 3: … And it’s really…it’s probably just the feedback that you get from people… Do you 
know? Like that kind of encourages you, eh, you as well, isn’t it? You know, when 
somebody takes part in what you’re doing and you can see that they’re feeling 
more comfortable or they’re just engaging with you. You know, that’s… (546-551) 

 
S/or 3: …Well, that’s… Yeah, well… Well, the… They’d just say [name], that was really 

helpful, thanks for that, or, you know, they considered what we’d been discussing. 
That felt quite nice. (560-562) 

 

S/or 4: And she asked if I would do it with her, you know, and felt...she felt comfortable 
with me teaching her and how I explain it, and that.  And, um, yeah, we had a good 
session as well there, and I am more than happy to see if I can help bring anybody 
on in a certain aspect, that they want some support in. 

 
I: Mm-hmm. 
 
S/or 4: Um, [pause] I think that’s my professional duty to them, my colleague duty to 

them, and [pause] it was something I’m quite glad to do and...and enjoy. (636-
645) 

 

The above experiences, and similar experiences from other participants, allowed me to see 

that supervision and supporting staff was something that the supervisor participants enjoyed 

and attained a level of job satisfaction through for themselves.  

In addition to the above experiences shared by supervisors, some supervisees shared 

experiences in which they attributed supervision directly to improving their motivation for 

learning and development, and also attributed supervision directly to encouraging them to 

apply for, and or attain promoted posts.  

S/ee 5: Erm, well I was fortunate enough I got to pick my supervisor, erm, I know that has 
not always been the case with staff but, erm, I got...I was allowed to pick [name2 
1:10] and, erm, I was fortunate that I had got [name2 1:15].  Erm, certainly I had 
no idea really going into it what to expect or what we would look at and things.  
But, yeah, she helped me with interview skills, reading over...and actually boosted 
my confidence to the point where I felt I should apply for a band six again after 
five years of not applying for band six positions because of an experience 
previously. 

 
 So, she actually helped a huge amount and I ended up I got the job.  So, without 

supervision I suppose I wouldn't have my band six either. (24-34) 
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S/ee 6: Yeah.  Yeah.  So I suppose my kind of over-riding experience is that erm, it's 
encouraged me, the supervision sessions have encouraged me to kind of take my 
career forward.  So before, uh, certainly before there was a change in 
management, as well, this structure was very flat.  And then when this was 
introduced, it kind of gave me the motivation to actually do some more stuff to 
kind of push my career forward.  So, first of all, I did, I worked in the high risk foot 
for many years, but I hadn't ever actually kind of pushed to get into one of the high 
risk foot clinics.  (32-39) 

 

 

S/ee 6: Erm, so yeah, I, that, I think that was the sort of overriding thing that I got from 
the supervision sessions.  And then ultimately it's helped me to get uh to level up 
as well, so now, you know, moving from band six in that role to actually got into 
the management side of things, just through, just through the sort of experiences 
that I've learned, erm, in supervision to be, and being a supervisee, but seeing how 
the supervisors worked as well, that I then was tasked to support someone 
through a pretty horrible experience erm, and bring them on as well.  And then 
that, kinda, gave me the motivation to, actually, that’s something that I really 
quite enjoy doing and, you know, supporting staff, something that I really like.  And 
now I've moved on to the supervisor role as well.  So I'm kind of… (59-69) 

 
The above experiences I felt were extremely powerful, and being very honest, the experiences 

S/ee 5 and S/ee 6 shared above were really more than I had perhaps ever hoped with respect 

to how supervision might support staff when I worked with the local team to embed this in 

practice. I knew from all that I had researched that supervision would likely be a positive 

phenomenon for most staff, hence why I embarked on my journey with supervision. However, 

the experiences above allowed me to appreciate how supervision had supported some 

participants in ways beyond what I had initially envisaged. The experiences shared above link 

to the next facet of trust which emerged in the findings of this research.  

5.2.1.3 Trust in Self  

 

For many participants, supervision experiences were influenced by their trust in themselves 

and their own capabilities; and for others, supervision itself impacted on their trust in 

themselves and their own capabilities.  

From the experiences of several participants, I could appreciate that trust in themselves and 

their capabilities were connected to their experiences of supervision.  

S/or 1: Um, yes, there was a…there was a time throughout, um, the pandemic, I suppose, 
where a member of staff wanted me to support them in a way that I felt I couldn’t 
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at the time.  And it wasn’t necessarily because of what was going on there, I had 
other things going on outwith my…out of work, that was like, challenging for me. 

 
I: Right, okay. 
 
S/or 1: And so I felt I couldn’t take on any more at that particular point… (51-59) 
 

S/or 1: …So for me, I had to, I…I kind of…bartered with it for a wee while, I suppose.  I was 
thinking, can I do this, can I not, um, what’s the impact, what will the impact be 
on me if I do?  Um, and I guess…it was difficult in the sense of, I could see…what it 
was they were being challenged with… 

 
I: Right. 
 
S/or 1: …or…or…on by the…department, er, and it was right for them to do that.  So, I 

found it hard to, um, I suppose, feel like I could fully support that person, because 
I didn’t necessarily agree either with the way they…er…the way they did things 
or… (113-123) 

 

 
S/ee 1: …that’s why I have the word daunting here because obviously when you’re in a 

room by yourself you kinda do things and you’re going through the motions and it 
feels quite natural. But then when someone’s over you, like oh my God, what if I’m 
doing this not the way they do it? Or they don’t think that’s the right process to go 
through. So it was quite daunting. But after a while it became…i…it became fine. 
(92-97) 

 

 
S/ee 1: But, erm, and then as I said to you when I got the band six I haven’t went up to be 

supervised yet since that so I only just, erm, oh I have once. It’ll just be quite 
interesting to see how I deal with that ’cause I feel like I know myself I put myself 
under pressure to be at the standard expected so just wonder what my supervisor 
will be like [laughs]. 

 
I: And the standard expected, what for? 
 
S/ee 1: Because I am seen as a specialist so that role kind of carries an extra [laughs] 

pressure. I know you said it’s…you don’t come in the next day a different person 
but [laughs] you know… (184-194) 

 

From the above I could see that S/or 1 questioned their own personal capacity at that time to 

support their supervisee. I felt there was perhaps a level of cognitive dissonance for S/or 1, in 

that they did not trust they could support this supervisee, as they did not agree with how they 

were practising. Reflecting honestly, I did find this experience stirred feelings of my own. S/or 
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1 was evidently experiencing challenges with their own resilience. In times like this I feel 

communication would be key, to communicate what they could or could not offer in the 

supervision context. S/or 1 did do this and outlined to me that this conversation had taken 

place via email.  I did feel somewhat that S/or 1 should have been able to detach from their 

personal feelings concerning this supervisee’s practice. As this influenced their trust in 

themselves to support this supervisee, S/or 1 was not able to offer them support at a time 

they appeared to need it the most.  There were other factors which contributed. S/or 1 

advised me they were not sure if this type of support should have entered into the supervision 

space i.e., support with a capability process. As supervision was new, they were unsure if it 

was appropriate to offer support in this capacity, thus causing them to question whether it 

was safe for them to do so as part of the supervision process, and from a psychological stance 

relating to their own personal capacity. Following this, this supervisee chose another 

supervisor. It was never discussed why, but S/or 1 did question whether they had made the 

correct decision, highlighting to me how this experience made S/or 1 question themselves 

and the decisions they had made.  This experience also continued to re-shape my own horizon 

of understanding around whether managerial style supervision should ever overlap with 

supervisee led supervision. Experiences of other participants I have outlined previously 

highlighted to me how managers can at times input positively to the supervision process. This 

experience from S/or 1 continued to challenge my views as this supervisee had specifically 

asked S/or 1 for support in relation to a capability process. Learning from this experience, I 

would recommend that managers work with supervisee and supervisor pairs if supervisees 

request support via supervision in relation to performance management. The goal would be 

to ensure all parties were comfortable with what levels of support can/should be offered. This 

is something I will recommend we update and offer some guidance on when the local model 

is renewed following this research.  

In addition to S/or 1’s experience, I also outlined two experiences above discussed by S/ee 1. 

Throughout S/ee 1’s interview, I could appreciate that they were somewhat concerned with 

how they were perceived by others in the team. This permeated several discussions and 

highlighted two issues. Firstly, S/ee 1 commented that supervision initially felt daunting. 

Normally they worked autonomously in a room, by themselves. This is the primary mode of 

working for NHS based podiatrists in Scotland.  Thus, when enacting supervision with their 
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supervisor, they questioned their own approach, and how this was being perceived. This 

eventually settled, however in the second experience, S/ee 1 outlined they were feeling a 

degree of pressure about re-commencing supervision now they had secured their band 6 

post. I found this conversation really insightful and could see that S/ee 1 was again 

questioning themselves and how they would be perceived in the supervision space in relation 

to securing this new role.   

The above experiences broadened my understanding as to how confidence and trust in the 

supervision process builds over time. This is supported by many of the papers outlined in 

chapter 2 and was something I had outlined in the local training tool associated with our 

model. However, I recognised I had thought about this only in the sense of trust building 

between supervisee and supervisor. I had never considered this in relation to ‘trust in self’, 

and how this could impact on supervision for staff. Thus, this began to deepen my 

understanding of what ‘trust’ can mean in the supervision context.  

In addition to the above, other participants demonstrated they had good levels of trust in 

themselves, their approach, and their ability to act within the context of supervision. 

Moreover, others shared experiences highlighting how supervision had supported and 

improved the trust they had in themselves and their abilities.  

When conversing with S/or 4, I felt they appeared to trust in themselves when acting in a 

supervisor capacity.  

I: To you as a supervisor, how does it feel in those moments?  Because you’ve 
obviously done that.  How did it feel in those moments to say, I actually don’t know 
that?  I’m not the best person to ask.  How did that feel? 

 
S/or 4: [Pause] Again, okay. 
 
I: Mm-hmm? 
 
S/or 4: Um, and it perhaps, um [pause] I keep going back to this, being honest. 
 
I: Mm-hmm. 
 
S/or 4: It was honest two ways.  And, um [pause] yeah, it didn’t happen all the time, but, 

you know... 
 
I: Yeah. 
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S/or 4: ...there was times where I had to say, well, I’m...I’m not the best person to guide 

you with that.  And...and I don’t have a problem with that and I know my own 
limitations. 

 
I: And I’m probably asking, um...a...a somewhat leading question here, the reason 

I’m asking that, because that ability to open up as a supervisor and say, I don’t 
know that, from everything I’ve read about supervision, that isn’t always the case.  
People aren’t always, especially supervisors, aren’t always able to just open up 
and be honest about that.  And I think it’s really admirable that you’ve done that.  
So what was it about your experiences as a supervisor with these people that 
allowed you to be able to do that? 

 
S/or 4: I think, and I know you should have put down there, um... 
 
I: [Coughs] 
 
S/or 4: ...it was friendly. 
 
I: Mm-hmm. 
 
S/or 4: Okay?  Um, and I’ve mentioned already that I knew them before supervision... 
 
I: Good point. 
 
S/or 4: ...and they knew me.  Um, we were like friends but colleagues.  But, you know, we 

socialise at work nights out... 
 
I: Mm-hmm. 
 
S/or 4: ...and this sort of thing.  So there was that, um, being relaxed in each other’s 

company and able to do that. (1243-1291) 
 

This conversation extended from a bigger discussion outlining that sometimes S/or 4 would 

lead the supervision session, if it was an area they were comfortable with, and at other times 

they would sign post the supervisee to other colleagues or resources. S/or 4 was confident in 

their own scope of practice, and thus trusted in themselves and where they could offer 

support; and where it would be sensible to involve other people for the benefit of the 

supervisee. I felt this came back to S/or 4 trusting in themselves and being aware of their own 

capabilities. As seen above, it was also because the supervision environment felt relaxed, 

linking to ‘trust in the process’, and it felt relaxed as there was a trust between S/or 4 and 
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their supervisees, linking to ‘trust in one another’. In direct contrast to this experience, S/ee 

2 shared with me the following.  

S/ee 2: I only… I mean, but that’s something to do with, with me, my… Straightaway, I 
would say, like, why someone would be…will want to be my supervisee? That’s my 
first [laughs], like what are you going to learn from me? There is nothing to learn. 
So, I never…that’s something that, that is just me in my head, because I… When, 
when I hear someone say, like, oh, he’s…[interviewee’s name; 30:51] really good, 
I’m like, are you, are you being serious? Like, do you…? Like, I don’t…I always have 
like a big imposter syndrome, so it’s like, well, if you think so, good for you, but I 
don’t think that about myself [laughingly]. 

 
I: And with imposter syndrome, has…as a supervisee, and experience in supervision, 

has that, has that impacted on that at all, or is that something that’s still…? 
 
S/ee 2: No, it’s just because it’s something that just makes me not be comfortable. I’m 

never going to walk into a room with, oh, of course, yeah, I have a patient. Well, 
yeah, you just need to do this. That’s not… So, the imposter syndrome is like it just 
makes you be quiet and I just listen and I’m sort of just in case one day that could 
be you. So, it’s just constantly learning and questioning myself, like, I don’t know 
if that’s right or not, I’m going to check it. 

 
I: Mm-hm. 
 
S/ee 2: So that’s the only thing that worries sometimes, like I don’t think…why they will 

come to…what are they going to learn from me if I’m learning from the rest 
constantly? (646-672) 

 

The above was a pivotal learning moment for me during this research. Evidence had 

suggested that staff valued training for supervision, and I felt that training was necessary for 

staff to help them build confidence with supervision. What I had not considered, was how 

their own ‘trust in self’ would impact on how they felt they could engage with supervision. 

This continued to deepen my understanding of what trust is in the supervision context and 

made me reflect on how, within the local context of supervision, we (myself and the podiatry 

team) could support staff to develop trust in themselves in relation to supervision. Learning 

from this I intend to recommend locally that we include a reflective task within the local 

supervision training PowerPoint slides. This will ask staff to reflect their own skills/assets 

which they could bring to the supervision context, and may contribute to supporting staff to 

trust that they do have valuable assets to bring into supervision.  
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Finally, in relation to ‘trust in self’, some participants shared experiences which highlighted to 

me that, through supervision, their trust in themselves improved. I have outlined two such 

experiences previously from S/ee 5 and S/ee 6 who both shared they felt supervision gave 

them the confidence to apply for promoted posts, which both successfully attained. I would 

not claim that supervision secured S/ee 5 and 6 their promoted posts; they secured these 

posts based on their own merit. However, working with a supervisor whom they both trusted, 

within a process which they trusted, strengthened their trust in themselves and their own 

capabilities, and empowered them to apply for the aforementioned posts. Both alluded to 

this in their one-to-one discussions (outlined previously – section 5.2.1.2).  

The outlined experiences are examples only, and the above participants and others 

demonstrated to me that ‘trust in self’ impacted on; and was impacted by supervision. This 

was a key facet of trust which I felt emerged within this research, which I had never previously 

considered, nor had this been considered within the published literature outlined in chapter 

2, to the best of the researcher’s knowledge. Learning from this I now intend to make two 

recommendations when updating the local supervision guideline and training tool: firstly, to 

include guidance on how supervision can crossover with capability processes and 

performance management and what staff should do in this instance, and secondly, to include 

a reflective exercise for staff to begin to capture what assets they have which could be 

brought into the supervision arena. Hawkins and Shohet (2012) suggested that a blend of 

existing skills and training are required to successfully participate in supervision. Waskett 

(2009) proposed that AHPs already possessed many of the skills required to undertake 

supervision, due to their undergraduate training. I would now expand this and suggest that 

staff also need to have a level of ‘trust in self’ in order to successfully participate in 

supervision, as a supervisee or supervisor. Leaders introducing or supporting supervision 

should be mindful of how they engender this through supervision training, and through 

supervision itself.  

5.2.1.4 Trust in One Another  

 

Whilst some of the previous facets of trust I have outlined I had not considered prior to this 

research; ‘trust in one another’ is the one facet of trust which I feel I had considered prior to 

this research. In the local supervision guideline and training tool which I developed, I 
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recommended that staff chose a supervisor: someone they trusted and could open up to. 

What the experiences shared by participants offered me was a deeper insight into which 

factors impacted on supervisor/supervisee trust in one another.  

Supervisees generally chose, and or continued to work with their supervisor as there was 

something which they admired/trusted about them.  

S/ee 1: Yeah, I would like to think so. ’Cause I think that’s why I picked that supervisor 
’cause his, erm, clinical skills and way of thinking is quite similar to mine. So I would 
like for my people who want me to be their supervisor to kinda feel that way as 
well. (1378-1381) 

 

 
S/ee 2: And, yeah, I’m excited because I, I think…I mean, she should be quite good for, for 

me to, to know the things I want to know. 
 
I: And what, what made you…? Did you pick this supervisor? 
 
S/ee 2: Yes, I… Apart from the first one, I picked all of them. 
 
I: Right, and what, what was your thought process? What was your…the moment 

you decided on this person? 
 
S/ee 2: Again, like she is more…like in this case, like more experienced than [male name]. 

She just, like, got a new position, she’s a band seven now and she’s been working 
a long time in the nail surgery team and like in the diabetic clinic. So, she’s really 
involved with vascular and, like, different stuff, that I might even come to her… 
What I want is, like, if I encounter something… (412-427) 

 

 
S/ee 4: Oh, I think, I suspect because of my daughter’s kind of diagnoses with learning 

differences, that I’m probably not as, um…I maybe possibly am diagnosed 
definitely dyslexic and possibly autistic as well. 

 
I: Right. 
 
S/ee 4: So I need to feel comfortable with the person. And I knew that, well, my…my 

feelings were that [name] was the type of person who would be non-judgemental, 
and that’s basically it. (93-101) 

 

 
S/ee 5: Because it was...I trusted the supervisor.  I knew that what I was saying... 
 
I: [Cough]. 
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S/ee 5: ...wouldn’t go any further.  At that point she wasn't a member of the management 
team either. 

 
I: Mmm hmm. 
 
S/ee 5: Erm, and there was...and there was...and I had selected that person because I 

trusted them.  And because of everything that I said, erm, I was able to open up 
and she was very thingway about supervision could be anything that I wanted it 
to be.  We could discuss whatever, erm, I felt I wanted to discuss as far as 
advancing my career et cetera. (325-338) 

 

I was able to appreciate that supervisees chose/worked with supervisors as they trusted 

them, or trusted in them on some level. Sometimes this was influenced by professional 

factors; and other times it was influenced by deeply personal factors. This deepened my own 

horizon of understanding as to what could impact on or influence the trust supervisees had 

for their supervisors.  

With respect to what impacted on supervisors trusting in their supervisees, I recognised I had 

not given this much thought. I had primarily considered the need for supervisees to trust 

supervisors, prior to this research. A key insight which emerged was around engagement, and 

supervisees’ actual or perceived levels of engagement impacted on the trust supervisors had 

in the supervision context.  

S/or 1: So, um, I guess just noticing…when…um…staff maybe don’t take ownership of 
their own learning and responsibility. 

 
I: Yeah. 
 
S/or 1: Um…so that it feels like, maybe, a  one-way, um…interaction, rather than it being 

a shared interaction.  Um, so…I’ve noticed that, um, and I’ve noticed the other way 
around as well, where people have…really, you know, um, come prepared, and, 
um…it tends to be a much better, um…interaction that we have. 

 
I: Right.  And what do people who sort of maybe don’t take that ownership 

and…what’s been your experience of, like, that, and how has that impacted you as 
a supervisor? 

 
S/or 1: Um…so I guess it…I guess when I think about the relationship, I 

think…maybe…that…it’s not taken as seriously as I would like, um…because there 
just…may…maybe people are just expecting to get something out of…from you all 
the time, um, which in one way they…they are, you know, th…you’re there to help 
them… (427-446) 
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I: …And what’s been your experience when somebody does really does drive the 
learning, how does that feel as a supervisor, when you’re in those moments? 

 
S/or 1: Yeah, no, I think it’s great, I think it’s encouraging, because it actually spurs me 

on, I think, great, this person’s really, you know, they’re really interested, they’re 
wanting to…they’re wanting to learn, and so do I, so it becomes a great space.  Um 
and…um…the other thing, you know, as I say, this spurs me on to go and support 
them further whereas, I don’t know, maybe I feel like I…I would hold back a little 
bit more from someone who doesn’t. (472-481)) 

 
Whilst several supervisor participants alluded to similar experiences, S/or 1 in particular 

appeared to be influenced by perceived supervisee levels of engagement. This impacted on 

the trust they had for supervisees in the context of supervision, and also on how they 

interacted with the supervisee in this context. If they perceived the supervisee to be engaged, 

this motivated S/or 1 to engage in return. However, if they perceived this engagement was 

not there, then they held back a little more. I felt this also related to the expectations that 

S/or 1 had of supervisees within the supervision context. S/or 1, from the answers they 

provided describing their own supervision characteristics (see table 5, chapter 4) did complete 

a supervision contract with all their supervisees, which is designed to allow supervisors and 

supervisees to outline their expectations in relation to supervision. However, S/or 1 appeared 

to have expectations which some supervisees had not met. This impacted on S/or 1’s trust in 

their engagement, and how S/or 1 engaged in return.  

The experiences outlined allow one a deeper insight into factors which impacted on or 

influenced ‘trust in one another’ between supervisors and supervisees in the supervision 

context. Having an appreciation of these may allow podiatry as a profession to progress with 

supervision in a more informed manner. Locally, I will now recommend that this facet of trust 

be not simply alluded to in the guideline/training tool with respect to supervisees choosing a 

supervisor whom they trust. This should now be expanded, outlining more explicitly the need 

for trust to flow both ways, and the above experiences will allow specific examples from 

practice to be used to illustrate to which factors can influence ‘trust in one another’ between 

supervisors and supervisees.  

5.2.1.5 Trust in the Organisation (and One’s Position Within)  
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The final facet of trust which emerged in the findings of this research was one which I had not 

considered at all prior to hearing participants’ experiences, nor had I come across this in the 

published literature. Two main insights emerged in relation to this: supervision impacted on 

some participants’ trust in the organisation in which they worked (at team level); and 

professional safety and security may be necessary for staff to embrace supervision.  

Supervision and Participants’ Trust in the Organisation  

 

Experiences shared by some participants highlighted to me that supervision may have had a 

level of impact on the culture of the local podiatry team with respect to learning, and how 

supported staff felt.  

S/or 5: I think so. I think it opens things up for people, um, that…I think as well before 
supervision, there was…there was nothing, there really wasn’t a mechanism to 
discuss anything like that formally. Um, okay, the odd phone call or whatever, but 
nothing regular and…and sort of formal and…and, er, you know, aye, I think 
that’s…that’s definitely helped.  

 
I: And as a supervisor is there anything about the model that you’re using or that 

the team are using that you’ve found enables that apart from the fact that it’s 
there?  

 
S/or 5: Um… 
 
I: You might not, I’m just asking that as an open question.  
 
S/or 5: No, I think the fact that it’s there is a…a good start ‘cause I think the department’s 

got quite a lot of catching up to do in the point of view of, um, supporting staff 
and, um, allowing staff to speak out and speak up and, you know, be part of that 
sort of whole conversation, so I think…I think it’s…it’s good that it’s started. It’s 
not gone as far perhaps as it would have done with COVID and everything else. I 
know it’s an excuse but…(1358-1377) 

 

 
 
S/ee 5: …So that one is still [laughs] hanging there.  The...but the quality of the service, 

yes.  And equally I put equality as well.  It gave me the ability to get confidence to 
get back into an interview setting and think there is absolutely no reason why I 
shouldn’t be successful at going forward.   

 
 But it is purely just the past my confidence got totally trashed.  Erm, and I did go, 

I did ask for feedback as to why I hadn’t gotten an interview.  And the feedback 
was that the infection control stuff didn’t have a place in podiatry.  After six years 
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of working on it [laughs] and being encouraged.  I thought, what the hell have I 
been doing for six years [laughs].  So, yeah.  

 
 But, like I said, I wouldn't be here in this...in my band six role currently if supervision 

wasn't in place.  Because that conversation wouldn't have taken place 
because...simply because [name] and I wouldn't have had the protected time.  And 
had I not been allowed to pick [name] it would have been...if I had been assigned 
a supervisor I wouldn't have been as open.  I know I wouldn't have, erm, because 
all the supervisors that are getting encouraging...encouraged from what I 
understand from other members of staff are all specialists in...in their fields.  They 
are either MSK or they are diabetes or they are...so there is this kind of it is the sort 
of drive to pigeon hole folk into a speciality. (477-497) 

 
 

 
S/ee 6: Yeah. Yeah.  So I suppose my kind of over-riding experience is that erm, it's 

encouraged me, the supervision sessions have encouraged me to kind of take my 
career forward.  So before, uh, certainly before there was a change in 
management, as well, this structure was very flat.  And then when this was 
introduced, it kind of gave me the motivation to actually do some more stuff to 
kind of push my career forward.  So, first of all, I did, I worked in the high risk foot 
for many years, but I hadn't ever actually kind of pushed to get into one of the high 
risk foot clinics… (32-39) 

 
S/ee 6: …Yeah.  It made you think about developing yourself rather than, knowing that 

you needed to, but because, probably for a very long time, there wasn't a huge 
amount of career progression.  And there was also, you know, there was a very, 
kind of…[sighs] how do I describe it, it's kind of, it's kind of a very flat, again flat is 
probably the best way to, a very flat system.  Everyone was pigeonholed into 
different teams.  So you weren't really encouraged to develop yourself to get into 
those teams because you were told no, there's, there's no space in that team, you 
know.  [Voices overlap].  So, you would kind of like, well what's the point in me 
doing this and this and this, because I'm not going to get into that team that I 
want to get into.  Erm, but this supervision stuff that came out, kind of thought, 
well actually, I’m gonna just push myself and it did, and it did lead to that 
development which was really good. (116-128) 

 
The above experiences are extremely powerful to consider. Both S/or 5 and S/ee 6 appeared 

to feel that prior to supervision, support for staff within the department had been lacking. 

S/ee 6 also attributed this to a change in management structure, not solely supervision. For 

S/ee 5 and S/ee 6, I could see that both, prior to supervision, felt that encouragement to 

develop, and opportunities for progression were limited. Supervision appeared to provide 

both these participants with motivation to push forward in their career. From their 

experiences, I felt supervision had restored their trust in the organisation, at a team level, in 
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that progression, generally and for them, now felt possible. This overlapped with the facet of 

trust – ‘trust in self’, as supervision also appeared to improve this for both S/ee 5 and 6 

(discussed previously).   

Trust in One’s Position Within the Organisation 

 

Whilst some participants’ engagement with supervision appeared positive in relation to their 

trust in the organisation, one experience shared by S/ee 2 allowed me an additional insight 

into how one’s trust in their own position within the organisation may impact upon 

experiences with supervision.  

S/ee 2: Being like…like even other people that I didn’t expect them to complete it, they 
went, oh yeah, yeah, yeah, I’ll complete it. and I felt like, no, they’re not going to, 
because they are busy or they are doing something, and they just hand it to me. 
And I was like, right, so it can be done, it takes five minutes to be like, oh, 
[interviewee’s name; 10:51], when I worked with [interviewee’s name; 10:53], it 
was like this, like this, like that. So those two things make me feel a little bit like, I 
can’t really rely on you and you are my supervisor. If I chose you, it’s because, I 
don’t know, for me, you are up there, you know, because I want to be like you, you 
know, in a way. But that’s why I started to feel…that’s another word in the, the 
things that we were doing, apathetic. Because I kind of… I was like, I don’t want 
to do any more supervision with you. Like every time that he will be contacting me, 
I will be like, oh…I will just push, he’ll be like, oh, I can’t, or this, or that, or, I don’t 
know. (234-247) 

 
S/ee 2: To know, it was like, am I going to be fired, or like…? So, it was more important for 

me to keep my job than, oh, I don’t know hallux rigidus enough. So, I was like, 
right, right now is not the time to be focused on that. Then when I passed that and, 
and I felt more…like everything was fine and I knew like they would be using me in 
nail surgery and for other things that they were slightly far away from, from MSK, 
this is when I decided to relate it with the things that happened as well. But a few 
things, I was like, right, I think its’s the time to, to change to another supervisor. 
(257-264) 

 

The above experience I have chosen to discuss under this facet of trust, however it also 

strongly related to ‘trust in one another’. Here, S/ee 2 had asked their supervisor for support 

as part of a capability process, which the supervisor declined. The first paragraph highlights, 

in part, the impact this had for S/ee 2’s trust in this supervisor. The second paragraph was 

another pivotal learning point for me through this research. S/ee 2 let me see that when they 

were going through this capability process, supervision, and focusing on MSK content within 
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this, was suddenly not their priority. S/ee 2 had concerns over the safety of their position 

within the organisation and, likely linked to somewhat negative experiences with supervision 

too, supervision became less of a priority as their focus was on meeting their capability 

objectives. Once they passed the capability process, they then re-engaged with supervision. I 

previously outlined that one of the key recommendations I would make, is that the local 

supervision guideline and training resource would be updated with information to support 

staff should supervisees request support in the supervision context relating to performance 

management. I feel this experience solidifies the need to do this. S/ee 2’s experience here 

offers a unique insight into how trust in one’s position within an organisation can impact on 

one’s ability to embrace supervision, at a time whereby it is likely needed most. Advice to 

support staff, supervisors and supervisees, with similar scenarios must offered in the local 

guideline, and experiences like this should be considered by leaders and individual staff 

members enacting supervision.  

5.3 Trust in the Supervision Context: Recommendations, and a Model to Contextualize 

Findings for Practice  
 

5.3.1 Recommendations Based on the Researcher’s Analysis of Participants’ Experiences with 

Supervision  
 

In light of the findings of this research, there are seven recommendations, previously outlined 

in chapter 5 (throughout section 5.2), which the researcher makes following the experiences 

shared by the participants of this research. Whilst they have been previously outlined, for 

clarity they are presented here together. Readers of this research should understand that 

these recommendations are being made following an exploration of the experiences of a 

single cohort of podiatry staff, with one specific model of supervision. Thus, the transferability 

of the research findings generally, and these recommendations, will be variable depending 

on the cohort of staff involved and the model of supervision being enacted.   

1. One should consider not simply how to engage staff with supervision; but how to 

ensure staff trust in any supervision process embedded within practice  

2. At times of peak service pressures, podiatrists and other AHPs should consider models 

of supervision which are ‘hands on’ and conducted alongside patient care 
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3. However, this should be balanced with more reflective models of supervision which 

staff may still benefit from  

4. In the context of podiatry, those working in areas of practice with high risk patients, 

must still strive to prioritise supervision for staff 

5. Local supervision guidelines should provide advice for all stakeholders on how 

supervision can sit alongside capability and performance management processes. 

Specific advice should be offered on how support can be given in the supervision 

context in relation to this 

6. Leaders should consider how they will support staff to ‘trust in themselves’ in relation 

to supervision, to maximise its uptake, and to support staff in feeling confident and 

competent within the supervision context. I recommend that the local podiatry team 

add a reflective task into the supervision training to allow staff to map out their own 

strengths, with the goal of supporting them to realise the positive traits they have 

which can be brought into the supervision context 

7. Whilst supervisees do need to be able to trust supervisors; supervisors should also be 

able to trust their supervisees. Local guidelines and supervision training resources 

should capture this and promote the need for trust to flow both ways i.e., ‘trust in one 

another’. Examples may be used from the findings of this research, and or from 

practice to outline which factors impact on trust between supervisors and supervisees 

5.3.2 Trust: A Conceptual Model  

 

Based on the findings of this research, the researcher developed the following visual 

conceptual image (figure 8) to capture the overall phenomenological findings, and to 

represent how these findings are relevant to supervision practice within the podiatry and 

wider AHP setting. The image may help guide how we should move forward as AHPs and 

podiatrists in the context of supervision from this point. As outlined previously in section 

5.3.1, how applicable this model, and the research findings generally will be to readers of this 

work, will vary depending on the staff involved and the supervision models in context. Why I 

chose a tree will become clear as I provide an explanation and additional context around this.  
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Figure 8: A conceptual (visual) model of trust as a key essence of the phenomenon of 
supervision  

 

The tree in figure 8 represents what emerged in the findings of this phenomenological 

research: that of trust being a key essence rooted in the phenomenon of supervision. This 

emerged as participants shared their lived experiences of supervision with me as part of this 

research. I feel that from the experiences shared by participants, one can appreciate that 

trust, or a lack thereof, both enabled and inhibited supervision in many respects for 

participants of this research. I would argue that moving forward, as a local team and as a 

wider profession, podiatry, and AHPs generally, should strive to continue to embed 

supervision within practice. In order to achieve this and grow the phenomenon of supervision 

throughout practice, one must consider, amongst other things, trust and the different facets 

of this phenomenon which have emerged in the context of this research.  

The tree in figure 8 represents something that all stakeholders involved in supervision must 

consider: that trust is a key essence of the phenomenon of supervision. Those involved with 
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supervision should consider how to embed trust at the root of any supervision processes 

introduced within their teams. They must also consider how the different facets of trust may 

permeate the experience of supervision for staff, and in addition, the use of the tree 

represents the need for all staff embracing supervision to consider how to grow trust, and the 

different facets of trust outlined, through the actual process of supervision itself. I did initially 

consider using a flower to represent the findings from this research. However, upon reflection 

a tree felt more appropriate as supervision, and trust at the root of supervision, is something 

teams should aim to grow and sustain. A tree is strong and sustainable, whereas a flower 

usually blooms for only a short period. Thus, the tree was chosen to represent the need to 

not only grow and encourage supervision to blossom within teams; but to also indicate the 

need to ensure its sustainability. Moreover, ensuring trust is embedded is part of what will 

grow supervision in a positive manner, and ensure its sustainability. 

If podiatrists and AHPs can embed trust at the root of supervision; if they have a deeper 

understanding of how trust permeates the supervision experience; and if they can 

successfully grow the different facets of trust through supervision: then it may become, and 

or remain, a valued and sustainable experience for staff. The risk of not doing this is that trust 

may not develop within and amongst staff within teams striving to enact supervision, and 

thus engagement of staff with the process may be impacted. Furthermore, the experiences 

outlined previously by participants of this research highlighted that when staff experienced 

challenges relating to specific facets of trust, which emerged in the findings of this research, 

their overall experience with supervision could be impacted in a negative manner. Thus, 

engendering trust, and its different facets, must be a key goal of any podiatry, and or AHP 

teams enacting models of supervision.  
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6.0 Discussion 
 

This chapter will offer a reflective discussion based on the findings that have emerged through 

this research. The researcher will reflect back on their previous work on supervision, as well 

as the literature outlined and reviewed in chapter 2. New literature will also be considered in 

the context of trust and supervision specifically. The purpose of this will be to offer a 

discussion on how the researcher’s horizon of understanding has evolved pertaining to the 

phenomenon of trust in the supervision context. In addition, a discussion will be offered in 

relation to what the findings of this research add to the current body of knowledge pertaining 

to supervision, and associated issues of trust.  

6.1 Reflecting back on what was already known about ‘trust’ in the AHP supervision 

context 
 

Once I had analysed the data and reflected on the findings which emerged, I recognised that 

I had previously considered trust in the supervision context, but I wanted to go back to my 

previous work i.e., the supervision guideline which I co-created with staff (McIntyre & 

Downie, 2020) and associated training resources, and review what I had previously included 

in those with respect to trust. In addition, I was mindful that throughout the literature, which 

I presented in chapter 2, trust was mentioned in some of this research. I wanted to go back 

and compare this to what I felt this research had now unearthed in relation to this 

phenomenon within the context of supervision. Finally, I also searched for new literature 

specifically relating to trust in the AHP supervision context to compare any literature existing 

relating to this with the findings that have emerged in this research. The purpose of this was 

to allow me to reflect on how my own horizon of understanding had changed in relation to 

trust within the context of supervision, and to also understand more fully how the findings of 

this research compared to what was already known about the phenomenon of trust in the 

AHP supervision context.  

6.1.1 Reflecting on My Previous Work 
 

When I re-visited the work I had undertaken to date with supervision, whilst I had mentioned 

trust, this had largely been minimal compared with how I am now viewing this concept within 
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supervision following participants sharing their experiences with me. For example, in the most 

recent supervision guideline, trust was mentioned only once throughout the 26 page 

document as follows, “Your supervisor will normally be someone in the same profession i.e., 

podiatry, and should be someone who you trust and can be open and honest with in 

discussing you/your role.” (McIntyre & Downie 2020, p.8). In the original supervision training 

for staff and for supervisors which I developed and delivered, trust was not mentioned at all 

in either. In the more recent training tool, which I developed for all staff in 2020, I mentioned 

trust several times. I discussed that all parties involved in the supervision dynamic, 

supervisors and supervisees, should aim to be approachable and trustworthy. I again 

mentioned the importance of picking a supervisor whom the supervisee could trust, and I also 

outlined how trust and rapport to open up can develop over time for supervisees involved 

with supervision. Thus, I had really only considered trust between supervisees and 

supervisors, and more from the position of supervisees trusting in their supervisors. Whilst 

trust was not often outlined specifically, I had mentioned other concepts which I now see, 

from my participants’ experiences, are, or can be, related to trust e.g., vulnerability, rapport, 

confidence, engagement of staff with the process, and outcomes from supervision. I now also 

appreciate that when I created my own word clouds, as part of this research, I did not 

explicitly mention trust at all (see appendix 16). Linked with my previous comments however, 

there were other reflections which I made which I now appreciate relate to trust, just as I am 

seeing in the experiences of my participants.  

By reflecting on the work I had done previously, I could immediately see how my own horizon 

of understanding had been challenged and changed following discussions with my 

participants. My previous understanding of trust was somewhat limited and focused primarily 

on the importance of supervisees trusting their supervisor. I am now seeing trust as a much 

broader and more central phenomenon within the context of supervision, and my 

understanding of the different facets of this phenomenon in the context of supervision 

continues to grow. This challenge to my own horizon has come as a direct result of engaging 

in dialogue with participants within this research. This is truly in keeping with Gadamer’s 

concepts of the fusion of horizons and what can be achieved when one engages in dialogue, 

and in play with what is other (Gadamer 1977; 2013).  
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6.1.2 Trust within the AHP Supervision Literature  
 

In addition to reflecting back on my own work on supervision, I also re-visited the literature, 

presented in chapter 2, to review what had already been evidenced empirically with respect 

to trust in the AHP supervision context. Several papers/authors directly mentioned trust 

within this context. All of the studies which will be discussed with respect to trust, have 

previously been reviewed/critiqued in depth in chapter 2 of this thesis (and in appendix 5). 

Only what they discussed in relation to trust will be considered here. I found three main areas 

which emerged with respect to what the literature already appeared to highlight concerning 

trust in the context of supervision. Firstly, there was evidence highlighting some factors which 

impacted, or were thought to impact on trust in the context of supervision. Secondly, there 

was evidence which offered insight into how trust in the supervision context can impact on 

various outcomes, and finally, there were general perceptions of research participants, and 

outcomes which existed, in relation to trust in the supervision context. Each of these areas 

will now be discussed.  

6.1.2.1 Factors Which Impacted on Trust 

 

With respect to factors which impacted or were thought to impact trust in relation to 

supervision, several studies offered insight here. Some AHP participants in Barriball et al. 

(2004) felt that openness and trust were more difficult to foster if supervision took place in a 

multi-professional format, particularly for new or less experienced staff. Why this was felt to 

be the case was not clarified, nor were the specific aspects of trust which this referred to 

explicitly outlined. The discussion on trust continued with Smith and Pilling (2007). 

Participants in this study felt that sharing stories in the supervision context was powerful and 

helped foster trust and understanding in the group, and consistency in how supervision was 

approached was felt to help foster a trusted and safe environment for participants. 

Specifically what aspects of trust and understanding were improved, is not discussed, 

however reference to a safe environment may indicate one aspect of trust which was being 

referred to.  

In more contemporary literature, several studies discussed factors impacting or perceived to 

impact on trust. Kuipers et al. (2013) demonstrated that peer groups which evaluated their 
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supervision in some way, reported greater scores with CSEQ items relating to levels of safety, 

confidentiality, trust between members of the group, and confidence in discussing issues with 

the group. Whilst the authors did not explicitly define which aspects of trust were positively 

impacted by evaluation of the supervision, linked issues of safety, confidentiality and 

confidence in the context of peer group supervision give some context as to how trust may 

have been improved for participants in this study who evaluated aspects of their supervision. 

More recently, Gardner et al. (2021) also used the CSEQ to evaluate supervision for AHPs. The 

authors added some open ended questions and conducted focus group discussions to offer 

additional qualitative insight. From the outcomes, the authors suggested that structure within 

group supervision, and respect amongst participants, are essential, as not having these can 

lead to staff having a bad experience with supervision, which can impact negatively on their 

trust with group supervision. A recent study by Baker et al. (2022), which also focused on 

group supervision, included a quote from one participant which suggested that supervision in 

a group setting could potentially impact on safety and trust for some staff as they may feel 

unable to open up fully in a group setting. On a final note, in another recent study by Rees et 

al. (2022) a quote from one supervisor participant outlined that they felt supervision training 

and reflecting on this improved the trust dynamic between them and their supervisee, but 

they did not outline specifically how this improved trust in this way.  

In Martin et al. (2016), for OT participants, choice in supervisor and having more frequent 

supervision sessions were linked with higher MCSS scores for the subscale of ‘trust and 

rapport’. Whereas staff aged 51-55 and short duration of supervision sessions were both 

associated with lower scores in the ‘trust and rapport’ subscale. As this is a quantitative scale, 

the specific aspects of trust which were impacted, positively or negatively, cannot be 

understood from the outcomes. In Wilson and Taylor (2019) mid-level clinicians, what mid-

level means was never defined, were more likely to report “I have issues with trust and 

confidentiality”, as a barrier to participation in supervision, when compared to more senior 

clinicians. From the qualitative component of this research, one can appreciate some 

participants had concerns over trust in relation to confidentiality, and how open they could 

be in the supervision setting, and concerns over what would be repeated following their 

sessions. This allowed some triangulation between quantitative/qualitative outcomes to offer 

some insight into which facets of trust participants were referring to in this study. 
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What is evident, is that whilst trust is mentioned in the previous studies, it is often mentioned 

very briefly i.e., in one quote, or as part of a subsection in a quantitative survey. It appears to 

be linked with related concepts such as confidentiality, safety, and structure and process. 

Trust is often mentioned, but never truly defined, and never explored in any depth. In 

addition, in models of supervision which are primarily focused on supervisee support i.e., 

supervisee led models, the focus on trust is often somewhat biased towards the trust 

supervisees have in the supervision process, and in their supervisors. I previously offered a 

reflection on this in section 6.1.1 with reference to my own past work in the context of 

supervision. It is likely that I was biased towards ensuring trust was ensured for supervisees, 

as the literature I had been immersed in was also somewhat biased in this respect. This links 

also to recommendation 7 I have made in section 5.3.1 of this work. This recommendation, 

alongside the others, came as a result of my own horizon of understanding on trust expanding 

following consideration of the experiences of participants with supervision as part of this 

research. Trust should not be prioritised or biased toward the supervisee or supervisor, it is 

something which should flow both ways.  

6.1.2.2 The Impact of Trust on Supervision Outcomes  

 

The next insight the literature offered related to how trust impacted on various outcomes in 

relation to supervision. Two studies offered insight here (Hyrkas et al. 2006; Hall & Cox 2009). 

Hyrkas et al. (2006) demonstrated that supervisees who scored high in the ‘trust and support’ 

subscale of the MCSS scale were more likely to score higher for intrinsic job satisfaction on 

the MJSS (OR 1.6, p=0.018), and were more likely to score higher for ‘task centred activities 

of nursing’ in the good nursing questionnaire (OR 2.4, p=0.001). Whilst this may indicate an 

association between trust and some of the aforementioned outcomes; one cannot be certain 

that this is causal based on this research and its outcomes. Given the research design and 

outcomes being reported, it may not be that trust within the supervision context actually 

improved job satisfaction outcomes. It could simply be that participants who were feeling 

generally positive at work, for a myriad of possible reasons, scored positively on both of these 

components. Furthermore, again as the MCSS is quantitative, exactly what facets of trust this 

is alluding to is not available from this data. In Hall and Cox (2009), physiotherapy participants 

felt that confidence in supervision was improved if there was trust in the supervisory 

relationship with respect to maintenance of confidentiality. Thus, we do have an appreciation 
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as to which aspect of trust was being referred to in this research: trust in the supervisory 

relationship in respect of confidentiality.  

6.1.2.3 General Perceptions of Trust from the AHP Supervision Literature  

 

Finally, additional research highlighted more general perceptions and outcomes relating to 

trust and supervision. Factors which were thought to be important, or thought to impact 

positively on trust included:  physiotherapy staff felt good supervision involved the 

supervisor-supervisee relationship being built on trust (Redpath et al. 2015); trust was felt to 

be vital to allow staff to open up in group supervision for arts therapy trainees (Miler & Robb 

2017); specialist paramedics felt trust and mutual respect were essential in mentorship and 

supervision (Hodge et al. 2018); AHP participants felt trust building should commence prior 

to telesupervision (Martin et al. 2019); a quote from a podiatry participant in Snowdon et al. 

(2020) suggested ad-hoc support between supervision sessions improved trust between them 

and their supervisor; and finally, participants in Holder et al. (2020) felt trust and safety were 

key for the supervisory relationship. In Dawson et al. (2013b) some participants felt 

supervision documentation could be used against them, which illustrated that some 

participants did not have complete trust in supervision. In two studies, which both used the 

MCSS to outcome supervision, the ‘trust and rapport’ subscale was found to have been scored 

overall positively by participants (Dawson et al. 2012; Martin et al. 2018). Specifically, why 

this was reported positively cannot be ascertained from the data which is quantitative. In 

contrast to this, in Kumar et al. (2015) MCSS outcomes indicated that podiatry participants of 

this research demonstrated overall dissatisfaction with their supervision. Moreover, in 

comparison to the other AHP participants podiatry scored lowest overall in the subscales of 

‘improved care and skills’ and ‘trust and rapport’. Why podiatry participants scored lowest in 

the outlined areas, is not available from the outcomes of this research. 

Overall, it is evident from empirical research outlined in chapter 2 previously, that trust is a 

phenomenon which is mentioned often in AHP related supervision literature. Trust is 

primarily, in a direct sense, discussed in relation to the supervisor-supervisee relationship, in 

relation to confidentiality, and in relation to safety and opening up in the context of 

supervision. There is arguably a level of bias as to how trust has been considered in the 

literature reviewed i.e., the focus being more on the supervisee’s trust in relation to 
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supervision, and in relation to their trust in their supervisor. The limitations of understanding 

this phenomenon more deeply, from what already exists in the evidence, is that trust is not 

always explicitly defined or explained in many of the studies outlined. What elements or 

facets of trust were being referred to or explored is not always clear. There is also a dearth of 

information on supervision generally for the profession of podiatry, and thus there is also a 

lack of information discussing different facets of supervision in the context of podiatry: 

including that of trust. In addition to reflecting back on the literature I had already considered 

as part of this research journey, I undertook a new search to see if there were any papers 

relating to, and or discussing trust specifically, within the supervision/AHP context. 

6.1.3 New Literature Specifically Relating to Trust within the Supervision/AHP Context 
 

I conducted a search using the search terms ‘supervision’ or ‘clinical supervision’; ‘AHP’ or 

‘allied health profession*’; and ‘trust’. I searched the databases used in my original literature 

search, outlined in chapter 2, and searched within the previous 5 years. I considered any study 

that discussed trust in relation to supervision in the AHP setting. Most of the articles that 

returned were those already discussed in chapter 2, and again in the previous section 6.1.2. 

However, two new articles emerged pertaining to trust in the AHP supervision context. One 

related to postgraduate level supervision in the Australian social work setting (Egan et al. 

2017), and the other to undergraduate level supervision of OT students in a Swedish hospital 

setting (Lundh et al. 2019).  

Egan et al. (2017) carried out a qualitative study to explore trust in relation specifically to the 

relationship aspect of supervision, as perceived by social work participants. Strengths of this 

study lie in the sample size used, (n=675) participants completed an open-ended style 

questionnaire, and 18 focus groups were conducted with (n=4-12) staff at each. The 

researchers provided a broad overview of the methods of data generation and analysis, but 

some transparency and confirmability is lost in that they do not outline specifically which 

researchers were involved in the analysis process, nor is researcher epistemological position 

discussed.  Like many of the papers outlined in section 6.1.2, the findings of Egan et al. (2017) 

highlighted that participants felt that trust in the context of their supervision was relating 

primarily to the trust between supervisee and supervisor, and linked again to issues of safety, 

confidentiality and ensuring supervision was non-managerial or performance management 
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focused. An explicit definition or model of trust was not offered, but its connection with issues 

of safety and such like, do provide some context as to what participants meant when they 

discussed their experiences with trust. When social work supervisees felt safe and trusted in 

their supervisor and the general purpose of supervision, this is when supervision felt positive 

for participants of this research. Thus, this does overlap with some of the findings of this 

research. The focus was also still primarily on the trust supervisees had in relation to 

supervision, and in particular in relation to their supervisor. What was not discussed in 

relation to trust, which has emerged in the findings of this research, is that of ‘trust in self’ 

and ‘trust in the organisation’. There is one quote in Egan et al. (2017) from a participant 

outlining they were able to open up in supervision as they felt safe that their employment 

was not at risk. Egan et al. (2017) associated this to the participant’s trust in the supervision 

relationship. In the researcher’s study, S/ee 2 discussed in chapter 5 that they were at one 

point involved in a performance management process. During this time, they outlined that 

the stress of worrying if they were going to keep their job, dictated that supervision became 

a non-priority. This led to the emergence of a key phenomenological insight pertaining to trust 

in the context of supervision within this research, that of ‘trust in the organisation (and one’s 

position within)’. Thus, the findings of this research in some way echo a similar sentiment to 

the findings outlined in Egan et al. (2017), but also add additional insight into how trust can 

be impacted by an individual’s trust in their own role within the organisation, particularly at 

times whereby this trust is not strong.  

More recently, Lundh et al. (2019) carried out a qualitative phenomenographic study to 

explore occupational therapy supervisors’ perceptions of trust and how it is formed in the 

undergraduate OT setting. The methods for this study were outlined in detail and included a 

robust account of which researchers analysed the data, how this was conducted, and 

epistemologically how this was approached and influenced by the researchers involved. 

Readers can thus be assured that the research is credible and the findings confirmable, based 

on the transparency of the authors and detail provided. Participants included (n=12) OT 

supervisors, and semi structured interviews were conducted to gauge their perceptions 

relating to trust. One notable difference between this study and much of the previous 

research I have discussed is that the general focus on trust in this research was on the trust 

that supervisors had for their supervisees. This shift in focus is likely as this study was 
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conducted in an undergraduate/higher education context and thus the focus of supervision 

is fundamentally different and more associated with gatekeeping. Generally, trust was seen 

as something the supervisors developed based on the individual characteristics of students 

i.e., their gender or personality e.g., being too quiet impacted negatively on supervisor trust 

in supervisees. Supervisors’ trust also fluctuated depending on the performance of 

supervisees at different time points, and finally, trust was thought to develop between 

supervisors and supervisees over time and was dependant on good open communication and 

individual characteristics. Whilst some aspects of the findings of Lundh et al. (2019) overlap 

with the findings of this research, the general understanding of trust was different in that it 

focused more on supervisors trusting supervisees and was focused more on gatekeeping and 

evaluating skill within an undergraduate setting.  

What is clear is that more supervisee led, or supervisee focused models of supervision 

primarily consider trust in the context of the supervisee trusting in the supervision process 

and their supervisor. These models appear more within the postgraduate setting with 

qualified staff. Whereas, in the undergraduate setting, or when supervision models are more 

focused on performance review, the focus on trust often shifts, and is more concerned with 

the trust the supervisor has in relation to the supervisee. One of the previous 

recommendations I made in chapter 5, section 5.3.1, is that staff embracing supervisee 

focused models of supervision, like the model enacted by the researcher and local podiatry 

team, should consider how to enable trust to flow both ways between supervisees and 

supervisors. This I believe is a key insight which has emerged in relation to trust through this 

research. Previously in section 6.1.1 I reflected on the fact that, when looking back at my own 

work on supervision, prior to this research, I myself had primarily considered trust as relating 

almost solely to the supervisee, and how they trusted in supervision and their supervisor. The 

experiences shared by participants in this research have broadened my horizon on this and 

illustrated to me that ‘trust in one another’ is a more appropriate way to consider trust and 

how it should flow between both supervisees and supervisors. The research outlined here 

highlights the potential for bias as to how trust is prioritised based on different approaches 

to supervision, and whether they are more focused on supporting supervisees (supervisee led 

models); or whether they are more focused on performance review and gate keeping (more 

supervisor led models).  
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6.2 Trust within the Non-AHP Supervision Literature: Links with Relational Supervision, and 

Humility  

 

Although the focus of this work, and this thesis, is on supervision within the AHP context; 

the researcher felt it appropriate to briefly consider the phenomenon of trust in relation to 

supervision out-with the AHP context. Namely, through a discussion of relational 

supervision models, and humility which are concepts which have been explored more so 

within the psychotherapy/counselling and social work professions. These concepts will be 

explored in relation to the concept of trust, to contextualise the findings of this research 

further.  

Ness (2021) explored supervision relationships in the context of psychotherapy/counselling 

and social work. Supervision in this context referred to both supervision between therapist 

(psychotherapist/counsellor) and client, and also between therapists (as professionals) and 

their seniors within a professional context. Supervision was generally regarded as being 

hierarchical, and with a focus on the supervisor and supervisee working together to co-

construct learning via reflexive thinking and working together to understand themselves, 

their clients, and their professional roles more fully (relational supervision). Supervision in 

this context existed to help illuminate which facets of the therapists’ or professionals’ 

personal and professional life were impacting on the therapeutic/professional processes, 

and which were enabling or inhibiting this. Thus, this has links to transference and 

countertransference which the researcher of this work has outlined previously is often the 

focus of supervision in the more therapy/counselling based professions. Supervision in Ness 

(2021) departs somewhat from the model used by the researcher of this work. The model 

discussed in this research was not intended to facilitate a therapy session, even though it 

was acknowledged that all supervision can be therapeutic in nature. Despite this difference, 

some of the findings in Ness (2021) can be used to contextualise the findings of the current 

research further. Supervision in psychotherapy/counselling and social work often involves 

relationship dynamics with marked power imbalances e.g., the therapist or professional may 

be seen to hold more power than the client, and the supervisor (if hierarchical) can be seen 

to hold more power than the supervisee. Whilst power imbalances may exist to a greater or 

lesser extent in all supervision relationships, the model of supervision discussed/enacted by 

the researcher of the current work was peer-peer supervision, and specifically non 
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managerial or hierarchical. In addition, Podiatrists, like other non-therapy or non-

counselling based AHPs e.g., (Physiotherapists, Radiographers etc), do not routinely use 

supervision with clients or with peers to facilitate counselling or explore issues of 

transference in relation to counselling, as this is not their role or within their scope of 

practice. Thus, due to the design and nature of the model used within this research, it was 

felt issues of significant power imbalances would not be as prevalent. However, in the 

context of trust, which has emerged as a key essence of supervision within this research, 

much can still be learned by exploring power dynamics and how this is thought to impact on 

trust in the context of supervision.  

Ness (2021) proposed that all parties involved in the supervision relationship must seek to 

be reflective and reflexive, in order to examine their own position/privilege within the 

context of supervision. It is hoped that in doing so supervisors and supervisees may 

approach supervision with openness and humility. In doing so, this is hoped to facilitate a 

more equal dynamic, whereby supervisees and supervisors can work together, to challenge 

each other and to foster new insight through a trusted collaboration, and co-construction of 

new learning to enable renewed insight. This has tangible links to some of the key essences 

of trust which have emerged within the context of this research in the AHP/Podiatry setting 

i.e., that of trust in one another, and trust in the process and its impacts and outcomes. One 

could argue that the concept of relational supervision, and being reflexive in context, may 

enable those involved in supervision to proceed with a deeper insight into how their 

position impacts on the supervision process. This may in turn aid those individuals to remain 

open, and to approach supervision with humility and an awareness of the other, in order to 

foster a trusted and effective supervision dynamic. Thus, possibly positively impacting on 

trust in on another, and trust in the process and its impact and outcomes in the context of 

supervision.  

The concepts outlined above have also been explored further by other authors, including 

Watkins (2020) and Beinart (2020). Watkins (2020) outlined that humility in the context of 

supervision can be thought to be relational (in relation to self and others), cultural (in 

relation to varying cultures in transcultural supervision), and intellectual (in relation to 

ideas, thoughts, and opinions). Watkins (2020) suggested that supervisors must strive to 

ensure their own humility in the context of supervision, particularly if there is a naturally 
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existing power dynamic within that relationship (this will be individual depending on the 

supervision pair/purpose). In addition, the author suggested that supervisees’ perceptions 

of their supervisors humility (or lack thereof) may foster trust and or distrust respectively in 

the context of supervision. Beinart (2020) discussed Watkin’s take on humility in the 

supervision context and explored relational humility specifically in more detail. Beinart 

(2020) suggested that supervisors often have to move between support, education and 

professional monitoring, and that supervision involves the negotiation of power as this (in 

the psychotherapy and counselling setting) is normally hierarchical. Thus, they suggested 

that supervisors’ level of humility and approach to supervision in this respect may need to 

vary, depending on the stage, focus, and context of the supervision e.g., supervisees new to 

a role may need more directive style supervision from their supervisor, and thus a 

supervisor approaching the supervision relationship with too much humility may be 

perceived by the supervisee to not be providing adequate support and guidance, which may 

impact on the supervisee’s trust in the supervisor and supervision process more generally. 

This is supported in other literature with Hankavuo (2020) outlining that nursing students 

felt that a good supervision relationship was enabled partly from the supervisor having the 

required expertise and being able to guide nursing students by providing clear and timely 

feedback to help them improve/develop. Thus, again supporting the ethos that those early 

in their career/role need more directive guidance in order to trust in their supervisor and 

the supervision process generally.  

The above articles outline some key concepts from the psychotherapy/counselling, social 

work, and nursing supervision literature, which are worthy of consideration in the context of 

this work and specifically in the context of trust as a key essence of the phenomenon of 

supervision. The findings and proposals from the above articles arguably cannot be fully 

generalised to the AHP supervision setting, as the approach and purpose of supervision in 

the therapy based/counselling and related professions is often different in many respects 

from supervision within the AHP setting. However, in relation to trust in the supervision 

context, some of the findings discussed above are arguably important to consider for 

AHPs/Podiatrists embedding supervision within their practice. Approaching supervision with 

a willingness to be reflexive, and to strive to remain aware of self and other, and how one’s 

own position, or issues of power imbalances influence the supervision dynamic, may enable 
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AHPs/Podiatrists to progress in a more informed manner with respect to how to engender 

trust within the supervision context. The author of this work would argue that the findings 

which have emerged within the current research help to contextualise trust within the 

supervision beyond simply the relationship based dynamics discussed in the articles outlined 

previously in this section. It has been acknowledged that relational supervision and humility 

appear to have tangible links with some of the key essences of trust outlined in the findings 

of this research i.e., trust in one another, and trust in the process and its impacts and 

outcomes. However, the findings of this research outline that trust also emerges in the 

supervision context in relation to trust in self, and trust in the organisation and one’s 

position within. Thus, readers of this work should consider how the key essences of trust 

which have emerged, sit alongside evidence from the psychotherapy/counselling and 

related non-AHP professions. It should be considered by all who enact supervision how their 

own position within the supervision context may impact on trust. This should be considered 

in relation to issues of ethics/power, and humility (relational, cultural, and intellectual); and 

how these factors may in turn impact on the four different facets of trust which have 

emerged in the findings of this research.  

6.3 What the Findings of this Research Add to the Existing Body of Knowledge 
 

The phenomenological nature of this research has enabled the researcher to explore deeply 

the experience of the participants with supervision.  The findings which emerged in the fusion 

of horizons between the researcher, and the participants as co-researchers, offers a deep 

insight into the phenomenon of trust as a key essence of the phenomenon of supervision. 

Prior to this, the literature did offer some insight pertaining to trust in the context of 

supervision. This has been previously outlined and the limitations discussed. The limitations 

being that trust was often mentioned or discussed in research without additional insight as 

to what aspects or facets of trust were being referred to. Exceptions to this would be Egan et 

al. (2017) and Lundh et al. (2019) whereby trust was a primary focus and was considered in 

more depth. Whilst there are overlapping features with some of the findings of this study, 

due to the differences in methodology/methods, and the researcher’s hermeneutic 

situatedness, additional insight into the phenomenon of trust has emerged in the findings of 

this research. In addition, trust has been discussed in the non-AHP supervision literature, in 
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relation to issues of ethics/power, and humility, largely in the psychotherapy/counselling and 

related professions (Ness, 2021; Watkins 2020; Beinart 2020). As the approach and nature of 

supervision is often different within these settings compared with the AHP settings, findings 

may arguably not be fully generalisable to the AHP setting. However, one should consider 

how the different facets of trust which have emerged in the current research, sit alongside 

the research from the psychotherapy/counselling sector, and how relational approaches to 

supervision fostering humility, reflexivity, and openness may impact on trust within the 

supervision context: including the four different facets of trust which have emerged from the 

experiences of participants shared within this research.  

The facets of ‘trust in self’ and ‘trust in the organisation (and one’s position within)’ are key 

essences of trust in the AHP supervision context which, to the best of the researcher’s 

knowledge, have not been discussed in previous AHP supervision based research. In addition, 

the facet of trust relating to ‘trust in one another’ which has emerged in the findings of this 

research has broadened understanding in relation to trust between supervisors and 

supervisees. Historically literature, depending on the type of supervision being discussed, has 

been somewhat biased in the portrayal of trust. Literature discussing supervision models 

focused on supervisee development, has focused more on establishing supervisee trust in the 

supervision context. Whereas literature discussing more performance style supervision has 

focused more on the need for supervisors to develop a trust in their supervisees. A key insight 

which has emerged in this study is the need to ensure trust flows both ways between 

supervisor and supervisee pairs. Moreover, the facet of trust relating to ‘trust in the process 

and its impact and outcomes’ has illuminated experiences from the podiatry participants of 

this research which highlight many factors which impacted on this facet of trust for 

participants in the context of this research. Again, to the best of the researcher’s knowledge, 

no previous literature has discussed this in any depth for the profession of podiatry. Thus, this 

adds new insight into the phenomenon of trust and how this was experienced by a cohort of 

podiatry staff. The findings which have emerged add to the existing understanding of trust in 

the postgraduate AHP/podiatry supervision context, and also add to the existing knowledge 

base pertaining to supervision practices for the profession of podiatry.  

The researcher would not claim that the findings of this research offer a complete 

understanding of the phenomenon of trust in relation to supervision. However, the findings 



138 
 

of this research do add considerable insight. The findings will allow podiatrists and AHPs to 

further their understanding, and to further the conversation on what trust is within the 

context of supervision. The findings deepen our understanding as to how trust can permeate 

and or impact overall on staffs’ experiences of supervision within the podiatry/AHP health 

and social care setting. It is clear that trust, and the understanding of this phenomenon in the 

context of supervision, varies depending on the type of supervision being discussed. As 

outlined previously in the methodology chapter (chapter 3), as a researcher who has 

embraced a phenomenological and hermeneutic approach, I believe there is always more that 

can be said, in line with Gadamer’s philosophy which underpinned this research (Gadamer, 

2013). Thus, this research cannot claim to have unearthed all that there is to know about trust 

in the context of supervision, but it does offer some timely additional insights into an area of 

practice which is not well explored in isolation, and which continues to evolve.  

In addition to the findings contributing to the understanding of trust in the context of 

supervision, to the best of the researcher’s knowledge, it is believed that this study is also the 

first to explore, in any depth, the lived experience of podiatrists with supervision. As outlined 

previously in chapter 2, the literature pertaining to supervision in the context of podiatry was 

extremely limited. Thus, this research and the findings which have emerged will, once 

disseminated, offer an insight into supervision in the context of podiatry and podiatric 

practice. Podiatrists and leaders in the field will be able to appreciate the lived experience of 

podiatry participants with supervision through this research. The findings of this research may 

be used to better inform how podiatrists embrace and enact supervision within their local 

teams. Moreover, in the Scottish health care setting, supervision is still new to most podiatry 

teams. Thus, this research and its outcomes which are specific to the profession of podiatry 

offer a much needed insight for teams new to embracing and enacting this phenomenon. For 

teams who are established with respect to supervision practices, the findings may still offer 

valuable insights to support improving and sustaining good practice with respect to 

supervision.  
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7.0 Dissemination  
 

This chapter will discuss the researcher’s plan for dissemination of the research outlined in 

this thesis, and the associated findings. 

Dissemination of this research and the associated findings is something I will consider both 

locally with the podiatry team I have been on this journey with; and nationally/internationally 

to ensure findings are shared widely to allow this research to influence practice. Locally, staff 

in the podiatry team involved in this research will be consulted as part of a review and update 

of the supervision guideline (McIntyre & Downie, 2020). Staff will be informed how this 

research, and their contribution to it, has continued to inform the evidence base surrounding 

their local model of supervision, and how this may potentially impact on supervision in the 

wider AHP/podiatry setting. I, as a co-producer of the local supervision model, alongside the 

team’s internal supervision lead, and alongside the wider team, now need to consider how 

the findings of this research should continue to shape supervision practices locally. I will be 

disseminating the overall findings of this research for the local podiatry team via email, staff 

meetings, in-service days, future training events and dissemination of any future publications. 

Once dissemination of the findings has occurred locally, and staff have had a chance to 

consider and reflect on these, I will recommend that when we update the model, we also ask 

staff how they wish to progress given the findings from this research. I feel it is important to 

understand their perceptions and wishes on this to best inform how we move forward 

together, and to continue to engender staffs’ trust in the model of supervision we have 

enacted locally.  

Locally, nationally, and internationally, once disseminated, I hope that the findings of this 

research will encourage podiatrists and other AHPs to enact and embrace supervision, and to 

trust in the value it can add for healthcare organisations, teams, individuals and patients alike. 

In addition, I also hope that for those who do embrace and enact supervision, or for those 

who are already on this journey, that they consider the phenomenological insights generated 

through this research. In doing this I hope podiatrists and AHPs can progress in a continually 

more informed manner with supervision, with a deeper understanding as to ‘what’ the 

phenomenon of trust can look like and how it can impact in the context of supervision. I hope 

that as AHPs we can engender trust in supervision through its different facets, as outlined in 
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this research, and that we continually reflect on how best to engender trust in order to 

continue to successfully grow supervision within the AHP setting. By acknowledging trust as 

a key essence of the phenomenon of supervision, and by working to ensure this is embedded 

at the root of supervision models/approaches, AHPs and podiatrists can encourage the 

growth of supervision, and support this to grow in a manner which is positive for all 

stakeholders involved.  

My plan, as the researcher, with respect to dissemination of the research findings, beyond 

that of the local team, is to aim for the following:  

• Further publications: pertaining to the overall findings from this research, as well as 

potential publications pertaining to the methodology/methods used in this research, 

and how this enabled me to ‘see’ supervision differently in the fusion of horizons.  

• Dissemination of the findings throughout Scotland, and possibly UK wide via the 

Scottish Podiatry Leadership Network  

• Dissemination of the findings at national and international conferences. I do not have 

a direct plan with this yet, but my aim is to seek opportunities as they arise.  

What is important to note however, is that in many respects, my work and research pertaining 

to supervision has already been disseminated in several ways.  

• I have published two peer-reviewed articles pertaining to aspects of this work already 

(see appendices 1 and 3).  

• The evidence-based model of supervision and supporting resources which I have 

created and continued to adapt have been implemented at different stages in two 

podiatry teams in the Scottish health and social care sector.  

• I have consulted on supervision and supported embedding this in practice with two 

additional NHS Scotland podiatry teams, one of whom I am continuing to work with 

at present, and I have also acted in this capacity for colleagues in Higher Education 

England (HEE) when models for supervision were being created for foot health 

practitioners.  

My aim is to continue to disseminate this work on supervision, initially by publishing the 

findings from this research, and sharing these findings with local podiatry teams throughout 

Scotland.  
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8.0 Study Limitations and Strengths  
 

This chapter will offer a discussion on the potential limitations and strengths of the research 

discussed throughout this thesis.  

Limitations of this Research  
 

There are various limitations, perceived or actual, which I have reflected on in relation to this 

research. The first is in relation to my own ontological and epistemological views concerning 

the generation of knowledge (outlined in chapter 3). I outlined that my own views sat more 

towards the constructivist end of the ontological spectrum, and I have made it clear for any 

readers of this research that I did not strive for objectivity in an epistemologically empirical 

sense when conducting this research. Therefore, I am mindful that there are those who see 

the world, and the creation of knowledge, different to me in this respect. This may cause 

some readers of my work to view my own position ontologically, and my own approach to 

this research epistemologically as a weakness or limitation, particularly if such individuals 

have more positivist or post positivist ontological beliefs/views. Such individuals may value 

epistemological approaches which strive for objectivity, which is not how I approached this 

research. I do however feel I have been extremely transparent throughout this thesis as to 

how I approached this research, and thus I would argue that I have ensured the academic 

rigour and quality of this research in ways which respect the ontological, epistemological and 

philosophical views I espoused and embraced in chapters 3 and 4 of this thesis.  

Linked with this, I also feel that readers of this research may not always agree, and or may 

see different meanings emerging in the data than those phenomenological insights which 

emerged when I, and participants as co-researchers, analysed the data as part of this 

research. This is something I discussed at length in chapters 3 and 4 of this thesis, and I will 

continue to acknowledge here that my analysis and the findings which emerged from that are 

not the only ones possible. Indeed, I believe there is always more to say and other researchers 

or readers of this research may indeed see additional meanings and phenomenological 

insights emerging in the data. For me, given my ontological and epistemological views, I do 

not personally view this as a limitation. Indeed, I view this as a strength, and will re-echo that 

Gadamer (2013) saw distance and difference between researchers and that being researched 
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not as a weakness, but as a bridge with opportunities for continual and renewed insight and 

understanding.  

In addition to the above, I feel it appropriate to acknowledge that certain aspects of my 

methods could have limited the overall findings which have emerged from this research. The 

inclusion criteria which I set for this study was that participants had to have experienced at 

least 4-6 supervision sessions, as part of enacting supervision within their local team. I 

justified why I set this inclusion criteria in relation to the phenomenological underpinning of 

this research. However, I acknowledge that this could mean that those participating in this 

research may be overall more positive about the phenomenon of supervision as enacted 

locally within the team. I feel this could be the case as staff who continued on their supervision 

journey for this number of sessions, likely experienced supervision in a positive manner. For 

staff who perhaps did not embrace supervision, and or did not feel positive about supervision, 

there is a potential that those participants may not have been included. Indeed, the former 

criteria, staff who did not embrace supervision, would have automatically excluded staff from 

participating in this research. Given I sought to explore phenomenologically the lived 

experience of podiatrists with supervision, I do still feel this was the correct decision for this 

research. However, I am mindful of a cohort of staff whom this research, to a greater or lesser 

extent excluded, and their experiences may provide additional and valuable insight. This is a 

potential area for future research.  

Linked with the above, I also recognise that the experiences of participants outlined within 

this research relate to their experiences of supervision as enacted locally. I offered this 

critique in relation to all supervision-based research in chapter 2, highlighting that the exact 

phenomenon that is supervision varies throughout the empirical and the grey literature. Thus, 

readers should appreciate that experiences of supervision shared by participants of this study 

may be transferable to the other settings, in that other allied health professionals or 

healthcare professionals may relate to them, to varying degrees. However, they will not be 

generalisable in an empirical sense to all other podiatry/AHP settings. This is the nature of 

qualitative and indeed phenomenological findings, which I outlined previously in chapters 3 

and 4, do not aim to be empirically generalisable. 

On a final note, I must acknowledge as a limitation, perhaps not specifically or solely just with 

this study, but a limitation in the current evidence base as it stands, is the knowledge/insight 
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we have in relation to supervision and the private healthcare sector for the profession of 

podiatry. This research was conducted within an NHS setting, as this is the setting which I had 

previously worked and where I embarked on my journey with supervision. Thus, there is a 

lack of evidence exploring this phenomenon within the private sector for podiatry as a 

profession. To the best of my knowledge as the researcher, I have not come across any 

literature which explored this. As such, there are opportunities for further research pertaining 

to supervision and podiatry in the private sector. Research in this area is something I may 

strive to consider myself following my professional doctorate journey.  

Strengths of this Research  
 

In addition to limitations, there are many strengths to this research. Many of which I have 

already outlined at various points throughout this thesis. I believe that my own hermeneutic 

situatedness i.e., my personal and professional past, was a strength. It brought me to 

supervision and to this research and allowed me to drive all of the work I have done in the 

context of supervision and podiatry, including this research. I believe that through this 

research I was able to engage in dialogue with participants which ultimately challenged my 

own horizon of understanding i.e., what I already, or thought I already knew in relation to the 

phenomenon of supervision in the podiatry/AHP setting. This ultimately led to a shift in my 

own understanding, and the understanding of my participants pertaining to the phenomenon 

of supervision that we had all embarked on a journey with together. This occurred in the 

fusion of horizons which I explained in chapters 3 and 4 of this thesis and has led to the 

emergence of a key phenomenological essence of supervision being un-concealed for me and 

for participants through this research: that of trust, and the different facets of trust which I 

outlined in chapter 5.  

Linked with the above, I believe that I have remained true to the underpinning philosophy of 

phenomenology throughout this research. I have asked questions which are 

phenomenological in nature, I have pursued these with a methodological approach which 

respected the nature of phenomenology both as a philosophy and as a research method, and 

finally, I have ensured that I both captured and presented, through this research, rich, thick 

descriptions of participants’ lived experience of the phenomenon (supervision) being 

investigated.  
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From this, my research has broadened the overall insight and understanding podiatrists and 

AHPs have in relation to trust as a phenomenon within the context of supervision. This adds 

positively to the overall empirical evidence, and the wider conversation pertaining to the 

phenomenon of supervision in the AHP and podiatry settings. Whilst there is always more 

which can be said, this research begins to address gaps in knowledge pertaining to supervision 

in the context of podiatry. It will support the profession to progress in a continually more 

informed manner when embracing and enacting models of supervision.   
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9.0 Conclusion  
 

This final chapter will provide an overall summary outlining what has been achieved through 

this research, what findings have emerged, and what this now means in relation to 

supervision practice in the AHP/podiatry setting.  

 

9.1 What did this research do?  
 

The researcher explored the lived experience of (n=12) NHS podiatry staff with a local model 

of supervision (McIntyre & Downie 2020). The research adopted a phenomenological 

philosophical approach, underpinned by the hermeneutic philosophy of Hans-Georg 

Gadamer and his concept of the ‘fusion of horizons’. The researcher, and participants as co-

researchers, used word clouds and participant led interviews to allow participants’ 

experiences with supervision to be illuminated through this research. Data was then analysed 

by the researcher, involving participants as co-researchers. Key findings emerged which have 

provided new insights into the phenomenon of supervision in the AHP/podiatry context.  

9.2 What findings have emerged through this research?   

 

Key findings have emerged through this research which highlight trust as a key essence of the 

phenomenon of supervision. It has been demonstrated through this research that trust is a 

concept which is often mentioned, but poorly defined in the AHP supervision context. 

Furthermore, depending on the overall approach to supervision i.e., if the focus is more on 

supporting supervisees, or if the focus is more on performance/competence appraisal, this 

may influence how trust is viewed or prioritised in the context of supervision. In more 

supervisee focused models, trust is more likely to be considered in relation to the supervisee 

trusting in the supervision process and in their supervisor; whereas in more 

performance/competence based models of supervision, trust is more likely to be considered 

in relation to how much the supervisor trusts in the supervisee, and their competence, skill 

level and safety. Previous research, when discussing trust, has focused more so on trust in the 

context of the supervisee and supervisor relationship dynamic. The findings of this research 

offer a broader conceptual understanding of trust in relation to supervision in the 
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AHP/podiatry context.  The four key phenomenological insights which emerged illuminated 

different facets of trust in the supervision context: ‘trust in the process and its impact and 

outcomes’; ‘trust in self’; ‘trust in one another’; and ‘trust in the organisation (and one’s 

position within)’. Based on the findings, the researcher proposed 7 recommendations for 

practice, and developed a conceptual model to highlight trust as a key essence of the 

phenomenon of supervision, and to outline the different facets of trust which have emerged 

in the findings of this research (outlined previously in chapter 5, sections 5.3.1 and 5.3.2 

respectively).  

9.3 How will the Findings of this Research Influence Practice?  
 

The findings of this research are likely to influence local practice with supervision, for the 

researcher and the local podiatry team, as well influencing the practice of supervision 

nationally and internationally in the AHP/podiatry settings once the findings are 

disseminated. The findings add to the discussion around the phenomenon of trust and how 

this relates to the phenomenon of supervision. Trust has been mentioned often in the AHP 

supervision literature but remains somewhat poorly defined in this context. Thus, the findings 

of this research add to the existing body of knowledge and begin to offer a deeper insight into 

what trust is in the AHP/podiatry supervision context. By having a deeper understanding of 

trust in relation to the phenomenon of supervision, staff embracing and enacting models of 

supervision in the AHP/podiatry settings can begin to consider the following: what trust is in 

the AHP supervision context; how trust impacts on and emerges in the context of supervision; 

and finally, how they can work to embed trust at the root of their supervision practices. In 

doing so, AHPs/podiatrists may begin, and or continue to grow supervision, ensuring the 

phenomenon is valued, sustained, and impacts positively for all stakeholders involved.  
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Appendix 1 – First Publication (Title: The Power of Supervision) 
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The above excerpts from top left to bottom right illustrate pages 1-4 of the article. McIntyre, 
J., McArdle, C. and Santos, D. (2021) 'The power of supervision (part one)', The Podiatrist, 
24(6), pp. 35-38. The article is only available to RCOP members hence the presentation here. 
The pre-submission (accepted) version can be found here: 
https://eresearch.qmu.ac.uk/handle/20.500.12289/11611    

https://eresearch.qmu.ac.uk/handle/20.500.12289/11611
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Appendix 2 – Overview of the Literature Considered 
 

Primary Research Papers on Supervision or Related Aspects (n=61) 

Qualitative  Quantitative Mixed Methods  Methods Unclear 

White et al. (1998) (Cross Sectional Kavanagh et al. (2003) (Cross Sectional) Butterworth et al. (1997) (Cross 
Sectional) 

Fone (2006) (Literature 
Review Followed By Action 
Research Using Discursive 
Methods, Exact Methods Not 
Outlined) 

Johns (2000) (Cross Sectional) Kilner (2004b) (Factor Analysis on the 2004a 
Delphi Study Data) 

Weaver (2001) (Cross Sectional)  

Sweeney et al. (2001a) (Grounded 
Theory/Cross Sectional) 

Cutcliffe and Hyrkas (2006) (Cross Sectional) Barriball et al. (2004) (Cross 
Sectional) 

 

Sweeney et al (2001b) (Grounded 
Theory/Cross Sectional) 

Hyrkas et al. (2006) (Cross Sectional) Sellars (2004) (Cross Sectional)  

Strong et al. (2003) (Cross Sectional) Horton et al. (2008) (Questionnaire Validation 
and Cross Sectional Data) 

Kinler (2004a) (Delphi Method)  

Smith and Pilling (2007) (Cross 
Sectional) 

Kavanagh et al. (2008) (RCT) French (2006) (Cross Sectional)  

  Jackson (2008) (Cross Sectional)  

Hall and Cox (2009) (Cross Sectional)  Cox and Araoz (2009) (Cross 
Sectional Data from within a 
bigger RCT) 

 

White and Winstanley (2009b) (Cross 
Sectional) 

Dawson et al. (2012) (Cross Sectional) White and Winstaley (2010a) 
(authors state it’s an RCT but 
arguably more of a Quasi 
Experimental Design) 

 

Paulin (2010) (Cross Sectional) Kuipers et al. (2013) (Cross Sectional) Dawson et al. (2013b) (Cross 
Sectional) 

 

White and Winstanley (2010b) (RCT 
Qualitative findings, again arguably 
not an RCT but a Quasi Experimental 
Design) 

Ayres et al. (2014) (Cross Sectional) Kumar et al. (2015) (Cross 
Sectional) 

 

Brink et al. (2012) (Cross Sectional)  Ellis (2013) (Cross Sectional)  

Martin et al. (2015) (Cross Sectional) Cookson et al. (2014) (Cross Sectional) Wilson and Taylor (2019) (Cross 
Sectional) 

 

Redpath et al. (2015) (Cross 
Sectional) 

Snowdon et al. (2015) (Cross Sectional) Snowdon et al. (2020a) (Cross 
Sectional) 

 

Fitzpatrick et al. (2015) (Cross 
Sectional) 

Saxby et al. (2015) (Cross Sectional) Brown et al. (2020) (Cross 
Sectional) 

 

Beckingsale et al. (2016) (Cross 
Sectional) 

Martin et al. (2016) (Cross Sectional) Snowdon et al. (2020b) (Cross 
Sectional) 

 

Ducat et al. (2016) (Cross Sectional) Leggat et al. (2016) (Q Sort Process) Snowdon et al. (2021) (Cross 
Sectional  

 

Miller and Robb (2017) (Grounded 
Theory Method) 

Snowdon et al. (2016) (Cross Sectional) Gardner et al. (2021) (Cross 
sectional)  

 

Hodge et al. (2018) (Cross Sectional) Gardner et al. (2018) (Cross Sectional) Gardner et al. (2022) (Cross 
sectional) 

 

Sorvoll et al. (2019) (Observation of 
Practice/Field Based) 

Martin et al. (2018) (Cross Sectional)   

Martin et al. (2019) (Cross Sectional) Snowdon et al. (2019a) (Quasi 
Experimental/Controlled Before and After 
Design) 

  

Holder et al. (2020) (Cross Sectional) Snowdon et al. (2019b) (Cross Sectional)   

Baker et al. (2022) (Cross sectional – 
Phenomenographic)  

   

N=22 papers 
Cross Sectional (n=17) 
RCT (n=1) 
Observation of Practice (n=1) 
Grounded Theory (n=3) 
 
 

N=19 papers 
Cross Sectional (n=14) 
Questionnaire Validation + Cross Sectional 
Data (n=1) 
Q Sort Process (n=1) 
Quasi Experimental (n=1) 
Factor Analysis on Delphi Data (n=1) 
RCT (n=1) 

N=19 papers 
Cross Sectional (n=17) 
Delphi Method (n=1) 
RCT (n=1) 

N=1 paper 
 

Of the n=61 studies, n=34 are from Australia, n=17 from UK, n=3 from the NZ, and n=7 from elsewhere.  

Australian papers in red; UK papers in blue; NZ in Yellow; ‘Other locations’ in White 
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Literature Reviews (n=16) 

Kilminster & Jolly (2000) (Methods Unclear) 

Spence et al. (2001) (Methods Unclear) 

Miller et al. (2003) (Methods Unclear) 

Winstanley & White (2003) (Methods Unclear) 

Kleiser and Cox (2008) (Non-Systematic but very rigorous systematic approach) 

Adamson (2011) (Lit review and discussion of CS in the context of resilience, methods not outlined) 

Deaver and Shiflett (2011) (Methods not outlined) 

Farnan et al. (2012) (Systematic Review) 

Pearce et al. (2013) (Systematic Review) 

Dilworth et al. (2013) (Non-systematic Review)  

Dawson et al. (2013a) (Systematic Review) 

Ducat and Kumar (2015) (Systematic Review) 

Snowdon et al. (2017) (Systematic Review) (shows good outcomes for supervision improving patient care) 

Pollock et al. (2017) (Systematic Review) 

Gardner et al. (2021) (Systematic Review)  

Non-systematic review (n=2), systematic review (n=6, none with meta-analysis), unclear (n=6) 

 

Other Papers (n=18) 

Paper Description 

Winstanley (2000) Outline of the MCSS-36 validation 

Sweeney et al (2001c) Recommendations paper for supervision in OT 

Ahonen-Erikainen (2003) Discussion paper on ‘group analytic music therapy’ (methods 
unclear) 

White and Winstanley (2006)  Cost analysis of supervision 

Milne (2007) A logical analysis to draft a definition for supervision, then a 
systematic review to test the definition 

Geller and Foley (2009) To offer a framework for clinical supervision for SLTs (with a 
mental health focus) (methods unclear) 

Waskett (2009) Literature discussion and discussion on the 4s model of 
supervision (Methods unclear) 

White and Winstanley (2009a) To outline an RCT but with no outcomes in this paper, just some 
of the detail of the protocol (hence why not included above as no 
actual data). Arguably although labelled an RCT this is not a true 
RCT and is more quasi experimental.  

Waskett (2010a) To discuss training for the 4S and solutions focused model 

Waskett (2010b) To discuss more on the 4s and solutions focused model 

Orr (2010) Discussion on telesupervision in the arts therapy setting 
(methods unclear, includes discussion of some literature and 
outline of personal experiences).  

Edwards (2010) (Case Studies Discussed of supervision in the arts therapy setting, 
methods not outlined) 

White and Winstanley (2011) The RCT (Quasi experimental) paper - discussing the results again. 

Winstanley and White (2011) Re-structure of the MCSS-36 using Rasch quantitative analysis, to 
create the MCSS-26 

Butler and Thornley (2014) To discuss clinical vs professional supervision and make 
recommendations for NZ physiotherapists (methods not outlined) 

Nancarrow et al. (2014) To thematically analyse AHP supervision frameworks to look for 
core similarities and differences.  

Martin et al. (2014) Presents 12 tips for effective supervision (no methods outlined) 

Martin et al. (2017) Provide 10 tips for telesupervision (methods not outlined) 

Of the n=18 papers, n=7 are from Australia, n=7 from the UK, n=1 from NZ and n=3 from elsewhere 

(n=95) papers, (n=2) papers from Scotland (Butterworth et al. 1997, arguably now dated and with 

nurses. And Cookson et al. 2014, Ayrshire and Arran comparing adherence to supervision guidance 

between nurses and AHPs).  

From the (n=79) (non-review) papers, (n=41) are from Australia, (n=24) are from the UK, (n=4) from 

NZ, and (n=10) from elsewhere. So, 52% papers from Australia, 30% from the UK (many UK papers 

are arguably now dated), 5% from NZ, and 13% from elsewhere. Only one paper focused specifically 

on podiatry (Weaver 2001).  
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Appendix 3 – Second Publication (Title: Supervision in Action) 
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The above excerpts from top left to bottom right illustrate pages 1-5 of the article. McIntyre, 

J., Downie, A., McArdle, C. and Santos, D. (2022) 'Supervision in action (part two)', The 

Podiatrist, 25(1), pp. 31-35. The article is only available to RCOP members hence the 

presentation here. The pre-submission (accepted) version can be found here: 

https://eresearch.qmu.ac.uk/handle/20.500.12289/11680   
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Appendix 4 – Supervision Definitions  
 

Below are some of the common definitions for supervision cited in the AHP/health and social 

care literature (due to the vastness of the supervision literature it must be appreciated that 

the below is AHP/health and social care specific, and many other definitions will exist. Within 

the AHP/health and social care context, the below is just a random sample of the definitions 

available, there are more):  

“A formal process of professional support and learning which enables practitioners to develop 

knowledge and competence, assume responsibility for their own practice and enhance 

consumer protection and the safety of care in complex clinical situations. It is central to the 

process of learning and to the expansion of the scope of practice and should be seen as the 

means for encouraging self-assessment and analytic and reflective skills.” (Department of 

Health 1993, cited in NES 2018a, p.2).  

“Clinical supervision brings practitioners and skilled supervisors together to reflect on 

practice. Supervision aims to identify solutions to problems, improve practice and increase 

understanding of professional issues.” (United Kingdom Central Council for Nursing, 

Midwifery & Health Visiting 1996, cited in Sellars 2004, p.65).  

“A support mechanism for practising professionals within which they can share clinical, 

organisational, developmental and emotional experiences with another professional in a 

secure, confidential environment in order to enhance knowledge and skills.” (Lyth 2000, cited 

in Cox & Araoz 2009, p302).  

“An off-line, career long relationship (or serial relationships) offered to all staff at any level, 

in which the supervisee can talk regularly with another person/group, in confidence, about 

personal learning, development and progress as a professional practitioner. The aim of both 

the supervisee and supervisor is to facilitate and encourage the supervisee’s ongoing growth 

towards excellence in the practice of their profession.” (Waskett 2009, p.24).  

“Clinical supervision provides time out and an opportunity, within the context of an ongoing 

professional relationship with an experienced practitioner, to engage in guided reflection on 

current practice in ways designed to develop and enhance that practice in the future.” (Open 

University 1998, cited in White & Winstanley 2009a, p.896).  
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“The provision of protected time for regular, facilitated, in depth reflection on clinical 

practice.” (Bond and Holland 1997, cited in Paulin 2010, p.106).  

“A formal arrangement for counsellors to discuss their work regularly with someone who is 

experienced in counselling and supervision. The task is to work together to ensure and 

develop the efficacy of the counsellor/client relationship. The agenda will be the counselling 

work and feelings about that work, together with the supervisors reactions, comments and 

confrontations.” (British Association of Counsellors and Psychotherapists 2004, cited in 

Edwards 2010, p248).  

“Supervision is a joint endeavour in which a practitioner with the help of a supervisor, attends 

to their clients, themselves as part of their client practitioner relationships and the wider 

systemic context, and by doing so improves the quality of their work, transforms their client 

relationships, continuously develops themselves, their practice and the wider profession.” 

(Hawkins & Shohet 2012, p.5 & p.60).  

“A working alliance between practitioners, to enhance clinical practice, fulfil the goals of the 

employing organisation 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.” (Kavanagh et al. 2002, cited in Redpath et al. 2015, p. 

210).  

“Clinical supervision refers to senior clinicians overseeing and guiding the practice of less 

experienced clinicians.” (Snowdon et al. 2019a, p. 1).  
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Appendix 5 – Full Outcomes/Critique of Primary Research on Supervision (n=61 primary studies, as outlined 

in appendix 2) 
Table 11: Full Literature Critique Outcomes  

Author/Paper Aim Study Type Methods Staff Involved Strengths Limitations Findings  Summary of the Findings  

Quantitative Studies (n=19) 

Kavanagh et al. 
(2003) 

Examine if 
supervision 
characteristics 
impacted on 
mental health 

practice and 
morale, and to 
develop the 
Supervision 
Attitudes Scale 
(SAS) 

Development 
of the 
Supervision 
Attitudes 
Scale (SAS), 

and Cross 
Sectional Data 
Using this 
Scale  

Telephone 
surveys, n=272 
staff in mental 
health services in 
Queensland. 

 
2 versions of the 
SAS scale, one for 
supervisees (SAS-
EE) and one for 
supervisors (SAS-
OR).  

Psychologists, 
social workers, 
occupational 
therapists (OTs), 
speech 

therapists (SLTs)  

High response rate 
(72.5%). Sample 
size, internal validity 
of SAS (supervisor 
and supervisee) 

version were 
assessed and found 
to be good 
(Cronbach’s 0.90 
and 0.94 
respectively). 
Reliability testing of 
SAS  using test/re-
test outcomes.  
 
External validity 

 

Lack of detail on how 
all components of 
the SAS were scored.  
 
Lack of clarity in 

specifically what 
questions the SAS 
asked, some have to 
be worked out from 
results. Some 
statements in the 
SAS are unclear what 
they are measuring.  
 
11% of respondents 
has never 
provided/received 
supervision (yet their 
results were 
included) 
 
Internal validity 

Supervision widely across participants. 
Some outline of the different 
approaches is captured in the SAS.  
 
Respondents not receiving supervision 

tended to be more experienced 
(p<0.05), at higher levels of 
appointments (grades) (p<0.001), and 
from regional areas (p<0.01). 
Unsupervised staff were more likely to 
work across hospital and community 
services rather than only in one setting 
(p<0.05).  
 
Median scores for the SAS scales, 
supervisee and supervisor were 
56.5/64 and 56/64 respectively 
showing both parties viewed the 
supervision relationships as positive 
(mostly). 2 supervisors (1.7%) and 17 
supervisees (8.7%) gave median scores 
below the midpoint of the SAS scale i.e. 
below 32.5, indicating not everyone 
found the supervision relationships 
positive.  
 
Most reported monthly supervision for 
a median duration of 2 hours, all but 
7% of supervisees had a supervisor 
from their own discipline. 45% had 
multiple supervisors. Most supervision 

Supervision processes varied widely. As did the focus 
of supervision for staff. Indicating complexity in this 
phenomenon. Authors state only 8% used supervision 
for personal issues (which they propose is reassuring 
for management).  

 
Some staff receiving supervision; and some not.  
 
Most staff (supervisees and supervisors) viewed 
supervision as a positive phenomenon (but a small 
minority did not view it positively).  
 
Most staff felt supervision: strengthened confidence; 
showed empathy (unclear what this meant); felt safe; 
taught them new skills (supervisors more than 
supervisees); impacted positively on clinical 
effectiveness.  
 
Overall satisfaction with supervision was similar 
between supervisees and supervisors.  
 
There were a minority of staff who had issues with 
accessing their supervisor/supervision (due to 
availability and cancelation issues).  
 
Clinical workload, lack of experience, infrequent 
sessions, availability of supervision partner, lack of 
guidelines, difficulty obtaining a supervisor, 
insufficient training, and lack of management support 
(all barriers for supervision).  
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was individual (supervisors 64% and 
supervisees 68%) and face to face 
(supervisors 73% and supervisees 
71%). Others used email and 
teleconferencing/telesupervision. 44% 
of supervisors said a contract was in 
place, 46% of supervisors reported the 
contract governed all aspects of the 
supervision (aspects included in this 
are defined); 34% of supervisees 
reported supervision had a contract, 
only 28% of supervisees reported it 
governed all aspects of supervision, as 
defined (goals, methods, format, 
content, session frequency and 
duration, roles and responsibilities) . 
 
Rated from 0 (not at all) to 3 
(considerably) the following was noted: 
supervision strengthened confidence 
(supervisor mean 2.4 SD 0.6, 
supervisee mean 2.2 SD 0.9), showed 
empathy (unclear what this means) 
(supervisor mean 2.7 SD 0.5, 
supervisee mean 2.2 SD 0.8), made feel 
safe (supervisor mean 2.7 SD 0.5, 
supervisee mean 2.2 SD 0.9), taught 
new skills (supervisor mean 2.2 SD 0.6, 
supervisee mean 1.9 SD 0.9).  
 
Rated from 0 (no impact) to 5 (very 
substantial impact) the following was 
noted: impact on clinical effectiveness 
(supervisor mean 3.5 SD 0.7, 
supervisee mean 3.3 SD 1.3). Rated 0 
(not at all) to 5 (completely) the 
following was noted: satisfaction (we 
assume overall with supervision) 
(supervisor mean 3.3 SD 0.9), 
supervisee mean 3.3 SD 1.4). Average 
rating of all these statements showed 
staff (mostly but not always) value 
supervision in different components.  
 
Some staff noted issues of supervisor 
availability due to cancelation (10% of 

Supervision more skill focused and structured for new 
staff. Supervision for supervision most likely in social 
work and psychology; least likely in OT.  
 
Insufficient paper work for SLTs; sufficient for 
psychologists.  
 
Staff satisfied with supervision and their supervisor 
were more positive about the perceived impact of 
supervision.  
 
Frequent supervision from someone in the same 
profession produced better outcomes with perceived 
satisfaction with supervision.  
 
More time on discipline specific skills improved 
perceived impacts of supervision.  
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supervisees reported supervisors 
cancel ‘most or all of the time’) or no 
availability of supervisor during a crisis 
(8% of supervisees reported this).  
 
56% of supervisors and 46% of 
supervisees reported primary 
focus/content of supervision was on 
discipline specific competencies. 15% 
supervisors and 25% supervisees said it 
was about generic practice skills, and 
personal issues was reported to be the 
focus by only 8% of supervisors and 
supervisees. The authors then state 
this would provide reassurance to 
management that supervision was not 
used for personal therapy. 
 
38% of the respondents stated they’d 
received training for providing 
supervision, but this varied in format 
and approach with 18% stating their 
course was more than 12 hours (why 
authors reported this or asked about a 
12 hour specific training programme is 
not clear). Despite low levels of training 
supervisors reported (from 0-5, 0 being 
not at all to 5 being completely) a 
rating of (mean 3.3 SD 1.1) showing 
most were confident to deliver 
supervision; as were supervisors 
confident about receiving it (mean 3.1 
SD 1.4). They shared confidence in 
being able to resolve issues which 
arose (supervisors mean 3.9 SD 0.7, 
supervisees mean 3.7 SD 1.1). 
 
The following were issues reported by 
x% of supervisees and supervisors 
respectively with respect to carrying 
out supervision: High clinical workload 
41 and 55%), insufficient experienced 
seniors (issue for supervisees only 
27%), sessions not frequent enough(26 
and 16%), availability of supervision 
partner 25 and 21%), insufficient 
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guidelines/practices in supervision (24 
and 24%), locating discipline specific 
supervision supervisee issue only 22%), 
insufficient training in supervision (20 
and 15%) and lack of support from line 
manager (19 and 21%).  
 
The following were issues reported by 
x% of supervisees and supervisors 
respectively with respect to carrying 
out supervision: High clinical workload 
41 and 55%), insufficient experienced 
seniors (issue for supervisees only 
27%), sessions not frequent enough (26 
and 16%), availability of supervision 
partner (25 and 21%), insufficient 
guidelines/practices in supervision (24 
and 24%), locating discipline specific 
supervision (supervisee issue only 
22%), insufficient training in 
supervision (20 and 15%) and lack of 
support from line manager (19 and 
21%).  
 
Supervisees with less experience were 
more likely to report that their 
supervisor taught them new skills 
(p<0.001), observed their practice 
(p<0.001) and provided guidance and 
suggestions (p<0.001). Supervision for 
the practice of supervision was most 
likely in social work (72%) and 
psychology (45%), and least likely in OT 
(19%)) (p<0.001). Insufficiently 
specified supervision agreements rated 
least problematic by psychologists, and 
most problematic by speech 
pathologists.  
 
Satisfaction with supervision and 
positive attitudes to supervisors were 
strongly associated with perceived 
impact of supervision (P<0.001 and 
P<0001 respectively). There was a 
positive relationship between 
frequency of contact with supervisors 
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from the same discipline and perceived 
impact (P<0.001), but not with cross 
professional supervision. Priority of 
time spent on discipline specific skills 
was strongly associated with perceived 
impact (P<0.001), but time on generic 
skills was not (staff value task based 
and hand on supervision approaches).  
 
None of the key components or 
variables in supervision processes were 
statistically impacting on the job 
satisfaction scale outcomes. Authors 
explore confounding variables and 
correlation to job satisfaction in table 
4, they outline that ‘only praise of 
supervisees performance’ was related 
to job satisfaction, but this is not 
evidenced anywhere in the table, 
rather it is just written in the article 
below. (P0.001). 
 
 

Kilner et al. 
(2004b) 

To use the 
information 
from the Delphi 
study (Kilner 
2004a) to 
inform future 
curriculum 
development 
for the: 
paramedic, 
paramedic 
technician, and 
clinical 
supervisor 

Factor 
Analysis on 
Delphi Study 
Data 

36 attributes from 
the delphi study, 
outlining perceived 
attributes required 
for the roles of 
paramedic, 
ambulance 
technician and 
clinical supervisor,  
were subject to 
factor analysis to 
explore inter-
relations between 
the attributes. Any 
attribute which 
loaded onto a 
factor at >0.3 were 
included in the 
analysis. 

Ambulance 
Service  

Methods are clear as 
to how each 
attribute loaded 
onto a specific factor 
and to what degree 
(for each role).  

Most of the 
attributes were the 
same for each role, 
but loaded onto 
different factors (i.e. 
the factors were 
named differently 
under each role). So 
arguably despite 
different factors 
being proposed for 
each role, most of 
the attributes (skills) 
required for each 
role were similar. 
Just perhaps some 
had more emphasis 
in specified roles.  
 
There was a lack of 
clarity in many of the 
methods in Kilner 
(2004a), and thus 

(see summary) All attributes loaded onto 3 factors in each of the 
roles (paramedic, ambulance technician and clinical 
supervisor).  
 
For the clinical supervisor the three factors were: core 
professional skills; role model; life long learning (these 
are the three broad categories which ambulance 
service staff perceive the skills a clinical supervisor 
should have, fall into).  
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impacts on the 
validity of the data 
which was ultimately 
provided for factor 
analysis in this study.  

Cutcliffe & 
Hyrkas (2006) 

To explore the 
perceived 
importance of 
pre-set items 
for CS among 
nurses and 
AHPs 

Cross 
Sectional 

(n=74) 
respondents asked 
to rank 17 
statements 
concerning 
supervision from 1 
(most important) 
to 17 (least 
important) 

Nurses, 
chiropodists, 
OTs, health 
visitors, 
physiotherapists  

Arguably a 
reasonable sample 
size for this type of 
study.  
 
Gives some context 
as to what nurses 
and AHPs rank as 
most important 
from a series of 
items, concerning 
group CS.  
 
Outcome data is 
available for each 
individual 
profession. 

Unclear how many 
participants were 
approached for the 
study, or response 
rate.  
 
Poor outline of the 
methods with 
respect to how the 
17 statements were 
comprised.  
 
We cannot assume 
that those 
statements ranked 
least important are 
‘not important’ to 
staff/for supervision.  
 
Statements were 
focused on (and thus 
limited to) group 
supervision.  
 
It is likely 
respondents were 
influence by 4 day 
training which was 
delivered prior to 
the completion of 
the outcome 
measure. 

(see summary) Nurses and AHPs combined, felt that confidentiality, 
contracts and agreed goals were the three most 
important factors for supervision.  
 
‘Supervisor must be a manager’ was ranked least 
important overall.  

Hyrkas et al. 
(2006) 

To determine 
how supervisee 
backgrounds 
and 
infrastructure 
predict efficacy 
of clinical 
supervision 
among Finnish 

Cross 
Sectional 

(n=799) 
 
Demographic data, 
and data around 
supervision 
processes 
collected.  
 

Nurses and 
Physiotherapists   

Sample size, plus 
wide age range and 
experience of staff 
 
Response rate (62%) 
 
External validity  

Internal validity  
 
No control group, or 
before/after 
measures 
 
Authors discuss in 
the abstract and title 
the study is nurses 

Authors report female supervisees 
outcomes more positively than male 
supervisees on the MCSS (144.42 vs 
139.52 respectively p<0.001).  
 
The best MCSS outcomes were given 
by those who: worked day shifts 
(145.58, P<0.001, night shifts 140.20, 
and all shifts 142.06 – so all shifts still 

Finding are complex and varied.  
 
Of all the factors in this study which were assessed (a 
lot), they only accounted for 15.4-21.6% of the 
variance in supervision outcomes, which shows 
supervision is extremely complex to outcome, and 
many factors impact on this phenomenon.  
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nursing staff, 
their job 
satisfaction, 
levels of 
burnout and 
perceptions of 
the quality of 
care.  

Manchester 
Clinical Supervision 
Scale (MCSS) data 
collected.  
 
Maslach Burnout 
Inventory (MBI – 
burnout)  
 
Minnesota Job 
Satisfaction Survey 
(MJSS – job 
satisfaction)  
 
‘Good nursing care 
survey’ (perceived 
quality of care)  
 
Linear regression 
analysis to see 
what confounding 
variables 
impacting on the 
dependant 
variables  

only, but on 
breakdown (n=29) 
participants were 
physiotherapists. It 
raises the question 
of how the ‘good 
nursing care’ 
questionnaire was 
used with 
physiotherapy staff.  
 
If you read the 
individual questions 
on the MJSS and MBI 
arguably supervision 
would have minimal 
impact on many of 
these i.e. ‘ability to 
keep busy in your 
role, satisfaction 
with pay, and 
satisfaction with 
working conditions 
(are some 
examples). These 
tools are not 
validated to measure 
outcomes with 
supervision.  
 
Variable response 
rate to individual 
questions and 
incomplete data set.  

satisfied overall); had tenure (144.20, 
vs non-tenured 140.33, P=0.034, but 
both groups still satisfied overall); 
worked in psychiatric specialties 
(147.52, vs non psychiatry speciality 
133.99, p<0.0001); were specialist 
level nurses (147.28, registered nurse 
144.03, nursing auxiliary 132.50, 
mental health nurse 142.31, 
physiotherapy 120.23, other 136.78, 
p<0.0001); were supervisors 
themselves (152.05 vs not a supervisor 
141.64 
 
The best MCSS based on demographics 
of the supervisor were: if the 
supervisor was female (144.23 vs male 
supervisors 140.83, p=0.022); 
supervisors who had an academic 
degree other than psychology (153.28 
P0.001); supervisors who had been 
trained in CS (145.47 vs non trained 
supervisors at 141.99, p=0.008; where 
supervisors were chosen (148.21, vs 
allocated 134.47, p<0.001); where the 
supervision was at least monthly 
(149.97, although also an option was 
‘every month’ 145.79, it is not clear 
how ‘at least monthly’ and ‘every 
month’ differed, last option was 
‘almost never’ 141.37 – and people 
were still overall satisfied with this type 
of supervision, so what did ‘almost 
never’ mean for those who chose this 
but were still satisfied? Unclear but the 
p=0.001 for ‘at least monthly’); where 
the supervisor was from the same 
organization as the supervisee (does 
this mean organization or profession? 
145.23, vs those not in the same 
organization 141.11, p=0.002, but both 
groups were happy overall with their 
CS).  
 
With respect to the structure of 
supervision the following outcomes 

It showed that there are some factors which impact 
on supervision which are out with the structure, 
process and arguably quality of the supervision itself 
i.e. specific shifts, tenure vs non-tenure, staff grade. 
 
MCSS outcomes improved by the following:  

• supervisors having supervision themselves 
(benefits to both roles?) 

• Psychiatric specialties showing higher 
MCSS scores; but psychologists specifically 
showing lower.  

• those with training (but equally those 
without also scored positively overall).  

• greater frequency and time/sessions in 
supervision.  

• those who chose their supervisor.  
• 45 minute, one:one sessions  

• smaller groups for group supervision 

• outside the workplace  
 
The impact supervision had on the MBI, MJSS and 
good nursing care questionnaires was extremely 
varied and complex. Some positive and even negative 
outcomes (i.e. supervision impacting positively on 
extrinsic job satisfaction and total job satisfaction on 
the MJSS; but negatively on emotional exhaustion on 
the MBI). There were other examples like this 
suggesting that these scales i.e. MJSS, MBI and good 
nursing care questionnaire; may not be reliable 
indicators of outcomes of supervision (and indeed the 
authors recognise other factors impacted on these 
scores too out with supervision).  
 
More consistent and convincing positive impacts 
could be seen from correlating MCSS scores with the 
‘good nursing care questionnaire’ suggesting 
supervision impacted on quality of care.  
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were noted as being most positive: 
Supervisees with 2+ years experience 
of the supervision (146.23, 1-2 years 
142.57, <1 year 141.93, p=0.004,); 
those who previously attended 
between 3-5 supervision periods (3-5 
periods 147.41, over 5 periods 145.09, 
1-2 periods 144.75, no experience 
140.01, p<0.001); If CS occurred every 
second week (149.14, every third week 
145.24, monthly 141.21, fewer than 
monthly 130.77, p<0.001); less than or 
equal to 45 minute sessions (149.32, 
60 minutes 147.64, 1.5 hours 137.88, 
2+ hours 133.72, p<0.001); one:one 
format (150.19 vs group 136.42, 
p<0.001); smaller groups for ‘group 
supervision’ (two people 151.58 – how 
is this different from one:one?, 3-5 
people 141.45, 6-9 people 133.88, 10+ 
126.94, p<0.001); outside the 
workplace (147.30, vs at work 140.15, 
p<0.001)  
 
MJSS (Minnesota job satisfaction scale) 
and the Maslach Burnout Inventory: 
majority of respondents reported high 
overall (76.5%), and intrinsic (67.3%) 
job satisfaction. With moderately low 
extrinsic job satisfaction (50.2%) on the 
MJSS. For the MBI (higher scores in 
depersonalization and emotional 
exhaustion means more of these, 
whereas lower scores on personal 
accomplishment is the negative score, 
so opposite scaling), the results show 
for Depersonalization (low – 54.7%, 
average – 27.9%, and high – 17.4%); 
Emotional Exhaustion (low – 24.5%, 
average – 39.1%, and high – 35.5%). So 
17.4% reported high levels of 
depersonalization with their work, and 
35.5% reported high emotional 
exhaustion. For personal 
accomplishment (low – 75.3, average – 
18.1%, and high – 6.6%), so 75.3% of 
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the n=799 participants scored 
themselves low for personal 
accomplishment in their role 
 
With respect to the good nursing care 
questionnaire: most respondents 
assessed the quality of care they 
provide as ‘moderately good’ 
 
Age values predicted some of the job 
satisfaction outcomes. Higher levels of 
education influenced some of the 
burnout scores (relating to personal 
accomplishment). Tenured vs non 
tenured influenced job satisfaction. 
Part time workers showed higher 
depersonalization, as did area of 
specialization. Rotational posts 
reduced the risk of job dissatisfaction 
 
Supervisees who scored high in the 
‘trust and rapport’ subscale of the 
MCSS were 1.6x (odds ratio, OR) more 
likely to score higher for intrinsic job 
satisfaction on the MJSS (p=0.018); 2.4 
x (OR) higher for ‘task centred activities 
of nursing’ (good nursing care 
questionnaire) (p=0.001) 
 
Those who scored higher on MCSS 
subscale for ‘supervisor advice and 
support’ were 1.7x (OR) more likely to 
score higher on ‘extrinsic job 
satisfaction’ (MJSS) (p=0.004); 1.8x 
(OR) higher for total job satisfaction 
(MJSS) (p=0.001); score higher for 
‘emotional exhaustion’ (MBI) 
(p=0.037); 2.5x (OR) more likely to 
evaluate ‘task centred’ and ‘human 
centred’ aspects of their nursing care, 
suggesting they were more reflective 
of practice (good nursing care 
questionnaire) 
 
Those who scored highly in the MCSS 
for ‘importance and value of clinical 
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supervision’ were 2x (OR) more likely 
to evaluate ‘preconditions of care’ and 
‘care environment’ (p=0.009 and 0.013 
respectively, good nursing care 
questionnaire); 1.8x (OR) more likely to 
score higher for ‘promotion of patient’s 
coping skills’ (good nursing 
questionnaire) 
 
Those who scored higher for ‘finding 
the time’ for clinical supervision on the 
MCSS were 1.6x (OR) more likely to 
score positively for all components of 
the MJSS (intrinsic p=0.016, extrinsic 
p=0.015, total job satisfaction 
p=0.016); 0.5x (OR) more likely to score 
lower for depersonalization (MBI) 
 
Those with higher total MCSS scores 
were 1.8x (OR) more likely to have 
higher scores for emotional exhaustion 
(MBI); 0.5x (OR) more likely to score 
positively for personal accomplishment 
(MBI); influenced many of the 
outcomes on the good nursing care 
questionnaire positively.  

Horton et al. 
(2008) 

To evaluate 
group 
supervision for 
SLTs, plus 
develop and 
validate the 
Clinical 
Supervision 
Evaluation 
Questionnaire 
(CSEQ) 

Questionnaire 
Validation 
and Cross 
Sectional 

Stakeholder event 
and literature 
review to generate 
items for the 
questionnaire.  
 
(n=22) initial items 
generated to 
reflect the 
purpose, process 
and impact of 
supervision 
 
Initial 
items/questionnair
e piloted with 
(n=10) for content 
validity (one 
general opinion 
question on the 

SLTs Developed a new 
questionnaire which 
could be used to 
evaluate group 
supervision.  
 
Validity testing was 
undertaking with a 
small pilot, 
Cronbach’s and 
assessing correlation 
with the single 
summary question 
 
Response rate was 
good 

Numbers for 
questionnaire 
validation are 
arguably small 
 
It is unclear how the 
literature review 
informed the item 
generation for the 
initial questionnaire. 
Methods are only 
partly outlined and 
non-repeatable  
 
The final 
questionnaire 
arguably omits any 
evaluation of the 
normative functions 
of supervision 

(n=52) respondents overall CSEQ score 
ranged from -16 – 24. (possible range 
of -28 to +28 given there were 14 
statements with a Likert of -2 to +2). 
Median was 11 and mean was 8.4. >14 
was considered definitely positive 
overall for supervision, (n=20, 41.7% - 
actually 38% but mis-reported as 41.7% 
by the authors, scored over 14 and 
were definitely positive about their 
supervision experience). Dissatisfaction 
was considered as <0 (n=11 22.9% fell 
into this category). (so does this mean 
n=21 40% were between 0 and 14 and 
were in the middle, it doesn’t make 
this clear but we assume so).  

Overall CSEQ outcomes suggested approx. 40% felt 
definitely positive about supervision, 40% somewhere 
in the middle, and 20% as definitely negative about 
supervision. Outcomes were variable.  
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overall impression 
of supervision over 
the past 12 
months was added 
from this) 
 
Questionnaire sent 
to (n=57) SLTs, 
(n=52) returned ( 
response rate 
91%) 
 
Principal 
component 
analysis used to 
reduce 
questionnaire to 
14 items, and 
internal 
validity/consistenc
y assessed using 
Cronbach’s alpha 
(0.86). The full 
scale/outcomes 
were compared 
with the overall 
summary question 
on supervision and 
there was strong 
correlation with 
the two (r=0.79, 
p<0.001) 

 
The specific 
supervision 
processes/paramete
rs used by 
participants in this 
study are not 
outlined (we only 
know it is peer 
group) 
 
Some questions in 
the final 
questionnaire are 
arguably not 
measuring 
satisfaction (or not) 
with supervision 
despite the scale 
aiming to do this i.e. 
‘the purpose of 
clinical supervision is 
to improve client 
care’ or ‘the purpose 
of clinical 
supervision is to 
enable clinicians to 
feel confident in 
their own practice’ 
(this tells us about 
process, not overall 
satisfaction) – 
although arguably 
the overall outcomes 
of the scale did 
correlate reasonably 
highly with the 
question asking 
about supervision 
overall 

Kavanagh et al. 
(2008) 

To assess the 
benefits of 
training on 
supervision 
outcomes 

RCT Pairs (supervisees 
and supervisors) 
recruited into one 
of 3 groups 
 

Psychology, 
social work, SLT 
and OT 

The training 
programme was 
clear and well 
outlined, and 
attempts were made 
to standardize the 

Internal validity still 
limited though as we 
do not know the 
processes and 
parameters of the 
supervision for 

Results are shown for each group: 
immediate, delayed and split and are 
as follows (displayed as means and SD:  
 

Impacts of training on the supervision contract are 
mixed. For the immediate training group, this 
improved, and for the delayed group (who didn’t get 
training) this got worse, this is confusing as why would 
supervision contracts get worse, in the same pairs, 
without training? (suggesting impacts out with 
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Group 1 
(immediate 
supervision 
training) – (n=17 
pairs, and n=14 
supervisors from 
the split condition) 
 
Group 2 
(delayed/control – 
did not receive 
supervision 
training during the 
trial period) – n=15 
pairs, and n=14 
supervisees from 
the split condition) 
 
Group 3 (split 
condition) – 
supervisors trained 
immediately and 
included in group 
1; supervisees not 
trained during the 
trial and included 
in group 2 
 
Training was over 
2 days and well 
outlined 
 
Multiple self 
formulated (by the 
authors) outcome 
measures looking 
at impact of 
training on: 
supervision 
contracts, use of 
‘positive’ 
supervision 
strategies, self-
efficacy, and 
frequency of 

delivery as much as 
possible to improve 
internal validity 
 
 

participants in this 
research. We do 
know there was 
variation in 
frequency of 
sessions3 months 
prior to the study. 
Plus, the outcomes 
highlight that many 
other factors are 
clearly impacting on 
the outcome 
measure as those 
who did and did not 
have training have 
mixed results 
positive and 
negative across the 
measures 
 
Supervisee and 
supervisor pairs in 
this study had been 
practising 
supervision for 
(range – 2 weeks to 
6 years) and so the 
intervention is not 
being tested on 
individuals naïve to 
the process 
 
It is unclear 
how/why all of the 
questions were 
devised for the 
questionnaire. 
Section 3 ‘reported 
frequency of positive 
supervision 
strategies’ is an 
example of lack of 
clarity in why specific 
outcomes were 
measured as they 
were. In section 3 a 

For the number of features (12 
outlined) specified in the supervision 
agreement (0-12): 
 
Immediate: baseline 7.6(3.3), 3 months 
8.3(4.5) 
Delayed: baseline 9.0(3.1), 3 months 
7.1(3.9) 
Split: baseline 7.9(2.8), 3 months 
9.1(3.1)  
 
This shows 3 months post baseline for 
the immediate training group, this 
outcome improved and more of the 12 
features were specified in the 
supervision agreement. For the 
delayed group this got worse. This 
reached significance comparing 
immediate vs delayed training 
(p<0.05). 
 
Average supervisor/supervisee reports 
of the frequency of ‘positive’ 
supervision strategies in the previous 3 
months 
   
The results of this are simply unclear. 
There were 22 statements and 
participants were to outline how many 
times each of them had been used in 
previous 3 months. Results with this 
highlights one mean and SD for each 
group at baseline and 3 months, this is 
confusing as there should be 22 means 
and SDs? The authors report that the 
number of strategies used reduced in 
all groups from baseline to 3 month 
outcomes but this was not statistically 
associated or different in immediate 
versus delayed training or split training. 
(so contradictory findings, for this 
outcome training, supervisors only 
training, and no training they all used 
less ‘positive supervision strategies’)  
 

training can impact on the quality of supervision 
contracts). Authors suggest there was a statistical 
improvement for the immediate vs delayed group 
here (P<0.05) (But this must be interpreted with 
caution given the outlined dip in the group without 
training, suggesting not only training influences this) 
 
Impacts on the use of ‘positive supervision strategies’ 
are unclear due to unclear reporting of the results, 
but the authors suggest in all groups (training and no 
training) the use of ‘positive supervision strategies’ 
fell from baseline to 3 months (confirming my thought 
that this was never a good outcome measure anyway) 
 
Supervisors who received training immediately (in the 
split group) had a drop in self-efficacy (P<0.05), as did 
supervisees in the immediate condition (P<0.01) (thus 
suggesting the training impacted negatively on some 
for perceived supervision efficacy, perhaps linking 
back to my thoughts on the fact the participants were 
not naïve to supervision. Reduction in self efficacy 
may be negative, but arguably if this has shown areas 
for growth then perhaps this could be positive too, 
but we don’t know this as there was no qualitative 
information, so the impact of the results here are 
limited). 
 
In the delayed group (for supervisees and supervisors 
– no training), the supervisors in the immediate group 
(training), and the supervisees in the split group (no 
training), there were no changes in self efficacy at 
baseline and 3 months (suggesting that training or no 
training didn’t impact on self-efficacy for some).  
 
The results for impact on supervision problems are 
reported unclearly. Overall the authors state there 
was no change in this outcome measure for 
supervisees in any group, and for all supervisors in the 
study there was a generalised increase in supervision 
problems over the 3 months (P<0.05) with the 
exception of supervisors in the immediate training 
group who reported a reduction in problems but not 
to significance level. (so mixed results, training and no 
training increased supervision problems for some, and 
reduced for others. Given the mixed picture, it is likely 
that it was not training having these impacts in 
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‘supervision 
problems’.  

list of ‘positive 
supervision’ 
strategies were 
outlined i.e. task 
focused, or reflective 
supervision etc, and 
staff were asked to 
rate how often these 
strategies were used 
pre and post the 
training. It is unclear 
who decided (or 
how) that these 
were ‘positive’, and 
one would argue in 
isolation these 
cannot be thought of 
as positive or 
negative based on 
the number of times 
they were used, only 
qualitative 
information can 
qualify whether staff 
found these positive 
or negative. Thus 
questioning the 
validity of the 
outcome measure to 
outcome overall 
satisfaction with 
supervision, and the 
impacts of training 
on this. Additionally, 
the section 
measuring frequency 
of ‘supervision 
problems’ arguably 
training would have 
minimal opportunity 
to impact on some 
of these i.e. staff 
availability (thus 
again calling into 
question the validity 
of some of the items 

Self-efficacy concerning effective 
supervision (0-100) 
 
Supervisors 
 
Immediate: baseline 72.5(18.8), 3 
months 72.9(19.4) 
Delayed: baseline 73.2(8.2), 3 months 
72.9(10.9) 
Split: baseline 76.1(9.6), 3 months 
63.0(27.8) 
 
Supervisees 
 
Immediate: baseline 75.4(17.7), 3 
months 68.6 (31.4) 
Delayed: baseline 86.4(9.1), 3 months 
85.2 (8.7) 
Split: baseline 76.3(16.7), 3 months 
76.1(20.9) 
 
Supervisors in the split condition (who 
received training immediately) had a 
drop in self efficacy from baseline to 3 
months compared with the immediate 
and delayed groups (P<0.05). 
Supervisees in the immediate condition 
had a drop in self efficacy from 
baseline to 3 months when compared 
to other groups (P<0.01). Thus, 
suggesting training may negatively 
impact on perceived self-efficacy for 
some supervisors and supervisees. 
However, in the delayed group for 
supervisors and supervisees there was 
no change from baseline to 3 months, 
nor was there for supervisors in the 
immediate group, or supervisees in the 
split group. Results overall highlight 
that supervisees and supervisors 
already rated their self-efficacy highly 
at baseline, thus feeding into my 
comment about this RCT being flawed 
as it introduced the independent 
variable (training) to those who had 
been practising supervision for 

isolation and that other factors were impacting on 
supervision problems)  
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for measuring the 
constructs they are 
set to measure) 
 
Many other factors 
could impact on the 
outcomes to many 
of the questions (out 
with the training) 
 
Results and 
reporting are unclear 
at times 

extended time period already, thus 
they were already prepared and this 
limits the potential for the training to 
improve outcomes.  
 
Frequency of supervision problems  
 
Again, results presented in the table 
(table 5) don’t make sense as 14 items 
were given for staff to rank 0-100 for 
this and only one mean and SD is given 
for each groups supervisors and 
supervisees at baseline and 3 months. 
It should be 14 means and SDs? 
 
Supervisors 
 
Immediate: baseline 22.4(14.9), 3 
months 20.2(16.8) 
Delayed: baseline 17.4(10.0), 3 months 
23.8(14.2) 
Split: baseline 15.2(11.6), 3 months 
21.9 (8.1) 
 
Supervisees 
 
Immediate: baseline 20.4(17.1), 3 
months 20.6(16.7) 
Delayed: baseline 13.1(12.7), 3 months 
16.2 (16.0) 
Split: baseline 18.1(9.5), 3 months 
20.0(16.5)  
 
No statistical difference in problems 
reported by supervisees over the 3 
months in any 3 of the groups. Scores 
from all supervisors in the study 
showed a generalised increase in 
supervision problems over the 3 
months (p<0.05) with the exception of 
supervision in the immediate training 
programme who reported a reduction 
in problems but not to significance 
(P=0.05, but not less than) 
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Dawson et al. 
(2012) 

To explore 
supervision 
effectiveness 
from a 
supervisee 
perspective 

Cross 
Sectional 

MCSS scale used 
 
Sent to( n=101) 
AHPs and 
completed by n=32 
(response rate 
32%), but could 
only use (n=30) 
(30%) 

Dietetics, 
exercise 
physiology, OT, 
physiotherapy, 
podiatry, 
prosthetics and 
orthotics, 
psychology, 
social work and 
SLT 

External validity 
(pragmatic and 
supervision models 
varied) 
 
Methods are clear  
 
Some conflicting 
results around 
frequency of contact 
with 
supervision/supervis
or between tables 2 
& 3 (longest 
frequency was 
suggested to be 6-8 
weeks, but in 
another section n=1 
person stated they 
saw their supervisor 
yearly) 

Internal validity  
 
Sample size in the 
final survey 
(response rate)  
 
 

Supervision varied widely, but most 
one:one, at the workplace and 46-60 
minutes 
 
MCSS36 scores for n=30 AHPs. Mean 
score 142.83 (range 108-170) 
indicating effective CS (threshold 136) 
overall, but the range shows it was not 
effective for everyone. Subscales of 
‘trust and rapport’ and ‘improved 
care/skills’ were found to be effective, 
significantly more so (P=<0.001) than 
the subscales of ‘finding time’ and 
‘personal issues’ indicating that 
whatever the type of CS in the cohort 
of AHPs, many felt they could not 
‘open up’ in supervision. 
 
 

Variation in outcomes with supervision as outcome by 
the MCSS. Some positive and some negative, but 
overall positive for this cohort. As always the 
normative outcomes due to ‘finding the time’ and in 
this study ‘personal issues’ (restorative subscale) are 
lower.  
 

Kuipers et al. 
(2013) 

To see if formal 
structures 
affected 
outcomes in 
peer group 
supervision 
among AHPs 

Cross 
Sectional 

Survey on peer 
group supervision 
dynamics 
(knowledge of, 
satisfaction with 
and impact of peer 
supervision) – used 
the CSEQ tool 
 
Survey sent to 
(n=613) AHPs and 
(n=192) responded 
(response rate 
31%) 
 
Explored 
difference in 
groups, 
significance set at 
0.01 

Social work, OT, 
physiotherapy, 
psychology, 
dietetics and 
nutrition, SLT, 
podiatry and 
‘other’ 

CSEQ checked for 
internal validity in 
this research with 
good Cronbach 
scores for the full 
scale and it’s sub 
scales (0.934, 0.761, 
0.945 and 0.911 
respectively for total 
and sub scales of: 
purpose, process 
and impact) 
 
First study to 
explore impacts of 
structure on 
supervision 
outcomes 
 
External validity 

Internal validity 
(supervision 
models/approaches 
varied)  
 
Incomplete/missing 
data returned 
 
Some possible errors 
in the reporting of 
results in table 3 
(upper confidence 
intervals and lower 
confidence intervals 
show lower and 
higher numbers 
respectively, when 
based on the 
description of the 
questionnaire, this 
should have been 
the other way 
around) 
 

No significant difference in CSEQ scores 
noted between peer groups 
undertaking supervision in 
intradisciplinary or interdisciplinary 
models.  
 
Individuals from metropolitan sectors 
did score higher on the CSEQ ‘impact’ 
subscale than those from regional 
areas (P=0.004). No difference 
between these two on Process and 
Purpose sub scales.  
 
No difference in CSEQ scores between 
AHPs in hospital/acute sectors vs those 
not in these sectors.  
 
Peer groups with supervision 
agreements in place did not differ from 
those who did not for total CSEQ scores 
or any of the subscales; but those who 
used formal documentation of 
meetings scored significantly higher on 
total CSEQ scores (p=0.01) and on the 
process subscale (p=0.01) than groups 

Overall, it would appear formal structures, training, 
and some evaluation may improve: satisfaction with 
supervision (as measured by different components of 
the CSEQ), confidence in the process, confidence to 
be vulnerable and open up, confidence in the safety 
of the environment, confidence in the confidentiality, 
ground rules, trust, impacts on quality of care, coping 
with work related stress and increased role related 
confidence.  
 
We are unsure of the impact of supervision overall in 
this cohort as the authors do not outline what score is 
definitely positive and what is definitely negative (and 
we cannot base this on the original CSEQ study by 
Horton et al. 2008 as the authors of Kuipers et al. 
2013 have altered the scoring of the questionnaire) 
 
This study also highlights that even with supervision 
guidance and a model, staff adapted the supervision 
to suit their local/individual needs. 



181 
 

In the original CSEQ 
validation study 
(Horton et al 2008) 
the highest possible 
score was 28 with 
the Likert being -2 to 
+2 for 14 questions, 
with 14 being the cut 
off between good 
and not good 
supervision. In this 
study the scores are 
all sitting around 
50+, therefore the 
scale at face value 
has been tweaked 
and this is not 
mentioned, we also 
do not get an outline 
of what is definitely 
a ‘good’ supervision 
score and what is 
not good (this is a 
limitation). 
 
 

who didn’t formally document. At item 
level groups where documentation 
occurred scored higher for their groups 
having well stablished ground rules 
(p=0.002) and that confidentiality was 
respected (p=0.004).  
 
Groups who evaluated on some level 
scored higher on the process subscale 
than those who did not (p<0.001), as 
well as the impact subscale (p=0.001) 
and the total CSEQ scores (p=0.008), 
and again at item levels these groups 
had better established ground rules 
(p=0.006) and a greater sense of safety 
to share information (p=0.002) and 
confidentiality was respected 
(p=0.001), improved trust between 
group members (p=0.001), and greater 
confidence to discuss issues with the 
group (p=0.001).They also noted 
improved impacts on their quality of 
care (p<0.001), helped them cope with 
work related stress (p<0.001) and 
increased confidence in their job 
(p<0.001).  
 

        Staff in this study (mostly) valued supervision and felt it had 
positive impacts on them, the organisation and 
patients/patient care. There was evidence supporting that staff 
had mixed feeling that their line manager should be their 
supervisor; but also some evidence to suggest staff do value 
time one to one with their line manager.  
 
The model used here is arguably very ‘performance’ and 
slightly managerially focused. Despite using Proctor’s model 
and mentioning the restorative aspects of this model, with the 
approach used to supervision in this study, it could be argued 
that restorative benefits may be hindered for staff in this trust 
as supervision happens ‘on the job’ with a focus on 
performance. Indeed, in the description of the model the 
author states that there was a concern with dividing up the 
hours for supervision over the year (as opposed to all in one 
shift) as doing this may “…….fail to diagnose problems……” 
(p.6). This arguably suggests the supervision was more 
performance focused, than truly seeking to support staff in all 
3 domains of Proctor’s model.  
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Ayres et al. 
(2014) 

To present 
MCSS results 
for OT staff 

Cross 
Sectional 

MCSS sent to 
(n=88) OT staff, 
returned by (n=51) 
(response rate 
60%). Surveys used 
from (n=46, 52%) 

OT Response rate 
 
External validity 

Internal validity 
(supervision 
practices varied) 
 
Sample size 
(although arguably 
not hugely different 
from similar studies 
in the field) 

Supervision was most commonly 
one:one but widely varied in other 
aspects (duration, frequency etc) 
 
Average MCSS score was 142.9, the 
median 140 and the range 30-180. So, 
there was huge variation in the 
respondents’ experiences of clinical 
supervision. Overall, the 142.9 score 
suggests OT staff in this study did value 
and perceive good outcomes from 
their CS 
 

Again, variation in supervision and outcomes through 
use of the MCSS. Some positive and some not about 
this phenomenon, but positive outcomes overall for 
this cohort.  

Cookson et al. 
(2014) 

To evaluate 
current 
supervision 
practice among 
local mental 
health nurses 
and AHPs 
against 
benchmark 
standards 
outlined in a 
local 
supervision 
policy/guideline 

Cross 
Sectional 

22 item survey via 
survey monkey 
sent to (n=932). 
(N=205) 
respondent 
(response rate of 
22%). (n=191 were 
useable, 20%). 
(N=30) AHPs and 
(N=139) nurses 
 
Survey to 
measure: receipt 
of supervision, 
frequency and 
duration, 
supervision 
agreements, use of 
a model or 
framework, choice 
of supervisor, and 
separation of line 
management from 
supervision 

Nurses, OTs, 
dietitians, 
physiotherapists  

Sample size is 
arguably good for 
this type of study 
 
4 years between 
implementation of 
the supervision 
guideline and audit, 
giving the guidelines 
time to embed 

Response rate  
 
Results are obviously 
sample specific and 
do not outline 
adherence (or non) 
to the supervision 
guideline across the 
wider team. Had the 
sample/response 
rate been higher it 
could have given a 
more representative 
picture  

N=22/191 respondents were not in 
receipt of clinical supervision (12% of 
staff despite the policy being in place 
were not undertaking supervision, 88% 
n=169/191 of the sample were 
undertaking supervision). Of this 
number all n=30 AHPs (100% of the 
AHP respondents) were receiving 
supervision 
 
44% of the sample used a 
model/framework for supervision, 38% 
indicated they did not and 15.5% were 
unsure if they did or did not, 2.5% 
didn’t respond to this question. In table 
1 the authors outline there were 8 
models outlined, some also indicated 
using more than one of these models, 
others choose ‘other’. The models 
included: 
Proctor’s model 
Heron’s six category intervention 
analysis 
Practice centred supervision 
Cognitive therapy model 
Problem focused model 
Atkins and Murphy’s model of 
reflection 
John’s model of reflection 
Combination of models  
 

Overall shows that nurses and AHPs, even when given 
supervision guidance, will do things their own way 
(although the guidance did encourage flexibility in 
approach). Supervision needs to be flexible, and some 
evidence suggests that choice in supervisor, keeping it 
separate from management, and having structure i.e. 
agreements and models may be useful) 
 
Training varied too, some had this and some did not, 
and for those who did there were 7 different 
approaches outlined 
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41% of respondents did use supervision 
agreement, 44% did not (what about 
the other 15%?).  
 
64% of the nurses taking part in 
supervision were allocated their 
supervisor (so 36% of participating 
nurses chose their supervisor). 
Whereas 20% of the participating AHPs 
were allocated a supervisor (meaning 
80% chose their supervisor 
 
47% stated supervision was separate 
from line management (so despite the 
guidance recommending it 53% 
obviously didn’t separate the two) 
 
50% stated they had training, 46% 
stated they had not (despite training 
being recommended in the guidance), 
of those who had not attended training 
94% were nurses (and so AHPs more 
likely to receive training in this sample). 
(in figure 2 it shows that participants 
attended different types of training, 7 
different training course appeared to 
be used by specific staff – we do not 
know what these individual course 
entailed but clearly training approach 
was different for different staff) 
 
They state AHPs were more likely to 
receive supervision than nurses in the 
sample (p=0.018), AHPs were more 
likely to use a supervision agreement 
(p=0.000), and AHPs were more likely 
to choose their supervisors (P=<0.001).  
 
Lastly community nurses were more 
likely to receive supervision than 
hospital based (p=0.008).  
 
62% of those who indicated their 
supervisor was allocated (and were not 
happy with this) also reported their 
supervisor was their line manager. 96% 
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of these staff were nurses, 90% did not 
have a supervision contract/agreement 
and 65% received less than the 
recommended frequency of 
supervision (we don’t know what this 
was) and 50% of those did not use a 
supervision framework/model 
(suggesting choice in supervisor may be 
important, keeping it separate from 
management may be important, and 
having structure i.e. agreements and 
models may be useful).  
 
 

Snowdon et al. 
(2015) 

To explore 
Physiotherapist
s experiences 
of clinical 
supervision 

Cross 
Sectional 

Demographic and 
MCSS 26 survey. 
Of (n=65) 
physiotherapists 
(n=60) returned 
completed surveys 
(response rate 
92%, but all results 
seem to be n=59, it 
is unclear why 1 
participants details 
was not used) 

Physiotherapists  First study to isolate 
physiotherapists 
using the MCSS26. 
Methods are well 
outlined.  
 
Outline of some of 
the supervision 
processes given i.e. 
choice of supervisor, 
frequency and 
duration etc. Whilst, 
like most studies, 
this varied. All staff 
were receiving one: 
one supervision 
which standardised 
approach slightly. 
 
External validity 

Response rate  
 
Sample size is 
reasonable for this 
type of study 
 
Internal validity 
(supervision varied)  

Tables 2 &3 showed the supervision 
practices varied for staff in this study: 
n=50 allocated their supervisor, n=7 
chose and n=1 ‘other’ (unsure what 
that means). N=27 were monthly, the 
rest were dispersed from weekly to >3 
monthly. N=56 were in the workplace, 
with n=3 saying they did both 
workplace and non workplace 
locations. N=59 were one:one. Most 
durations were 15-30 minutes (n=21), 
followed by 46-60 minutes (n=19), <15 
min (n=1), 31-45 min (n=15) and >60 
min n=3 
 
Average MCSS 26 score in this research 
is 71.4 (under the threshold of 73+ for 
effective supervision. One hospital site 
skewed the results however being 
statistically lower scoring than all other 
sites. Without this one site the score 
would have been over 73. 57% scored 
<73; whereas 43% scored >73 
(indicating overall dissatisfaction but 
equally with quite a split, some 
satisfied and some not) 
 
Participants scored higher in the 
restorative and formative domains 
compared with normative (p=0.002 
and P<0.001 respectively)  
 

Overall poor outcomes for supervision in this cohort 
of physiotherapists, but almost a 50/50 split (57% 
scored <73 i.e. negatively, and 43% scored positively). 
So some satisfied with supervision and some not.  
Given most were allocated a supervisor and most 
were 15-30 minutes, this could explain dissatisfaction 
overall for many 
 
Outcomes not different with varying grades of 
supervisor or supervisee 
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Grade of supervisee and supervisor had 
no significant effect on total MCSS 
scores (p=0.0381 and p=0.451 
respectively, suggesting supervision 
need not be hierarchical) 
 

Saxby et al. 
(2015) 

To explore AHP 
outcomes with 
clinical 
supervision 

Cross 
Sectional 

MCSS sent to 
(n=120) AHPs and 
(n=82) returned 
(response rate 
68%) 
 
Confounding 
variables analysed 
using Pearson’s 
correlation, and 
differences 
between factors 
with independent t 
tests 

Social work, OT, 
physiotherapy, 
dietitians, SLT, 
podiatry, 
psychology, 
‘other’ 

Methods are 
outlined and are 
largely credible, with 
the exception that 
participants had not 
had supervision for 
long 
 
External validity  

Internal validity 
(supervision varied) 
 
Missing 
data/incomplete 
data 
 
Data used mostly 
from supervisee’s 
who have had less 
than 6 supervision 
sessions, which is 
required for data 
validity when using 
the MCSS-26. Small 
sample sizes for 
some AHP 
professions meant 
not all data could be 
compared 
statistically. 
 
In table 3 outlining 
best practice 
variables and how 
these correlate with 
the MCSS scores, it 
suggest (n=25) chose 
an option that they 
did not receive 
supervision (only 
those in receipt of 
supervision should 
be completing the 
MCSS)  
 
 

Length of time receiving supervision 
was 6.60 +/- 3.95 months (mean and 
SD – so not long), number of sessions 
ranges from 1->12 with 35.7% 
reporting more than 6 supervision 
sessions 
 
Length of time for sessions varied 

 
66.2% (n=45/82) had a choice in their 
supervisor, and 85.9% (n=55/82) 
accessed all supervision from one 
supervisor (suggesting approx. 34% 
didn’t choose their supervisor, and 14% 
had more than one supervisor) 
 
89.1% (n=57/82) received 
intraprofessional supervision (so 
approx. 11% received interprofessional 
supervision) 
 
95.4% (n=62) received supervision 
from someone who was not their 
manager (so approx. 5% received 
supervision from their manager) 
 
35.4% (n=29)were supervisors 
themselves 
 
74.4% (n=58) had attended supervision 
training (the authors then state 13.9% 
(n=11) stated they’d never had any 
training 
 
Local guidance was available for 
supervision, with associated 
paperwork. Despite this the authors 
report 62.1% (n=41) reported they 
completed the supervision agreement 
(so we assume 38% did not), and that 

Supervision practices varied, despite guidance staff 
often adapted it to suit local/individual needs 
 
Over MCSS scores indicate satisfaction with 
supervision, but again some under and some over the 
threshold 
 
>60 min, increased frequency, length of time 
experiencing supervision, choice in supervisor, 
agreeing a contract, attending training, and 
understanding confidentiality were all associated with 
statistically improved supervision outcomes 
(confidentiality only significant when combined with 
the 4 traits before it, and those 5 traits together were 
termed best practice for supervision) 
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81.8% (n=63) were clear about the 
boundaries of supervision (so 18% 
were not) 
 
Mean MCSS-26 score in this research 
was 73.25 indicating overall 
satisfaction 
 
>60 min vs <60 min sessions was 
associated with higher MCSS scores 
(p0.001). Frequency of sessions 
correlated with improved MCSS scores 
(p0.034). Length of time receiving CS 
over a career was correlated with 
higher MCSS scores (p0.025). Social 
workers were more likely than OTs or 
physios to have been receiving CS 
longer and sessions more likely to be 
over 60min 
 
Receiving CS, choice in supervisor and 
agreeing a contract were all 
statistically significant factors to 
improve overall MCSS score (p0.014). 
Attending training and understanding 
the confidentiality parameters were 
associated with higher MCSS scores but 
not to significance level. However, 
these 5 traits combined (labelled best 
practice) vs not having these (not best 
practice) were significantly associated 
with higher overall MCSS scores 
(p0.033) 
 

Martin et al. 
(2016) 

MCSS 
outcomes for 
OTs 

Cross 
Sectional 

MCSS sent to 
(n=863) OTs and 
(n=207) responded 
(response rate 
24%) 

OTs Sample size  
 
Methods are very 
clear throughout 
 
Valuable statistical 
analysis which 
outlined which 
predictor 
(confounding) 
variables have 
positive/negative 

Internal validity 
(supervision 
processes varied)  
 
Response rate  
 
Internal consistency 
of the MCSS not 
assessed for this 
cohort  
 

Table 2 shows supervision for 
respondents in this study: 
 
 n=153 (74.6%) allocated a supervisor, 
n=44 (21.5%) chosen, n=8 (3.9%) other 
 
Frequency varied from weekly to >3 
months with most n=97 (47.3%) being 
monthly. And n=10 (4.9% as no 
response) 
 

Overall OTs in this sample were satisfied with 
supervision (some above and below the threshold)  
 
Positive predictors of higher scores were: frequency 
and a choice of supervisor (most participants in this 
study did not have a choice in supervisor, yet overall 
outcomes for CS are positive). Negative predictors for 
supervision scores included: location (mental health 
OTs scored higher, authors predict this is because 
they were early adopters of CS), age (OT’s in the 51-55 
bracket were significantly less engaged and satisfied 
with supervision), length of the sessions (<60min, 
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effects on 
supervision 
outcomes 
 
External Validity 
 
 

Some poor 
referencing at times 
(i.e. White and 
Winstanley papers 
with no dates) 
 

Location of supervision n=160 (78%) 
within the workplace, n=10 (4.9%) 
away from work, 29 (14.1%) both, n=6 
(2.9%) no response 
 
Overall MCSS-26 score was 74.54 
indicating OTs were overall satisfied 
with their supervision 
 
For positive and negative predictor 
variables all p values were = to or < 
0.05 
 
Confounding variables which positively 
influenced MCSS outcomes:  
 
One to one supervision positively 
influenced the ‘finding time’ subscale 
more than peer or other types of 
supervision. Supervisor being chosen 
positively influenced ‘trust/rapport’ 
‘advice and support’ ‘improved 
care/skills’ and ‘reflection’ subscales, vs 
having a supervisor allocated or other 
forms of obtaining a supervisor 
 
More frequent supervision (weekly) 
improved ‘trust/rapport’ ‘supervisor 
advice/support’ ‘improved care/skills’ 
and ‘reflection’ subscales compared 
with those who selected >3 monthly  
 
 
Confounding variables which negatively 
influenced MCSS outcomes:  
 
Participants aged 51-55 had lower 
scores for ‘importance/value of clinical 
supervision’ ‘trust/rapport’ ‘supervisor 
advice/support’ and ‘improved 
care/skills’ subscales than participants 
of other age groups 
 
Short duration of sessions (15-30 
minutes) scored lower for 
‘trust/rapport’ subscales than 

more so in the 15-30min bracket were significantly 
less satisfied with CS). 
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participants who had longer duration 
sessions (60+ minutes) 
 

Leggat et al. 
(2016) 

To gauge AHP 
perspectives on 
content for 
clinical 
supervision 

Q Sort 
Process 

44 items pulled 
from the literature 
to inform the Q 
sort process with 
(n=6) supervisors 
and (n=3) experts 
who ranked each 
item on a 9-point 
Likert 
 
Correlation and 
principal 
component 
analysis performed 
on outcomes, 
which reduced the 
survey to 38 items 
 
Survey sent to 
(n=437) AHPs, 
completed by 
(n=120) (response 
rate 27.5%). 
(N=82) then used, 
19% 
 
Items ranked on a 
5 point Likert to 
gauge agreement-
disagreement 
 
Cronbach’s alpha 
for the items was 
0.735, acceptable 
 
t-test comparisons 
were made 
between 
outcomes of staff 
who did and did 
not have 
involvement in 
supervision in the 

Physiotherapy, 
OT, social work, 
SLT, podiatry, 
dietetics, 
psychology, 
prosthetics and 
orthotics, 
exercise therapy  

Sample size for this 
type of study is 
arguably good 
 
Limited strengths 
beyond this as 
outcome measure 
arguably not suited 
to the question/aim 
(see comments in 
limitations) 

Response rate  
 
Unclear how the 
initial 44 items were 
pulled from the 
literature. Q sort was 
arguably a complex 
process when 
authors could have 
just asked 
participants what 
they felt was 
appropriate content 
for supervision 
 
9-point Likert Scale 
used in the Q sort 
process, never 
outlined 
 
Not clear what made 
the three 
supervision experts 
‘experts’?  
 
Aim is very clear – to 
explore AHP 
perspectives of 
content for CS 
sessions, yet 
items/questions 
were included about 
outcomes and 
understanding of CS. 
It is not clear why. In 
addition, some of 
the items which 
were grouped under 
the ‘content’ items 
did not focus on or 
ask about content 
i.e. ‘some 
preparation must be 

A mean score of 4.17 (>4) indicated 
most respondents felt they had a good 
understanding of what a supervision 
session should involve 
 
The item ‘CS involves co-treatment 
with the supervisor’ – social work were 
more likely to disagree, dietitians more 
likely to indicate ‘no opinion’ and other 
disciplines (physiotherapy, 
occupational therapy, speech 
pathology, podiatry, psychology, 
prosthetics and orthotics and exercise 
therapy) were more likely to 
agree/strongly agree (p=0.019) 
 
N=57 respondents (70%) indicated they 
received training (so 30% n=25 did not 
we assume). 90% of the supervisors 
indicated they had training (training 
more common then for supervisors). 
N=50 (61%) outlined they currently 
provide supervision to other staff 
 
 
Statistical comparison of results were 
made between those currently 
providing supervision to staff and those 
not; and those who had training and 
those who did not.  
 
Those who were supervisors were 
more likely to agree to: 
 
‘receiving feedback (positive or 
negative) is an important component 
of clinical supervision’ (p=0.025) 
 
‘during clinical supervision sessions I 
am able to practise newly acquired 
skills’ (p=0.031) 
 

A mean score of 4.17 (>4) indicated most respondents 
felt they had a good understanding of what a 
supervision session should involve 
 
The item ‘CS involves co-treatment with the 
supervisor’ – social work were more likely to disagree, 
dietitians more likely to indicate ‘no opinion’ and 
other disciplines (physiotherapy, occupational 
therapy, speech pathology, podiatry, psychology, 
prosthetics and orthotics and exercise therapy) were 
more likely to agree/strongly agree (p=0.019) 
 
N=57 respondents (70%) indicated they received 
training (so 30% n=25 did not we assume). 90% of the 
supervisors indicated they had training (training more 
common then for supervisors). N=50 (61%) outlined 
they currently provide supervision to other staff 
 
Statistical comparison of results were made between 
those currently providing supervision to staff and 
those not; and those who had training and those who 
did not 
 
Those who were supervisors were more likely to 
agree to: 
 
‘receiving feedback (positive or negative) is an 
important component of clinical supervision’ 
(p=0.025) 
 
‘during clinical supervision sessions I am able to 
practise newly acquired skills’ (p=0.031) 
 
‘the outcome of clinical supervision sessions, for 
example, when the supervisee is deemed to be 
practising in an unsafe manner, informs the need for 
intervention by their line manager’ (p=0.036)’ 
 
‘clinical supervision is a formal and structured  
process’ (p=0.002) 
 
‘clinical supervision involved co treatment with a 
supervisor’ (p=0.005)’ 
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last 6 months; and 
between staff who 
had training and 
those who had not 
 
 

done before a CS 
session’ – this is 
process not content, 
and ‘CS enables me 
to find solutions to 
problems’ - arguably 
this is outcomes not 
content  
 
Participants were 
asked to rank the 38 
statements from 
strongly disagree to 
strongly agree, but it 
was never specified 
whether they should 
do this regarding CS 
generally, or 
specifically regarding 
their own CS. This 
may cause confusion 
in how they 
responded. Items 
with 4+ score were 
deemed to reflect 
what AHPs felt 
reflected content of 
clinical supervision. 
However, some 
items were phrased 
in a way that by 
disagreeing i.e. low 
score, AHPs were by 
default indicating 
they felt this did 
represent 
supervision but the 
score of <4 meant 
the items were 
discarded i.e. one of 
the omitted phrases 
which scored less 
than 4, so was 
considered to be 
non-reflective of 
supervision was ‘I 

‘the outcome of clinical supervision 
sessions, for example, when the 
supervisee is deemed to be practising 
in an unsafe manner, informs the need 
for intervention by their line manager’ 
(p=0.036)’ 
 
‘clinical supervision is a formal and 
structured  
process’ (p=0.002) 
 
‘clinical supervision involved co 
treatment with a supervisor’ (p=0.005)’ 
 
Supervisor respondents were more 
likely to disagree with the following 
items:  
 
‘line managers should not be aware of 
the content of clinical supervision’ 
(p=0.018)’ 
 
‘it is not clear to me what should be 
included in a clinical supervision 
session’ (p=0.002) 
 
(So overall supervisors were more 
clued up on the governance aspects of 
supervision i.e. that malpractice would 
need reported, it should be structured, 
and what to include in a session than 
non-supervisors  
 
For those with training and without, 2 
items showed statistical difference. 
Respondents with training were more 
likely to: 
 
Agree with - ‘clinical supervision is a 
formal and structured process’ 
(p=0.000) 
And disagree with – ‘line managers 
should not be aware of the content of 
clinical supervision sessions’ (p0.013) 
 

 
Supervisor respondents were more likely to disagree 
with the following items:  
 
‘line managers should not be aware of the content of 
clinical supervision’ (p=0.018)’ 
 
‘it is not clear to me what should be included in a 
clinical supervision session’ (p=0.002) 
 
(So overall supervisors were more clued up on the 
governance aspects of supervision i.e. that 
malpractice would need reported, it should be 
structured, and what to include in a session than non-
supervisors. 
 
For those with training and without, 2 items showed 
statistical difference. Respondents with training were 
more likely to: 
 
Agree with - ‘clinical supervision is a formal and 
structured process’ (p=0.000) 
And disagree with – ‘line managers should not be 
aware of the content of clinical supervision sessions’ 
(p0.013) 
 
The authors report overall there was agreement that 
CS was beneficial for patients and staff 
 
They felt it involved reflection, feedback, finding 
solutions to problems and discussion of supervisee 
career development. It should be directed for the 
supervisees needs, requires planning and may involve 
a number of different things (given this conclusion 
was the whole Q sort processes needed) 
 
Overall outcomes:  
 
1 – Respondents clearly indicated CS was separate 
from line management. This simply cannot be strongly 
confirmed from this research and overall respondents 
disagreed with the item ‘line managers should not be 
aware of the content of CS’ 
 
2 – CS is not sufficient – again, this simply was not 
measured in this study. Evaluating effectiveness of CS 
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am not comfortable 
to discuss feelings 
and emotions during 
CS sessions.’ The 
mean for this was 
2.28 and so because 
it was <4 authors put 
it in table 4 ‘Content 
with insufficient 
support to include or 
eliminate (from 
supervision)’. This 
arguably does not 
make sense, as by 
scoring low towards 
disagree, conversely 
the participants are 
stating they are 
comfortable to 
discuss feelings (so 
technically what is 
being eliminated is 
the idea that they 
can’t open up, 
arguably very 
confusing for 
readers) 
 
In addition, a score 
of 3 was likely a 
neutral score (we 
must presume), this 
should not be 
included as neutral 
cannot be included 
or refuted. In 
addition, items with 
a score of less than 4 
indicated via the 
standard deviation 
scores that some 
participants would 
have scored +4. 
Given that literature 
supports that 
supervision content 

The authors report overall there was 
agreement that CS was beneficial for 
patients and staff 
 
They felt it involved reflection, 
feedback, finding solutions to problems 
and discussion of supervisee career 
development. It should be directed for 
the supervisees needs, requires 
planning and may involve a number of 
different things (given this conclusion 
was the whole Q sort processes 
needed).  
 
Overall outcomes:  
 
1 – Respondents clearly indicated CS 
was separate from line management. 
This simply cannot be strongly 
confirmed from this research and 
overall respondents disagreed with the 
item ‘line managers should not be 
aware of the content of CS’ 
 
2 – CS is not sufficient – again, this 
simply was not measured in this study. 
Evaluating effectiveness of CS was not 
the overall aim nor did the methods 
achieve this. Plus there are items from 
tables 1 and 2 which outline positive 
outcomes from supervision according 
to the cohort with scores >4.   
 
3 – CS is not meeting organizational 
needs for clinical governance – again, 
this was never the aim to assess and 
nor was it assessed. In addition, of the 
8 items included reflecting outcomes, 
there is a clear lack of items which 
specifically ask about normative 
functions of CS, therefore 
organizational outcomes and 
governance outcomes cannot be 
determined from the data collected 
from this research 
 

was not the overall aim nor did the methods achieve 
this. Plus there are items from tables 1 and 2 which 
outline positive outcomes from supervision according 
to the cohort with scores >4 
 
3 – CS is not meeting organizational needs for clinical 
governance – again, this was never the aim to assess 
and nor was it assessed. In addition, of the 8 items 
included reflecting outcomes, there is a clear lack of 
items which specifically ask about normative functions 
of CS, therefore organizational outcomes and 
governance outcomes cannot be determined from the 
data collected from this research 
 
The authors base this one 1 item scoring under 4 – the 
item referring to supervisee unsafe practice and the 
need for this to be addressed by line management 
(not everyone agreed; but equally there was overall 
agreement for item suggesting CS ensured best 
practice patient care, prevented burnout, benefits 
patients, enhances self-efficacy, enables problem 
solving, so to say it overall does not meet 
organisational governance standards based on 
information which did not really assess this overall, 
from a very small sample, and when there is arguably 
positive and negative outcomes, it is too bold a claim 
and is even captured in the title. What is more, a 
score of 3 was considered ‘no-opinion and the mean 
outcome for that item was 3.50 + or – 0.93 suggesting 
some individual agreed and some didn’t, overall a 
conclusion can’t really be strong from a score which 
indicated ‘no opinion’. (hence why mean score is 
often not appropriate for Likert data) 
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is very individual and 
evolves overtime, is 
it appropriate to say, 
based on an average 
that AHP’s feel these 
items do not 
represent content of 
CS,  arguably it is 
not. Even if 1 person 
states it was content 
of their supervision, 
then that’s a fact 
which can’t be 
disputed 
 
Overall claims that 
supervision is 
inadequate from a 
governance view 
point, simply cannot 
be posed from the 
outcomes of this 
study 

The authors base this one 1 item 
scoring under 4 – the item referring to 
supervisee unsafe practice and the 
need for this to be addressed by line 
management (not everyone agreed; 
but equally there was overall 
agreement for item suggesting CS 
ensured best practice patient care, 
prevented burnout, benefits patients, 
enhances self-efficacy, enables 
problem solving, so to say it overall 
does not meet organisational 
governance standards based on 
information which did not really assess 
this overall, from a very small sample, 
and when there is arguably positive 
and negative outcomes, it is too bold a 
claim and is even captured in the title. 
What is more, a score of 3 was 
considered ‘no-opinion and the mean 
outcome for that item was 3.50 + or – 
0.93 suggesting some individual agreed 
and some didn’t, overall a conclusion 
can’t really be strong from a score 
which indicated ‘no opinion’. (hence 
why mean score is often not 
appropriate for Likert data) 

Snowdon et al. 
(2016) 

To explore AHP 
outcomes with 
clinical 
supervision 

Cross 
Sectional 

MCSS sent to 
(N=214) AHPs. 
(n=196) responses 
(response rate 
92%) 
 
Two way ANOVA 
used to compare 
MCSS domains 
with: profession, 
site, supervisee 
grade, and 
supervisor grade 
 
Paired t-tests to 
compare 
normative 
subscale scores 
 

Physiotherapists
, social work, 
podiatrists, 
psychologists, 
OT, SLT and 
dietitians  

Response rate 
 
Methods well 
outlined and data 
available for 
individual 
professions 
 
External validity  

Small numbers for 
some individual 
professions which 
arguably limits 
statistical 
comparison/outcom
es 
 
Unclear if authors 
ensured all 
participants had 6+ 
supervision sessions 
which is required for 
completion of the 
MCSS 
 
Internal validity 
(supervision 
practices varied)  

Table 3 shoes us supervision for 
participants was: ranged from weekly – 
monthly (most i.e. 58% were monthly); 
94% in the workplace; 100% were 
one:one; duration ranged from <15min 
- >60 mins (most, 51% were 46-60 
minutes) 
 
There were significant difference 
between the professions with overall 
MCSS26 scores. Physiotherapists 
scored significantly lower than social 
workers and occupational therapists 
(p=0.003 and p=0.012 respectively). 
Dietitians also scored significantly 
lower than social work and 
occupational therapy (p=0.010 and 
p=0.03 respectively) 
 

Supervision processes varied 
 
Social workers and OTs scored higher than 
physiotherapists and dietitians (statistically 
significantly so). Overall OTs, social workers and 
psychologists had the best outcomes and with 95% Cis 
were always above the 74 threshold, all other 
professions demonstrated a range above and below 
the threshold 
 
Higher MCSS from those with supervisors in 
management positions (but we can’t determine if 
they were the managers of those they were 
supervising)  
 
Supervisee experience and clinical site had not impact 
 
Normative scores lower again over all professions, 
finding the time scoring lower than importance and 
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Correlation used to 
establish 
relationship 
between 
length/frequency 
of supervision 
session and overall 
MCSS scores 
 
Paired t Tests used 
to compare scores 
of those receiving 
CS monthly vs less 
than monthly, and 
to compare those 
receiving CS of >45 
min vs those who 
experience < 45 
min 

Supervisor experience had a significant 
effect on total MCSS scores. 
Supervisees with grade 3 supervisors 
(senior clinicians) reported lower total 
MCSS scores than supervisees with 
supervisors in management positions 
(p=0.022) 
 
Supervisee experience and clinical site 
had no significant impact on outcomes 
(p=0.852 and p=0.627 respectively) 
 
Scores were significantly lower in the 
normative subscale of the MCSS 
compared with the restorative and 
formative domains (p<0.001 and 
p<0.001 respectively). This was 
consistent across all professions 
 
Of these two subscales of the 
normative domain, finding time scored 
significantly lower than 
importance/value of CS (p<0.001) 
 
There was a small positive correlation 
between total MCSS 26 scores and 
duration of CS in that, as duration 
increased, MCSS scores also increased 
(r-0.21, p=0.003). Those who has 
sessions of 45min or more scored 
statistically significantly higher for total 
MCSS scores than those who were 
<45min (p=0.003).  
 
There was also a small positive 
correlation between total MCSS scores 
and frequency of CS in favour of more 
frequent sessions (r=0.20, p=0.005). 
Those who participated in CS monthly 
scored significantly higher on total 
MCSS 26 scores compared with those 
who had supervision less frequently 
(p=0.03).  
 
With a 95% CI the only professions 
which consistently scored >73 

value (again this links to the limitations in the 
normative outcomes of the MCSS scale) 
 
Small positive correlation with positive outcomes for 
increasing duration of sessions, and frequency of 
sessions  
 
 



193 
 

indicating effective supervision were: 
OT’s, social workers and psychologists. 
The authors note that these 
professions all have a culture of CS 
embedded and SW and psychologists 
must attend CS as part of their 
registration in Australia. .  
 
Physios, Dietitians, SLT’s and Pods (no 
guidelines in Australia as of 2016 when 
this article was written the authors 
outline) were not always satisfied with 
CS as per the 95% CI results. Pods were 
satisfied in the average score being >73 
however on the breakdown 6/11 (55%) 
of Pods in this study were unhappy 
with their supervision scoring it under 
73 overall.  
 

Gardner et al. 
(2018) 

Evaluate 
effectiveness of 
clinical 
supervision for 
AHPs and 
investigate 
differences in 
clinical 
supervision 
perceptions 
between AHP 
disciplines 

Cross 
Sectional 

MCSS sent to 
(n=258) 
participants, 
returned by 
(n=106) (response 
rate 41%). (n=100) 
used, 39% 
 
Differences 
between 
professions 
analysed with t-
tests and one way 
ANOVA (only OT 
and 
physiotherapists 
could be compared 
due to low 
numbers of other 
AHPs) 

OT, 
physiotherapy, 
social work, 
dietetics, SLT, 
psychology, 
podiatry, 
exercise 
physiology, 
‘other’ 

Methods are clear 
 
Validated tool used 
 
Response rate is 
reasonable for this 
type of study 
 
External validity  

Low numbers of 
AHPs meant only 
two professions 
could be statistically 
compared  
 
Internal validity 
(supervision 
processes varied)  
 
Authors state in the 
aim they want to 
explore AHP 
perceptions, but no 
qualitative data is 
gathered  
 
Abstract claims 
(n=106) participants 
but study only used 
(n=100) 
 
 

Table 3 shows variation in supervision 
approaches and authors outline 
participants included whether 
supervision was formal or informal. 
42% of supervisees had completed 
training, 83% were allocated their 
supervisor. Most supervision was 
one:one on a monthly basis 
 
Mean MCSS-26 for 100 AHPs was 78.5 
+/- 13.19 so overall AHPs felt CS was 
effective. OT’s scored statistically 
higher than Physios for MCSS scores 
(p0.001). Authors, like previous 
research, postulate that OTs do more 
around counselling/supervision in their 
training. Plus OTs have had CS 
embedded professionally for a lot 
longer.  
 
The finding the time subscale was the 
lowest scored and normative subscale 
lowest scored overall. 
 
There was no significant difference in 
MCSS scores for those who had 

Varied supervision approaches to supervision, and 
outcomes, overall positive with some above and 
below the threshold 
 
OTs scored statistically higher than physiotherapy  
 
Finding time and normative scales were scored lowest 
overall  
 
No significant differences between training and no 
training for outcomes  
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attended training and those who had 
not (p=0.7) 

Martin et al. 
(2018) 

To explore 
MCSS results 
for remote and 
rural AHPs  

Cross 
Sectional 

MCSS-26 scores of 
n=159 AHPs 
(33.5% RR) then 
Poisson regression 
analysis used to 
show relationships 
between 
confounding 
variables and total 
MCSS-26 scores 
 
Additional survey 
was also 
completed to 
capture 
demographic data 
and data about the 
supervision for 
participants. 
Piloted with (n=10) 

Social work, OT, 
physiotherapy, 
SLT, dietetics 
and nutrition, 
podiatry, 
psychology  

Methods were 
mostly clear 
 
Sample size arguably 
good for this type of 
study 
 
Use of regression 
analysis allowed 
comparison 
between 
confounding 
variables and 
dependant variable 
 
Powered effectively 
for the regression 
analysis (needed 
139, had 142) 
 
External validity  
 
Survey concerning 
demographics and 
supervision 
specifications was 
piloted before send 
out (good for face 
and content validity 
assessment) 

Internal validity 
(supervision 
processes varied)  
 
The authors mention 
that statistical 
significance of the 
‘confounding factors’ 
was considered and 
those which did not 
meet a specified 
level of initial 
significance were not 
included in the final 
analysis. This is clear 
but what the 
‘confounding 
variables’ were, or 
which ones were 
excluded, is not 
clear. Therefore, as a 
reader I can’t be 
sure if any potential 
important factors for 
comparison were 
missed i.e. could 
‘mode of 
supervision’ have 
been important, was 
this 
considered/excluded
?  
 
Unable to see MCSS-
26 results for 
individual 
professions. In the 
survey staff were 
asked if they were: 
rural, remote or very 
remote, no 
definition of these 
was offered. 
 

Results showed 66% said their 
supervisor was allocated to them, 25% 
said they chose their supervisor. Some 
were intra-professional pairs and some 
inter-professional 
 
67% sessions were monthly, 14% were 
fortnightly 
 
Duration was from 46-60 minutes for 
76%, 3% reported 15-30 minutes 
 
78% received supervision in their 
workplace 
 
91% were one:one, 2% peer (was all 
one to one not peer, this is not 
outlined), 3% not receiving any at the 
time of the study 
 
30% were face to face, 41%. 
teleconference, 9% videoconference, 
19% used a combination 
 
30% had previous supervision training. 
78% had a supervision contract in place 
 
MCSS-26 mean for n=159 AHPs was 
77.9 indicating effective CS. (>73 
threshold). Indicating staff felt 
supervision supported/improved their 
work in normative, formative and 
restorative areas 
 
The highest score on the MCSS was for 
the subscale of ‘importance/value of 
CS’ (mean score was 16.32, range was 
0-20 on a 20 point outcome measure). 
Followed by: trust/rapport, supervisor 
advice/support, improved care/skills, 
reflection, and then finding time 
 
Positive predictor variables for 
effective CS: (statistically significant) 

Processes and outcomes for supervision varied, but 
overall positive 
 
MCSS subscale of finding time was lowest again 
 
Positive influencers of MCSS outcomes were staff 
solely or fully in community setting, and staff who 
picked their own supervisor 
 
Negative influencers of MCSS scores were AHPs other 
than social work and psychology, working 1-5 or >16 
years (random chance?) 
 
Again suggesting those from counselling or therapy 
professions have improved supervision outcomes 
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Staff who worked solely or partly in the 
community settings scored higher in 
MCSS scores than those only in hospital 
settings (p=0.045 and p=0.000 
respectively), as did staff who picked 
their own supervisor (p=0.004) 
 
Negative predictor variables for 
effective CS: (statistically significant) 
Being from AHP professions other than 
social work or psychology, and those 
working for 1-5 or >16 years (those 
working less than 1 year had better 
results, but to me these results seem 
more random and by chance as why 1-
5 years and the >16 years) 

Snowdon et al. 
(2019a) 

To explore if 
direct clinical 
supervision 
alongside 
regular 
(reflective) CS 
improved 
physio’s 
adherence to 
clinical practice 
guidance for 
post hip 
fracture 
patients 

Quasi 
Experimental 
(Controlled 
Before and 
After Study) 

2 groups 
(experimental and 
control) 
 
Experimental 
received direct and 
the usual 
supervision; 
control only the 
usual supervision 
 
Primary and 
secondary 
outcomes 
measuring post hip 
fracture guideline 
adherence  

Physiotherapists  Study was well 
powered (needed 
(n=84) records, 42 
from each site 
intervention and 
control, but 
achieved (n=209), 
137 from the 
intervention group 
and 153 from the 
control, to power for 
0.8 and 0.05 alpha) 
 
Patient 
demographics 
between sites were 
similar at baseline – 
not statistically 
different 
 
External validity  

Internal validity as, 
despite guidance, 
supervision practices 
varied  
 
The intervention 
group got less time 
for the reflective/ 
usual supervision (so 
that their overall 
supervision time was 
equal to control) – 
arguably it should 
have been all the 
same and direct 
supervision should 
have been an 
‘addition’. By 
changing the 
reflective 
component the 
authors are arguably 
reducing the 
strength of the study 
with respect to 
internal validity 
 
25/26 hours of the 
direct supervision 
was completed, and 

The proportion of patients mobilized 
on day 1 was 35% in the intervention 
group, and 14% at the comparison site 
(OR3.14, P=0.005).  
 
The proportion of patients mobilized 
on day 2 was 68% in the intervention 
group, and 32% in the control group 
(OR 4.62, P<0.001).  
 
Daily mobilization was achieved by 18% 
in the intervention group, and 14% in 
the control group (OR1.30, p=0.56). 
 
The number of days patients mobilized 
post surgery improved (statistically 
significantly) in the intervention group 
vs the control following 
implementation of direct supervision. 
In the intervention group patients 
moved, on average, 1.2 days more than 
patients in the groups pre-intervention 
period, and 1.2 days more than 
patients at the control site during the 
intervention period.  
 
Patients in the intervention group 
needed less assistance to walk 5 days 
post surgery (p=0.044), and walked 
further (p<0.001).  

Showed that direct supervision of n=4 physios 
(intervention) vs n=3 physios (control) looking at 290 
patients, improved compliance with local clinical post 
op guidance for post surgery hip fracture patients. 
Patients mobilised quicker in the intervention group. 
Unclear conclusions about how it impacted on ability 
to safely clinically assess however. Shows the 
normative/formative effects of direct supervision in a 
small cohort of staff.  
 
Authors state that compliance to guidelines in the 
‘direct supervision group’ were improved, but physio’s 
ability to assess suitability for patient mobilisation was 
not. It is unclear where this conclusion comes from or 
how this was measured (not outlined) but it suggests 
clinicians blindly followed the guidance. The authors 
then contradict this immediately saying direct 
supervision improved clinical decision making. 
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16/26 scheduled 
reflective 
supervision 
completed at the 
intervention site 
(and so further 
impacting on the 
internal validity as 
the supervision was 
actually incomplete 
for all staff). In the 
control site physios 
completed 16/22 
hours scheduled 
reflective 
supervision  
 
Participants were 
not blinded and thus 
if someone was 
directly observing 
practice, then it 
would be more likely 
that guidance would 
be adhered to (thus 
lack of blinding could 
impact on outcomes) 
 

 
Introduction of direct supervision for 
the intervention site did not impact on 
acute hospital length of stay or overall 
length of stay. And there were no 
significant differences in falls, re-
admissions and discharge destinations 
between intervention and control 
teams.  
 

Snowdon et al. 
(2019b) 

To explore 
relationships 
between 
effective CS and 
patient 
outcomes  

Cross 
Sectional 

(n=27) physios and 
(n=26) OTs on 
inpatient wards 
who participated 
in reflective 
supervision 
participated in the 
study 
 
 (n=1846) patient 
records examined 
within two 
separate 4 month 
periods (one 
period for physios 
then one for OTs 
to allow a gap for 
patients to be fully 

Physiotherapists 
and OTs 

(n=1846) patient 
records considered, 
good volume of 
data/participants  
 
Methods were clear 
throughout and use 
of regression 
analysis allowed 
comparison of MCSS 
26 scores and 
outcomes 
 
External validity 

Internal validity (we 
do not know the 
supervision 
processes) 
 
Inter-rater reliability 
of FIM (mobility and 
personal care) tools 
not assessed in this 
cohort 
 
Internal consistency 
of the MCSS-26 not 
assessed in this 
cohort 
 
Unclear how long 
patients were 

Outcomes showed that that 1.2% of 
the variation for the FIM mobility was 
attributed to variation in therapists, 
and higher MCSS scores were not 
found to be associated with higher FIM 
mobility scores for physios 
 
Patient factors positively associated 
with FIM mobility outcomes were: 
intensity of therapy (p<0.001); having 
an elective orthopaedic diagnosis 
(p=0.001). Patient factors negatively 
associated with FIM mobility outcomes 
were: age (p=0.005), multiple AHPs 
involved in the care (p<0.001), and 
patient factors explained 20.8% of the 
variance (p<0.001) 
 

Overall demonstrated that many confounding factors 
impact on patient reported outcomes, not just 
supervision and so patient reported outcomes may 
not be reliable to outcome supervision (perhaps the 
focus should be on the supervisee for outcome 
measures) 
 
One statistical positive outcome was found to be 
associated with good supervision outcomes for 
physiotherapists: higher FIM personal care patient 
outcomes, but the authors suggest this could be by 
chance (again showing the complexity of quantitative 
outcomes for supervision) 
 
Overall supervision scores were positive for 
physiotherapists and OTs, but more so for OTs. 
Physiotherapists showed a broad range of scores (35-
98), this could also impact on lack of impact on 
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discharged and a 
new cohort of 
patients involved) 
 
 Multi-regression 
analysis then used 
to compare 
increasing 
supervision scores 
with outcomes 
from the 
functional 
independence 
measure (FMI) 
mobility (for 
physios) and FMI 
personal care (for 
OTs) 
 
For patients with 
multiple 
admissions, only 
the first one in the 
4 month period 
was explored 
 
MCSS scores also 
taken 
 
Intraclass 
correlation 
explored  therapist 
and patient 
variables, and FMI 
outcomes i.e. how 
much impact did 
therapist or 
patient factors 
(age, 
comorbidities, 
complexity of care, 
intensity of 
therapy, diagnosis 
type) 

admitted for, and as 
FMI outcomes were 
taken within 3 days 
of admission and 
discharge, what if it 
was just a short 
stay? Not much 
would have time to 
improve 
 
Conclusion in the 
abstract is not the 
full findings, the 
incidental finding 
that increased MCSS 
scores for physios 
significantly 
improved the FMI 
personal care is not 
mentioned (it is in 
the paragraph 
before but because 
this was not one of 
the hypothesis then 
it is not mentioned 
in the conclusion), 
indeed the authors 
suggest this is 
possibly a false 
correlation, however 
the data speaks for 
itself (p0.018) 
 
As only FMI mobility 
and personal care 
are outcomes, then 
arguably other 
outcomes of 
improved patient 
care could have 
been missed i.e. 
around goal setting, 
adherence to 
guidelines, person 
centred outcomes 
etc 

For FIM personal care the results 
showed 2.4% in the variance of 
outcomes were associated with 
variation in therapists. Higher MCSS 
scores for physiotherapists were 
associated with higher 
scores/outcomes from the FIM 
personal care (p=0.018) 
 
Patient factors associated with 
improved FIM personal care outcomes 
were: intensity of therapy (p<0.001), 
having an elective orthopaedic 
diagnosis (p=0.007). Negative variables 
associated with FIM personal care 
outcomes was ‘the number of AHPs 
involved in the patients care’ 
(p<0.001). Patient factors accounted 
for 12.3% of the variance for the FIM 
personal care outcomes 
 
Mean MCSS scores were: 
physiotherapists 73.1 (67.7-78.8 95% 
CI, 35-98 range, overall indicating 
effective supervision, but just and with 
some below this threshold), and OTs 
83.9 (80.5-87.3 95% CI, 71-100) range. 
OTs showed results indicating effective 
CS, physios varied across a broad range 

patient outcomes if many did not benefit from the 
supervision as experienced in this cohort  
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Patient variables and 
intensity of care 
appeared to have a 
more profound 
impact on variability 
of outcomes than 
individual therapist 
factors (found in 
intraclass correlation 
calculations). Indeed 
the intensity of 
therapy sessions in 
this research was <1 
per day, therefore it 
may be a staffing 
issue that caused no 
effect to be found, 
as CS cannot account 
for these variables. 
Lastly, if patients 
were short stay (we 
don’t know this) 
then arguably the 
role of the inpatient 
physio/OT is only 
ever going to 
progress the patient 
to an extent, the rest 
of the rehab will take 
place after 
discharge, therefore 
outcomes for FMI 
mobility/personal 
care may only ever 
be ‘so good’ for this 
cohort. The 
outcomes are only 
applicable to the 
inpatient setting for 
physio and OT, and 
only in relation to 
the outcomes 
collected 

Author/Paper Aim Study Type Methods Staff Involved Strengths Limitations Findings  Summary of the Findings  

Mixed Methods Papers (n=19) 
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Butterworth et 
al. (1997) 

To give an 
informed view 
on assessment 
tools that can 
be used to 
report on the 
impact of 
clinical 
supervision 
 
To report on 
the activities of 
selected 
experimental 
sites who have 
evaluated some 
elements of CS 
within a 
specified 
format 
 
Determine and 
report on 
progress being 
made on the 
implementatio
n of CS and 
mentorship 
 
Explore content 
of supervision 
and mentorship 

Cross 
sectional, 
mixed 
methods 
study 

Multiple validated 
tools used to 
outcome the 
effectiveness of 
supervision (but 
tools were not 
validated to 
outcome 
supervision)  
 
Staff (participants) 
were nurses from 
4 groups at 23 
sites in England 
and Scotland 
 
Outcome 
measures were 
collected at 3 
timepoints and 
numbers were as 
follows: (n=586) at 
time 1 (96% 
response rate); 
(n=504) at time 2; 
(n=373) at time 3 
 
4 groups were 
monitored:  
Group (A) – 
measures twice in 
9 months  
 
Group (B) 
(intervention/test 
group) – receiving 
supervision and 
measures taken 3 
times in 18 months 
 
Group (C) (nested 
group) – group A 
at 9 months got 
supervision and 
were measured 

Nursing  Sample size 
 
Geographical 
distribution (large 
scale) 
 
Direct quotes used 
adds to the 
credibility and 
trustworthiness of 
the qualitative 
components  
 
External validity  

Internal validity 
(supervision 
processes varied 
despite attempts to 
standardize)  
 
Attrition and many 
participants lost to 
follow up 
 
Arguably limited 
literature review and 
no methods outlined 
 
Aims are not clearly 
stated at the outset 
and more and more 
aims seem to appear 
throughout the 
article. This is also 
true for dependent 
variables  
 
It is unclear why 
some questions 
were asked in 
relation to the aim 
 
Many outcome 
measures were self 
perceived i.e. for 
sickness/absence 
(arguably staff may 
have been 
inaccurate with 
these results)  
 
There is not enough 
detail on how the 
outcome measures 
works i.e. the 
authors continually 
discuss the GHQ 
‘caseness’ but never 
explain this 
 

Readers should explore this research as 
it does provide  a depth/insight into 
the various approaches, content and 
outcomes of clinical supervision in the 
nursing sector(s) in England and 
Scotland at this time. However, readers 
should be aware of the methodological 
flaws highlighted and interpret the 
validity and credibility, as well as 
usefulness of the results, with these 
limitation sin mind 
 
What are the outcomes of supervision? 
There is qualitative evidence from 
nurses in this study that they feel CS 
supported them in normative, 
formative and restorative ways 
 
Authors suggest that CS is often carried 
out by those in practice, they suggest 
this is a good thing as it means theory 
is not disconnected from practice 
 
What is supervision? They recognise 
that the 3 domains of CS as outlined by 
Proctor have been largely accepted by 
HC professions 
 
Participants asked to outline the most 
stressful aspects of their role (unsure 
why and how this sat with the other 6 
outcome measures outlined). Open 
question and responses were 
thematically analysed – unsure by who 
or how:  

• Lack of staff (134-27%) 

• High workload (97-19%) 
• Lack of time (79-16%) 

• Attitudes of colleagues (52-
10%) 

• Too much paperwork (57-
11%) 

• Management issues (46-9%) 

• Lack of resources (55-11%) 

The qualitative outcomes from the (n=34) in this study 
are more consistent in their outcome i.e. supervision 
is generally pe4ceived as a positive phenomenon 
which staff value, as long as it is enacted for genuine 
support; and not to ‘watch staff’ 
 
Of the outcome measures used (MJSS, MBI, GHQ, 
Cooper Coping Skills Questionnaire, Harris Nurse 
Stress Index) the results are so random and 
inconsistent that it would suggest that these 
measures are not suited to outcome supervision. The 
authors acknowledge this themselves on p.41 and 
suggest qualitative outcomes have allowed a more 
consistent insight into supervision in this research 
 
The progress reports highlighted the usual 
organisational and individual barriers and facilitators 
for supervision, with some sites really committing to 
enacting supervision; and others not. It also 
demonstrated that despite guidance on supervision 
for the inclusion criteria for this study, staff often 
varied from this to adapt to local needs 
 
Despite non-convincing quantitative outcomes for 
supervision, the authors finish this study/report with 
10 recommendations strongly advocating for 
supervision to be enacted and supported in the 
workplace 
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again in a further 9 
months  
 
Group (D) 
(supervisors) – 
measured 3 times 
in 18 months  
 
Supervision was 
defined as 
45+mins every 4 
weeks (minimal) 
and should adhere 
to Proctor’s 3 
components  
 
Outcome 
measures were: 
Minnesota job 
satisfaction scale 
(MJSS); General 
health 
questionnaire 
(GHQ); Maslach 
burnout inventory 
(MBI); Cooper 
coping skills 
questionnaire; 
Harris nurse stress 
index; Interviews 
and thematic 
analysis with 
(n=34) participants  
 
Progress 
questionnaires 
completed and 
interviews 
conducted on 
progress with the 
implementation of 
supervision (this 
wasn’t introduced 
in the original 
outcomes/depend
ant variables, it 

No detail on some 
outcome measures 
i.e. the measure 
given to site co-
ordinators 
 
Lived experience 
component, 
participants were 
selected by site co-
ordinators and so 
potential for bias in 
the selection 
(although it must be 
appreciated 
qualitative data does 
not aim to be 
generalisable). Much 
of the data was lived 
experience in a more 
empirical sense i.e. 
questions around 
process and the 
factual components 
of the supervision; as 
opposed to true 
lived experience  
 
Selective reporting 
of the quantitative 
results (reporting 
bias). Often results 
are presented 
narratively with no 
raw data, p-values 
etc, and the names 
of the group change 
throughout the 
research making it 
difficult for the 
reader to appreciate 
the results and 
understand 
specifically which 
group they refer to 
 

• High patient turnover (34-
7%) 

• Lack of support (40-8%) 
• Staffing difficulties (35-7%) 

Staff were asked how they coped best 
with the above: 

• Talking to colleagues (166-
33%) 

• Peer Group Support (103 – 
20%) 

• Life outside work (96-19%) 

• Social/recreational (69-14%) 
• Family (65-13%) 

 
Interesting that may staff outlined the 
need to talk to colleagues/peers as a 
way of coping with stress at work – 
highlights the potential restorative 
benefits of CS which would allow this 
talking to occur  
 
Time 1 Measures (from section 3 of the 
report)  
 
The authors state at time 1 for 
measures, the GHQ caseness, and 
Copper coping skills scores were similar 
for participants of this research, in 
comparison to other research in the 
field. They don’t explain what caseness 
means, or what the scores indicate, nor 
which other research is being used for 
comparison. At time 1, the Maslach 
Burnout scores indicated the following 
stress levels for each area:  
 
Emotional exhaustion (higher scores 
are poorer) (low – 38%, medium – 35%, 
and high 27%) 
Depersonalisation (higher scores are 
poorer) (low 68%, medium 20%, and 
high 12%) 
Personal accomplishment (lower scores 
are poorer) (low 45%, medium 34%, 
and high 21%) 
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cropped up during 
the report 
 
 

  
 
 
 
 
 
 

 
For the Minnesota Job Satisfaction 
scores at time 1, the authors outline 
this and state it is comparable with 
published literature. The mean nurse 
stress index scores the authors state 
was higher in this study compared to 
original studies validating the tool 
(higher scores equal more stress). The 
authors state the only significant 
results with this scale was that those 
not receiving supervision reduced in 
score from time 1 to time 2, then 
stabilised at time 3 (no actual scores 
outlined).  
 
Statistical analysis (CHI Squared) 
showed that at time 1, staff on higher 
grades were found to have higher 
levels of perceived personal 
accomplishment i.e. a low burnout 
score (p=0,003), increased total job 
satisfaction score (p=0.0002) and a 
lower total nurse stress index score 
(p=0.03).  
 
So, perhaps job satisfaction is 
dependant on more than just 
supervision, it is rooted already in self 
perception and perception of self 
accomplishment?  
 
Staff from hospital sites had higher 
levels of emotional exhaustion (p=0.01) 
and depersonalisation (p<0.0001) on 
the Maslach scale. Minnesota job 
satisfaction scores were decreased 
(total, intrinsic and extrinsic 
components – p=0.002, 0.05 and 
0.0005 respectively) and nurse stress 
index scores were increased for dealing 
with patients and relatives (p<0.0001). 
This group were more likely to use 
social support (Cooper) as a coping 
strategy for stress (p<0.0001) 
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Data from the progress questionnaires 
and interviews (to determine progress 
with implementing CS) (section 4 of the 
report) 
 
What is supervision? Most common 
models used: Proctor’s; Butterworth 
and Faugier (growth and support 
model); Johns and Caspers (reflective 
practice); Hawkins and Shohet 
(counselling). Approaches included 
individual, group, and network CS (it is 
not clear what network CS is as this is 
not defined). Notes for supervision 
taken in 18/23 sites, most often by 
supervisees, some by the supervisor, 
for the purpose of recording the 
session. Most often an aid memoir 
rather than a detailed account of the 
session, actions were often agreed and 
recorded.  
 
What is supervision? (processes) Most 
sites were 45mins+ every 4 weeks at 
least as this was a requirement of the 
research. Group supervision was 
suggested to take/need more time 
(1.5-2hours), the range was 25 mins 
every 2 weeks to 1.5 hours every 2 
weeks 
 
What are the barriers and facilitators 
for supervision? – Time and finding 
time were a barrier to supervision, 2 
sites really prioritised supervision (of 
23?). Staff turnover was also 
problematic for supervision 
 
What is supervision? (processes) – 2/23 
sites declared supervision was written 
into the business plan, 5/23 indicated it 
would be in future. 2 sites worked on a 
standard for supervision to develop it 
further. 10 sites used CS in job 
descriptions and it was suggested it 
should fulfil 2 purposes: to draw 
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employees into the supervision 
‘system’, and to publicly declare that 
the trust was a progressive employer, 
and this may be attractive for new 
employees 
 
What training is offered for 
supervision? – Courses for training 
ranged from 6.5 days to 1 day, most 
commonly 2-3 days. 4 sites offered no 
training for supervisees. Most sites had 
no additional funding for training, 
except 1. 2 sites forged an alliance with 
a local University/College for training 
input 
 
What are the outcomes/effectiveness 
of supervision?  - 6 sites made 
provisions for further evaluations for 
supervision, 2 were doing this through 
clinical audit, 2 through research in 
child protection services 
 
What are the outcomes/effectiveness 
of supervision? – all sites felt 
implementation of supervision had 
been successful, with the exception of 
one site which had experienced an 
abnormally high staff turnover. Success 
of supervision was most commonly 
judged by personal feedback to site 
staff from supervisors and supervisees. 
1 site identified a substantial drop in 
sickness during the project period in 
the clinical area where supervision had 
been introduced (don’t give values?) 
 
No sites could offer evidence into 
supervision influencing patient 
outcomes. Supervision was seen as a 
positive endeavour by all sites except 
one, this respondent said “It happens 
anyway and depends on staff 
commitment.” (p.18) 
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What is the cost and organisational 
implications of supervision?  - One 
person stated “We can’t afford it, but 
we can’t afford to do without it.” (p.18 
– no other cost detail outlined) 
 
Data from the ‘lived experience’ of 
supervision (section 5 of the report) 
 
What is supervision?  - None of the 
participants had previous experience of 
anything named ‘clinical supervision’ 
but some regarded mentorship and 
counselling experience as relevant for 
supervision. Many compared 
supervision to individual performance 
reviews, tutoring, personal therapy, 
management and preceptorship. 
People felt it overlapped with these 
and thus CS was not completely unique 
even though they hadn’t done it before 
(so links to mentorship of many kinds). 
Some felt they had being doing 
supervision, but just not calling it so. 
One respondent said it was “common 
sense.” (p.22) 
 
What is supervision (processes) – None 
of the supervisees/supervisors 
interviewed got to choose their 
supervision partner, they all said this 
wasn’t an issue but it is essential but 
they did state that the individuals have 
to be able to get on with each other for 
supervision to work. All were free to 
participate (or not) in supervision, 
participation was optional 
 
It was not uncommon for supervisors 
to be the supervisees manager too. 
One site argued supervision needed to 
be hierarchical, other sites did not 
 
Supervisors interviewed supervised 
between 1-7 supervisees at any one 
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time (at the same time) but the most 
common was 1:1 supervision 
 
For interviewed participants, 
supervision was most often weekly to 
six weekly intervals (so some not 
complying to the inclusion criteria for 
the study?) Range for sessions was 20 
mins to 2.5 hours (with 1 hour being 
most common, again some not 
complying to 45+ minutes plus as set 
by the researchers) 
 
Supervision often held in quiet, 
comfortable and neutral places i.e. 
away from the usual work locations of 
the participants 
 
What are the barriers and facilitators 
for supervision? – “patients come 
first.” (p.22). Also sickness/absence 
was a barrier. Need to juggle workload 
and get away from other commitments 
was an issue. Travel could be an issue 
i.e. some having to travel 1.5 hours for 
supervision sessions. Some had to lock 
themselves in a room and take the 
phone off the hook. Some felt the had 
to ‘hide’ so as not to be disturbed, with 
some using ‘do not disturb’ signs on 
their doors. Participants wanted to 
protect the time against the demands 
of day to day workload. Some 
respondents even used their own 
personal time to attend supervision 
sessions 
 
What is the content of supervision? – 
often set by the supervisees or agreed 
between supervisees and supervisors. 
Sometimes in advance of the session to 
allow prep, and sometimes within the 
session in the moment. One supervisor 
provided her supervisee with a list to 
discuss; another didn’t but always 
feared there would be nothing to 
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discuss, but said this hadn’t happened 
yet. One supervisee called (her 
supervisor) after the session to express 
she felt she may have said too much 
 
Avoid too much personal/friendship 
discussion in supervision, and most 
agreed it should be work focused to 
prevent this, unless it was a personal 
matter which impacted on 
performance 
 
What is supervision (process/rules) – 
most common rule was that of 
confidentiality, unless permission given 
by all to take the content elsewhere 
 
Keeping to time was thought to be 
important, even if the sessions ended 
in ‘tears and tantrums’ (suggesting 
supervision can be an emotional 
process). Some took notes in different 
depths; whilst others specifically 
agreed not to keep notes (why is 
unclear) 
 
Most didn’t know about models and 
processes, and improvised as they 
went along until they found something 
which suited them and felt comfortable 
(suggesting flexibility and lack of 
training may actually be useful to allow 
something organic to emerge). Some 
wanted to give their supervisees the 
freedom to direct how supervision 
should go, others also felt they didn’t 
want to be tied down by a specific 
model. The model most often 
mentioned was Proctor’s, with others 
preferring models of reflective practice 
 
What is the content of supervision? – 
90 topics found in the content 
discussion from the interviewed 
participants. Researchers grouped 
these into clusters: Practice issues -
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patient specific incidents/issues 
(particularly about patients who were 
dying); organisational and 
management issues – (workload, lack 
of support, management issues etc; 
education, training and personal 
development issues (issues of staff 
morale, confidence, assertiveness, time 
issues, personal problems, ethical 
decisions) 
 
Most had not had any difficult 
experience in supervision; whilst others 
had i.e. “telling colleagues where they 
had gone wrong”; whilst in another 
situation a supervisee felt it difficult to 
admit something they knew they had 
done wrong. One participant felt 
particularly challenged when the 
subject of a patient and their abortion 
was raised in supervision (it doesn’t 
give detail as to why) 
 
Nurses valued the time to reflect upon 
and learn from their practice in 
supervision sessions 
 
What are the outcomes/effectiveness 
of supervision? - (quotes on p.25 
showing the value of supervision for 
restorative support in helping to cope 
with death of patients). Some valued 
the opportunity to own their 
shortcomings and build confidence 
through supervision. CS was felt to 
strengthen relationships between 
colleagues and boost staff morale. 
Some also felt by improving staff 
morale, it improved patient morale 
too, and can prevent staff feeling 
isolated, which again can improve how 
they feel, and improve care for patients 
by default. So they felt it definitely 
affected patient care positively (quote 
for this on p.25) 
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What is supervision? – Staff confessed 
worries if supervision was used a s a 
punitive measure, or as a spy tool by 
management. It should be supportive, 
designed to educate and develop staff; 
not punish them 
 
What are the barriers and facilitators 
for supervision? Participants of the 
interviews felt staff need appropriate 
training for supervision, particularly for 
supervisors. People didn’t like the word 
‘supervision’ as it felt like they were 
being watched 
 
Section 6 – What happens during 
clinical supervision and mentorship? 
 
What is the content of supervision? / 
What are the outcomes/effectiveness 
of supervision?  
 
Data generated from questionnaires, 
unsure which? Data thematically 
analysed, unsure by who? Categories 
from the data which outlined the 
content of supervision (from all 
participants, not just those interviewed 
for lived experience in the previous 
sections) 
 
Clinical casework – direct examples 
showing formative skills passed on in 
supervision, restorative benefits 
through reflecting on clinical work.  
Indeed, one nurse advised specific 
detail of impacts formatively i.e. next 
time she was managing a patient with a 
possible HIV diagnosis, she would 
arrange counselling beforehand (p.30) 
 
Organisational and management – 
evidence of restorative and formative 
support for issues of organisational and 
management nature(s), restorative 
support for supervisees and 
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supervisors was highlighted where 
both realised they felt similar through 
discussion and used supervision to 
discuss this and support each other (so 
not just beneficial for supervisees) 
 
Confidence building – supervision seen 
positive for confidence building, 
especially for new staff getting to 
discuss issues with experiences staff. 
Formative and restorative evidence 
from the quotes here, as well as 
normative i.e. goal planning, 
organisational objectives planning etc 
was supported in supervision sessions 
 
Professional development – direct 
examples of formative and normative 
improvements through supervision 
here i.e. different techniques being 
employed thereafter and more 
attention to documentation and 
organisational requirements in patient 
care, practice interviews for upcoming 
jobs/promoted posts 
 
Educational support – support for 
proving support i.e. supervising 
students was discussed and planned in 
supervision sessions, direct teaching in 
supervision sessions for complex 
patients (where the supervisor acts as 
more of a teacher) – this was found 
beneficial by some staff for developing 
formative skills for patient care 
 
Personal matters – restorative support 
for personal issues was often gained 
through supervision 
 
Interpersonal problems – formative 
advice, restorative support, and 
normative advice on how to manage 
issues with colleagues at work given 
through supervision 
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Section 7 – Evaluating the impact of 
clinical supervision and mentorship  
 
This data was collected at 3 times 
during the study from the 4 groups. 
Attrition occurred in all groups due to 
staff turnover and other organizational 
changes 
 
Despite instructions, supervision was 
withdrawn for some of the supervisees 
throughout the research. Some in the 
control group received supervision 
prior to the second measures (and 
were not supposed to)   
 
Data was assessed for normalcy 
(Kolmogorov Smirnov text) and skewd 
data analysed using Friedman two way 
analysis of variance to compare 
difference in the groups between the 
different time points. Where significant 
differences were noted, further 
analysis was undertaken using 
Wilcoxon matched pairs signed ranks 
test.  
 
What are the outcomes/effectiveness 
of supervision?  
 
For the General Health Questionnaire 
and caseness, no significant differences 
were seen in any group over time, but 
there was a trend (p0.13) with 
increased caseness scores in the 
supervisor group who had no 
supervision over time (time 1 – 26%, 
time 2 – 35%, time 3 – 41%). But 
equally, supervisors with CS also went 
up (time 1 – 24%, time 2 – 34%, time 3 
– 36%), they didn’t rise as much but 
they still rose suggesting that other 
factors may influence the GHQ out 
with just supervision.  
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Maslach burnout inventory no group 
had any significant change overtime 
except the control group who had 
clinical supervision from time 2 – there 
was an increase in emotional 
exhaustion between times 1 & 2 when 
they didn’t have supervision, but a 
small decrease at time 3 when 
supervision was introduced (no actual 
scores or p values given), for 
depersonalisation the same occurred, 
and increase between times 1 & 2, and 
a stabilisation of the score at time 3 
(again no actual scores and no p 
values). Again, even groups who had 
supervision the whole time, or didn’t, 
there was no change overtime, 
suggesting burnout may be dependant 
on factors out with supervision.  
 
Minnesota satisfaction questionnaire –  
 
Supervisors with CS at stage 3 (extrinsic 
score) – decrease between times 1 & 2 
and stabilization by time 3 (no values 
given) 
 
Controls with CS from time 2 (extrinsic 
score) – decrease between times 1 & 2 
and stabilization of the scores at time 3 
(again no values given)  
 
Supervisees with some clinical 
supervision (unclear which of the 
original groups this is, intrinsic score) – 
no change between times 1 & 2, but 
then a significant fall at time 3 when 
supervision was withdrawn (which 
group had supervision withdrawn?) 
 
Total scores - no change between times 
1 & 2 (in any group?) and still having 
supervision at time 3 (unclear what this 
means, was it not measured at time 3, 
authors previously state all outcomes 
were taken at 3 times).  
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For the Minnesota Satisfaction Scale 
(higher scores are more positive) 
comparison was made between the 
groups at each time point for extrinsic 
and intrinsic components, and total 
scores.  
 
For the extrinsic component there was 
no difference cross groups at time 1 & 
2, but at time 3 supervisees who 
continued supervision have a higher 
score (p=0.018)  
 
For the intrinsic component there was 
no significant difference between any 
groups at any time.  
 
For the total score it says at time 3 
supervisees ‘always significantly higher 
score’, unclear what this means and no 
p-value given.  There were supervisees 
who the authors classed as always 
having supervision, some only having it 
sometimes, some in the control not 
having it at all. Because of the 
confusion in the groups when reporting 
the results, it is unclear what this result 
actually means in relation to the 
original groups A, B, C & D 
 
Nurse stress index score – the only 
significant result was in the controls 
who never received supervision and 
there was a reduction in their scores 
between time 1 & 2 in the study. So 
the group who didn’t have supervision, 
stress actually reduced, this was the 
only significant result with this 
outcome measure  
Cooper coping skills – no significant 
changes in any group over time.  
 
The authors themselves actually 
conclude that the results of their study 
actually suggest that qualitative 
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methods may be more useful for 
outcoming supervision and illuminating 
the benefits of it. (p.41) 
 
 

Weaver (2001) 3 aims: review 
current CS 
programmes in 
and out with 
podiatry, 
documents 
models of good 
practice and 
recommend 
models of good 
practice.  

Cross 
sectional 

3 stages, only 2 
outlined 
 
Stage 1 – lit review 
and interview with 
experts on 
supervision 
 
Stage 2 – (n=62) 
staff (mix of AHPs 
– podiatrists, OTs 
and 
physiotherapists), 
nurses, 
counsellors, social 
work and health 
visitors. Focus 
group interviews 
and 
question/answer 
data using voting 
technology i.e. 
staff chose an 
answer and results 
appeared on 
screen in real time. 
Statements were 
shown and staff 
rated the 
statement 
between 7 and 1, 
with 7 strong 
agreement, 4 don’t 
agree or disagree, 
and 1 strong 
disagreement 
 
Only data from 
(n=18) podiatrists 
outlined in the 
paper however  

Only podiatry 
were included in 
the paper/write 
up 

Produced some data 
on what (n=18) 
Podiatrists felt about 
supervision based 
on the questions 
asked and one or 
two quotes 
 
Use of anonymous 
voting technology 
for some of the data 
likely allowed staff 
to be honest in their 
responses  

Concerning lack of 
detail in methods 
section. (n=62) 
participants but data 
only presented on 
the (n=18) 
podiatrists. Unclear 
why. Stage 3 not 
outlined at all 
 
Stage 1 – lit review 
process very poorly 
outlined except 21 
papers from Medline 
were considered, but 
final ref list is only 14 
(unclear why). The 
specialists, who were 
they and how/why 
were they 
interviewed is not 
made clear. How 
was this data 
collected, processed 
and used to inform 
stage 2 and 3 is not 
clear. No data from 
the interviews in 
stage 1 is made clear 
 
Stage 2 – n=62 
participants in focus 
groups. Processes 
never made fully 
clear, authors 
outline there were 
questions in which 
participants voted, 
and some time for 
free discussion. 
Beyond this we are 

Podiatrists felt clinical supervision (CS):  
 
. Contributed to developing prof 
practice 
. Helped develop skills in reflective 
practice 
. Increased supervisee self awareness 
and confidence 
. Allowed work to be explored in a safe 
environment  
. Supports and values practitioners  
 
Podiatrists felt neutral about:  
 
. CS improved continuity of care 
. CS allows meet up when necessary 
 
Podiatrists felt CS did not:  
 
. involve non-interrupted time 
. have flexibility needed for all staff 
. facilitate MDT working  
 
Podiatrists generally felt supervisor 
should be another podiatrist and CS 
should be 1:1, although with the 
caution that 1:1 could continually 
foster poor practice and collusion.  
 
There is a table outlining what 2 
podiatry teams felt were the necessary 
personal qualities for supervisors.  
 
6 recommendations are (paraphrased):  
 

1) Purpose of CS is to enable 
practitioners to maintain 
and promote standards of 
care 

2) CS training can be done in 
house and should be 

The (n=18) podiatrists from this study outlined that 
they felt supervision should be a supportive 
endeavour, with a supervisor who was supportive, 
listened and created a safe space for the supervisee to 
reflect on, discuss, and develop practice 
 
They outlined that there was a lack of flexibility with 
supervision, lack of protected time and it did not 
promote MDT working 
 
They felt it should be one to one and with podiatry 
supervisor 
 
Staff felt supervision was supportive, allowed time for 
reflection and development, to improve patient care, 
improved staff accountability and personal support, 
and improved outcomes for professional objectives  
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not given any 
additional detail 
 
It is unclear due to 
the wording of the 
authors if, at times, 
staff were asked 
about what they 
thought in respect to 
their current 
supervision, or, what 
they thought 
supervision ‘should 
be’ generally 

 
Due to small sample 
the results could 
have been reported 
collectively and 
individually, and no 
individual results are 
available 
 
Some of the 
outcomes were 
slightly ambiguous, 
and some arguably 
didn’t measure what 
they set out to 
 
We do not get an 
outline of what 
supervision was 
(processes and 
approaches etc) for 
participants in this 
study 
 

introduced from UG degree 
level 

3) All practitioners should have 
access to CS and supervisors 
should supervise a realistic 
no of supervisees 

4) A CS process should be 
developed locally outlining 
ground rules 

5) CS is a professional 
relationship which is 
practice focused and 
facilitated through reflective 
practice, and guided by a 
skilled supervisor  

6) Evaluation is necessary and 
should be done locally. 

 
What is the content of supervision? 
What are the outcomes/effectiveness 
of supervision?  
 
 
The 18 pods in this study felt their CS 
(scores = mean and are 1-7, 1 = strong 
disagreement and 7 = strong 
agreement, with 4 = neutral):  
 
Explore, discover and examine or 
practice in a safe a supportive 
environment (5.23); Provides a 
framework enabling practitioners to 
develop enhanced care delivery to 
their client group (5.2); Enables 
practitioners to accept accountability 
for their own practice and 
development (4.7); Allows practitioners 
to deal with stresses and strains within 
a demanding workplace environment 
(4.3); A policy that provides flexibility 
for practitioners to adopt supervision 
that meets their particular needs (3.5).  
 
Staff felt supervision: contributed to 
the development of professional 
practice (5.4), supported and valued 
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practitioners (5.3), enabled 
development of skills/attitudes to 
enhance care delivery (5.0), enabled 
staff to meet their work objectives 
(4.9), and to meet their professional 
objectives (4.9) (so perhaps some 
overlap between professional and 
managerial supervision here for 
some?).  
 
Staff also felt supervision: helped to 
maintain standards of care (5.4), to 
increase practitioner confidence and 
self-awareness(5.1), to develop skills in 
reflective practice (5.1), helped to 
improve staff communication (4.3) 
(suggesting possible some impacts on 
community of practice COP), helped to 
prioritise care (4.3) and with continuity 
of care (4.2).  
 
What are the barriers and facilitators 
for supervision?  
 
In table 10 the pods outlined what they 
felt made a good supervisor for 
effective supervision: supervisor should 
make supervisee feel comfortable to 
discuss my limitations, perceptive to 
supervisee needs, supportive, good 
listening skills, ability to develop a 
supportive relationship, good clinical 
skills/knowledge of their own, allows 
supervisee to set the agenda.  
 
There was some evidence that staff felt 
their supervision was not protected 
with statement: out supervision 
process ensures meetings are not 
interrupted (scored – 3.6, more on the 
side of disagreement) and they also felt 
their supervision didn’t promote MDT 
working (3.4).  
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Barriball et al. 
(2004) 

Initially stated 
to gauge HCPs 
experiences of 
clinical 
supervision 
(CS), but then 
the authors had 
their own 4 
aims with this 
audit: identify 
extent of use of 
CS, describe 
organisation of 
CS, explore 
staff attitudes 
toward CS and 
determine 
resource 
implication for 
CS 

Cross 
sectional 

(n=65) invited to 
participate in a 
telephone 
interview with 
quantitative and 
qualitative 
questions, (n=44) 
participated 
(authors report a 
response rate of 
70%, but with 
these numbers it 
would be 68%) 

Nurses, health 
visitors, 
physiotherapists
, OTs, 
podiatrists, 
‘others’  

Response rate 
 
A variety of 
professions allow an 
appreciation of 
supervision 
processes and 
outcomes across 
professions 
(although sample 
size small and 
smaller for 
individual 
professions)  
 
 

No outline of how 
interview schedule 
was constructed, nor 
what it contained. 
No info outlined on 
qualitative data 
generation i.e. what 
questions were 
asked, no info on 
who carried out the 
interviews, nor how 
the data was 
analysed. Thus, no 
mention of 
epistemological 
stance with respect 
to data 
collection/analysis 
Minimal use of direct 
quotes. Using more 
of these would have 
added to the 
credibility/trustwort
hiness of the 
research 
 
Some terms used 
without defining i.e. 
group and team 
supervision 
(difference?) and 
uni-professional and 
uni-disciplinary 
supervision 
(difference?) 
 
Not all questions 
were answered by 
ALL n=44 
 
Some questions 
based on staff 
opinion which 
arguably should have 
been more accurate 
i.e. how many staff 

(n=36) (82%) stated they had regular 
clinical supervision (so n=8 did not). Of 
this (n=8), (n=4) stated that CS was 
available (so they just chose not to take 
it? – showing even if CS is available, not 
all staff will engage). Of the (n=44) 
interviewed, the staff suggested that in 
their area, the no of people who were 
engaging in CS was as follows: 76%+ - 
22; 51-75% - 11; 26-50% - 3; 0-25% - 8 
(limited as this is staff opinion)  
 
CS was reported to happen mostly 
one:one, with some group and some 
team formats (for n=40/44 one:one 
was the format, it is unclear what the 
difference between group and team 
supervision is, as this is never defined). 
(n=20) advised they had access to more 
than one format of supervision 
(individual and group if desired). Some 
stated individual supervision had been 
rolled out initially but group was then 
adopted due to time pressures and 
shortage of supervisors. Other did the 
opposite, found group too difficult to 
co-ordinate for individuals and so used 
one:one more often.  Of the (n=3) pods 
in this study, (n=1 got team 
supervision, n=1 got group, and n=3 
got individual, so some had access to 
more than 1 format) 
 
Some received uni-professional (n=30, 
podiatry n=2)), multi-professional 
(n=17, podiatry n=3) and uni-
disciplinary supervision (n=9, podiatry 
n=0)(the difference between uni 
professional and uni disciplinary is not 
outlined). Uni-professional being the 
most widely adopted structure 
 
Frequency varied too: (n=10) got CS 6 
weekly, (n=14) 7-8 weekly, and (n=12) 
9 weekly or longer between sessions. 

Supervision processes/approach varied widely, as did 
preferences amongst staff concerning approach (i.e. 
some preferred to choose their supervisor and others 
preferred allocation; some preferred one to one 
formats, and some preferred group etc) 
 
Staff felt supervision needed strong leadership and 
without this the drive and clarity around the local 
supervisor processes had reduced 18 months post 
introduction  
 
Most staff were positive and in favour of supervision, 
and the usual barriers and enablers were outlined  
 
This paper really highlights that no one model or 
approach to supervision will suit all 
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in your area are 
involved with 
supervision (how 
would supervisees 
know this?) 

(only n=36 answered this question of 
the 44) 
 
Some preferred to choose their own 
supervisor, others preferred a more 
allocation based model 
 
What are the outcomes/effectiveness 
of supervision?  
 
Some felt that group supervision was 
more effective as you get access to a 
wider range of opinions; others felt 
more at ease in a one:one format. 
Some felt that multi-professional 
supervision offered better supervision 
and more perspectives; others felt it 
was more difficult to open up to 
professionals from other professions 
 
(n=32) (73%) felt supervision was 
valuable and should be invested in. 
(n=12) didn’t respond as positively, of 
these 12, 8 were hesitant about the 
value of supervision, based on past 
negative experiences, but felt if it was 
managed/lead appropriately, it could 
be good (so we presume then n=4 
were out right negative – doesn’t make 
this clear) 
 
Staff felt (generally) that supervision 
could benefit practitioners and 
practice, keeping staff up to date with 
knowledge, facilitating learning and 
development through sharing ideas 
(community of practice, co-
construction and gatekeeper approach 
all aid in this ethos). Staff felt CS 
allowed: time out to think and reflect 
(and acknowledge achievements), a 
space to gel with other staff and get 
feedback (COP coming through here), 
breathing space to re-charge 
(restorative) 
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What are the barriers and facilitators 
for supervision?  
 
Authors suggest staff initially started 
with one:one supervision but due to 
time pressures and lack of supervisors 
some then moved to group formats 
(suggesting that even with guidance 
and a plan, things can change to suit 
individual/local needs). In contrast 
others found meeting with groups 
challenging due to no time which 
suited everyone, leading to one:one 
formats being used more 
 
Some felt it was more difficult to open 
up (less trust) if the supervision was 
with someone from another 
profession. Others felt supervision 
would be more favoured if it was multi-
professional 
 
Having a choice in the supervision 
format was reported to be a facilitator 
to up taking supervision 
 
Staff felt blocking time out the diary as 
the only way to ensure the CS sessions 
occurred, but even then, staff 
shortages, demanding workloads and 
time pressures were reported as 
reasons for supervision commonly 
being cancelled 
 
There was a feeling that those who 
wanted to opt out could easily do so if 
CS attendance wasn’t monitored. 
(n=16) felt CS was strongly 
encouraged/or encouraged in their 
organisation (so n=28 did not, unclear 
in the report), (n=9) reported there 
was monitoring of supervision in their 
workplace (so n=35 did not report this), 
(n=12) described the supervision as ad 
hoc and too informal, relying on 
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individuals (suggesting structure and 
monitoring may be useful) 
 
Participants reported that initially 
there had been a big drive to 
implement and embed supervision (18 
months prior) but that the drive had 
reduced in more recent months. 
(suggesting continued discussion and 
leadership is needed to promote and 
encourage supervision). Lack of drive 
has lead to the list of supervisors 
becoming outdated and confusion on 
how to participate in supervision. The 
absence of this information i.e. lack of 
updating new supervisors, meant that 
previous supervisors were becoming 
overworked 
 
Participants quoted that lack of 
leadership or CS guidelines was a factor 
in reduced uptake or confusion over 
supervision. Some suggested there 
should be a nominated lead. They also 
suggested, monitoring supervision 
practices, maintain up to date 
information/databases of supervisors, 
protect time for supervision and 
increase training opportunities for 
clinical supervisors  
 
What is the content of supervision?  
 
Authors state supervision sessions 
were rarely planned in advance, rather 
pertinent issues of the moment were 
discussed i.e. challenging cases, a 
situation causing concern’ (either lead 
by supervisee or supervisor). Some 
participants suggested non-planning 
allowed supervision sessions to 
respond to relevant issues of practice 
and some supervisors suggested this 
allowed the supervisee to steer the 
agenda. Although, some did report that 
lack of planning sometimes contributed 
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to lack of a coherent structure for the 
supervision and a struggle to come up 
with content for the session.  
 
Most supervision was 
reflective/discursive in nature; none of 
the n=44 stated that supervisors 
observed their practice in supervision.  
 
What training is offered for 
supervision?  
 
The authors state participants agreed 
that training has taken place for 
supervisors about 18 months prior to 
data collection for the study. 

Sellars (2004) To explore 
clinical 
supervision (CS) 
in 8 
physiotherapy 
sites 

Cross 
sectional 

Questionnaire sent 
to (n=233) 
physiotherapists 
and returned by ( 
n=130) (response 
rate 58%). (n=122) 
returned 
questionnaires 
were useable 
(52%).  (n=9) 
interviews 
 
2 Questionnaires 
were designed – 
one for those 
receiving 
supervision, and a 
modified version 
for those 
implementing/lead
ing supervision 
processes. Both 
were piloted for 
face and content 
validity (unclear 
what the pilot 
involved) 
  
 
 

Physiotherapists  Response rate and 
sample size are 
arguably good for 
this type of research  
 
Aspects of the 
methods are clearly 
outlined, 
questionnaires and 
questions clearly 
outlined and seem 
relevant to the 
aim/context of the 
research. Thematic 
analysis process 
outlined for the 
qualitative 
component and 
direct quotes used 
throughout the 
discussion (good for 
the credibility and 
trustworthiness of 
the qualitative data)  
 
Questionnaires were 
piloted before use 
(but no detail given 
beyond this) 
External validity  

Non-validated 
questionnaires used  
 
Exact process of 
questionnaire 
construction, not 
outlined. 
Epistemological 
stance of the 
researchers with 
respect to qualitative 
components, not 
outlined, nor is the 
interview 
process/transcripts. 
 
The authors state 
evidence for 
supervision is 
anecdotal, but by 
this time period 
many studies had 
published outcomes 
on supervision and 
so arguably this 
statement is 
incorrect  
 

In this study the three top reasons staff 
implemented supervision were: to 
support continuing professional 
development; to support staff; to 
improve the quality of care delivered to 
patients. The authors suggest these 
three reasons fit well with Proctor’s 
model/domains 
 
Staff in this study felt CS was not just 
an informal chat with a colleague; it 
was more than that. It should be 
dedicated time and lead to a positive 
learning experience/outcome(s)  
 
93% of staff in this study were 
receiving uni-disciplinary supervision 
(7% were MDT). 7% also chose one:one 
and group supervision for different 
needs. Overall, the format was as 
follows:  
 
One:one with more experienced 
therapist (n=56-43%); one:one peer 
(n=22 – 17%); one:one with another 
profession (n=6-5%); one:one with line 
manager (n=6-5%); uni-disciplinary 
group (n=37-28%); MDT group (n=3-
2%) – the totals are more than the 
(n=122) questionnaires returned 

Supervision varied for physiotherapy staff with 
respect to structure, processes and content/focus 
 
Staff in this study were generally positive about 
supervision and felt it needed to be more than ad-hoc 
 
Staff reported many perceived benefits of supervision: 
personal and professional support; professional 
support and advice; dedicated (protected) time; 
reflective practice; improved quality of care; improved 
working practices; improved clinical competence; 
improved staff satisfaction and morale; increased 
confidence; reduced professional isolation; supported 
recruitment and retention; ensures consistency of 
practice and improved patient outcomes. These are all 
the areas which staff felt supervision impacted on 
positively. Quotes show that staff valued an 
organization where formal supervision was available, 
how it reduced isolation and supported staff in their 
role etc. Staff felt supervision helped overcome issues 
of isolation 
 
Staff felt training was more common for supervisors 
and difficult to continually deliver 
 
The usual barriers and facilitators for supervision were 
outlined by staff 
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Internal validity 
(supervision 
processes varied) 

suggesting some respondents may be 
getting more than one type of 
supervision 
 
Staff felt the model adopted should 
suit the organization and the 
individuals involved in CS (suggesting 
flexibility is needed). Some staff 
outlined a preference for one:one 
supervision; and others for group as 
you can access more 
experiences/opinions etc 
 
Staff in the study valued both directive 
and facilitative supervision suggesting 
that different styles (i.e. directive and 
education vs facilitative and 
supportive) may be needed at different 
times, and that supervision may evolve 
over time i.e. a more junior 
practitioner may need more directed 
support; whereas a more senior 
practitioner may need more facilitative 
support  
 
What are the barriers and facilitators 
for supervision? (What is the cost and 
organizational implications of 
supervision?) 
 
Formal models of supervision were 
valued, ad-hoc not enough, guidance 
needed on how to implement and 
processes. The authors suggest lack of 
guidance will limit uptake of 
supervision 
 
The authors state staff have to be on 
board and ‘want’ supervision if it is to 
succeed. Staff engagement and strong 
leadership - staff felt were key to 
embedding and sustaining supervision. 
Management support was also felt to 
be essential if supervision was to be 
rolled out and sustained. One staff 
member did suggest that despite their 
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manager not being on board, the drive 
from staff and the enthusiasm for 
supervision meant that it was allowed 
to go ahead (suggesting that 
engagement needs to occur at all levels 
for supervision to be sustained) 
 
Lack of time, workload issues, and staff 
shortages have all been outlined as 
barriers to supervision 
 
In this study only 3/8 sites had 
embedded supervision in all areas, as 
staff found it complex and difficult to 
implement. Staff found ongoing 
training difficult to deliver (especially if 
geographically isolated) 
 
Barriers from staff in this study were: 
lack of time; lack of support and 
motivation; lack of available 
supervisors; lack of 
managerial/leadership of the 
implementation/sustaining of 
supervision; geographical barriers; 
group dynamics or relationship issues 
with supervisors; inadequate training; 
lack of understanding of the process; 
lack of confidentiality 
 
What training is offered for 
supervision?  
 
Training more common for supervisors 
(85% reported training), not 
supervisee’s (only 41% reported they 
had some form of CS preparation) 
 
Staff felt supervisors did not need to 
have all the answers, just the skills to 
facilitate supervision and to help the 
supervisee question their own practice 
and come up with their own answers 
 
Staff found it challenging to deliver 
ongoing training for supervision, 
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especially when they were 
geographically isolated 
 
What is the content of supervision?  
 
The focus and content of CS sessions 
changes as staff evolve, and so model 
needs to be flexible. One to one and 
group methods – no preference but 
across all staff, access to each other 
and each others’ opinions and 
approaches is valued 
 
Facilitated reflection on practice.  
 
9 statements on a 4 point Likert scale 
(4=’always’ and 1=’never’) were asked 
about supervision and the outcomes 
were as follows:  
 
I use clinical supervision to develop 
new ideas on how to tackle work 
related problems (3.1); I use clinical 
supervision to reflect on my clinical 
practice (3.05); I identify personal 
development needs through clinical 
supervision (2.8); I use clinical 
supervision to discuss professional 
issues (2.7); I discuss treatment plans 
during my clinical supervision sessions 
(2.55); I discuss my clinical workload 
during clinical supervision (2.41); I 
discuss sensitive issues experienced 
during my clinical caseload (2.4); I use 
clinical supervision to offload my 
feelings (2.3); Clinical supervision is 
used as a means of performance 
review (1.8) 
 
So, many different reasons why staff 
used supervision – there were no real 
‘reflection in action’ options, and 
results suggest for some (a minority) 
that supervision is managerial in 
nature. However, in the qualitative 
statement, there was some suggestion 
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that some supervision sessions 
involved more ‘in action’ reflection 
with patients and a supervisor; and in 
group sessions some brough videos of 
patients/cases to discuss more 
actively/in action 
 
The authors suggest there is a growing 
need for live (in action) supervision, 
especially for those in isolated roles 
who may not have regular 
opportunities to ‘hands on’ practice 
with others  
 
The qualitative statements further 
support the idea that supervision 
evolves over time with one staff 
member stating initially their 
supervision was mostly about patients 
and clinical care; but now due to being 
more confident and at a higher level 
with this, they now focus the sessions 
around developing other skills i.e. 
organizational and managerial skills. 
(again suggesting the model needs to 
be flexible and fits well with Proctor’s 3 
domains and the flexibility of this 
model).  
 
What are the outcomes/effectiveness 
of supervision?  
 
Isolation of staff in the community is a 
key issue and staff felt CS helped to 
overcome this. Isolation was not just 
geographical but because of busy time 
schedules and full diaries, limiting staff 
communication with each other.  
 
Staff valued supervision for many 
reasons: personal and professional 
support; professional support and 
advice; dedicated (protected) time; 
reflective practice; improved quality of 
care; improved working practices; 
improved clinical competence; 
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improved staff satisfaction and morale; 
increased confidence; reduced 
professional isolation; supported 
recruitment and retention; ensures 
consistency of practice and improved 
patient outcomes. These are all the 
areas which staff felt supervision 
impacted on positively. Quotes show 
that staff valued an organization where 
formal supervision was available, how 
it reduced isolation and supported staff 
in their role etc 

Kilner (2004a) To explore 
experts’ 
opinions of the 
attributes 
needed for: 
paramedic, 
paramedic 
technician and 
clinical 
supervisor  

Delphi 
method 

Delphi technique. 
(n=93) people 
invited to take 
part, (n=84) took 
part in part 1 of 
the study, and 
(n=86) took part in 
part 2 of the study. 
Uptake of 90 and 
92% respectively 
 
Part 1 – 
questionnaire 
designed in which 
respondents were 
asked to identify 
desirable qualities 
for each of the 
outlined roles via 
open ended 
questions. Of the 
(n=93) 
questionnaires 
sent out here, 
(n=34) (response 
rate 36.6%) were 
returned. All these 
individual 
comments were 
then grouped via 
content analysis 
into 25 broad 
categories 
 

Ambulance 
service staff 

First of it’s kind to 
provide insight into 
clinical supervision, 
and attributes 
required for a 
clinical supervisor, in 
the ambulance 
service setting 
 
Delphi technique 
appropriate for the 
aim. 
 
Response rate for 
part 2 of the study 

Response rate for 
part 1 of the study  
 
Methods not always 
clearly outlined i.e. 
questionnaire 
creation process, or 
final questionnaire, 
for round 1 
questionnaire not 
clear/outlined in full. 
In round two there 
was 84% agreement 
between researchers 
for collapsing round 
1 responses into 25 
broad themes – how 
was this measured is 
unclear 
 
It was not made 
explicit how the 25 
broad categories 
were transformed 
into the 36 
statements.  
 
One key aim was to 
ask what 
skills/attributes were 
needed for 
paramedics, 
paramedic 
technicians and 

(see summary) Top 3 attributes needed for clinical supervisor: 
honest, brave and non-judgemental. Bottom 3: all 
based around knowledge of clinical processes and 
knowledge on local area. It would appear direct 
knowledge of the role is the least important of the 36 
attributes for a clinical supervisor in the paramedic 
setting, according to the respondents.  
 
Overall, each of the 36 statements (with exception of 
4) received higher mean scores relating to how much 
they were needed, for the clinical supervision role 
(compared with other roles). Indicating participants 
felt more skills were thought to be needed for this 
role, than paramedic or technician. Correlation for 
agreement for attributes needed for clinical 
supervisor was low, as this role was still very new at 
this time. 
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Part 2 – second 
questionnaire 
generated 
consisting of 36 
attributes based 
upon the broad 
categories (unclear 
exactly how this 
was formulated). 
Participants were 
asked to rate each 
of the 36 
statements on a 
10cam VAS from 
0=’not at all 
desirable’ to 10 
‘highly desirable’.  
Of the (n=86) 
participants, 
(n=42) (response 
rate 48.8%) 
returned 
completed 
responses for part 
2 
 
For agreement 
between each 
panel member 
data was analysed 
using Kendall 
coefficient of 
concordance 
which produces a 
correlation 
coefficient (0=no 
correlation, 1 = 
positive 
correlation) 

clinical supervisors, 
and those asked 
were: chief 
executives, medical 
directors, and 
advisors of all 
ambulance trusts in 
England, Scotland 
and Wales (why not 
ask staff on the 
ground too, some of 
these roles seem 
slightly disconnected 
from practice i.e. 
wouldn’t an actual 
paramedic be able to 
offer key insight into 
what skills would be 
needed in a 
supervisor?) 
 
We cannot assume 
that those skills 
ranked lower are 
deemed ‘not 
important’, only less 
important  
 
 

French (2006) To explore staff 
grade 
physiotherapist
s current CPD 
practices, and 
identify 

Cross 
sectional  

Questionnaire to 
staff grade 
physiotherapists in 
5 acute hospital 
sites. Unclear how 
many were sent or 
the response rate, 

Physiotherapists  Small pilot for 
content/face validity  
 
 

Poor outline of 
methods (with 
respect to the exact 
questions in the 
questionnaire) – we 
get some 
information but 

In the 16 CPD activities outlined in the 
questionnaire, supervision is one of 
them and the definition offered is: 
“Includes joint treatment sessions with 
senior, observation of senior 
interaction with patients, discussion of 
patients with senior, senior reviews 

Supervision described by the authors is hierarchical 
and very ‘hands on’ and direct in the model proposed. 
Performance review/appraisal was seen as a different 
phenomenon  
 
Staff outlined they felt a variety of activities fell into 
the supervision category (including coaching and 
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perceived CPD 
needs of staff 

only that (n=71) 
were completed  
 
Questionnaire 
(full) content and 
construction 
process is not 
made clear  
 
Questionnaire  was 
piloted on (n=4) 
staff grade 
physiotherapists   
 
Section A of the 
questionnaire 
asked about the 
individual/employ
ee profile i.e. age, 
gender, time 
working in that 
grade. Section B 
asked more 
detailed questions 
surrounding their 
CPD activities – 16 
activities outlined 
and each activity 
was measured for 
effectiveness on a 
5 point Likert 
scale. Perceived 
benefits of the 
activity were also 
obtained (unclear 
how) and other 
questions were 
specific to the CPD 
activity (unsure 
what this means or 
what these 
questions were). 
The respondents 
were first asked to 
rank 6 of the 16 
activities in order 

results seem to 
appear without a 
description of 
how/where exactly 
this was asked in the 
questionnaire 
 
The definition of 
supervision, whilst 
provided, was 
inconsistent 
between definition, 
and the results i.e. in 
the results 
supervision activities 
included: joint 
treatments, second 
opinions, mentoring, 
coaching, ad-hoc 
support and 
observation of 
practice. In the 
definition previously 
coaching was not 
mentioned, and 
definition was very 
specific to 
supervision by a 
senior staff member. 
This does not really 
reflect clinical 
supervision as 
defined often in the 
literature i.e. not 
necessarily hands 
on, formal and 
structured, 
contracts/expectatio
ns etc. The largest 
majority of staff 
reported almost all 
CS activities, as 
defined in this 
research, were ad-
hoc 
 

complex patients, mentoring by 
senior.” (p.472 – very hierarchical and 
clinically focused, doesn’t really 
capture all the domains of Proctor’s 
model). Of note, performance 
review/appraisal was outlined as a 
separate activity to supervision in the 
16 CPD activities 
 
Under the category of supervision, 
respondents outlined the following 
activities: joint treatment sessions, 
second opinion on a patient, coaching, 
observation, mentoring (this shows 
staff felt all of these activities fell under 
the title of clinical supervision) 
 
Conflicting results concerning CS in the 
context of CPD for Physios. Physios 
ranked CS as the most important 
aspect of CPD, but conversely reported 
it had little direct impact on changing 
clinical practice or ability to problems 
solve, compared with other forms of 
CPD i.e. in-service training and short 
courses. However, again contrasting 
this CS was voted the best CPD activity 
for obtaining feedback on 
performance, for reassurance of clinical 
practice, and for improving caseload 
management – how/why? It is not 
clear in this study 

mentoring). Most of this occurred on a weekly or ad-
hoc basis, expect for mentoring (we are not given 
further detail here) – suggesting that the supervision 
being discussed by staff in this study if not the 
traditional (organised, formal, structured supervision 
that is more commonly discussed in the literature)  
 
Mixed outcomes reported for supervision by 
physiotherapists in this study  



228 
 

of priority. (why 6 
is unclear) 
 
 

Staff were asked to 
rank the importance 
of the CPD activity, 
or state how useful it 
was – but that 
doesn’t mean they 
actually used it (this 
should be 
appreciated) 
 
95% of the staff in 
this survey were 
under 30 years of 
age, with 69% being 
under 25. Given that 
it is evident that 
needs change as 
experience occurs, 
perhaps this is 
representative of the 
CPD needs across 
the profession, given 
that many will be 
30+. 66% were 
qualified less than 2 
years; only 16% 
qualified more than 
4 years 
 
Incomplete 
data/responses for 
all questions  

Jackson (2008) To ascertain the 
extent to which 
music therapists 

participate in 
some form of 
professional 
supervision, and 
to examine the 
prevailing 
thoughts about 
the need for 
professional 
supervision 

Mixed methods  

 
A survey asking both 
closed and open-
ended questions was 

sent to (n=2000) 
music therapists 
(selected at random 
but unclear how the 
random selection was 
conducted). (n=812) 
responded (RR. 41%), 
but (n=677) 
completed the full 
questionnaire 
 

Results are presented 
descriptively, and 

Music Therapists  The sample size is good 
for this type of study, 
which allowed some 

statistical 
inferences/comparison
s to be made 
 
Mixed methods 
allowed some 
triangulation of the 
data  
 
External validity 

Not all participants 
answered all questions 
and so % results must 

be interpreted with this 
in mind  
 
Internal validity  
 
An outline of the full 
survey is never given 
and some results do not 
add up to 100%, or are 
slightly confusing to the 
reader i.e. 36% 

reported they received 
supervision, whereas 

There were many outcomes from this study. 
A summary of the main findings were as 
follows:  

 
The supervision used by the participants 
varied in approach, focus, purpose and value 
 
 
36% of respondents received some form of 
supervision; 62% said they did not (unsure 
about the additional 2%?) 
 
There was clear evidence that ‘why’ staff 
participated in supervision varied, and varied 

with increasing experience and education. 
Those with less education/experience were 

Overall, most staff in this research felt supervision was, or 
could be, somewhat beneficial. However, the majority were 
not receiving any supervision. Of those who were receiving 

supervision, it was felt to have multiple benefits. The 
importance of supervision was generally agreed upon, but it 
was deemed more important by those with more experience 
and higher qualifications. Furthermore, the reasons for having 
supervision varied between those with less experience, and 
those with more; and those with higher levels of education, 
and those with lower levels of education  
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statistical analysis 
was performed using 
both two tailed t-
tests (to compare 
nominal outcomes 
between different 
groups), and ANOVA 
tests to compare the 
mean scores of 

variables with 
multiple categories   

62% reported they did 
not (the authors do not 
outline what the other 
2% reported). Then, of 
those who reported 
they did not, 69% of 
those reported they do 
not at all, and 31% 
reported they receive 

some supervision from 
someone in a related 
field (so we are unclear 
how the questions were 
phrased to get some 
conflicting results) 
 
For analysis of the 
qualitative outcomes 
from the open-ended 
statements/questions, 
some detail is given on 
the method used. 
However, the 
epistemological 
position of the 
researcher is not 
discussed, nor is it 
made explicit who 
carried out the analysis 

more likely to participate because ‘it was 
mandatory’ (p<0.01) or to ‘give them new 
ideas’ (p<0.05) concerning practice. Whereas 
those with more experience/education 
participated to ensure ‘personal and ethical 
issues were not interfering with their work’ 
(p<0.05 & p<0.01 respectively); and those 
with higher levels of education were more 
likely to participate to manage issues of 

‘transference and countertransference’ 
(p<0.01) and to ‘develop better 
understanding of their/their clients’ 
responses’ (p<0.05). Supervision became 
more driven by the supervisee with more 
experience, focusing on their agenda (more 
collegial than didactic)  
 
Intra and interprofessional supervision was 
occurring. Of the (n=132) who reported 
receiving interprofessional supervision, 65% 
indicated they were satisfied; whereas 35% 
reported they were not satisfied, and the 
main reason for this was the supervisor’s 
lack of knowledge on their field (music 
therapy) – clearly interprofessional 
supervision can work for some; but does not 
work for all. Other reasons for dissatisfaction 
with interprofessional supervision are 
outlined in table 7 
 
The main reason for not participating in 
supervision, by those who outlined they did 
not, was that they ‘did not have access’ 
(n=139, 43.8%). Other reasons are outlined 
in table 8 
 
Those who did not participate in supervision 

rated its overall importance lower than those 
who did (p <0.001). However, this cohort still 
felt overall that supervision could be useful 
to some staff in some instances 
 

Those with an MSc in music therapy rated 
the importance of supervision higher than 
those with a BSc in music therapy, or those 
with an MSc in music education (p <0.001) 
 
A variety of qualitative comments are 
outlined in table 11 which demonstrate 
‘additional comments’ for and against 
supervision, left by the participants of the 
study 
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Many staff felt it was necessary for: 
support/networking; for novice therapists; 
professional growth; accountability and 
ethical practice; reducing isolation and 
burnout; creativity; gaining additional 
perspective; mentoring and personal therapy 
should be counted as supervision 
 

Many felt supervision was not needed; not 
needed for experienced colleagues; not 
available; could be associated with poor 
practice/punishment; difficult to undertake 
in the private sector; lack of structures to 
support supervision; too costly; supervisors 
need training; some had never really given 
supervision consideration; supervision 
should be given focus, and should be given 
as much focus for music therapists, as it gets 
for other therapy related professionals 

Cox & Araoz 
(2009) 

To capture 
therapists (OTs, 
Physio’s and 
psychologists) 
experiences of 
pre study 
clinical 
supervision, 
and an ‘in 
study’ model of 
clinical 
supervision 

Cross 
sectional data 
from within 
an RCT trial 

(n=18) therapists 
were invited to 
participate, (n=14) 
participated 
(response rate 
78%)  
 
Questionnaire 
included 
quantitative and 
qualitative 
questions and 
outcome data 
analysed via 
descriptive 
statistics, and 
content/thematic 
analysis  
 
Questionnaire 
non-validated and 
piloted before use 
(no further detail 
given on this) 

Physiotherapists
, OTs, 
Psychologists  

External validity 
(pragmatic/action 
based research) 
 
Response rate  
 
Some of the 
methods well 
outlined i.e. 
questionnaire is 
clear and outlined as 
an appendix  
 
Some 
epistemological 
considerations 
outlined - researcher 
was known to the 
therapists in the 
study and so to 
remove possible 
response bias 
questionnaires with 
qualitative and 
quantitative 
elements were 
chosen instead of 

Sample size 
 
Internal validity 
(supervision 
approach/processes 
varied)  
 
Thematic analysis 
process not outlined, 
nor is any detail 
given concerning the 
pilot study 
 
Some of the 
questions in the 
questionnaire are 
arguably leading i.e. 
the questions based 
around supervision 
purpose, questions 
asking about pre-
trial supervision 
 
The ‘in trial 
supervision’ had a 
pre-set agenda, 
which is not 
normally the case for 

The authors state within this trial there 
was an OT, Physio and Psychotherapist 
who supervised participants in 
specified areas of practice: adaptive 
pacing therapy (APD) for OT; graded 
exercise therapy (GET) for physio; and 
cognitive behaviour therapy (CBT) for 
the psychotherapists. (So is this 
supervision or coaching in a specified 
area of practice?). 
 
A mixture of supervision methods were 
used: telephone one to one 
(telesupervision); face to face one to 
one; group supervision; reviews of 
audio tapes of supervision sessions – to 
monitor competence, adherence to 
therapy, professional regulation, and 
enhance development via reflection, 
sharing good practice and allowing 
peer support. Trial supervision had a 
structured agenda: summarise 
previous sessions(s), review learning, 
aid supervisees in therapy application 
and assessment, support with 
treatment skills, using a ‘cognitive 
therapy supervision framework’ (the 
authors reference 2 papers for this but 

The in trial supervision had a specific agenda, and 
there was also regular on site supervision (so 
supervision varied and was used differently for 
different things in this research)  
 
Outlined different methods of pre-study and in study 
approaches to supervision among staff. Provides 
points for good and bad supervision according to the 
therapists in this study which adds to the body of 
knowledge. Good supervision: structured, regular, 
non-hierarchical, not swamped by admin, supervisee 
lead, clear purpose and contracts, clear constructive 
feedback and focused on clinical practice 
 
One of the key findings from this research is that staff 
didn’t just value approaches to supervision that were 
good and felt comfortable, they also wanted more of 
the approaches which were useful but didn’t always 
feel comfortable (outlining the need to balance 
support and challenge)  
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focus groups or 
interviews 

supervision which 
should be supervisee 
lead, also, specific 
details of how often, 
training etc, not 
outlined for ‘in trial’ 
supervision model 
 
Not all supervision 
approaches are 
explained i.e. 
competence rating, 
goal/target setting, 
learning logs, 
observation, role 
play (we can roughly 
assume what these 
mean but we don’t 
get specifically how 
these were carried 
out i.e. who 
observed who? Role 
play about what? 
What is a learning 
log? 
 
 

do not elaborate further on what this 
approach is specifically beyond the 
detail already outlined). They finally 
state that supervisees, as well as trial 
supervision, would also continue to 
have their onsite supervision through 
professional groups/services at the 6 
sites in the study 
 
The participants reported that in 
previous experience of supervision, 
supervision had been used for: 
professional development (normative 
and formative focus); professional 
regulation (normative focus); and 
reflective practice (but the questions 
were set up in a such away as it asked 
about these 3 things specifically and so 
they were leading, perhaps staff used 
supervision for other things previously 
but the questions focused specifically 
on these 3 areas 
 
Pre-trial supervision was most 
commonly: one to one and face to 
face. Competency rating was only used 
for psychologists, as was audio taped 
therapy sessions. The ‘in-trial’ 
supervision introduced participants to 
other forms/approaches to supervision 
 
Listening to therapy sessions was used 
in the study, and some of the 
psychologists had previous experience 
of doing this in supervision.  Reflecting 
on previous sessions and learning was 
also embedded into sessions in the trial 
supervision 
 
All participants (n=14) confirmed they 
liked group supervision and 
competency rating supervision (only 
n=8 and n=5 had experienced these 
pre-trial, respectively). (n=4) disliked 
off site supervision, and telephone 
supervision (telesupervision) 
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Outcomes showed that participants 
liked some approaches to the trial 
supervision (but wanted less of them); 
and contrary didn’t like other 
approaches (but wanted more as they 
knew that the approach was useful). 
(suggesting there must be a balance of 
what is nice and feels comfortable, and 
what doesn’t feel comfortable but is 
useful – similar to the idea of challenge 
and support being balanced which has 
been discussed in other studies) 
 
There were different preferences to 
style of supervision, and content of 
supervision across the supervisees 
(indicating the need for any model to 
be flexible). What ALL n=14 did like 
included: (Supervision approach) group 
supervision, most also liked one to one 
expect n=1); peer support meetings; 
sharing good practice; competence 
rating. (supervision content): taped 
sessions reviewed by peers; written 
feedback; information giving. What 
some staff liked and disliked included: 
(supervision approach) one to one; 
offsite supervision; onsite supervision; 
joint supervision; telephone 
supervision (telesupervision); reflective 
practice; goal/target setting. 
(supervision content): taped sessions 
reviewed by supervisor; verbal 
feedback; learning logs; role play; 
observation 
 
The authors report staff valued the 
following from the in trial supervision: 
peer support, audio recorded 
feedback, regularity of supervision 
sessions (we do not know how regular), 
self reflection and organization of 
supervision with the trial were also 
favoured. Some staff reported they 
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were unable to open up in supervision 
as their supervisor was their manager 
 
The authors state some responses to 
barriers of supervision showed wider 
issues (and aspects of supervisees’ 
lives) which impacted on perceived 
benefits/usefulness of supervision, but 
they give no further detail  
 
Barriers were also considered by some 
as: issues with time, geographical 
issues, difficult to ‘access’ one’s own 
development (not sure what this 
meant), lack of faith in their 
supervisors skills, and feelings of being 
overly scrutinized or not being able to 
open up as supervisor was a manager  
 
 

White & 
Winstanley 
(2010a) 

RCT to explore 
the effects of 
clinical 
supervision for 
mental health 
nurses 

RCT (but 
when 
methods are 
explored it is 
arguably not 
an RCT and 
more of a 
Quasi 
Experimental) 

This RCT and the 
methods are 
explained over 6 
papers, of which 5 
are published and 
accessible: (White 
& Winstanley 
2009a; White & 
Winstanley 2009b; 
White & 
Winstanley 2010a; 
White & 
Winstanley 2010b; 
White & 
Winstanley 2011). 
The 2009a paper 
presents no results 
and the 2011 
paper is a repeat 
of many of the 
results, so only the 
200b, 201a and 
2010b papers are 
discussed as 
primary studies in 
this table 

Nurses  Qualitative and 
quantitative data to 
explore mental 
health nurses 
experiences with CS, 
and to explore 
supervisors 
experiences via diary 
inserts and 
experiences of those 
involved with staff 
on the RCT, but not 
involved in the RCT.  
 
The training 
programme for the 
24 supervisors is 
well outlined in 
White and 
Winstanley (2009b) 
 
Blinding of the 
researchers 
 
External validity  

Methods are difficult 
to follow with this 
RCT as they are 
presented in varying 
detail over 6 papers, 
only 5 of which are 
published/available  
 
Not a true RCT was 
we can see from the 
detail in the 2009a 
paper, sites were not 
truly randomized  
 
As a result of the 
above it makes it 
very difficult for the 
reader to easily 
appreciate the RCT 
and its 
results/contribution 
as there is a lot of 
overlap in the 
publications, 
omissions and lack of 
logical flow in 

The authors in their lit review state 
that the MCSS threshold score of 136 
had been achieved by supervisors for 
supervisees and reference the 2009a 
paper which discusses this RCT (This 
2009a paper outlined absolutely no 
MCSS scores and so this is a false 
reference) 
 
For this study specifically, in the 2009a 
paper the authors state there was no 
statistical difference in the 
intervention/control arms at baseline, 
and here they indicate this was for age, 
sex and grades (no p values given) 
 
They state none of the outcome 
measures showed statistically 
significant changes over the 12 months 
for the nurses in the control arm (again 
no p value given) 
 
They re-echo the qualitative results 
from the (n=24) supervisors (outlined 
in the 2009b paper). And the 
qualitative results from the (n=17) 

Results of this RCT are difficult to summarise and fully 
appreciate due to reporting bias, omissions of specific 
values and p-values in reporting, and reporting the 
RCT and the outcomes variably over 6 papers.  
They quantitative outcomes suggest that some sites 
were (overall) over the threshold for positive 
supervision using the MCSS-36; whilst (n=3) sites were 
definitely not 
 
For other outcome measures i.e. the GHQ the 
outcomes are  variable at best, again suggesting this is 
not a good outcome measure for supervision. The 
authors demonstrate that at baseline many staff 
already reported issues which were highlighted 
through the MBI and and GHQ - ¼ had high emotional 
exhaustion on the MBI (so at baseline, 25% of staff 
were already experiencing emotional exhaustion). 
40% reported psychiatric caseness on the GHQ  
 
MCSS scores appeared to rise after training suggesting 
training may be beneficial for supervision 
 
Outcomes suggest supervision outcomes may improve 
with time with some of the subscales of the MCSS 
improving with time (trust and rapport, and 
importance and value) 
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This paper echoed 
many of the same 
methods outlined 
in their 2009a 
(White and 
Winstanley 2009a) 
paper, but with 
some 
inconsistencies. 
From the 
information in the 
2009a paper, 
which outlines 
some of the 
methods for this 
RCT, it appeared 
not all 17 sites 
were used, and 
that only 9 were 
used (from the 
information given). 
In this paper here, 
they state (n=9) 
sites were the 
intervention sites; 
whereas (n=6) 
were the control 
sites (again not 
adding up to 17 
sites but 15). So, 
we can’t be clear 
from the varying 
information how 
many sites were 
used, but the same 
baseline figures 
(for individual 
staff) from the 
2009a paper are 
given for those 
involved in the 
intervention and 
control arms.  
 

reporting the various 
components 
 
Internal validity 
(supervision varied 
and no control of 
many confounding 
variables which will 
impact on outcomes 
– the authors 
acknowledge this in 
the 2010b which 
discusses the same 
RCT) 
 
MCSS was given to 
supervisors and 
nursing staff at 
baseline, why this is 
unclear as staff 
should have had no 
supervision at 
baseline (and the 
authors often state 
supervisees must 
have had 6 
supervision sessions 
before completing 
the MCSS – 
Winstanley 2000). It 
was also given to 
supervisors after 
supervision training, 
(this is not 
mentioned in the 
2009a paper, nor at 
the beginning of this 
paper, this just 
appears with the 
results mid-way 
through this paper). 
It is also not clear 
how long after the 
training the 
supervisors were 
given the MCSS (so 

(non-directly involved staff) (also 
outlined in the 2010b paper – the next 
one – see those papers for those 
outcomes) 
 
The authors state that the (n=24) 
supervisors had a higher MCSS score 
from baseline to post the training 
course (it was never outlined in the 
2009a paper or this paper that the 
MCSS would be taken after the training 
course, just at baseline and 12 months, 
so this is new), and also increased 
again between post training course 
results and 12 month outcomes (raises 
the query, how did these staff 
complete the MCSS at baseline when 
the inclusion criteria for the study was 
sites who has no CS activities in place, 
and the authors state staff who 
complete the MCSS must have 6 
supervision sessions completed 
(minimum))? The median scores were 
(difficult to tell exact scores from the 
graph and they are not numerically 
outlined): baseline – approx. 135?, 
after the 4 day training approx. 145?, 
at 12 months approx. 150? Given the 
threshold score is 136, this would 
suggest at baseline (staff who were not 
getting supervision) were happy 
(almost) with the supervision, post the 
training, still happy, and at 12 months, 
still happy 
 
The authors state the (n=24) 
supervisors improved most on the 
‘trust and rapport’ and ‘importance 
and value’ subscales of the MCSS over 
the trial (no additional data i.e. p 
values given – but suggests perhaps CS 
takes time, equally other evidence 
suggest enthusiasm can dwindle over 
time) 
 

 
Suggestion that high MCSS were associated with 
lower MBI scores (no data given to support this) 
 
Supervision had not impact on patient reported 
outcomes 
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Some more 
information given 
about statistical 
analysis in this 
paper – descriptive 
statistics given, 
chi-squared 
examined 
difference for 
categorical 
variables, and 
depending on 
distribution t-tests 
and Mann-
Whitney U-tests 
were used to 
examine difference 
for ranked/interval 
data. Differences 
over 2 time points 
examined using 
Wilcoxon’s 
matched pairs 
signed rank tests.  
 
We pick up 
something 
additional on the 
MCSS in this 
paper. In the 
2009a paper and 
early in this paper 
it is suggested the 
MCSS is given to 
staff at baseline 
and 6 months. 
Then later in this 
paper we see 
results from the 
(n=24) supervisors 
from baseline, post 
the 4 day CS 
training course, 
and then at 12 
months. (it raises 
the query, how can 

would they have had 
many supervision 
sessions themselves 
even at the second 
MCSS completion?) 
 
The GHQ (28) given 
to nurses is poorly 
explained in this 
paper with authors 
discussing ‘GHQ 
caseness’ which is 
never really 
explained, nor is it 
explained in the 
(2009a) paper where 
the outcome 
measures are 
outlined 
 
Claims which are 
made based on the 
quantitative 
outcomes are 
elaborated or 
falsified given what 
the authors outline 
(see comments on 
this under the 
outcomes).  
 
The authors make 5 
claims from the 
outcomes of this 
paper (which overlap 
significantly with the 
7 claims/challenges 
outlined in the 
2009b paper, which 
they call challenges 
in the concluding 
chapter. Arguably 
claims 1-3 cannot be 
substantiated or 
supported from the 
outcomes they 

The authors claim the (n=24) 
supervisors showed an association 
between high MCSS scores and lower 
Maslach Burnout Inventory scores (no 
data given, MBI scores in the control 
arm did not change overtime). They 
state trainee supervisors showed a 
reduction in GHQ ‘caseness’ (this is 
never explained) from 9/24 to 5/22 but 
this didn’t reach significance.  
 
At baseline authors state supervisees in 
the intervention arm had normal levels 
of physical/mental health (measure by 
the SF8). ¼ had high emotional 
exhaustion on the MBI (so at baseline, 
25% of staff were already experiencing 
emotional exhaustion). 40% reported 
psychiatric caseness on the GHQ (again 
not explained but impact on general 
health are seen at baseline, again 
indicating CS will not resolve all the 
issues which are already there for 
other reasons).  
 
They state in (n=6/9) intervention sites 
supervisees experienced CS which 
met/exceeded their expectations 
between baseline (T1) and 12 months 
(T3) (suggesting supervisees were also 
given the MCSS at a 2nd timepoint 
between the 1st and 3rd, but we don’t 
know when). (no data or values given) 
(so at n=3 of the sites CS was below the 
136 threshold we assume?). The 
authors state that over time the 
subscales of the MCSS associated with 
restorative and normative outcomes 
improved significantly (no values given) 
but formative outcome subscale did 
not (again no values). They then claim 
this shows that perhaps normative and 
restorative benefits must be in place 
before formative gains are noted (but 
their results simply do not show this, 
from what info they have provided. All 
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this be outcomed 
at baseline with 
staff who were not 
undertaking CS, as 
per the inclusion 
criteria, and why 
was it not clearly 
outlined who and 
when this outcome 
was used 
for/with?) 
 
The methods from 
the 2009a paper 
(the same RCT 
discussed in this 
paper) are as 
follows:  
 
Inclusion criteria: 
mental health 
nurses inpatient 
and community; 
>0.6 WTE 
contracts (why? – 
won’t this exclude 
a cohort? Not 
clear); employed 
for >1 year at the 
start of the study 
(why 1 year?); 
inpatient caseload 
of >2 weeks, or > 1 
month in the 
community (not 
clearly explained 
why these time 
frames were 
chosen). Patients 
would be included 
if they chose to 
participate; but 
not if they were 
psychotic, and or, 
have forensic 
histories (not fully 

present in this, or 
the other papers. 
Challenge 1: the 
authors state the 
results show that 
there is a mis 
conception that 
implementing CS will 
automatically reap 
the benefits. This is 
not outlined 
anywhere in the 
results. Challenge 2: 
the authors state the 
results show good 
supervisors don’t 
always = good 
supervision if culture 
is poor. This simply 
wasn’t measured by 
this RCT, no 
measurement of 
culture and no 
qualitative info from 
staff on what is a 
good supervisor. 
Challenge 3: 
proposes middle 
manager need CS 
the most, again, no 
evidence from the 
outcomes of this RCT 
support this claim 
 
Final point, there is 
never any definite 
comparison of the 
outcome measures 
between control and 
intervention groups, 
aside from the 
patient outcomes 
which are briefly 
mentioned from 
both arms. This 
defeats the whole 

the results suggest is that normative 
and restorative gains were noted; 
formative were not) 
 
The authors report significantly more 
staff who scored less than 136 on the 
MCSS moved into GHQ ‘psychiatric 
caseness’ over time (no values given), 
and claim there was no change in GHQ 
caseness over time for those scoring 
over 136 (so, did bad supervision cause 
poorer general health? Unlikely in 
isolation. Whereas good supervision 
didn’t impact on general health. 
Probably fair to say the GHQ is not a 
good outcome measure for 
supervision). The authors then claim 
only ‘efficacious supervision’ will 
impact positively on GHQ (I would 
argue this is not what the results show 
at all, they show that good supervision 
had no impact).  
 
Lastly, patient outcomes. The authors 
state no effect on the patient reported 
outcomes could be seen in association 
with supervision (how would patients 
even know that a staff member was 
doing something better?). (no data 
given). They state in one RCT location, 
in one ward, where supervision was 
supported, delivered by one supervisor 
(who scored 156 on the MCSS post 
their training) and who managed to get 
all n=9 supervisees on board (their 
MCSS score collectively was 138, 
unsure at which time point?) showed 
statistically significant improvement in 
patient outcomes i.e. a 5.5 increase in 
psychiatric care satisfaction 
questionnaire and an 11 point increase 
in the Perception of Unit Quality 
instrument between times 1 and 3 (no 
p values given or pre and post raw 
scores given). (The authors are 
arguably clutching at straws and 
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clear on what 
‘forensic histories’ 
means)  
 
Of the sites 
contacted (n=8) 
couldn’t be 
involved as CS 
activities were 
already in place, 
but (n=17) mental 
health facilities in 
(n=9) geographical 
locations agreed to 
take part 
.  
The authors state: 
“The allocation of 
facilities to either 
an intervention or 
a control arm of 
the RCT was 
random, insofar as 
the research team 
was blind to the 
characteristics of 
the facilities that 
comprised the 
pool that met the 
entry criteria.” 
(this says the 
researchers were 
blinded, but this 
was NOT a true 
RCT as sites were 
not randomly 
allocated– so 
Quasi 
experimental?).  
 
(n=4) locations 
provided one 
intervention and 
one control group 
(n=8, this is just 
the number of 

purpose of an RCT. 
In addition, there 
was a false claim by 
the authors that 
training and 
participation in CS in 
this study had 
substantial beneficial 
effects. This was 
never measured as 
there was no 
training vs no 
training control arm 

choosing to report specific detail to 
make certain outcomes look 
favourable. Given they report this 
supervisor often delivered supervision 
in their own time, could it be this ward 
just go the extra mile in other areas? 
Or, could it be that heavy leadership of 
supervision does yield improved 
patient outcomes? We cannot be sure 
due to possible confounding variables). 
(the authors themselves at this stage 
outline the issue with the quantitative 
outcomes – variation in the delivery of 
CS, responses to it, low sample size and 
missing data).  
 
The authors finish with outlining 5 
challenges for supervision (much of 
which overlap with the 7 challenges 
they outline in the 2009b paper –see 
comments on these challenges in this 
paper from the limitations column 
 
Authors state quantitative findings 
supported: CS training (which 
quantitative data? The MSCC? Perhaps, 
but see comments on this issues of 
measuring this before and after, and 
remember 3 sites scored lower than 
the 136 threshold, and we do not know 
for supervisees what the MCSS scores 
were over time, only for the 
supervisors); and that participating in 
the project and becoming supervisors 
had sustainable beneficial effects in the 
workplace as measured by validate 
instruments (this is arguably a 
fraudulent claim, many in the 2009b 
paper voiced they or others couldn’t 
wait for the trial to be over, 3 of the 
sites scored low on MCSS, none of the 
sites (expect one department) showed 
effects on patient outcomes, the MBI 
and GHQ scores are variable at best, 
and other outcome measures outlined 
in the 2009a paper i.e. staff turnover, 
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groups at this 
point, not the 
actual number of 
participants with 
the groups). (n=1) 
location provided 
two control and 
one intervention 
group (n=3). (n=1) 
location provided 
one control and 
two intervention 
groups (n=3). (n=3) 
facilities then 
provided 
intervention 
groups only (n=3). 
(So, n=10 groups in 
the intervention; 
and n=7 groups in 
the control).  
 
Authors state the 
randomization 
process took 
account of the site 
and their facilities 
(again suggesting 
quasi experimental 
and not true 
randomization). Its 
states due to small 
sample size and to 
reduce 
contamination 
bias, the trial was 
weighted in favour 
of the intervention 
arm  
 
Intervention arm 
at baseline (n=115 
mental health 
nurses, n=82 
patients, n=43 unit 
staff – unclear who 

sickness, complaints, stress related 
absence, adverse events, SF8 
questionnaire, mental health 
questionnaire (none of this was 
reported anywhere, unless it is in the 
2009c paper, but one would have 
though any significant results would be 
reported here). As such, the claims that 
it was sustainably beneficial across the 
boards is just false, with some 
qualitative data from the study 
outlining some staff actually lost 
momentum and enthusiasm for 
supervision. (like always, it seemed to 
benefit some and not others)  
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the unit staff were 
and why they were 
needed?). Control 
arm at baseline 
(Mental health 
nurses n=71, 
Patients n=88, unit 
staff n=11 – again 
unclear who unit 
staff are and why 
they were 
included)   
 
Quantitative 
outcomes - There 
were 16 broad 
dependent 
outcome 
measures. 2 were 
demographic/profi
le data, 6 were 
nurse level 
outcomes 
(including MCSS), 6 
were unit level 
outcomes, and 2 
patient level 
outcomes. 
Outcomes taken at 
baseline and then 
at approx. 12 
months post the 
intervention (for 
the intervention 
and control 
groups). Unit 
outcome data 
collected from 
managers or 
nominated 
personnel at 6 
monthly intervals. 
Patient survey 
getting done at 
baseline, 6 months 
and 12 months (it 
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doesn’t state 
which of the 2 
patient outcome 
measures this is 
referring to).  
 
Qualitative 
outcomes – At the 
mid-point of the 
‘RCT’ (we assume 
6 months), (n=17) 
semi structured 
interviews were 
conducted (why 
not wait until the 
completion? 
Wouldn’t this give 
a more accurate 
picture of 
experience?), 
conducted with 
staff not directly 
involved in the 
RCT, purposively 
sampled from 
strata identified by 
the research team 
(no outline given 
of what this strata 
entailed), to gauge 
experience with 
the CS, and the 
interview was 
based on that used 
in White et al. 
1998).  Content 
analysis used to 
analyse the data, 
no discussion of 
epistemological 
stance or who 
would do this. 
Supervisors are 
also keeping a 
diary on a 
template (not 
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outlined) and this 
will feed into the 
themes in the 
qualitative data 
too, as well as area 
coordinator field 
notes (again 
who/how this will 
be done, 
epistemological 
position, not 
outlined) 
 

Dawson et al. 
(2013b) 

To capture 
supervisor 
perspectives of 
CS among AHP 
supervisors 

Cross 
sectional  

Two phase: part 1 
– three focus 
groups of (n=14) 
supervisors. Focus 
group questions 
based on literature 
review, 
experienced 
moderator and 
independent note 
taker involved. 
Themes via 
thematic analysis 
pulled from the 
data (6 themes all 
outlined and 
discussed in order 
using quotes) 
 
Part 2 – 
questionnaire 
(results of n=25 
supervisors, sent 
to n=48, 26 
returned (response 
rate 54%) but one 
couldn’t be used). 
Questionnaire 
clearly outlined 
and developed 
from results of 
focus group 
discussions. Likert 

Dietetics, 
physiotherapy, 
podiatry, 
prosthetics/orth
otics, 
psychology, 
social work and 
SLT 

Captured views of 
supervisors and 
used quotes to 
verify each theme 
from the focus 
group and discussed 
each in turn in a 
logical clear way 
 
Questionnaire 
questions clearly 
outlined and 
quantitative results 
for each question is 
clear 
 
External validity 
 
Response rate 

Internal validity 
(supervision 
processes varied) 
 
Sample size in the 
quantitative arm  
 
Unclear what 
questions were 
included in the focus 
groups from the lit 
review. Unclear who 
thematically 
analysed the data or 
their epistemological 
position, or how 
Proctor’s model 
influenced this (it 
was stated this 
model would be 
used to understand 
the findings). An 
independent 
researcher reviewed 
and agreed the 
themes, again 
unclear who and 
how and if any 
disagreements were 
encountered or 
discussed 
 

Outcomes from part 1 - the n=14 who 
were interviewed  
 
Mixed view on what supervision 
is/should do – facilitate clinical 
reasoning and skill development, 
knowledge and quality of care, some 
felt some line management was 
involved (and other didn’t) and some 
felt it overlapped with mentoring too. 
Most advocated it being more for the 
supervisee. Some mentioned its role 
for junior staff clinical reasoning, 
workplace ethics, workplace processes 
and for support and longer term 
development  
 
Confusion over how CS differs from line 
management and mentoring, and who 
should deliver critical feedback to the 
supervisee. Some suggesting this 
should be done by management with 
some avoiding this (so some discomfort 
on giving constructive feedback 
through supervision) 
 
Some felt ‘thrown in’ to the process of 
supervision and directed by 
management to address specific things 
 
Many found supervision rewarding and 
enjoyed the relationship based work, 

So overall (for understanding of supervision) most felt 
they knew what supervision was about, it was 
structured by protocols, who set the agenda varied, 
CS was seen as important, managers could do good 
supervision but the process should be kept separate 
from line management/appraisal processes, 
mentoring was not the same, confusion over if 
supervision was for appraisal or not, most didn’t need 
it for accreditation, and the main focus should be on 
the supervisee’s development; not the organisations 
goals 
 
Overall, most supervisors feel supervision does 
promote skill development of supervisees, improves 
quality of care (but not solely), facilitates practice 
change, maintains professional standards (the last 3 
questions really ask more about content as opposed 
to impact on practice. What is the content of 
supervision? – evidence based practice, workplace 
ethics, and policies/protocols and procedures).  
 
Supervisors largely valued supervision and felt it had a 
multitude of benefits for supervisees, and themselves. 
They enjoy providing it but it can be a challenge with 
other role/work demands, training was adequate for 
some, and  not for others; and some had line 
management support; whilst some did not 
 
Who set the agenda appeared to vary between 
supervisees and supervisors  
 
Supervisors has varying numbers of supervisees 
(raging from 1-15) 
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scale items and 2 
open ended 
questions.  

Non-validated 
questionnaire used 
and some questions 
(very similar) yield 
different outcomes 
i.e, on who sets the 
content for CS 
sessions, one 
question suggests 
50/50 supervisor and 
supervisee, another 
suggests largely 
supervisee’s 
 
Also, some questions 
set to measure 
specific things 
arguably do not i.e. 3 
of the questions 
under the measures 
looking at impact on 
skills and quality of 
care, simply ask if 
supervision 
discussed evidence 
based practice, 
workplace ethics and 
policies/procedures 
(this doesn’t 
quantify skills or 
quality, it simply 
states these things 
were discussed). 
Also under the 
finding time 
questions, questions 
like ‘I enjoy proving 
CS’ (is arguably not 
about time) 
 

and that it kept them connected to 
practice and younger staff 
 
(what are the barriers and facilitators 
for supervision?) Barriers were: 
workload and clinical load, choice of 
who was involved (if allocated or there 
was an existing interpersonal 
relationship with a colleague – 
suggesting some may prefer those they 
do not know), unmotivated supervisees 
and age/sex difference, documentation 
(and feeling like this could be used 
against the supervisee – so mistrust in 
the process) 
 
Finally participants wanted to improve 
CS by getting more time, more 
resources, increased consistency, 
structure and feedback, separation 
between supervision and line 
management processes, feedback for 
supervisors, and further training to 
improve staff confidence to deliver 
supervision 
 
Outcomes from part 2 – the (n=25) 
completed quantitative questionnaires 
 
The (n=25) respondents to the 
questionnaire were supervising for 
between >5 years and < 1 year. Mean 
number of staff they were supervising 
was 3.25 and the range being 1-15 (so 
large variation with how many 
supervisees supervisors had) 
 
Mean total score for the questionnaire 
was 162.96 (SD 13.47, range 139-189) 
 
For understanding of supervision: 
 
Most staff agreed they understood 
organisations expectations of CS 
(92.3%), discipline protocols guided CS 
content (96%) and process (96%) 



243 
 

 
Two questions which don’t sit well 
together and show conflicting 
outcomes: 48% suggested they (as 
supervisors) set the agenda, 4% had no 
opinion on this and 48% said their 
supervisee sets the agenda (so 50/50 
almost); but the next question (my 
supervisee determines the content of 
supervision sessions) showed 84% of 
supervisors agreeing with this, 12% no 
opinion, and 4% disagreed (so lack of 
clarity in who actually sets the agenda, 
but clearly sometimes supervisors and 
sometimes supervisees) 
 
For 92% supervision were classed as an 
important part of work routine, for 8% 
they were not 
 
48% felt line managers could provide 
good supervision, 20% no opinion on 
this, and 32% felt a line manager could 
not provide good clinical supervision 
(so again some feel management is ok 
to be involved and some do not, but 
the question was ‘can they’ and not 
‘should they’ – subtle difference) 
 
76% agreed mentoring was not the 
same as CS, 12% had no opinion and 
12% felt they were the same (showing 
the overlap again with mentoring in 
some instances) 
 
48% felt CS was not a form of appraisal, 
4% had no opinion, and 48% felt it was 
a form of appraisal (so almost 50/50 
here) 
 
32% outlined CS was required for 
accreditation, 16% had no opinion on 
this, and 52% said it was not required 
for accreditation 
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72% felt supervision should be kept 
separate from performance appraisal 
processes (highlights what was 
suggested earlier about 48% saying 
management could provide good 
supervision), 28% felt it didn’t need to 
be separate  
 
68% felt CS should focus on the 
professional development of the 
supervisee, 12% had no opinion, 20% 
felt it should not focus on this primarily  
 
20% felt CS should focus most on 
organisation goals, 24% had no 
opinion, and 56% disagreed 
organisational goals should be the 
main focus 
 
For outcomes in supervision:  
 
92% felt CS identified areas for skill 
improvement, 88% had no opinion on 
this 
 
100% felt CS supported supervisee 
skills development  
 
100% felt CS improved quality of 
clinical care  
 
64% felt without CS car would 
deteriorate, 12% had no opinion, 24% 
felt it would not deteriorate without CS 
(this with the previous questions 
suggests staff feel supervision is not 
the only things which can ensure 
quality of care).  
 
100% felt CS could influence changes in 
practice 
 
96% felt CS ensured clinical standards, 
4% had no opinion 
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92% felt evidence based practice was 
discussed in supervision, 8% had no 
opinion 
 
88% stated they discussed ethics in 
supervision, 4% had no opinion, and 
8% had not discussed this 
 
100% said during CS they’d discussed 
policies/protocols  
 
From table 4 results which explore 
critical reflection and positive 
challenges outcomes for the supervisor 
in supervision shows the following (in 
summary see table 4 for individual 
results):  
 
Overall that supervisors felt CS 
supported their supervisees, support 
supervisees to cope with work 
pressures, allow supervisors to check 
for stress/burnout, allow for positive 
advice to be given by supervisors, 
improve supervisee critical reflection 
skills, challenges supervisors on their 
own practice, important to make time 
for CS, supervisors find supervision 
rewarding, and providing it makes 
supervisors a better practitioner (so 
outlines the many benefits to 
supervisors who actually supervise). 
(What are the barriers and facilitators 
for supervision?) Most supervisors 
reported CS adds to their work 
pressures, it can be time consuming, 
other work pressures impact on it, 
most enjoy delivering it and are readily 
available to deliver it. Lastly, with 
respect to their own skills for delivering 
CS, most supervisors reported they 
were confident addressing 
performance issues (some were not), 
CS improves supervisee care (this 
question doesn’t measure supervisor 
skill), 56% felt it was their role to ask 
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about personal issues (so more of a 
split for this one), 100% felt confident 
their supervisees learned from the 
supervision, 92% felt they had the skills 
to deal with sensitive issues, 68% felt 
they’d had enough training to deliver 
CS (interesting this is lower than the 
individual questions about confidence 
and support – indicating staff may 
always feel like they need more 
training, as highlighted previously), and 
lastly 80% felt supported by their own 
manager to deliver supervision (again 
linked to the previous question on 
training and the outlined comment).  
 

Ellis (2013)  Mixed methods 
cross sectional 
study exploring 
development, and 
impact of clinical 
supervision on 
staff and service 
delivery (in an 
NHS ambulance 
service) 

Cross sectional 
mixed methods 
study  

Mixed methods 
questionnaire sent to 
(n=485) ambulance 
service staff. (n=163) 
were returned (RR = 
34%) and (n=150) 
were able to be used 
(31%).  
 
5 Levels of questions 
were asked in the 
questionnaire, based 
on the Phillips 5 level 
model for gauging 
the return on 
investment. (n=26 
questions in total)  
 
Level 1 analysed 
participants’ 
reactions to the 
process (clinical 
supervision) – 6 
questions 
 
Level 2 analysed 
participants’ 
perception of their 
learning and 
awareness of 
organisational goals 
and values in relation 
to the clinical 

Ambulance 
service staff 

The author gives a 
description of the 
supervision being 
analysed: 1 session per 
year (length of the 
session is equivalent to 
one shift) – this may 
happen at once or over 
the course of the year. 
Supervisor is senior and 
there to observe 
practice on the job.  
 
Results are reasonably 
clear with each 
question, and the 
participants’ responses, 
being outlined.  
 
Reasonable sample size 
for this type of study, 
and reasonable 
response rate (34%) 

 

Internal validity 
 
Some arbitrary claims 
made about what the 
results show i.e. the 
author suggests 
questions 1-6 (at level 
1) capture the 
outcomes of the 
restorative components 
of the supervision 
model – they do not. 
They also state that 
‘worryingly’ many 
participants felt clinical 
supervision was the 
only time they received 
meaningful feedback on 
their performance: the 
results simply do not 
capture/show this.  
 
No outline of the 
researcher’s 
epistemological 
position outlined with 
respect to the analysis 
of the qualitative data, 
and indeed, the process 
of thematic analysis is 
not discussed, simply a 
reference given to 
another paper. It should 
have been discussed in 

The results were as follow (% of participants 
from those who answered the questions – not 
all participants answered al questions):  
 
Level 1, 6 questions:  

1) 89.3% disagreed that CS was of 
no benefit to patients, 6.6% had 
no opinion and 4% agreed  

2) 83% agreed that CS was helpful 
to them as a professional, 8% 
had no opinion, 8.6% disagreed  

3) 45.3% agreed their line manager 
was most appropriate to 
conduct their CS, 14.6% had no 
opinion, 40% disagreed  

4) State one positive thing about 
the CS process: 

I. 12% enjoy that CS 
confirms they are 
performing duties 
correctly  

II. 7.3% CS allowed 
them to identify 
weakness in their 
knowledge/skills 

III. 42.6% enjoyed the 
immediate 
feedback from CS 

IV. 12% enjoyed 
dedicated one to 
one time with their 
line manager  

Staff in this study (mostly) value supervision and felt it had 
positive impacts on them, the organisation and 
patients/patient care. There was evidence supporting that 
staff had mixed feeling that their line manager should be their 
supervisor; but also some evidence to suggest staff do value 
time one to one with their line manager.  
 
The model used here is arguably very ‘performance’ and 
slightly managerially focused. Despite using Proctor’s model 
and mentioning the restorative aspects of this model, with 
the approach used to supervision in this study, it could be 
argued that restorative benefits may be hindered for staff in 
this trust as supervision happens ‘on the job’ with a focus on 
performance. Indeed, in the description of the model the 
author states that there was a concern with dividing up the 
hours for supervision over the year (as opposed to all in one 
shift) as doing this may “…….fail to diagnose problems……” 
(p.6). This arguably suggests the supervision was more 
performance focused, than truly seeking to support staff in all 
3 domains of Proctor’s model.  
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supervision process – 
4 questions  
 
Level 3 analysed the 
application of the 
theories of human 
resource 
management (HRM) 
and the 

establishment of 
commitment through 
psychological 
contracts for high 
performance working 
practice (HPW) to 
examine if the 
workforce is 
supporting the 
organisation in the 
quasi-markets (what 
the quasi market is, is 
never described. A 
reference is given to 
an additional paper) – 
5 questions  
 
Level 4 analysed 
business results with 
respect to positive 
and negative 
perceptions of work 
related practices both 
clinically and 
managerially – 5 
questions  
 
Level 5 analysed 

overall non-monetary 
benefits (of clinical 
supervision) – 6 
questions 

this paper with 
discussion around the 
researcher’s own 
position within the 
research.  
 
The results were 
intertwined with 
references and 

somewhat ‘reaching’ 
conclusions. The results 
should have been 
presented factually, on 
their own, and then a 
discussion should have 
followed.  
 
Only 5 quotes outlined 
from the qualitative 
components, and there 
were (n=150) 
questionnaires used in 
the final results. I feel 
the qualitative 
component could have 
been outlined more 
with respect to 
thematic analysis, how 
this was done, 
epistemological 
position, which themes 
were drawn and how 
final themes were 
reached. This would 
have strengthened the 
credibility and 
trustworthiness of this 

research. 
 
Incomplete 
questionnaires – not all 
participants completed 

all questions.  
 
What level 3 questions 
were analysing with 
respect to the ‘quasi 
market’ (and what this 
means) is never 
explained, only an 
additional reference 
given. 

V. 10% felt CS helped 
maintain standards 
of care  

VI. 0.7% felt CS helped 
them to reflect on 
professional values  

VII. 15% had no 
response  

5) State one negative thing about 

the clinical supervision process:  
I. 2% supervisors 

perspective was 
hindered by not 
being 
supernumerary 

II. 8% felt CS only 
motivated staff via 
threat of 
disciplinary  

III. 3.3% felt 
uncomfortable that 
their value as a 
clinician was being 
judged  

IV. 6.6% felt clinicians 
behaved in 
supervision but no 
thereafter  

V. 10.6% felt their 
manager was not 
discrete about their 
supervision  

VI. 6.6% felt their 
manager lacked the 
skills to supervise 
their practice  

VII. 8% felt the CS was 

too long and 
shortcuts were 
needed to complete 
it  

VIII. 6% felt CS was a tick 

box exercise  
IX. 8.6% felt CS did not 

occur regularly 
enough  

6) Participants were given a 
collection of positive and 
negative words and asked to 
select 3 to summarise how they 
felt about the CS process:  
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I. 52.6% chose 
entirely positive 
words  

II. 39.3% were mixed  
III. 8% chose only 

negative words  
Level 2, 4 questions  

7) 79.3% agreed CS helped them 
reflect on their role as a clinician, 

6% had no opinion, 14.6% 
disagreed  

8) 66.6% agreed CS improved their 
awareness of the trusts core 
values, 14% had no opinion, 
19.3% disagreed  

9) 78% felt CS highlighted areas for 
their personal development, 
11.3% had no opinion, 10.6% 
disagreed  

10) 10.6% agreed CS had been of no 
benefit to them as a clinician, 
12.6% had no opinion, 76.6% 
disagreed  

Level 3, 5 questions:  
11) 8.6% agreed CS did not 

encourage a commitment to the 
trusts values, 20% had no 
opinion, 71.3% disagreed  

12) 84% agreed the trusts values 
were important for providing 
high quality healthcare, 8.6% 
had no opinion, 6.6% disagreed  

13) 74.6% agreed clinical supervision 
made them reflect on the needs 
of patients, 8% had no opinion, 
17.3% disagreed  

14) 72% agreed CS had encouraged 

them to behave professionally, 
14.6% had no opinion, 13.3% 
disagreed  

15) Have there been any areas of 
your practice that have 

improved due to CS?  
I. 1.3% CS aided with 

return to work after 
sickness  

II. 5.3% CS resolved 
manual handling 
errors  

III. 14% CS improved 
their application of 
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policies and 
procedures  

IV. 15.3% CS enhanced 
their confidence in 
their duties  

V. 8% CS enhanced 
commitment to the 
provision of a high 
quality patient 

experience  
Level 4, 5 questions:  

16) 12.6% agree CS is not effective to 
demonstrate compliance with 
clinical standards, 17.3% had no 
opinion, 70% disagree 

17) 13.3% agree CS failed to 
demonstrate clinical standards 
were improving, 22% had no 
opinion, 64.6% disagreed  

18) 50.6% agree it was necessary to 
take shortcuts with the CS 
paperwork, 20% had no opinion, 
29.3% disagreed  

19) 64% agree CS improved 
relationships between managers 
and staff, 16% had no opinion, 
20% disagreed  

20) In your opinion what is the most 
important contribution CS had 
made to the care experienced by 
our patients: 

I. 24% felt CS 
encouraged a 
uniform standard of 
best practice  

II. 12.6% felt CS 
encouraged the 

application of 
‘clinical 
performance 
indicator care 
bundles’ 

III. 10% felt CS was 
reassuring for 
patients who could 
therefore see the 
trust had a quality 
assurance process 
in place  

Level 5, 6 questions:  
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21) 58% agree CS improved feelings 
of job satisfaction, 13.3% had no 
opinion, 29.3% disagreed  

22) 50.6% agree CS improved their 
commitment to the trust, 16.6% 
had no opinion, 32.6% disagreed   

23) 58% agree CS improved working 
relationships in the team, 16.6% 
had no opinion, 25.3% disagreed  

24) 72% agree CS improved quality 
of care for patients, 16% had no 
opinion, 12% disagreed  

25) 40% agree CS reduced number of  
complaints received by the trust, 
46.6% had no opinion, 13.3% 
disagreed  

26) 56% agree CS improved 
interprofessional working 
relationships, 28% had no 
opinion, 16% disagreed  

 

Kumar et al. 
(2015) 

To explore AHP 
perceptions of 
clinical 
supervision 

Cross 
sectional  

Mixed methods: 
Quantitative 
(n=189 MCSS 26 
surveys - survey 
sent out to all 
AHPs, n=189, 42% 
response rate) and 
qualitative: focus 
groups and 1:1 
interviews, 
purposive 
sampling and 
thematic analysis  

Physiotherapists
, OTs, 
podiatrists, 
psychologists, 
social work, SLT, 
dietetics, and 
‘blank’ 

The quantitative arm 
was the strength to 
this study. Sample 
size was good and 
response rate was 
good too. Use of the 
validated MCSS26 
was appropriate and 
it was useful to have 
the breakdown of 
the results per AHP 
profession 
 
The clinical 
supervision model is 
referenced and well 
outlined in a 
connected local 
guidance paper. It is 
comprehensive and 
follows much of the 
advice in the 
literature, with the 
exception of staff 
are allocated a 
supervisor. 

 

The quantitative 
results could not be 
statistically 
compared due to 
small numbers.  

 
The qualitative arm 
was the weaker 
component to this 
study. The credibility 
and trustworthiness 
of the data is limited 
due to: no outline of 
the interview 
protocol, no info on 
number of 
participants, 
demographics or 
how many focus 
groups were carried 
out. No real aim 
outlined for the 
qualitative arm, no 
discussion of who 
carried out the 
thematic analysis 
nor their 

83% (n=157) reported being allocated 
their supervisor, different grades of 
supervisors were reported (including 
some who were managers), 87% 
reported one to one supervision, 70% 
were monthly and 72% reported 
duration of 46-60min. Supervision was 
mandatory in this study. However, 
despite this qualitative data suggest 
not all staff were involved, despite the 
policy, and that staff tweak the 
specifics to make it manageable for 
them 
 
What are the outcomes for 
supervision?  
 
Overall MCSS-26 score for all AHPs was 
73.8 indicating this model was working 
for staff (this value was not included 
but could be calculated from what was 
there). For podiatry specifically the 
overall score was 70.9 indicating the 
model (overall) was not favoured by 
podiatrists for successful supervision. 
In addition, podiatry scored lowest for 

Supervision processes varied widely and was 
mandatory, despite this, qualitative outcomes 
suggested not everyone embraced it, and some 
tweaked the approach to suit local needs 
 
Overall, AHPs reported positive outcomes for 
supervision using the MCSS scores, but with some 
above and below the threshold and podiatry being 
below overall, and lowest for specified subscales of 
the MCSS - importance and value’ subscale (of the 
normative section), trust and rapport subscale (of the 
restorative section) and for ‘improved care and skills’ 
(formative section) compared with other AHPs 
 
Qualitative outcomes suggest the usual barriers and 
facilitators for supervision 
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One point to note is 
there was no 
mention of assessing 
internal 
consistency/validity 
of the MCSS-26 
survey in this 
research 
 
External validity 

epistemological 
position, and no use 
of quotes to connect 
readers with the 
participants 
 
Internal validity 
(approach and 
processes to 
supervision varied) 

‘importance and value’ subscale (of the 
normative section), trust and rapport 
subscale (of the restorative section) 
and for ‘improved care and skills’ 
(formative section). Why? Could this be 
linked to set up and culture in 
Podiatry? It cannot be ascertained 
from this study.  
 
What are the barriers and facilitators 
for supervision? 
 
All AHPs struggled to find the time and 
qualitative outcomes showed the usual 
barriers and enablers as per previous 
research. Structure and organisation 
with the guidance and policy were 
reported to have aided many in 
implementing supervision. However, 
workforce and staffing issues, and 
issues of time meant some were not 
undertaking supervision or had to 
adapt the model to suit their needs.  
 
Also of note, supervision was 
mandatory in this study. However, 
despite this qualitative data suggest 
not all staff were involved, despite the 
policy and that staff tweak the specifics 
to make it manageable for them. (again 
indicating that staff adapt supervision 
guidance to suit individual and local 
needs) 
 

Wilson & 
Taylor (2015) 

To explore 
barriers to 
clinical 
supervision 
participation 
among 
community 
based AHPs 
(Australia) 

Cross 
sectional  

Quantitative 
survey, all 
questions clearly 
outlined (not 
specific to barriers, 
asked about self 
perceived 
understanding of 
CS, importance of 
CS etc). (n=218) 
eligible, (n=153) 

 Response rate  
 
Sample size   
 
Thematic analysis 
and qualitative 
processes clearly 
outlined and 
arguably robust (2 
authors cross 
checked themes, 
member checking 

Lack of detail on 
statistical analysis 
 
Non-validated 
questionnaire   
 
71% of participants 
were from 3 
professions: physio, 
OT and social work 
which skews the 
results to those 

Quantitative findings:  
 
98% reported their understanding of 
CS (purpose/function) was very good 
(mean 4.2/5, SD 0.8) 
 
97% agreed CS was ‘very important’ 
(mean 4.4/5, SD 0.8) 
 
Workload pressures, finding time, 
supervisor availability, all rated as main 
barriers to participating in CS 

There was conflicting data around staff understanding 
of supervision with quantitative outcomes suggesting 
they felt they did, and qualitative outcomes 
suggesting some still confused supervision with line 
management type supervision and fears supervision 
would be used to micro-manage 
 
Quantitative and qualitative outcomes show staff felt 
supervision was important  
 
Usual barriers and enablers outlined  
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responses, 70% 
response rate) 
 
Confounding 
variables 
compared 
between different 
groups for 
statistical 
difference, exact 
statistics/process 
to compare these 
was not outlined, 
just that 
parametric and 
non-parametric 
tests were used 
 
3 focus groups 
with (n=23) AHPs 
conducted to 
explore barriers 
further with 6-9 
participants per 
group, 1-1.5 hours 
in length, 
transcribed and 2 
authors 
thematically 
analysed with 
triangulation of 
data between 
quantitative 
findings and 
member checking 
of themes 

and quotes used to 
discuss 4/5 themes) 
 
Mixed methods 
allowed 
triangulation of the 
quantitative and 
qualitative data for 
discussion 

 
Interview schedule 
and quantitative 
questionnaire made 
visible for the reader 

professions (i.e. n=4 
pods, 3% in the 
survey responses) 
 
Not all results from 
the quantitative 
survey were 
reported, only those 
which reached 
significance resulting 
in reporting bias and 
readers being unable 
to appreciate all 
outcomes of the 
research 
 
The authors discuss 
comparison of 
outcome data 
between mid and 
senior experiences 
clinicians, but never 
outlined what this 
means. The also 
report results 
claiming ‘more 
senior’ clinicians 
reported (X, Y and Z), 
but again, do not 
outline what ‘more 
senior’ means 
 
No quotes used to 
discuss/support 
theme 1 from 
qualitative findings 

 
Those with more clinical experience 
(not defined what this was specifically) 
more likely to report the following as 
barriers to CS: ‘I can’t learn anything 
from my supervisor’ and ‘supervisor 
knowledge, skills and confidence in 
providing clinical supervision’ 
 
Additionally more experienced 
clinicians had less access to supervisors 
(than junior staff) (p<0.05) 
 
Mid-level clinicians (not defined) were 
more likely to report issues with trust 
and confidentiality as a barrier 
(P<0.05). Physios and speech 
pathologists more likely to report 
‘finding time’ as a barrier (P<0.05) 
 
Qualitative findings: 5 themes 
 

1) Participating in CS was 
important  

2) Variable understanding of 
CS – even when staff felt 
they understood CS, when 
questioned they showed 
they were confused 
between clinical, managerial 
and performance 
management supervision. 
There were fears of CS 
being used to micromanage 
or judge.  

3) Limited or no participation 
in CS – (n=9/23) of focus 
group participants reported 
never having had CS (again 
could this be due to rigid 
definition? As the authors 
define it so specifically i.e. 
every month, evaluative 
component, with an 
approved supervisor etc). 
Lack of 

More experienced clinicians had less access to 
supervision, and specialists had trouble accessing 
supervisors and good supervision 
 
Mid-level clinicians more likely to report issues with 
trust and confidentiality, and physiotherapists and 
SLTs more likely to report issues with finding the time 
for supervision 
 
Some had supervision and some had never (n=9/23 
focus group participants never had CS). Lack of 
managerial support was also felt by some despite 
local policy and guidance promoting supervision  
 
Qualitative evidence showed mixed feelings on 
supervision, some finding it effective and 14/23 found 
it ineffective tick box exercise, too rigid, poor 
supervisee/supervisor match 
 
Some reported limited awareness of the local policy 
for supervision, and others reported it didn’t provide 
enough guidance on how to carry out supervision 
 
Suggestions to improve participation included:  
 

• Prioritise CS 

• Clear info on CS (purpose and processes) 

• Training for CS for staff 

• Choice in supervisor  
• Trust and confidentiality ensured 

• Flexibility of the process to suit different 
needs 
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managerial/organisational 
support, despite a policy 
being in place, despite staff 
asking for this and even 
when it was in place, it 
would often be pulled to 
prioritize other work 
pressures.  

4) Perceived lack of efficacy 
with CS – (n=14/23) focus 
group participants did 
receive supervision and 
reported mixed feelings of 
it’s effectiveness. Those 
who found it ineffective 
reported: it was a tick box 
exercises to get them in and 
out, the process was too 
rigid to meet their learning 
needs and 
supervisee/supervisor 
match was made on the 
basis of availability; not on 
best quality and fit. 
(suggesting flexibility is 
needed and choice in 
supervisor).  

5) Limited awareness of the 
policy – many not aware of 
the supervision policy, and 
for some who were they felt 
it didn’t provide enough 
information to actually 
enact supervision (how to). 
Some felt adequate 
resources were not in place 
to support the supervision 
despite policy being in 
place.  
 

Suggestions to improve participation 
included:  
 

• Prioritise CS 

• Clear info on CS (purpose 
and processes) 
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• Training for CS for staff 

• Choice in supervisor  
• Trust and confidentiality 

ensured 

• Flexibility of the process to 
suit different needs 
 

Specialists more trouble accessing 
supervisors and good supervision, lack 
of understanding or uptake by some 
despite policy being in place, lack of 
support/resources despite policy being 
in place. 

Snowdon et al. 
(2020) 

To explore 
AHPs 
(Australia) 
perceptions of 
what 
contributes to 
effective CS, 
and to explore 
their perceived 
effectiveness of 
CS as defined 
by their local 
policy. 

Cross 
sectional  

Qualitative 
component – 
(n=38) semi 
structured 
interviews 
focusing on what 
constitutes good 
CS for AHPs. 
Interview schedule 
made visible and 
was piloted across 
several AHP 
professions for 
validity (no 
changes were 
required). Data 
transcribed and 
thematically 
analysed by three 
researchers 
reaching 
agreement and 
saturation 
(epistemological 
positions 
discussed). Plus 
member checking 
of the transcribed 
data 
 
Quantitative 
components – the 

Physiotherapists
, OTs, social 
workers, 
dietitians, 
psychologists, 
podiatrists, SLTs 

Mixed methods 
allowing some 
triangulation of 
data. (n=38 
reasonable sample 
for this type of 
study), and 
interview schedule 
piloted before use 
amongst different 
professions for 
validity 
 

 
Methods clearly 
outlined and robust 
and epistemological 
position discussed 
with respect to 
interpretive 
descriptive 
methodology for 
qualitative 
component i.e. 
multiple/subjective 
realities which will 
vary contextually 

 
CS policy and 
processes outlined 
in detail so reader 
can appreciate was 

Internal validity 
(supervision 
processes varied) 
 
Small sample sizes 
for individual 
professions (i.e. 
psychology n=2) yet 
some transferable 
claims are made 
 
It was unclear if all 
(n=38) had more 
than 6 supervision 
sessions which is 
required for validity 
of the MCSS scale 
findings. Authors 
report range of 
supervision 
participation was 1-
18 years for 
participants, but if 
they all had 6+ 
sessions is not 
outlined 

Qualitative outcomes: 3 themes 
 

1) AHP professional 
development should be the 
focus of CS – CS should 
focus on supervisee goals, 
not organisational 
priorities/goals. Model 
should be flexible for 
individuals’ needs. 
Reflective and direct 
observation of practice 
supervision are both valued. 
Direct observation more so 
by hands on professions in 
the study i.e. physio, OTs, 
pods and speech 
pathologists; whereas 
reflective/debriefing style 
was favoured by the 
counselling professions i.e. 
psychology and social work 
who found the complexity 
of patients requiring 
emotional support to 
prevent impacts on their 
own mental well-being and 
to help them remain 
objective in their practice 
(transference likely more of 
a risk in these professions). 
One podiatry quote here 

AHPs valued supervision when it was about their 
development. The therapy based AHPs preferred 
more reflective/restorative supervision; whereas 
other AHPs valued this plus hands on/more direct 
supervision 
 
Access to supervisors out with supervision was 
deemed important, supervisors should respect and 
value the supervision relationship, have effective 
communication and a good skill level 
 
Additional quotes again show local adjustment of the 
supervision process to suit needs (by increasing the 
number of sessions), also some quotes which suggest 
some had more the one supervisor ‘supervisors’  
 
Supervision needs to be valued by the department 
and supported by management 
 
Staff liked organisation with supervision i.e. time 
blocked, quote space and guidelines and paperwork 
to follow/use   
 
66% of the (n=38) were >73 on the MCSS outcomes; 
so 34% were <73 and dissatisfied with their 
supervision. ¾ of the podiatrists were >73 
 
Normative scores and finding the time were the 
lowest again  
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same (n=38) did 
the MCSS-26) 

in (in theory) being 
measured 

showed the supervisee was 
called in whenever 
supervisor had an 
interesting case (suggesting 
co-location and benefits of 
this). It was felt supervisors 
should be available for 
adhoc support between 
sessions (this helped with 
trust), and also that support 
to improve formative skills 
(technical skills) had 
restorative outcomes of 
increasing confidence, 
decreasing stress, 
reassurance of practice and 
improved job satisfaction. 
And so formative support 
had restorative outcomes. 
Another quote from a 
podiatrist also suggested a 
lack of comfort opening up 
as their supervisor was also 
their line manager  

2) The supervisor should 
possess the skills and 
attributes required to 
facilitate a constructive 
supervisory relationship – 
supervisors should: be 
respectful, dedicated to the 
CS process and be engaged 
with it, be respected by 
supervisee (clinicians valued 
someone with credibility 
and knowledge and skills in 
THEIR profession i.e. intra-
professional approach 
valued), have good 
communication and 
rapport, be flexible in their 
approach, and overall 
clinicians will only prioritise 
CS if they deem it valuable.  

3) Organisation should provide 
an environment that 
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facilitated a constructive 
supervisory relationship and 
development of allied 
health professionals – 
organisation needs to 
support and clearly outline 
supervision processes, 
supporting documentation 
and paperwork are key, CS 
should be separate from 
line management and 
peer:peer or supervision by 
external persons valued as 
alternative methods if 
internally supervisors are 
not available in higher 
grades. Pod quote here 
showed participant was 
unwilling to open up fully as 
her supervisor was her line 
manager. Training was also 
deemed essential.  

 
Quantitative findings – amongst other 
finding, main findings were: mean 
MCSS 26 score was 79.2 (95% CI 73.7-
84.3), range (44-100). So 25 (66%) 
scored over 73 indicating satisfaction 
with CS as defined in this study; 
whereas 13 (34%) scored under 73 
indicating dissatisfaction with CS as 
defined in this study/local context. 3 
out of 4 of the podiatrists in the study 
scored above 73 indicating (mostly) 
positive outcomes 
 
Authors state findings overall show 
mostly positive outcomes for 
supervision among AHPs in this 
research. The normative domain of 
finding the time was scored the lowest 
for all professions compared to other 
sections of the MCSS-26. Physios, OTs, 
dietitians and speech pathologists had 
a lower median score for the reflection 
subscale than psychologists and social 
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workers (9 vs 11 respectively). All 
professions scored highly for improving 
care and skills. (again showing 
improved reflection/restorative 
function for more therapy based 
professions) 
 
CS as defined locally was: Proctor’s 
model, fortnightly for junior staff and 
monthly for experienced, could be 
reflective or hands on, supervisors 
were allocated to supervisees 

Brown et al. 
(2020) 

To quantify the 
time spent by 
AHPs supervising 
allied health 
assistants (AHAs), 
and to explore 
AHP perceptions 
of supervising 
AHAs 

Cross sectional 
mixed methods 

An online survey with 
quantitative and 
qualitative 
components was sent 
to (n=127 AHP’s). 
(n=47) questionnaires 
returned (RR 37%) 
(n=38 from 
physiotherapy, n=8 
occupational 
therapists and n=1 
speech pathologist) 
 
1 hour focus group 
interview with (n=18) 
staff split across 3 

different sessions. 
Thematic analysis of 
the results 

Physiotherapy, 
occupational 
therapy and 
speech 
pathology  

Reasonable response 
rate for this type of 
study. 
 
Focus group questions 
clearly outlined and the 
process for generating 
and analysing 
qualitative data was 
reasonable well 
outlined with some 
reference to the 
epistemological 
position of the 
researcher. The 
researchers kept a 

journal throughout all 
stages of the research 
in order to ensure 
reflexivity. Member 
checking was used to 
try to ensure the 
credibility and 
trustworthiness of the 
data, and quotes were 
used throughout to 
support the discussion 
of the final themes 
drawn  
 
Triangulation of data 
was sought to 
strengthen the overall 
outcomes using a 
mixed methods 
approach 
 

Small sample with 
respect to overall 
numbers and AHP 
professionals sampled.  
 
How AHPs supervise 
AHAs is not explicitly 
investigated and so we 
do not get a clear 
picture of the 
supervision 
approach(es) being 
explored (beyond the 
time spent and no of 
AHAs each AHP 
supervised) 

 
The survey component 
of the study is not fully 
outlined. The authors 
state there were 19 
questions but do not 
make all 19 clear 

 

 

The median and interquartile range of the 
‘number of hours’ AHPs spent per day 
supervising (and delegating tasks to) AHAs 
was 0.75 (0.5-1.0). This is interesting the way 
this is written as arguable delegating tasks is 
NOT supervision, and indeed throughout the 
paper from the information which is 
provided in quotes etc, we can presume that 
the supervision being discussed is fairly 
adhoc for the most part, often without any 
real guidance or framework. However, 
interestingly 81% of participants responded 
‘Yes’ to the questions ‘AHA received regular 
formal supervision’ (yet some only spent 0.5 
hours per day delegating and supervising in 
what seemed like an adhoc approach based 

on some qualitative comments).  
 
Most AHPs felt supported to provide 
supervision to AHAs with respect to time 
given, organisational support, able to discuss 
issues with their line manager. The barriers 
and enablers to supervising AHAs are similar 
to the barriers and enablers found in most 
supervision related research. Barriers: AHP 
workload, AHP non clinical duties, staff 
shortages, supervision of others (demand 
and capacity), lack of co-location between 
AHPs and AHAs, AHP/AHAs part time 
working.  Enablers: AHA (supervisee) 
availability, AHA preparation for supervision, 
valuing the importance of supervision, 
blocking time out in advance, AHA 
punctuality.  
 
Qualitatively 4 main themes emerged:  

Overall most AHPs felt supported to provide supervision to 
AHHs with respect to time and organisational support. But 
what is discussed in this study is often not supervision, but a 
combination of supervision (mostly adhoc) and delegation of 
workload. Supervision ‘on the job’ appeared to be lacking 
guidelines for AHPs, and AHPs often did not have an 
appreciation of the training, expectations and role(s) of AHAs. 
Supervision appeared to vary depending on AHA competence 
as perceived by AHPs.  
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Sometimes it appears 
that when discussing 
‘supervision’, staff were 
actually discussing 
‘delegation of roles’ to 
the AHA 

AHA perspective – AHPs didn’t always fully 
understand the training (background), role 
and scope of the AHAs.  
 
Experience in the workplace – Supervision 
for AHAs varied depending on the AHPs 
perception of that AHA (i.e. their 
competence and overall usefulness), and on 
how much the supervision impacted on the 

AHPs workload and patient contact 
 
The underprepared AHP – Some AHPs had a 
lack of guidance for supervision of AHAs 
 
AHP supervision strategies – Supervision of 
AHAs varied depending on their 
competence, with AHPs focusing more on 
those AHAs who were ‘more competent’.  
 
 

Snowdon et al. 
(2020) 

To explore 
physiotherapists’ 
perceptions of 
clinical 
supervision 

Mixed methods 
cross sectional  

(n=21) 
physiotherapists 
completed a MCss-26 
and participated in a 
semi structured one 
to one interview, to 
triangulate data and 
gauge perceptions in 
relation to clinical 
supervision.  
 

Physiotherapists  The methods are very 
clearly outlined with 
respect to MCSS-26 
usage and an overview 
of the semi-structured 
interview given. 
Methods on how 
qualitative data was 
generated and analysed 
is also very clearly 
outlined. Steps were 
taken to ensure rigour 
i.e. member checking of 
the initial transcripts, 
themes/subthemes 
pulled and agreed 
between 6 researchers 
 
Quotes used to ensure 
credibility and 
trustworthiness, as well 
as transparency 
 
External 

The authors outline 
rigour was ensured by 
one researcher keeping 
a reflective diary to 
record observations and 
experiences during the 
interviews. However, 
‘how’ this specifically 
ensured rigour is not 
outlined, and is not 
discussed 
epistemologically 
 
Sample size is arguably 
small, and for the 
MCSS-26 there is 
usually a minimum 
requirement of (n=30) 
having completed (n=6) 
supervision sessions 
 
Title is slightly 
misleading as it states 
it’s a qualitative study, 
when in fact it was 
mixed methods 
 
Internal validity  

Outcomes were as follows:  
 
Quantitative – the MCSS-26 scores 
demonstrated similar outcomes to other 
research in the field: some participants 
scoring above the 73 threshold indicating 
satisfaction with supervision (=12. 57%); and 
others scoring below the 73 threshold 
indicating dissatisfaction with supervision 
(n=9, 43%). Participants scored lowest on the 
normative items and ‘finding the time’ 
(similar to most other research in the field) 
 
Qualitative outcomes resulted in 1 theme, 
and 4 subthemes 
 
Main theme: Content of clinical supervision 
should focus on professional skill 
development. This theme demonstrated 
that physiotherapists in this research felt 
supervision should be more focused on skills 
(clinical and non) development to help them 
progress; and that focusing too much on the 
emotional demands of the work could be 
non-productive. Higher grade 
physiotherapists required more of a focus on 
non-clinical skill development 
 
Subthemes  
 
Model of clinical supervision – most 
participants valued a direct model of 

Physiotherapists generally wanted supervision to focus on the 
formative and normative components of their role; and not 
the restorative. Structure and process was felt to be 
important, as was formal vs informal approached combined 
to complement each other 
 
Supervisors were felt to require specific skills/attributes, as 
were supervisees 
 
Some physiotherapists were satisfied overall with their 
supervision (57%); whereas others were not (43%) 
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supervision where supervisors were 
observing them in practice with patients. 
They preferred this approach to be 
structured, and with time for reflection after 
the session. This model was also thought to 
be beneficial for non-clinical skill 
development. Reflective supervision was 
largely seen as being for goal setting and 
career planning (so not the emotional 

demands of the role). Participants also felt it 
important to be able to seek support 
informally too (adhoc and close to the time 
of an issue or problem). Participants felt 
formal and informal models of supervision 
were important and complimented each 
other 
 
Clinical supervision processes – Participants 
felt processes should focus on their 
development, and key to this was that 
supervisors and supervisees had to agree to 
the approach and content of the supervision. 
Goals should be developed to support an 
agreed action plan and learning need. Staff 
felt frequency should be dictated by need 
and not the restrictions outlined in the local 
guidance (with senior staff getting it less 
frequently but stating they required it more). 
Documenting the goals and sessions was 
seen as important, but too much focus on 
this was seeing as hindering the process as 
time was an issue. Some liked the 
accountability that supervision provided 
them with, and being accountable to a 
supervisor 
 
Supervisor factors – Participants felt 

supervisors need to have the appropriate 
professional skills and qualities. Being able to 
focus on the supervisees development was 
crucial, supervisors should be honest and 
constructive with their feedback. Some felt 

supervisors should work close with their 
supervisees to allow a rapport to be built, 
which ensured feedback was timely and 
relevant. When supervisors did not possess 
these traits, or when they were too 
organisationally focused, this hindered the 
effectiveness of supervision 
 
Supervisee factors – Supervisees need to be 
engaged for supervision to be effective, and 
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supervisees should prepare in advance in 
order to facilitate their professional 
development via supervision. In order to be 
able to effectively use supervision for 
development, participants reported this was 
learned through exposure to effective 
supervision and competent supervisors 
 

Snowdon et al. 
(2021) 

To explore if a 
locally delivered 
training 
programme 
improved 
supervision 
outcomes for 
physiotherapy 
participants.  

Mixed 
methods/cross 
sectional.  

(n=35) supervisees 
completed the MCSS 
pre-post training, and 
(n=21) supervisors 
completed a 
supervisor specific 
questionnaire pre-
post training. Focus 
group conversations 
were held, one with 
supervisees, and 
another with 
supervisors post the 
training.  

Physiotherapy.  Methods are generally 
clear and transparent. 
The training 
programme and how 
this was delivered is 
clear from the 
description provided.  
 
The MCSS is a validated 
tool. 
Quantitative and 
qualitative methods 
offer some ability for 
data triangulation.  

The supervisor 
questionnaire was non 
validated.  
 
Sample size was small, 
and not all participants 
had been involved with 
supervision prior to the 
research, thus impact 
on the strength of this 
pre-post study design, 
and the outcomes 
which this generated.  
 
Participants should 
complete at least 6 
supervision prior to 
using the MCSS. This 
would not have been 
the case for all 
participants in this 
study.  
 

The MCSS mean score went from 75.3 pre 
training, to 81.1 post training (p = 0.003). 
Supervisors reported feeling more confident 
post training, and staff felt generally that the 
training prepared them better for 
undertaking supervision, and this had 
positive effects on the supervisory 
relationship (outlined via the focus group 
findings). Time and service pressures were 
however still an issue post training.  

The findings do support that training improved supervision 
outcomes for this cohort of physiotherapy participants. 
However, sample size was small, and the pre-post design and 
outcomes of the study, are limited by the fact that prior to 
the study, some people were not enacting supervision. Thus, 
how could they have a true pre-post insight.  

Gardner et al. 
(2021) 

To explore if 
group 
supervision 
improved 
supervision for 
AHPs in a 
regional health 
service.  

Mixed 
methods/cros
s sectional 

CSEQ 
questionnaire 
(n=15), with 
additional open 
ended questions, 
and focus groups 
(n=not disclosed) 

OT, 
physiotherapy 
(primarily), with 
one manager’s 
group which had 
one manager 
from OT, 
physiotherapy 
dietetics, speech 
pathology, 
podiatry and 
social work 

Methods are 
generally clear and 
there was a clear 
justification for the 
research. CSEQ 
scores were 14 
items scored 1-5 on 
a Likert. Total score 
>56 = positive about 
supervision, 42-56 = 
neutral about 
supervision and <42 
= negative about 
supervision. Open 
ended questions and 
focus group data 
were analysed 
thematically.  

Small sample size.  
 
Number of 
participants in the 
focus group and 
specifically how the 
focus group was 
conducted (i.e, how 
questions were 
decided and what 
structure it took e.g., 
semi structured) was 
not clear.  
 
Epistemological 
stance of the 
researcher who 
analysed the 

(67%, n=10) participants felt positive 
about supervision (CSEQ score >56), 
and (33%, n=5) felt neutral (score 
between 42-56). No (0%) participants 
felt negative about supervision i.e., 
score <42.  
 
OT participants scored slightly higher 
than other groups (but no statistical 
analysis of this) 
 
Staff (from CSEQ scores) generally felt 
the group supervision had good ground 
rules and was confidential in nature. 
The lowest scored item related to the 
impact staff felt supervision had on the 
quality of care they provided (mean 
3.73, SD 0.88].  

Overall, staff in this study valued group supervision 
and felt it offered benefits compared to individual 
(one to one) models i.e., saves time, allows peer 
discussion and enhances understanding of each 
others’ roles, and can strengthen team work and 
collaboration.  
 
Staff felt group supervision should sit alongside 
individual supervision and should not be a 
replacement.  
Some quotes did show that people do struggle to 
open up fully to managers, and so peers may be an 
alternate option. Safety and agreed process were felt 
to be key as one bad experience could negatively 
impact someone’s trust with supervision (this was 
discussed in the need for participants to respect each 
other to ensure trust).  
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Supervision process 
is clear from the 
detail given in the 
study.  
 
Mixed methods 
allowed some 
triangulation of 
data.  
 
Response rate for 
CSEQ was 58% (but 
still small sample)  
 
Internal consistency 
for the 
questionnaire 
measured and was 
strong (Cronbach’s 
alpha – 0.92) 

qualitative research 
components is not 
outlined, nor 
specifically how 
thematic analysis 
was conducted.  

 
Seven themes arose from the open 
ended survey questions: value of 
multiple perspectives, opportunities for 
reflection, peer support, relationship to 
individual clinical supervision, group 
process and structure, orientation and 
training, and membership.  
 
Six themes emerged from the analysis 
of the focus group data: need for 
clinical supervision, facilitator training 
and support, the model, outcomes of 
group supervision, group membership, 
and sustainability.  

It was felt that staff needed to participate and 
experience a group supervision session to fully 
understand and embrace the process. Peer support 
reassured people they were not alone in facing the 
issues they did and this was restorative.  
 
Staff valued a reflective approach to supervision to 
reflect on and question their practice.  
 
Rotations, finding the time, and getting organisational 
and managerial support for supervision were 
challenges.  

Gardner et al. 
(2022) 

To explore 
effectiveness of 
supervision and 
implementatio
n of a 
supervision 
framework, and 
compare MCSS 
results in the 
cohort with 
MCSS results 
generated 5 
years 
previously 

Mixed 
methods/cros
s sectional  

(n=125) MCSS 
scores, plus open 
ended questions to 
capture staffs’ 
perceptions on the 
implementation of 
the supervision 
framework  

OTs and 
physiotherapists 
(primarily), and 
social work, 
dietetics, speech 
pathology, 
psychology, 
podiatry, 
exercise 
physiology, 
other, and allied 
health assistants 

Methods are 
generally well 
outlined.  
 
Sample size was 
reasonable for this 
type of study, and 
response rate was 
50%.  
 
Mixed methods 
allowed some 
triangulation 
between qualitative 
and quantitative 
outcomes.  
 
Readers have a clear 
description of what 
supervision was for 
staff within this 
research.  
 
External validity 
 

Epistemological 
position of the 
researchers who 
evaluated the 
qualitative data is 
not discussed.  
 
Exact open ended 
questions which 
were used are not 
outlined.  
 
No quotes provided 
for qualitative data.  
 

MCSS scores were largely unchanged in 
the cohort when compared with 5 
years previously.  
 
Overall mean MCSS score for this 
cohort was 78.5 (SD14.5). Formative 
domain scores were highest, whilst 
normative domain (specifically finding 
the time) were lowest.  
 
Outcomes were higher when 
supervisors were senior but not 
managers (p=0.04), when supervisees 
got to choose their supervisors 
(p=0.047), when frequency was 
monthly or more frequently compared 
with 2 months or longer (p=0.01). 
Attending training or using supervision 
agreements did not significantly impact 
on outcomes.  
 
Mean MCSS scores were higher for 
speech pathologists, OTs and social 
work compared with physiotherapy, 
but statistically higher for speech 

Staff were overall satisfied with clinical supervision 
when MCSS scores were appreciated. However 
additional questions showed that 8% were dissatisfied 
using Likert scoring.  
 
MCSS scores were unchanged in 5 years for the 
cohort.  
 
MSCC scores were better when supervisors were not 
managers, thus suggesting this support keeping 
managerial supervision separate. For managers, it was 
also thought they should participate in supervision 
and peer/cross sectional models of supervision were 
proposed for this.  
 
 
Clinical supervision was felt to be more effective when 
supervisees chose their supervisor.  
 
The authors suggest that the lower satisfaction scores 
of physiotherapists vs speech pathologists may be due 
to the local model being more reflective in nature, 
and other research as shown that physiotherapists 
prefer more hands on models.  
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pathologists compared with 
physiotherapists (p=0.03) 
 
70% of participants agreed or strongly 
agreed the supervision framework had 
been beneficial. 22% were neutral, and 
8% disagreed it had been useful.  
 
Themes from the open ended 
questions centred around ‘impact’ and 
‘suggested improvements’:  
Impact - framework provides structure 
and consistent expectations, lack of 
awareness of the framework, need for 
framework modifications 
 
Suggested improvements – no change, 
choice of clinical supervisor, group or 
peer models, access to education and 
training, clarity around the purpose of 
clinical supervision.  

Author/Paper Aim Study Type Methods Staff Involved Strengths Limitations Findings  Summary of the Findings  

Qualitative Studies (n=22) 

White et al. 
(1998) 
 
This is the 
(n=34) 
qualitative 
interviews 
from 
Butterworth et 
al. (1997) in an 
additional 
publication – 
direct 
overlap/duplic
ation  

Qualitative 
exploration of 
clinical 
supervision 
practice(s) in 
nurses – focus 
on structure, 
process and 
outcome(s) 

Cross 
sectional  

Outlined in 
Butterworth et al. 
(1997)  

Outlined in 
Butterworth et 
al. (1997)  

Outlined in 
Butterworth et al. 
(1997)  

Outlined in 
Butterworth et al. 
(1997)  

Outlined in Butterworth et al. (1997)  Outlined in Butterworth et al. (1997)  

Johns (2001) To explore 
supervision 
sessions to see 
if supervisors 
were 
organisationally
, or people 

Cross 
sectional  

(n=6) managers 
were followed 
over 12 months as 
they supervised 
their staff for 1 
hour every 4 
weeks.   

Nurses/Nurse 
Managers 

Quotes and 
examples used to 
illustrate valid points 
with respect to 
supervision and how 
it can have technical 
or emancipatory 

Methods very 
loosely outlined, or 
not outlined in many 
areas. No mention of 
methodological or 
epistemological 
considerations. 

The author suggests that all 6 
supervisors in the study declared they 
had an emancipatory intent with the 
supervision; but in reality, this was 
blurred with technical focus too. 
Supervisors who were too technically 
focused, often were too directive, 

This paper highlighted the potential need to ensure 
supervision is supervisee focused, and separate from 
managerial/organizational supervision/agendas 
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focused, as 
compared or 
analysed 
against 
intent/emphasi
s graph, as well 
as Haberman’s 
conceptualizati
on of 
knowledge and 
interests 

 
Analysis of the six 
supervisors were 
taken to theme 
similarities and 
differences (no 
info given beyond 
this) 
 
Dialogue recorded 
from supervision 
sessions of nurses. 
As well as dialogue 
between the 
managers 
(supervisors) and 
the researcher. 
This was analysed 
to explore the 
impact and 
dynamics of 
guided reflection 
to enable 
practitioners to 
achieve effective 
practice 
 
Methods are not 
outlined beyond 
this 

functions/approache
s 

Some statements 
made without 
supporting literature 
 

authoritative and controlling in the 
session; supervisors with an 
emancipatory focus were non-
judgemental, empowering and tried to 
limit their influence on the session 
 
Quotes from the supervision sessions 
within the study show that when a 
supervisee feels like the challenge (by 
the supervisor) is too great, they feel 
threatened and may not feel positive 
about the supervision they are 
partaking in. Supervisees 
acknowledged this; and supervisors 
acknowledged that it could be 
uncomfortable to give that challenge 
and, in turn, they may not feel 
comfortable if they were on the 
receiving end 

Sweeney et al. 
(2001a) 

To explore CS 
experiences of 
female OT 
supervisors 
supervising 
junior female 
OTs 

Grounded 
Theory/Cross 
sectional 

(n=30) semi 
structured 
interviews 
 
Pilot study – 
interview schedule 
piloted on (n=5) 
female OTs. 8 
topics selected for 
discussion: role of 
supervision, 
conflicts arising 
from the 
supervisory role, 
perceived and 
actual function of 

OT supervisors 
(female only) 

Data analysis 
processes mostly 
outlined and 
interview schedule 
piloted and included 
for viewing 
 
External validity  

Internal validity 
(supervision 
processes varied)  
 
Excludes all male 
supervisors and 
those supervising 
male supervisees as 
‘males do CS 
differently’ – this is 
never given any 
more detail and 
omits an entire sex 
of relevant 
experiences valid to 
the profession. Also 

The authors, and participants, speak 
about an egalitarian approach to 
supervision. From the data/results, 
themes and raw quotes, it is evident 
the discussion is not about an actual 
experience of supervision i.e. some 
discuss managerial duties i.e. running 
the department, ‘having to tell people 
off’ etc. (This is different to the 
supervision commonly discussed in the 
literature, and does not feel egalitarian 
in nature). However, there did seem to 
be a desire that supervision was 
relaxed, didn’t feel stressful and was 
‘egalitarian’ in nature; even if that is 

The supervision being discussed in this study seems to 
be more based around natural staff rotations and 
roles; as opposed to organised supervision with a 
focus on the supervisee and their development  
 
Again some data suggests a more therapeutic 
approach to supervision from OT as a therapy based 
profession 
 
Data suggested management support is key to 
supervision being enacted/embedded 
 
Staff training varied with respect to supervision and 
some felt more training was required 
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supervision, 
contracting and 
organisation of the 
supervision 
sessions, rules and 
ground rules 
governing 
supervision, 
expectations of the 
supervisory 
process/relationshi
p, overall 
contribution of 
‘supervision’ and 
issues relating to 
the training of 
supervisors 
 
The above topics 
were chosen as 
the authors report 
that throughout 
the literature 
they’d been 
highlighted as 
being important 
(unclear who came 
to this conclusion 
or how, or how the 
literature review 
was conducted) 
 
After the pilot was 
the main study – 
(n=30) OTs 
interviewed (all 
female – all at 
junior levels as the 
authors felt it was 
important to focus 
on these grades as 
they felt 
supervision was 
particularly 
important early in 
one’s career. 

only included female 
supervisors 
supervising ‘junior’ 
female OTs but 
defined junior as 
specific grades, not 
years of experience 
etc 
 
Aim immediately 
discusses exploring 
anxieties and coping 
with anxieties 
around CS (why? 
Very negatively 
approached from the 
lit review through to 
the aim) 
 
Interview schedule 
then doesn’t actually 
mention anxieties, it 
does at one point 
ask about positive 
experiences but 
none are really 
reported in the 
discussion, and the 
discussion is not 
structured around 
the 4 themes which 
were generated 
suggesting reporting 
bias. This is further 
evident in sections 
the authors state 
there were mixed 
negative and 
positive views but 
only negative views 
are displayed and 
discussed 
 
Authors consistently 
speak about the 
egalitarian approach 

not what appeared to be achieved for 
those in this study 
 
Some participants felt that highly 
structured supervision was not needed 
as there was such a high level of 
support naturally existing within the 
department 
 
Few supervisors in this study reported 
using formal supervision contracts, few 
sought any formal/informal feedback 
on the supervision they delivered, the 
process tended to be reviewed only 
when a natural break occurred i.e. at 
the annual performance review for the 
staff member, or when a rotation 
ended. The authors suggest that 
models of supervision may be useful 
for novice supervisors 
 
Some supervisors suggested they try to 
use themselves as a ‘therapeutic tool’ 
for the supervisees, the way they 
would do with patients (again perhaps 
suggesting the more restorative 
approach for the therapeutic 
professions like OT) 
 
It was suggested that in areas where 
management support supervision, 
there were more tools to actually 
support it being embedded i.e. 
guidelines, processes, paperwork etc. 
(suggesting the importance of 
management being on board with the 
process and ethos of supervision) 
 
In areas of high stress i.e. working with 
children, or terminally or mentally ill 
people, supervision was viewed as 
having a supportive function (echoing 
the restorative function of Proctor). In 
more chronic settings i.e. care of the 
elderly, supervision was seen as a way 
of promoting/encouraging staff 

Staff outlined the usual barriers and facilitators for 
supervision  
 
It is clear clarity if needed over what supervision 
is/should be to limit any anxieties and speculations  
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Although, some 
staff had been 
qualified for up to 
34 years, and been 
in post for up to 18 
years 
(junior/novice was 
grade dependent, 
not based on time 
in the role or 
experience) 
 
Authors excluded 
men as they said 
previous evidence 
highlighted men 
and women 
supervise different 
(Munson 1987), 
but did not offer 
additional insight 
into this research 
or this choice 
 
Interviews were 
tape recorded and 
between 45-85 
minutes 
 
For ethical issues 
the authors stated 
the study was 
potentially 
sensitive, 
embarrassing, 
exposing and 
threatening 
 
Data analysed 
using grounded 
theory processes 
which were 
explained 

which surfaced 
however all the 
language, quotes 
and detail suggest 
the clinical 
supervision being 
discussed was more 
often not egalitarian 
but very directive 
and 
managerial/senior 
lead with no 
contract, models, 
agreed goals etc 
 
Unclear how the 
author analysing the 
data kept impartial, 
it was mentioned 
she did but not how. 
Also unclear how 
specifically interview 
schedules were put 
together 

enthusiasm and prevent them feeling 
static or stuck 
 
Many wanted supervision to be a time 
for supervisees to direct their own 
agendas, and thus didn’t want to be 
too authoritative, or felt a discomfort 
with being too directive 
 
Supervisors in this study reported 
minimal exposure/training on models 
of supervision, with the exception of 
superficial introduction to theory at 
workshops 
 
Outcomes suggested that supervisors’ 
discomforts concerning supervision 
may come from: resistance to 
supervision, lack of knowledge about it, 
lack of understanding about clinical 
cases discussed in sessions, and lack of 
knowledge on what generally to pass 
onto the supervisee in a supervision 
session, as well as having anxieties 
around how to evaluate the supervisee 
One staff member reported feeling 
anxious about receiving supervision 
until she learned it was standard and 
everyone had to have it, and it wasn’t 
just because she was poor in her role. 
(showing the need to clearly outline 
the function of supervision) 
 
The authors report most of the staff in 
this research had previous negative 
experiences of supervision and wished 
not to repeat the mistakes of their 
supervisors 

Sweeney et al. 
(2001b) 

To explore CS 
experiences of 

Grounded 
Theory/Cross 
sectional  

Methods are 
similar to the 
Sweeney et al. 

OT supervisees 
(female only)  

Interview schedule 
piloted and 
included. Widens 

Internal validity 
(supervision 
processes varied) 

Outcomes from this study show that 
staff often do not want to interrupt 
colleagues for support/supervision, 

Like the previous paper, the outcomes of this study 
are largely negative surrounding supervision, but also 
very contradictory at times and so it is difficult to get 
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‘junior’ female 
only OTs 

(2001a) paper 
outlined but with 
supervisees 
instead of 
supervisors  
 
(n=30) semi 
structured 
interviews  

body of literature 
for OTs/AHPs on 
supervision 
 
External validity 

 
Many of the same 
limitations of the 
Sweeney at el. 
(2001a) paper (males 
excluded and staff 
were arguably not 
junior) 
 
Reporting bias, only 
very negative quotes 
used in the 
discussion after 
statements like 
‘some thought’ or 
‘most thought’ (what 
about representing 
the views of the 
other participants). 
Often sweeping 
statements were 
made with only one 
quote to support 
them, despite (n=30) 
participants being 
involved (wider 
views could have 
been represented 
and discussed) 
 
Lack of direct quotes 
used to ensure 
credibility and 
trustworthiness of 
the data  
 
From 
quotes/information 
given, again the 
supervision does not 
appear supervisee 
focused but more 
organisationally 
focused  
 

don’t want to be vulnerable or appear 
incompetent (so don’t open up), and 
that during supervision, female OTs 
may try to maintain an appearance of 
professionalism and competence; 
before allowing themselves to be open, 
honest and vulnerable (thus limiting 
the possible impact supervision could 
have)  
 
The authors claim staff wanted a 
directive form of clinical supervision 
and that part one (paper 1 – Sweeney 
et al. 2001a) showed they got an 
egalitarian approach. (Arguably this 
was not the case as discussed 
previously, indicating perhaps a lack of 
clarity/discussion/agreement on what 
clinical supervision was supposed to 
be/do for staff). But equally the 
authors also state staff wanted caring 
and supportive supervision and did not 
get this, and that perhaps supervisors 
became ‘blasé’ about supervision 
(findings seem to be contradictory 
here) 
 
The supervisees suggested that the 
failings in their supervision were 
attributed to: supervisor inability to 
give constructive feedback, supervisors 
having a lack of supervisory or 
managerial skills, a lack of guidance to 
support the process, supervisors 
becoming blasé about the process, and 
supervisee inability to direct their own 
support and seek help 
 
 

an overall picture of the supervision staff experienced 
in this research, and also raises the query of reporting 
bias as there was almost no positive outcomes found 
across the cohort at all 
 
It appears the supervision in the study was supervisor 
lead and organisationally focused, but non guided and 
lacking structure and the restorative component 
 
The qualitative data from this study highlights a 
conflict between expectation and reality with 
supervision, and demonstrates the need for some 
structure and agreed guidance to support the process 
so that all involve know what supervision is supposed 
to do. Staff commitment is crucial, as are the 
necessary skills for undertaking supervision 
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There is some 
contradiction in the 
discussion of the 
outcomes of this 
study. The authors 
claim supervisors 
were reported as 
treating clinical 
supervision in a 
blasé and laisse-faire 
manner; but most 
supervisees said 
supervisors were 
warm, caring and 
sharing, with great 
knowledge. The 
authors also claim 
supervisees didn’t 
get the caring and 
supportive 
supervision they 
expected; but also 
state that they 
wanted directive 
supervision and 
received egalitarian 
style supervision 
(seems 
contradictory) 
 
 

Strong et al. 
(2003) 

Part 1 – to 
explore AHP 
perceptions on 
their 
supervision 
Part 2 – to 
explore 
director/manag
ers’ views on 
districts 
supervision 

Cross 
sectional  

Part 1 – focus 
group interviews 
with (n=58) AHPs. 
Data recorded via 
written transcripts 
by 2 authors, then 
thematically 
analysed by both 
authors and 
triangulated with 
participants  
 
Part 2 - telephone 
interviews with 
(n=?) 

Psychologists, 
OTs, Social 
Workers and 
SLTs 

Interview 
questions/schedule 
is made clear for the 
reader 
 
Most areas with 
respect to methods 
are clear and 
outlined 
 
External validity  
 
 

Internal validity 
(supervision 
processes varied) 
 
Epistemological 
position of 
researchers not 
outlined. (n=?) 
directors/managers 
for part 2 not 
outlined 
 
Data from interviews 
in part 1 are 
summarised in 

This study outlined that AHPs felt 
clinical supervision had normative, 
formative and restorative functions. 
They felt good supervision needed: 
structure, support from organizations, 
time, and resources 
 
There was a concern shared that 
interdisciplinary supervision would 
undermine professional identity, and 
so although potential valuable, this 
should be monitored  
 
Staff felt supervision needed to be 
defined and separate from managerial 

Overall demonstrating that AHPs had a positive 
outlook towards supervision, but outlines what AHPs 
felt was needed to ensure quality supervision. Also 
outlined some managers may be concerned with costs 
and frequency of sessions for supervision  
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directors/manager
s from 21 districts. 
1 interview was 
face to face. Data 
collated via 
written transcripts 
and 3 researchers 
thematically 
analysed and 
agreed 
codes/themes. No 
member checking 
this time. Also 
questionnaire sent 
out, exact aim of 
this unclear and 
how this was 
analysed or what 
exactly it 
contained is 
unclear 

graphs with numbers 
on the y axis (it is 
unclear where these 
numbers come from 
or what they mean) 
 
It is unclear what the 
main purpose of the 
questionnaire in part 
2 was, or what 
exactly it contained 
 
Interviews not 
recorded or 
transcribed verbatim 
and a lack of quotes 
used to ensure 
credibility and 
trustworthiness  

supervision, and directors/managers 
felt in many districts supervision was 
not happening, and that it may be 
costly and occurring too much in some 
locations 

Smith & Pilling 
(2007) 

To present 
feedback from 
13 new 
graduates on 
their 
experiences of 
a new graduate 
transition 
programme 

Cross 
sectional  

A new graduate 
employee group 
supervision 
programme was 
developed from a 
variety of key 
stakeholders. It is 
unclear exactly 
how this was 
developed. The 
authors also say 
the literature was 
consulted but 
revealed no 
programme for 
new graduates. 
They do not give 
any detail of the 
literature search or 
appraisal methods 
or if anything was 
taken from the 
literature to 
support the 

Physiotherapy, 
Physical 
Education, 
Podiatry, Social 
Work, SLT 

Internal validity (as 
the supervision was 
very structured 
week to week so 
didn’t vary too 
much) 
 
Topics for each 
supervision session 
clearly outlined  
 
 

Lack of detail in the 
methods impacts the 
credibility and 
trustworthiness of 
the study and the 
findings  
 
External validity 
(with respect to 
supervision, this 
phenomenon is 
usually very flexible 
and variable in most 
studies, and so 
outcomes are likely 
representing what 
happens in practice. 
Whereas this was 
much more 
structured) 

The authors describe supervision for 
new graduate staff – 12 two hour 
sessions over a 10 month period. 
Sessions held fortnightly for the first 3, 
then monthly thereafter. The authors 
felt fortnightly sessions would help 
build trust and momentum initially 
 
Depending on the focus of the session, 
other facilitators became involved in 
their area of speciality was required 
(indicating multiple skills/input was 
needed) 
 
The content of each session is outlined 
and covered normative, formative and 
restorative components for discussion, 
and the 3 sessions before the final 
session were all supervisee/new staff 
member(s) lead with respect to 
content 
 
The authors outline that support for 
newly qualified nurses and medics is 

A more structured (new graduate introductory) form 
of supervision is discussed/outlined  
 
Different leads/supervisors were required to input 
into different sessions  
 
Some discussion that supervision is common for 
medics and nurses in Australia; but not for AHPs (not 
necessarily the case now given all the evidence)  
 
Outcomes show participants were generally positive 
towards the supervision experienced, and supporting 
occurring in normative, formative and restorative 
aspects of staff roles. Staff valued the peer support 
and reduced isolation from supervision, and felt it 
enhanced their confidence. However, many felt the 
supervision became less beneficial with time (as they 
became more comfortable in their role – indicating 
supervision should evolve/change as required). Staff 
naturally preferred to work in their intra-disciplinary 
groups and there was some resistance to mixing the 
groups 
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creation of their 
model 
 
Broad topics for 
each week are 
clearly outlined for 
the 12 two hour 
supervision 
sessions over the 
10 months 
 
(n=13) participants 
completed the 
supervision 
programme, but 
authors state: 
(n=2) additional 
members joined at 
session 5, (n=1) 
had low 
attendance due to 
sick leave, (n=1) 
did not complete 
due to job change, 
and (n=2) left the 
health service due 
to family 
circumstances 
 
Feedback collected 
throughout the 
programme from 
participants. 
Unclear how, who 
collected this or 
how this was then 
analysed 
 
 

common practice in Australia, but for 
AHPs it is not 
 
Majority of participants were positive 
about the networking opportunities 
the supervision provided.  
 
Participants received normative, 
formative and restorative support from 
the programme and supervision. 
Restorative – participants got to 
discuss challenges and coping 
strategies for being new staff members 
(i.e. time management issues, dealing 
with full time work, increased 
responsibility/patient caseloads, having 
to make decisions on patient care, less 
access to supervision than as a student, 
confidence issues, and issues of 
working with colleagues). The authors 
report sharing stories was powerful 
and fostered trust (outlining the 
importance of trust in supervision) 
 
Peer support around feelings of 
inadequacy and uncertainty was valued 
and helped reassure participants they 
were not alone. Staff felt these 
discussions reduced feelings of 
isolation and allowed staff to create 
their own support networks 
 
In the final evaluation many 
participants expressed feelings of 
increased confidence (although this 
could be through natural experience, 
some related it directly to the 
programme). Many valued the ‘safe 
space’ for asking questions, 
networking, sharing of common issues 
and ability to discuss with others and 
gain a wider perspective 
 
Many staff felt the programme became 
less useful as time went on, especially 

Staff valued that facilitators/supervision were not 
their line managers and thus felt they could open up, 
and supervision was seen as a safe space to open up 
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the later sessions as by this time their 
confidence in their role was improved 
 
(n=12/13) stated they’d recommend 
the programme/supervision to others. 
(n=1) stated they wouldn’t as the 
programme felt useless after the first 
few sessions 
 
Barriers were outlined as: sick leave, 
leaving current posts and workload 
 
Staff indicated they felt comfortable to 
open up as supervisors/facilitators 
were not their line managers  

Hall & Cox 
(2009) 

Investigate 
experiences of 
Physiotherapist
s engaged in 
clinical 
supervision in 
one 
department 
(did they 
understand it’s 
purpose), and if 
the term ‘CS’ 
affected their 
understanding 
of it 

Cross 
sectional  

(n=16) physios 
contacted, (n=8) 
participated (RR 
50%). Participants 
qualified from 1-
20+ years). All had 
been involved with 
supervision since 
Jan 2006, all were 
supervisees and 1 
supervisor. Semi 
structured 
interview with 
(n=8) 
physiotherapists in 
one team. 
Interviews were no 
more than 1 hour 
 
Interview guide 
was constructed 
from a conceptual 
framework (Miles 
& Huberman 1994, 
p.18) reference 
given but no 
additional detail. 
Then from this 
conceptual 
framework the 
interview guide 

Physiotherapists  Triangulation of the 
data and use of 
direct quotes 
strengthened the 
credibility and 
trustworthiness of 
the research 

Lack of detail in the 
methods, references 
to other papers for 
methods – this paper 
should contain some 
detail 
 
‘Reliability’ of the 
results discussed. 
This is not in keeping 
with qualitative 
philosophy and 
arguably 
qualitative/experient
ial data is never 
‘reliable’ in an 
empirical sense  
 
Participants were 
allowed to delete 
any data which they 
felt did not reflect 
their views from the 
transcripts (arguably 
in quantitative 
research deletion of 
data would not be 
condoned, and thus 
why should it be 
here) 
 

The authors state that local supervision 
was introduced and guidance 
stipulated face to face and one to one 
supervision. They state training for it 
was delivered by a physio from a local 
HEI for supervisees and supervisors (no 
detail on the training, just it was done) 
 
The outcomes from this research fell 
under 5 themes:  
 

1) Preparation for the clinical 
supervision process: for 
(n=6) having a choice in 
their clinical supervisor was 
positive for their 
supervision and supervisory 
relationship. For (n=7), the 
purpose of supervision was 
unclear (despite authors 
stating there was a local 
guide/policy document and 
training had been delivered 
to supervisees and 
supervisors, some 
associated it with line 
management despite it not 
being promoted as such, 
and some associated it with 
undergraduate training) 

With respect to supervision this study showed that 
staff having a clear understanding of the process and 
how it differs (but supports) other forms of support 
seem to be a main barrier and enabler 
 
Being able to choose your supervisor, and having a 
good supervisory relationships was also key (and the 
former influences the later) 
 
Ensuring confidentiality is an enabler, as well as 
ensuring there is trust (in the supervisor/supervisee 
and in the process). Those who made the link 
between supervision, CPD and reflective practice 
appeared to have benefited the most  
 
It is also clear from this research that physiotherapists 
have additional forms of supervision that perhaps all 
AHPs (i.e. podiatrists) do not i.e. rotational based 
supervision 



271 
 

was created as 
well as master 
codes for data 
analysis. Other 
codes emerged as 
data was analysed. 
Analysis was 
supported by 
‘memoing’ (Miles 
& Huberman 1994, 
p.72 reference 
given, but again no 
additional detail). 
Thematic analysis 
was done by the 
researcher and a 
colleague in health 
care for ‘reliability’ 
 
Participants were 
allowed to delete 
any data they felt 
didn’t capture 
their views. Also, 
triangulation was 
used for this 
purpose and to 
allow participants 
to comment on 
the themes from 
the study 
 
An external 
colleague 
reviewed 4 
transcripts 
(colleague not 
connected to the 
study of 
physiotherapy 
department but 
had knowledge of 
the methodology) 
to comment on 
the relevance of 
the themes (it is 

The authors state 
that a limitation to 
the study is the fact 
the researcher was a 
physiotherapist in 
the department 
being studies. They 
do not explain why 
this would be a 
limitation. Linked to 
the comment about 
reliability, there 
seems at times to be 
confusion or lack of 
clear 
explanation/underst
anding surrounding 
methodology and 
methods  

2) Other support available: 
some confusion how to 
separate supervision from 
other support i.e. 
performance review or 
rotational reviews. 
Confusion over how to use 
each effectively. Some 
questioned the need for 
supervision if all the other 
types of 
support/supervision are 
available 

3) The value staff place on 
clinical supervision: (n=2) 
felt it was good for personal 
and professional growth, 
(n=4) for providing a 
broader perspective 
(accessing others and co 
creation of meaning), (n=3) 
felt it was better for staff 
new to their career, and 
(n=4) stated supervision 
helped them link CPD and 
reflective practice more 
specifically. (n=6) noted 
supervision was helpful for 
support out with line 
management support 
(different perspective from 
managers and rotational 
supervisors, again accessing 
others and cocreating 
meaning) 

4) Supervisors: (n=7) stated 
the supervisory relationship 
was key to effective 
supervision. (n=4) discussed 
difficulties opening up due 
to the department being 
small and staff being too 
familiar with each other 

5) Confidence in the clinical 
supervision process: 
confidence in supervision 
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unclear if/how this 
influenced the 
study). 

was influenced by staff 
understanding of the 
purpose of supervision, the 
value they placed in it 
(strengthened if the 
supervisory relationship was 
trustworthy). Knowing 
clearly what it was for and 
how it was different from 
PDR etc improved staff 
confidence with the 
process. Knowing it was 
confidential also helped. 
More confident supervisees 
were able to embed 
reflective practice into their 
supervision 

 
 

White & 
Winstanley 
(2009b) 

To provide a 
description of 
the educational 
preparation/tra
ining of mental 
health nurses 
who were 
assigned to the 
intervention of 
the RCT 
(Outlined in 
2009a paper). 
And, to provide 
a summary of 
their year long 
experience of 
attempting to 
implement 
clinical 
supervision in 
local mental 
health settings 
in Queensland, 
as recorded in 
their monthly 
diaries 
 

Cross 
sectional  

Descriptive outline 
of clinical 
supervision (CS) 
supervisors 
training given, 
some qualitative 
data from pre/post 
training outcome 
evaluation, and 
then qualitative 
diary accounts 
used to generate 
data for supervisor 
experience with 
implementing CS 
in the first year 
 
(n=24) nurses 
(supervisor 
trainees) went 
through the 
training (and we 
assume completed 
the pre/post 
training evaluation 
- unclear), but then 
2 dropped out so 

Nurse 
Supervisors  

Good data provided 
on the topics 
provided in the 
training which may 
guide others looking 
to implement CS 
 
Qualitative findings 
which outline some 
of the benefits and 
challenges of CS 
implementation 
(from supervisor, 
and possibly area 
coordinator view 
point). Future 
interviews and 
additional data to be 
collected as part of 
the RCT to 
triangulate findings 
 
Credibility/trustwort
hiness (and 
transparency) added 
to the qualitative 
findings in this study 

Why the (n=24, final 
n=22) nurses were 
chosen to be 
supervisors and 
partake in the 
training is not 
outlined (but is 
outlined in the 
previous paper 
White & Winstanley 
2009a). 
 
 Authors outline pre 
and post op training 
evaluations were 
done, but do not 
outline any specific 
detail around these 
i.e. what was the 
outcome measure, 
how was it formed, 
what exactly did it 
measure?  
 
Only some 
qualitative outcomes 
are outlined, and 

4 days training (as outlined in the 
2009a paper). It states in this paper the 
training was based around Proctor’s 
model of supervision (it didn’t state 
that in the 2009a paper)  
 
A preparatory reading list was given to 
supervisor trainees before the training 
(this was not outlined in the 2009a 
paper). 3 of the 6 papers for pre-
reading were from the authors of this 
paper. A pre-course informal event was 
held for supervisor trainees to meet 
the research team informally (also not 
outlined in 2009a) 
 
Exact detail on the training outlined in 
this paper (more detail than from the 
2009a paper)  
 
Prior to the training supervisor trainees 
were asked what they expected from 
the 4 day course and the following was 
outlined: increased knowledge, 
improvement in own skills, ability to 
improve ward staff skills, and enhance 
clinical outcomes for patients. The 

Suggesting mixed experiences from supervisors 
implementing supervision (over the first 12 months) 
 
Outlined a training process used by the authors to 
support staff implementing supervision  
 
Some viewed supervision positively, others did not 
 
Supervisors valued the training provided  
 
Usual barriers and enablers outlined with respect to 
supervision implementation/success   
 
7 challenges and recommendations made regarding 
supervision based on the qualitative outcomes of this 
study (see outcomes column)  
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Only gives the 
supervisor 
perspective 
(supervisors 
were involved 
in the training 
and kept the 
diary accounts, 
not the 
supervisees) 

(n=22) was the 
number who 
completed the trial 
 
The authors state 
to supplement the 
quantitative data, 
qualitative data 
(n=17 semi 
structured 
interviews were 
conducted with 
participants not 
involved in the RCT 
–not further detail 
given around this, 
and n=139 diary 
accounts were also 
obtained from the 
supervisor 
trainees) 

due to use of many 
direct quotes 

authors state 
quantitative 
outcomes will be 
reported elsewhere. 
(again the difficulty 
that this RCT is 
reported over so 
many papers).  
 
Qualitative results 
focused on nurses 
and group 
supervision, and 
whilst not aiming to 
be generalisable, 
these limitations 
must be noted 
 
Epistemological 
position of the 
researcher in 
relation to data 
generation and 
analysis is not 
commented on 
 
Not all qualitative 
data from the trial is 
outlined in this 
paper, only the 
(n=139) diary 
accounts, not the (n-
17) interviews (again 
making appreciation 
of the outcomes of 
this RCT challenging 
as they are 
presented 
sporadically over 
many different 
papers) 
 
Diary accounts are 
from supervisors 
only and so only give 
a partial overview 

most daunting aspects of supervision 
reported/anticipated were: lack of 
support from peers and managers, not 
having enough knowledge to 
implement and sustain the model, and 
the possibility of identifying mis-
management through supervision 
 
Post the training the three most 
positive outcomes were: role play of 
group supervision sessions (worked 
well), content and information given 
throughout the training, and final 
cohesion of the group, and on the 
professionalism of the research team 
and value of the ‘time out’ to meet up 
and have some social time/learning for 
the training 
 
The main outcomes of this study, from 
the analysis of the n=139 diary 
accounts, show the following:  
 
Facilitators for implementing 
supervision were: unit manager 
support, area coordinator support and 
enthusiasm and cohesion of 
participating supervisees (suggesting 
engagement is needed at all levels, 
with visible support and leadership). 
Some felt additional support from 
managers and further training for all 
staff would be needed to facilitate 
longevity of supervision beyond the 12 
months of the trial (suggesting ongoing 
support is needed)  
 
Barriers for implementing and 
sustaining supervision: rosters and 
ensuring staff were all on at the same 
time (maybe an issue because this was 
group supervision), interruptions to 
sessions, lateness and other competing 
demands on stakeholder’s time(s), one 
participant outlines that some staff 
avoid the sessions due to fear of 
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with respect to 
experience in 
implementing 
supervision (no 
supervisee 
perspective) 
 
 

 

revealing something which may be 
used against them. Lack of group 
consistency and organisation of the 
session on behalf of the supervisor 
(puts the responsibility on the 
supervisor). Resistance from 
management and supervisees (fear of 
CS being a policing tool, and lack of 
support from management), fear that 
CS would not be confidential, some 
quotes showing some staff couldn’t 
wait for the trial to be over and CS to 
end. Many described early experiences 
of implementing CS as challenging, 
complex, time consuming and slow 
(indicating it is not always easy to 
implement). Some quotes indicating 
not only did management not support 
supervision during the trial but were 
actively obstructive. Staff turnover was 
also a barrier if key staff left 
 
Quotes suggest some of the content of 
CS was: about operational IT issues, 
and team management issues 
 
Following the outcomes the authors 
suggest the following as challenges of 
supervision (each challenge 
paraphrased):  
 
Challenge 1 –simply having CS does not 
guarantee it will be good’, it must be 
valued, understood and supported  
 
Challenge 2 – CS can be a benefit to 
nurses and help them achieve the best 
care outcome possible; but it cannot 
erase inadequate facilities, poor 
management, unmotivated staff. They 
describe it as akin to ‘the operation 
was a success, but the patient died’  
 
Challenge 3 – how to address that staff 
who need supervision the most are 
those who won’t access it; and that as 



275 
 

staff get busier and roles more 
demanding, this should provide a 
stronger (not weaker) argument for 
supervision (and it often does not) 
 
Challenge 4 – Supervision should be 
seen as part of the nursing role; not 
separate 
 
Challenge 5 – do not perceive 
supervision as a cost burden, it is 
vanishingly small in the bigger picture. 
(akin to the accepted need of patient 
handovers between shifts, away from 
patients.) 
 
Challenge 6 – to get agreement 
between those practising supervision, 
and those directing clinical governance, 
on appropriate content for supervision  
 
Challenge 7 – how to embed 
supervision as a national competency 
for nursing practice; and the attitude 
that it would be negligent not to have 
it 
 
 

Paulin (2010) To explore 
senior 
dietitians’ 
views on 
supervision 

Cross 
sectional  

Focus groups with 
(n=20) senior 
dietitians (most in 
leadership/manag
ement positions). 
(n=8/20) had been 
supervisors/superv
isees (so 12/20 
had not been? - 
unclear). 
Facilitated by the 
researcher and a 
research assistant. 
 
Topics for 
discussion were: 
experience of 
professional 

Senior dietitians  Good aim and adds 
to the body of 
research for 
supervision in the 
AHP setting 
 
Topics for the 
interviews outlined 
so we have an idea 
of what the focus 
was and what was 
discussed 
 
Great consideration 
of ethical care for 
participants and 
ensuring they could 
open up and it 

The epistemological 
position of the 
researcher is not 
outlined.  
 
(n=12/20) we are 
lead to understand 
have not 
experienced 
supervision, so how 
can we get true 
experiences of this 
phenomenon from 
them? It would just 
have been opinion 
based then 
 

(n=8/20) of the participants had 
experienced supervision before and 
described it as regular (no specifics 
outlined), protected time (no specifics), 
contracted, and formal in that it was 
supported by workplace frameworks. 
They said confidentiality was essential. 
However, with respect to definition 
there were mixed views on this, and 
some also seen supervision as 
mentoring, informal/casual (so despite 
the authors offering definitions for 
supervision for Dietetics, staff often 
had different understandings and did 
things differently – so even with 
guidance, variation existed). 
 

Dietitians generally viewed supervision positively, and 
feel it can/could yield many positive outcomes  
 
Some confusion over exactly what supervision is, 
despite guidance for dietitians 
 
Usually barriers and enablers discussed  
 
Supervision is possibly attractive to potential new 
employees who ask about this in interview  
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supervision, 
understanding of 
the term, 
perceived purpose 
and the value of 
professional 
supervision 

would be safe to do 
so 
 
Use of many direct 
quotes in the results 
to improve 
credibility and 
trustworthiness 

Thematic analysis is 
discussed as being 
used, but no actual 
themes are 
presented/outlined 
in the results 
section. It is 
suggested the 
author sought 
counter information 
to ensure themes 
were definitely 
agreed, but how this 
was done is not 
outlined, did this 
involve others? 
 
The model of 
supervision used by 
the (n=8/20) 
previously we do not 
know, and clearly 
variation existed 
given the differences 
in opinions 
concerning 
supervision 
 

 

Participants discussed that supervision 
is for problem solving and the 
supervisor may suggest ways to 
problem solve for/with the supervisee 
and come up with ideas they may not 
have thought of. They suggested 
supervision is different to informal 
support/discussion as it allows depth 
with reflection and allows supervisees 
to be really listened to 
 
Some participants of this study felt 
personal (non-work issues) should not 
be brough to supervision, but there 
was also a view supervisors could 
identify issues for resolution outside 
the workplace (suggesting supervision 
shouldn’t be a counselling session, and 
one participant did state this, that it is 
not therapy; but equally supervisors 
should have the skills to contain any 
issues and refer on to a professional 
counsellor where required). 
Participants discussed that positive 
experiences should also be brough to 
supervision for positive reinforcement 
 
Participants suggested the main 
purpose of supervision should be about 
ensuring safe and competent practice. 
Participants acknowledged supervision 
can be useful for processing and 
managing the emotional demands of 
the role and the dietitians can be at 
risk of ‘taking on too much’ 
 
Confidentiality was agreed by all n=20 
to be essential for supervision 
 
Some participants discussed previous 
negative experiences with supervision 
(micromanagement and no room for 
reflective practice) and this put them 
off 
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Other barriers included: unclear 
understanding/expectations 
(suggesting staff need to be involved 
and know the purpose), time (lack of), 
challenging nature of supervision 
(unsure what this means), lack of 
training (suggesting staff value 
training), and age/personality/gender 
differences/issues between supervisee 
and supervisors (suggesting successful 
supervision is relationship based and 
perhaps supervisees should choose 
their supervisor). Some did not like the 
actual term ‘supervision’ (linked with 
surveillance)   
 
Participants stated they wanted 
training and structure to deliver 
effective supervision 
 
Participants (senior dietetic staff) said 
they often got asked at interview about 
supervision/professional supervision, 
suggesting new grads of staff are 
looking for this and it may have 
organisational benefits to have this in 
place 
 
Participants suggested content should 
be supervisee lead, and relating to 
supervisee professional practice i.e. 
feedback on practice, clinical and 
professional development/discussions, 
management issues, ethical 
relationships, and future planning 
 
Participants said supervision should be 
about ensuring safe and competent 
practice, but acknowledged 
professional supervision alone could 
not ensure this. To ensure this they 
also stated observation of practice and 
caseload reviews should take place 
with colleagues out with supervision 
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Participants all linked professional 
supervision strongly to 
personal/professional development 
and that it can extend practice beyond 
minimal competencies (so formative 
gains). Others highlighted it can 
strengthen dietetic communities and 
give people more confidence, some 
viewed it is a ‘must have’ now they’d 
done it for years 
 
Some suggested supervision is positive 
for those staff who work part time, are 
isolated or work as sole practitioners in 
primary care 

White & 
Winstanley 
(2010b) 

Report the 
findings from 
the (n=17) 
‘outsider’ 
interviews from 
the RCT (4th 
published 
paper 
presenting this 
RCT) 

Cross 
sectional  

(N=17) semi 
structured 
interviews with 
staff not directly 
involved with the 
study and 
supervision. 
Interview schedule 
outlined and is 
arguably very 
scripted, more like 
a structured 
interview. Asking 
largely about: do 
staff understand 
CS locally, what 
impact 
understanding 
locally has, how is 
it operating locally, 
and are there 
challenges and 
what does the 
future look like for 
CS locally   
 
In this paper the 
authors outline 
data was collated 
towards the end of 
the trial for the 

Nursing Staff  Direct quotes give 
some credibility and 
trustworthiness to 
the findings 
 
Interview schedule 
included for readers  
 

Lack of clarity in the 
methods and some 
contradictions 
between this paper 
and the 2009a paper 
 
The interview was 
arguably structured, 
not semi structured 
and appeared to 
leave no room for 
general comments 
on experiences. 
Some leading 
(negatively phrased) 
questions 
 
Epistemological 
position of the 
researcher is not 
outlined and so we 
cannot know how 
this impacted on 
data 
generation/analysis 
 
Not all themes and 
supporting quotes 
are clear in how they 
contribute to 
experience with 

The following outcomes from the 
(n=17) in this study highlights largely 
barriers and facilitators, but also the 
actual outcomes in the workplace 
(from the opinion of observers) when 
supervision was implemented:  
 
Barriers – some staff switch off as it’s 
too much information (important not 
to overload staff with CS information); 
staff may be suspicious if it is corporate 
driven (CS possibly needs to be driven 
by staff and for staff, or at least have 
them engaged and on board with the 
process); fear and misunderstanding of 
the process (will it be used to ‘check 
up’); worries that CS would impact 
those in privileged positions; lack of 
staff engagement/commitment; 
commitment fades over time for 
leading/driving/implementing 
supervision; staff turnover causes 
groups to fall apart; staff losing interest 
as organisationally it wasn’t easily 
supported with timetabling/rosters etc; 
staff disengaged with not just 
supervision but their role/the 
organisation/management; some staff 
just don’t feel they need it (they have 
other coping strategies and support 
mechanisms at home i.e. a partner). 

Outlined barriers and enablers of supervision from the 
perspective of employees who were working in the 
department were supervision was being researched; 
but were not directly involved themselves  
 
Debate exists as to whether supervision is a costly 
endeavour  
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(n=17) interviews; 
but in a previous 
paper (2009a) they 
state data was 
captured mid-way 
i.e. at 6 months 
(this could have 
implications as to 
what the 
outcomes would 
be, and so it is 
unclear from the 
description across 
multiple papers 
what the actual 
method was here) 
 
The (n=17) were 
chosen by the 
(n=24) supervisors 
in the trial (unclear 
what the criteria 
was, just that they 
had ‘telling items 
of datum’, and in 
the 2009a paper 
the authors 
indicate there was 
‘strata’ for 
selecting these 
people, no further 
detail is provided)  
 
Interviews lasted 
45min – 1 hour. 
Content analysis 
used to analyse 
the patterns in the 
data 

implementing CS i.e. 
the culture theme in 
particular. This was 
focused more on 
some wards have 
poor 
development/growt
h, but the quote 
made no link to CS 
 
How can people who 
were not involved in 
the RCT truly answer 
questions about the 
supervision which 
was experienced 
only by those in the 
RCT? Arguably 
outcomes from this 
research are opinion 
based 
 
The authors repeat a 
lot of literature and 
discussion from their 
other publications 
on this RCT 

Lack of willingness or desire to change 
(from staff); seeing supervision as 
‘additional’ with respect to time and 
cost. Issues of confidentiality 
Facilitators: new staff with enthusiasm 
for supervision 
 
Some felt the supervision 
arrangements were attractive to new 
employees or potential employees 
 
Some felt CS was an additional cost; 
others did not perceive CS as a costly 
phenomenon  
 

Brink at al. 
(2012) 

To evaluate 
experience of 
group supervision 
in the Swedish 
ambulance 
service setting for 

staff 

Qualitative/cr
oss sectional  

(n=10) staff (n=6 
nurses, n=4 
emergency medical 
technicians, and n=1 
unclear?) participated 
in a focus group 

interview to discuss 

Swedish 
ambulance 
service staff 
(n=6 nurses, n=6 
emergency 
medicine 

The aim of the 
research, and method 
for data analysis were 
well described  
 
The authors strived for 

credibility and 
trustworthiness in the 

The epistemological 
position of the 
researchers is not 
discussed 
 
Sampling approach is 

not discussed  
 

The supervision model used by staff in this 
study was that of group supervision. The 
supervisees are given a scenario by the 
supervisor, and after it has been described in 
full they can discuss it and ask questions to 
support their personal and professional 

development. The supervisor is responsible 
for reporting any mistakes or patient safety 

Overall, in this research, staff did appear to value group 
supervision for personal and professional development. They 
valued structure; a chance to share experiences with each 
other (and to learn from this sharing of experiences); a 
chance to reflect on working relationships and improve these 
(with patients and staff); and finally, a chance to explore (and 

deal with) the emotional burden of the role(s) 
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their experiences od 
supervision 
 
Themes were drawn 
from the data by 3 
researchers via use of 
a content analysis 
method 

technicians, and 
n=1 unclear) 

findings by drawing 
themes from the data 
using 3 researchers  
 
Quotes were used to 
support each theme 
and discussion to 
further secure the 
credibility and 

trustworthiness of the 
findings.  
 
Good outline of the 
group supervision 
model used 

There was no outline of 
the semi structured 
interview mentioned 
i.e. types of questions 
asked 
 
No negative 
experiences at all 
recorded. Whilst this 

model may have been 
favoured by all, it seems 
unlikely that all who 
participate would have 
found ALL aspects of 
the supervision and the 
model positive. It 
makes one wonder how 
the questions were 
phrased in the semi 
structured interview 
(and as outlined, there 
was on overview of the 
guide provided) 
 

 

issues to the medical director (unsure what 
level of ‘mistakes’ would be reported back, 
or how this fosters trust if the supervision is 
truly about personal development of 
individuals) 
 
4 overall themes were drawn from the data:  
 
Model structure creates security and 

participation – staff liked having a model 
and structure to follow for supervision. This 
allowed for structure communication and 
reflection for all staff within the group 
setting 
 
The collegial exchange of experience leads 
to increased self-awareness and positive 
professional development – discussing your 
role with colleagues not only improves your 
knowledge and skills; but can also be 
reassuring/re-affirming if you are performing 
specific aspects of your role well 
 
Group supervision affects participants 
values and attitudes – reflecting on the 
scenarios presented in the supervision 
sessions helped staff think about their 
interactions with others (patients and other 
professionals/colleagues), and helped them 
to reach an understanding on how to 
improve these relationships moving forward  
 
The group supervision sessions became a 
means of developing professional skills – 
this theme demonstrated staff felt the 
supervision helped them to process and 
manage emotions which arose as part of 

working in their respective role(s) 

 

Martin et al. 
(2015) 

To provide 
qualitative 
insight into 
barriers and 
enablers of 
high quality 
supervision for 
OTs  

Cross 
sectional  

(n=9) semi 
structured 
interviews with 
OTs, data collected 
until repetition 
was achieved and 
further data 
collection deemed 
redundant 

OT Many steps taken to 
ensure credibility 
and trustworthiness 
of the research 
(recording and 
transcribing 
verbatim, researcher 
agreement with 
codes, member 
checking of some 
data and use of 

Epistemological 
position of the 
researcher not 
outlined  
 
Internal validity 
(supervision 
processes varied)  
 
CS processes were 
different between 

the respondents, 

Outcomes and direct quotes from this 
research show that OTs value 
supervision when:  
 
They choose their own supervisor 
 
There is access to supervisors between 
sessions 
 
The relationship and fit between 
supervisee and supervisor is right 

 

Outlines enablers and barriers to supervision for OTs 
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quotes to support 
discussion) 
 
The interview 
schedule was 
included in the 
appendix 
 
Internal validity  

some had one to 
one, some had peer 
group and others 
had mentorship. 
Some had face to 
face, others 
telephone, with 
some choosing their 
supervisor and some 
not.  
 
Lastly the aim was to 
explore barriers and 
enablers, but the 
interview schedule 
also asked about 
other aspects of CS, 
and so it is not clear 
how exactly this was 
formed or why 
specific questions 
were included 
 
Lastly the aim was to 
explore barriers and 
enablers, but the 
interview schedule 
also asked about 
other aspects of CS, 
and so it is not clear 
how exactly this was 
formed or why 
specific questions 
were included 

Face to face sessions, or support 
telesupervision with some face to face 
component (suggesting telesupervision 
is ok but some face to face 
content/sessions need to be available 
to strengthen the relationship) 
 
Supervisee/supervisors meet prior to 
officially commencing CS (to influence 
the relationship positively there should 
be the opportunity to meet prior to 
formal supervision) 
 
Validation of practice is important 
 
Keep line management separate  
 
Enablers of CS were: structure, 
flexibility, agendas, open 
communication 
 
Barriers were: time, poor supervision 
relationship or supervisor 
approachability, rural location, dual 
roles, workload, lack of confidential 
space, not supported in local work 
culture and supervisee/supervisor 
different learning styles  
 

Redpath et al. 
(2015) 

To explore 
what 
physiotherapist
s and 
physiotherapy 
assistants feel 
good 
supervision 
should look 
like/encompass 

Cross 
sectional  

7 focus group 
interviews 
including a total of 
(n=52) staff 
 

Physiotherapy  Methods were well 
outlined and steps 
were taken to 
ensure credibility 
and trustworthiness 
of the data: 
following 4 focus 
group interviews the 
research group met 
to co-construct 
themes, involving an 
expert (Dawson) to 

It is not made clear 
why the researcher 
involved external 
parties in data 
analysis from an 
epistemological 
point of view, as this 
is not discussed. It is 
also not made clear 
how any 
disagreements were 
discussed/resolved  

What physio/physio assistants 
considered good supervision was 
highlighted in 3 main themes and 10 
sub themes: 
 
1 – Content of supervision 
- Encompass all aspects of your 

role 
- Individualised and needs focused 
2- Structure of supervision 
- Variety of methods and 

approaches 

Demonstrates what physiotherapy staff felt 
represented good supervision, what they felt 
supervision could/should look like, and what it 
could/should focus on 
 
Demonstrates clearly that when discussing 
supervision physiotherapy staff in this research were 
discussing a myriad of different phenomena 
 
Supervisors felt supervision also benefited their own 
practice through having to discuss it with/explain it to 
junior staff   
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agree which themes 
needed more 
probing/clarification 
at further focus 
group interviews 
 
Triangulation of the 
data in future focus 
groups was ensured 
 
Quotes are used 
throughout 
results/presentation 
and discussion 
which aids in truly 
representing 
participants’ views 
 
External validity  
 
 
 
 

 
Internal validity - Box 
3, where it shows 
what staff 
considered to be 
supervision shows 
many tasks and 
events which would 
arguably not 
normally be termed 
supervision, but 
clearly when 
discussing 
supervision in the 
focus groups staff 
were discussing a 
number of different 
phenomena (inc 
short courses, ad hoc 
conversations, joints 
treatment sessions, 
mentoring etc) 

- Scheduled and un-scheduled 
supervision to be available 

- Environment should facilitate 
supervision (this is a key area as 
what was valued was open plan 
and co-location for support and 
affirmation of practice, as well as 
the need not to work in isolation  

- Frequency may vary depending 
on individual need 

- Integrated, sustainable and avoid 
duplication (must have 
organisational support and not 
overload with new 
work/paperwork) 

3- Supervisee/supervisor 
roles/attributes 
- Supervisor should support 

supervisees and supervisees may 
need more than one supervisor  

- Supervisees should choose their 
supervisor  

- Supervisee should be reflective of 
their strengths/limitations and 
used this to drive the supervision  

- Supervisee/supervisor 
relationship must be built on 
trust, confidentiality, openness 
and a trust to allow vulnerability  

- One quote suggests supervision 
will happen if people want it to 
happen (there has to be a desire 
to participate), staff may simply 
choose (or not) to be involved 

 
Staff in this study felt the content of 
supervision should be: clinical 
assessment, reasoning and treatment; 
work wellness, stress management, 
emotional and work-life balance 
support, coping strategies and support 
with time management; 
leadership/management/admin issues, 
issues such as finance, demand, 
student/staff supervision, dealing with 
external providers, IT, equipment and 
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HR issues; service development and 
evaluation, research, quality, re-design 
issues/skills, project management; 
interpersonal skills/conflict issues, 
professional and career development, 
feedback and goal setting (so clearly 
wide ranging in what staff expect from 
supervision) 
 
There were many different approaches 
outlined as to what supervision could 
be: from observing practice, joint 
treatment sessions, adhoc 
conversations, mentoring, short 
courses, conferences (and many more, 
showing the overlap with what people 
were actually discussing as supervision 
in this study, and again the cross over 
and overlap with things like 
mentorship) 
 
From the quotes/qualitative data the 
following outcome was noted: that 
supervisors feel they themselves grow 
as a direct result of junior staff asking 
them questions in supervision  
 
 

Fitzpatrick et 
al. (2015) 

Generate 
qualitative data 
on AHPs’ 
experiences of 
clinical 
supervision 

Cross 
sectional  

(n=113) (response 
rate 8%) 
completed an 
online qualitative 
survey  
 
This was followed 
by focus groups 
(methods not 
detailed in this 
study). Focus 
group results are 
not presented in 
this research. The 
authors state a 
hermeneutic 
Gadamerian 
approach was 

AHPs (specific 
professions not 
made clear)  

Methodological 
approach, methods 
and epistemological 
position of the 
researcher are all 
mentioned 
 
Multiple quotes are 
used to ensure true 
representativeness 
of the data and 
participants 
 
Survey questions 
were all outlined 
 
External validity  

Methods and 
methodology do not 
always appear to 
support one another 
i.e. the authors 
states they are 
following a 
Gadamerian 
hermeneutic 
approach but state 
they tried to 
minimise researcher 
influence, this is 
incongruent with 
this methodology 
where research 
impact is valued 
 

 Outcomes from this research 
demonstrated the following:  
 
AHPs preferred clinical supervision 
when it was: readily and regularly 
available, when it was structured and 
organised within defined parameters, 
when there was a good relationship 
with supervisee’s/supervisors and 
when it was lead/driven by 
supervisee’s 
 
The authors, from the data generated 
form the survey, produced an AHP 
specific model (to show what factors 
need to be assured for effective AHP 
supervision) for supervision focused 
around the needs to the supervisee. 

Generates some insight into what AHPs (unclear 
which professions) felt made supervision effective 
 
The model formed arguably does have some 
content/face validity, but it is very supervisee focused 
and, clinical supervision is a relationship which 
includes a supervisor. Focusing too much one party or 
the other, could be detrimental to the relationship 
 
Outcomes are only partly reported and full outcomes 
(i.e. from the focus groups) have yet to be published  
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taken for data 
analysis and 
outlined this in 
reasonable detail  

Response rate 
(although qualitative 
this is outlined)  
 
Incomplete reporting 
of outcomes (see 
below)  
 
The main (and a 
significant) limitation 
in this study is the 
author continually 
notes that the 
strength of the 
methods to support 
the methodology is 
that the survey was 
followed by focus 
groups which 
allowed 
triangulation of data 
to allow emergence 
of credible themes. 
Indeed, one was 
needed to facilitate 
the other and the 
focus groups were 
claimed to have 
provided the 
required insight from 
comments made in 
the survey which (in 
isolation) is arguably 
a limited method for 
the 
aim/methodological 
underpinning. 
However, the results 
of the focus groups 
are not included in 
this research, nor 
have they been 
published (as of 
2021) that the 
author of this work 
can find. Therefore, 

They call it the ‘Allied Health Key 
Dimensions Model’. The model is 5 
circles from a small circle in the middle, 
to bigger circles surrounding. The 
circles from inner to outer are: Needs 
(of the supervisee – at the centre); 
Clarity (next circle – as supervision 
varies with individual needs and so 
clarity and expectations must be 
assured); Relationships (next circle – to 
outline the relationship needs to feel 
positive); Accessibility (next circle – as 
supervision must be regularly 
accessible to be effective); Successful 
supervision experience (outer circle - to 
encompass all that is needed for 
effective supervision).  
Out of the 7 questions in the survey, 
question 3 allowed for some 
phenomenological type data to be 
generated, but as it was only asking 
participants to outline 1 lived 
experience, it is limited (hence why the 
focus groups would have been needed 
for further clarity, as would the 
data/outcomes of the focus group 
discussion) 
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at present we cannot 
appreciate the full 
impact of this study 
 
Internal validity - 
supervision, as 
defined in the study, 
did not mention 
formal relationship 
based. Therefore, 
responses may be 
discussing this or 
other forms, or non-
supervision support 
mechanisms i.e. in 
house training etc 

Beckingsale et 
al. (2016) 

To explore 
dietitians’ 
views on 
professional 
support (not 
solely 
professional 
supervision, but 
this is 
discussed) 

Cross 
sectional  

(n=12) one to one 
semi-structured 
interviews with 
dietitians 
 
Maximum 
variation and 
snowball sampling 
used to ensure a 
diverse cohort 
 
Geographical and 
demographic data 
gathered for 
participants 
 
Semi-structured 
interview schedule 
used (based on a 
literature review - 
unclear how). 
Interviews were 
50-80 minutes 
long. All 
undertaken by one 
author LB. Audio 
recorded and 
transcribed 
verbatim 
 

Dietitians  Methods are 
generally clear and 
findings appear 
credible with 
triangulation of the 
data between 3 
researchers and 
back to participants 
to ensure 
trustworthiness and 
true representation. 
Use of multiple 
quotes to connect 
readers with the 
participant 
 
Interview schedule 
outlined 

We do not get an 
outline of what 
supervision was for 
staff in this research 
as it focuses on 
other areas of 
support too 
 
Unclear how the 
literature review 
informed the 
interview schedule, 
only that the authors 
state it did 
 
Epistemological 
positions of the 
researchers not 
outlined 
 
Reflexivity 
mentioned but to 
what end? In 
remains unclear, 
authors state 
demographic data 
was used to assist 
reflexivity (it is 
unclear how this 
data would do this) 

This papers showed dietitians value 
professional support, including 
professional supervision and feel that 
co-location of having communication 
and contact with intra and inter 
professional colleagues is much needed 
to ensure support and prevent 
professional isolation 
 
2 overarching themes and 6 subthemes 
were said to represent what dietitians 
valued in professional support: intra-
professional support (having a dietitian 
in their team, being part of dietetic 
support groups, professional 
supervision and professional 
development activities) and 
interprofessional support (being part of 
an MDT and working in collaboration 
with MDT) 
 
We know from discussion that some 
staff were receiving supervision and 
some were not, but of those who were 
not they indicated it is something they 
would like to participate in 

Dietitians value supervision and other forms of 
professional support, valuing co-location and having 
communication/contact with peers is needed for 
professional support and to prevent professional 
isolation  
 
Some staff were not receiving supervision but 
outlined it is something they would like to participate 
in  
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Member checking 
done to ‘validate’ 
transcripts and no 
changed needed 
 
Thematic analysis 
and triangulation 
of data with three 
researchers and 
participant 
 
It is stated that 
demographic data 
was used for 
reflexivity. (unclear 
how or why this 
would be used for 
this purpose) 

 
Arguably some of 
the interview 
prompts may be 
seen as leading in 
that for factors 
which promote or 
prevent support, the 
authors have their 
own ideas/prompts 
which were asked. It 
was likely needed to 
establish discussion, 
however it could be 
leading  

Ducat et al. 
(2016) 

To explore AHP 
perceptions of 
clinical 
supervision as 
implemented 
by the AHRRTs 
programme 

Cross 
sectional  

(n=55) interviews 
(n=42 AHP 
supervisee’s, n=9 
managers and n=4 
supervisors). One 
to one semi 
structured 
interviews and 
then thematic 
analysis (process 
outlined and 
clear/logical). 
Interviews lasted 
20-40 minutes 
 
Purposive 
sampling to ensure 
diversity in the 
sample 
 
 

Dietitians, 
medical 
radiation 
professionals, 
nutrition, OT, 
physiotherapy, 
psychology, 
social work, and 
SLT 

Many steps used to 
ensure credibility 
and trustworthiness 
of the research: 
professional 
qualitative 
interviewers, 
standard structure 
to interviews, 
interviews observed 
or transcripts 
verified by second 
person, codes by 
multiple researchers 
who agreed 
consensus etc 
 
Quotes used to 
support themes and 
subthemes adding 
to the credibility and 
trustworthiness of 
the research and 
findings  
 
External validity  

Internal validity 
(supervision 
processes not 
outlined)  
 
Authors state the 
interview questions 
were tweaked 
slightly for managers 
and supervisors, and 
only outline the 
interview schedule 
for supervisee’s. 
Readers cannot be 
certain how this 
altered 
 
The epistemological 
position of the 
researcher is not 
discussed 

2 overarching themes and subthemes 
thereafter:  
 
Usefulness/effects of supervision: 
enhanced clinical skills and confidence, 
reduced professional isolation, 
enhanced professional enthusiasm, 
improved patient safety, supervisors 
enjoy providing supervision 
 
Staff outlined supervision can motivate 
both supervisees and supervisors to ‘do 
better’ and enjoy their respective roles  
 
Facilitators and barriers: time is a 
barrier, when CS is supported by 
management, there is few barriers. 
Supervisee/supervisor fit must be good 

Outlined what AHPs felt supervision offered and what 
barriers and enablers they felt existed with respect to 
supervision  
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Miller & Robb 
(2017) 

To discuss the 
El Duende One 
Canvas Process 
Painting (EDPP) 
model for art 
based 
supervision 
(ABS) in art 
therapy 
trainees 

Grounded 
Theory   

Grounded theory 
study. (n=21) 
participants, 95% 
female and 5% not 
applicable 
 
Group supervision 
was utilised using 
the 5 stage EDPP 
process. 
 
Semi structured 
interviews were 
undertaken.  A 
feminist approach 
was taken to guide 
discussion. 
Interviews were 
45min-1hour 
 
The authors 
describe how 
interview and art 
data were 
analysed, although 
the coding process 
is complex and 
arguably not easily 
understandable to 
the novice reader 
 
How (of if) the 
journal content 
was analysed is 
not made clear 

Art Therapy  Good consideration 
of ethics for 
discussing what 
could be emotional 
topics  
 
Steps taken for 
credibility and data 
trustworthiness: 
interviews 
transcribed by an 
external person, and 
checked by co-
authors. Themes 
checked by externals 
too. Interrater 
agreement for 
themes was high 
(kappa coefficient 
value 0.95) 
 
A completely novel 
approach to CS in 
the AHP setting 
using art in a group 
setting to encourage 
transformational 
learning and 
personal growth 
 
Epistemological 
position of the 
authors was 
outlined and they 
claim their insight 
into the process 
(which one authors 
created) was needed 
to analyse the data 
(however they also 
used an 
independent 
researcher for part 
of the coding – 
unsure why) 
 

Methods could be 
more clearly 
outlined/explained 
e.g. coding process is 
complex and so not 
entirely 
understandable  
 
Authors of this 
research were active 
supervisors in the 
research and also 
data analysts, 
therefore there is an 
element of potential 
bias 
 
Lack of clarity at 
times between 
epistemological 
discussion and 
methods (see 
comment in previous 
column)  
 
Research was 
conducted through a 
feminist lens and so 
may not be 
transferrable across 
all art therapists of 
world views  

Supervision discussed in this study was 
art based group supervision. With art 
making guiding the supervision 
 
This grounded theory study showed 
that supervision, or ABS, in a group 
environment, for most art therapists 
(but not all) allowed vulnerability to be 
managed in a safe space. Ultimately 
this encouraged transformational 
learning in Proctors 3 elements, which 
were outlined. The authors discuss the 
importance of risk taking through 
creation of and discussion of personal 
and professional art. There is always a 
struggle between opening up; and 
remaining (or appearing) competent. 
Trust is vital 
 
There was a recognition that not 
opening up limited meaning making 
and learning. In addition embodied 
presence and participation was 
reported to aid in the depth of learning 
through creation of art. The act of 
participating, being vulnerable, 
opening up, admitting mistakes etc was 
seen as key to 
personal/professional/clinical growth 

Shows supervision was a largely positive phenomenon 
for art therapists and that trust and being open were 
essential to the process 
 
Art was used directly in the supervision process  
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Lots of direct quotes 
used to add 
credibility and 
trustworthiness to 
the findings and 
discussion of the 
findings  

Hodge et al. 
(2018) 

To explore 
specialist 
paramedics’ 
perspectives on 
maintaining 
competence in 
their role from 
their 
perspectives 
and in the 
context of 
mentorship  

Cross 
sectional  

Semi structured 
interviews with 
(n=8) specialist 
paramedics. 
Thematic analysis 
of the data (exact 
thematic analysis 
approach not 
outlined) 
 
Authors state the 
research design 
was 
phenomenologicall
y based 

Paramedics  Interview guide 
clearly outlined, 
quotes used for 
transparency, 
credibility and 
trustworthiness 
 
Clear themes 
discussed 
 
External validity  

The who and how of 
thematic analysis, 
and their 
epistemological 
position was not 
discussed, and given 
this was to take a 
phenomenological 
stance, this should 
have been outlined 
 
Although authors 
state the research 
was 
phenomenologically 
based, 
phenomenology is 
the study of lived 
experience (trying to 
get to the pre-
reflective lived 
experience of a 
phenomenon), much 
of this research was 
generating opinions 
on what 
could/should be, as 
opposed to what has 
already been 
lived/experienced. 
Therefore, arguably 
much of the data 
generation was not 
phenomenologically 
based 
 
Internal validity - 
clinical supervision 
and mentorship used 

Reflective supervision/mentorship and 
observational are discussed to be of 
value by the (n=8) participants. Direct 
quotes and discussions in this paper 
show the every increasing complexity 
of the healthcare landscape and 
expanding scope of practise for HCP’s 
i.e. paramedics here (justifying the 
need for supervision)  
 
Exploration of specialist paramedics’ 
perspectives on maintaining 
competence revealed 3 themes, and a 
discussion around their thoughts on 
mentorship models: 
 
3 themes:  
 

1) Appropriate clinical 
exposure – needed to 
maintain competence and 
skill, and with ever 
expanding roles mentorship 
is required to support 
competence 

2) Support and development – 
no one size fits all with 
respect to mentorship and 
support i.e. specialist 
paramedics didn’t feel 
traditional support 
approaches were effective 
in supporting the specialist 
roles and the extended 
scope they worked within. 
Supervision should be 
tailored to meet individual’s 
needs and must be regular. 
(indicating that specialist 

Shows that paramedics value supervision but for 
specialist paramedics different approaches may be 
needed as current approaches are not working (little 
detail given beyond that)  
 
Paramedics feel supervision is needed to support the 
staff in roles which are complex and 
changing/expanding  
 
Preferences (barriers and enablers) are outlined  



289 
 

interchangeably 
without defining 
either  
 

roles may need a different 
approach to supervision) 

3) Opportunity for reflection – 
in the day to day job there is 
little time for reflection on 
practice  
 

Specialist paramedics’ thoughts on 
mentorship approaches: preference for 
one to one, hands on (on the job) with 
AP for live feedback on practice, trust 
and mutual respect must be ensured, 
some structure around the processes is 
needed and regular meetings i.e. once 
per month. Some voiced they were not 
sure what their specialist role actually 
was, or what it should involve and so 
needed support to discover and 
explore this 
 
Participants state that traditional 
clinical supervision was not working for 
specialist paramedics. Aside from it 
didn’t cover their content, readers 
don’t get any other information about 
the model, or how mentorship that 
they are proposing may be different 
 

Sorvoll et al. 
(2019) 

To view clinical 
supervision 
between 
physiotherapist
s, dedicated 
aides and 
children with 
CP through an 
enactive lens 
and discuss 
participatory 
sense making 

Cross 
sectional  

Well outlined – 7 
triads 
(physiotherapist, 
aide and CP child) 
video recorded by 
a researcher who 
then took field 
notes and analysed 
the data using 
content analysis 
through an 
enactive lens. 
Other co-authors 
discussed the data 
and findings for 
reliability 

Physiotherapy 
staff and 
patients  

Methods generally 
well outlined and 
epistemological 
position of the 
authors was 
discussed – they 
used their pre-
conceptions and 
understandings to 
shape data analysis 
and interpretation 

Authors mention 
reliability which is 
not usually used to 
discuss the 
robustness of 
qualitative research 
 
Arguably the authors 
set out to view the 
data through an 
enactive lens, thus 
this will influence 
data analysis and 
understanding to the 
detriment of other 
theories of cognition 
i.e. 
representationalism, 

Discusses that supervision took 3 forms 
within the triads of physiotherapist 
(PT), aide and CP child: 
Cognitive supervision – at the level of 
observation only (aide observes PT and 
child) 
Joint approach – aide more hands on 
but not directly with child (some joint 
participatory sense making here) 
Embodied supervision – aide is hands 
on doing what the PT does with the 
child. Allows full participatory sense 
making through collaboration and 
feedback/discussion 
 

This papers discusses a more direct form of 
supervision in the physiotherapy setting and arguably 
allows an appreciation of the different levels of 
interaction staff may have in supervision; and perhaps 
how more hands on supervision could facilitate 
participatory sense making  
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cognitivism etc 
(readers should 
appreciate this)  
 
Discusses a very 
specific supervision 
scenario (hands on 
in a specific setting) 
and so findings are 
applicable perhaps 
to similar modes of 
supervision only  

Martin et al. 
(2019) 

Qualitative 
insight from 
rural/remote 
AHPs on 
experiences of 
CS 

Cross 
sectional  

Semi structured 
interviews with 
(n=16) AHPs from 
varying professions 
 
Content analysis 
used to pull 
themes from the 
data 

Dietetics, social 
work, SLT, OT, 
physiotherapy, 
podiatry  

Many steps taken to 
ensure credibility, 
worthiness and 
representativeness 
of the data: 
interview schedule, 
data transcribed via 
independent typist, 
researchers coded 
data and discussed 
differences, member 
checking on some 
data and use of 
direct quotes when 
presenting the 8 
themes 

Largely generating 
data around 
rural/remote AHPs’ 
experiences with 
telesupervision as 
(n=14/16) were 
telesupervision (and 
so outcomes are 
likely not 
transferrable to all 
types of supervision)  
 
Interview schedule 
described but not 
included/outlined 
 
Unclear which parts 
of the data were 
member checked 
and why, and how 
any disputes were 
resolved 
 
AHP leads indicated 
potential staff for 
involvement in the 
study, with what 
criteria is unclear. 
Therefore, whilst the 
results do not intend 
to be generalisable, 
they may be biased 
 

Outlines qualitative insights into 
rural/remote AHP experiences with 
(largely) telesupervision. 8 themes 
pulled:  
 
1) Value of rural/remote CS (staff 

really value the chance to 
network and reduce isolation) 

2) More than one form of 
professional support – CS is great 
but other methods of support are 
still needed/valued. Staff value 
access to other professionals for 
opinions etc. 

3) Impact of contextual factors -  
supervisees/supervisors must 
understand each other’s context 
so advice/solutions are 
appropriate to context of role  

4) Limitations of remote CS – lack of 
hands on/formative learning with 
telesupervision 

5) Optimizing benefits of 
telesupervision – be prepared 
and start trust building before 
commencing CS relationship 

6) Organisational factors can be 
barriers/enablers – CS must be 
implemented, defined and 
supported, with managers on 
board 

7) Need for 
assessment/measurement in CS – 
need to review outcomes and 

Outlines what AHPs feel pertaining to (largely) 
telesupervision, and a key concept being that other 
forms of support are still values and that more than 
one supervision may be needed to ensure adequate 
support through supervision  
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The epistemological 
stance of the 
researchers is not 
outlined 
 

provide regular training due to 
staff turnover, as well as updating 
policy  
 

Unique characteristics of rural/remote 
CS – the need for accessing more than 
one person for support, the idea of 
multiple supervision or 
supervision/support from out with the 
immediate professions i.e. MDT 
approach 

Holder et al. 
(2020) 

To explore 
private practice 
physiotherapist
s in New 
Zealand 
perspectives on 
participating 
(or not) in 
professional 
supervision 

Cross 
sectional  

Focus groups or 
individual 
interviews with 
total of (n=8) 
private practice 
physiotherapists 
undertaken. 3 
groups: those 
never having had 
PS (n=4/8), those 
previously having 
it (n=3/8) and 
those who still 
undertake PS 
(n=1/8) 
 
Qualitative 
descriptive 
methodology and 
methods clearly 
outlined and 
complemented 
each other 
 
Data thematically 
analysed via 6 step 
process and 3 
authors, 
epistemological 
positions outlined 
and clear steps to 
data analysis 
outlined 

Physiotherapists  Methodology 
(qualitative 
descriptive)  and 
methods well 
outlined and 
compliment each 
other. Methods 
were transparent, 
logical and robust 
for the study being 
carried out 
 
Epistemological 
position of the 
researchers 
outlined, thematic 
analysis process 
clear and robust and 
quotes used to 
discuss themes 

Only 1 0f 8 
participants were in 
the ‘currently 
receiving 
supervision’ group 
and so opinions may 
be skewed to those 
who were previously 
taking professional 
supervision (PS) 
(n=3/8) or had never 
taken PS (n=4/8), it 
may have been 
useful to have had 
more participants 
who were currently 
undertaking PS to 
capture the reasons 
as to participating in 
PS, which was an aim 
of this research 
 
Authors claim the 
only paper to 
investigate PS is Hall 
and Cox (2009), this 
is not the case and 
literature from 2004-
2019 was missed by 
several authors) 
 
Findings limited to 
local understanding 
of PS (being more 
restorative) 

At this stage (2020) the authors outline 
PS is mandatory for OTs, social workers 
and psychologists but not 
physiotherapists. But it is 
recommended on a voluntary basis. 
They also state professional 
supervision and clinical supervision are 
different, suggesting clinical 
supervision is for clients (as the main 
focus) and physical skill development; 
whereas professional supervision is for 
more emotional based support (this is 
contradictory given that when the 
authors defined PS they quoted 
Proctor, and with Proctor’s model the 
restorative component is included, so 
why the authors feel they are different 
is unclear given the references they 
use) 
4 themes from the data: 
 

1) PS and the capitalistic lens – 
pp physios in NZ had to 
balance finance and 
revenue with what CPD 
opportunities they invested 
in and, as PS seen as more 
restorative, this was often 
not valued over 
clinical/hands on CPD which 
PP physios prioritised (in the 
main). One physio 
mentioned conferences 
allow learning without 

In the NZ private physiotherapy setting clinical and 
professional supervision are seen as different (similar 
to finding and discussion in Butler and Thornley 2014 
– in similar setting). CS seen as more embedded and 
for hands on clinical/technical skills; whereas PS seen 
as more restorative support 
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feelings (which obviously 
they felt PS didn’t allow).  

2) Professional supervision is 
not ‘normal’ – most viewed 
PS as not part of normal pp 
physio practice in NZ. For 
those who never had it they 
related it back to UG years 
of being supervised and this 
brought fears of being 
watched/judged and so they 
avoided it. The 1/8 who was 
actively engaged with PS 
sought this herself and was 
supported by her employer. 
Sometimes, peers mocked 
PS and didn’t see the value 
and so uptake was 
influenced..  

3) Professional identity and 
vulnerability – for many, 
there was a struggle 
between appearing like the 
competent expert, and PS 
which could show 
vulnerability and this was 
often seen as a weakness 
from PP physios who felt 
the need to be self 
sustaining and appearing 
confident to clients and 
peers (‘no safe area’ was 
part of one quote). Those 
who had had PS viewed 
vulnerability as necessary 
for improving the PS and 
outcomes with this.  

4) The relationship in a 
supervisory context -  All did 
adhoc support but of those 
who had had PS formally 
previously, they felt a 
formal approach could bring 
more objectivity to the 
reflection than chatting 
adhoc with a colleague. 
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Trust and safety were key to 
the supervisory relationship, 
supervisee should be able to 
influence the supervision 
approach (those who had 
never had it didn’t realise 
this was possible), avoid 
hierarchy – staff value peer 
to peer support and a level 
playing field. Colleagues 
who are too familiar or you 
work too closely with may 
not be objective enough to 
be your supervisor 

 

Baker et al. 
(2022) 

To explore lived 
experiences of 
AHPs with 
supervision.  

Phenomenolo
gical  

Six 1 hour focus 
groups of 3-8 
participants. Two 
researchers 
attended each 
focus group to 
take notes and 
ensure consistency 
of approach.  
 
Data saturation 
was sought.  
 
Data transcribed 
by the two 
researches and 
NVivo used for 
data analysis and 
coding. Initial 
codes were 
identified by both 
researches 
independently and 
related back to the 
research for 
relevance. This 
was repeated for 
each focus group 
and then final 
concepts were 
discussed.  

Speech 
pathology, 
podiatry, 
dietetics, 
physiotherapy, 
social work, and 
occupational 
therapy.  

Quotes used to 
support thematic 
discussion.  
 
Focus groups with a 
wide array of 
participants allowed 
various opinions and 
experiences to be 
captured.  
 
Methods were 
generally well 
outlined.  
 
 

Whilst researcher 
reflexivity is 
mentioned, there is 
no detail given as to 
how this was 
considered, and or 
how this impacted 
on data analysis and 
final outcomes.  
 
Despite this being a 
phenomenological 
study, the goal of 
saturation and 
absence of 
discussion of 
researcher 
epistemological 
position (and pre-
conceptions) impacts 
on the overall quality 
of this as a 
phenomenological 
study. In addition, 
whilst quotes were 
used, arguably they 
often did not provide 
the depth of insight 
which would be 
expected in a 
phenomenological 

Themes included:  
 
‘Tip-toe into complexity’ – participants 
felt supervision could provide a 
platform for personal and professional 
development if it felt challenging but 
safe (“….supported risks.”). Non-
judgemental environment and safety 
fostered trust. Supervision evolved 
over time focusing initially on clinical 
skills for new graduates, to leadership 
and supervision skills for more senior 
staff. Agenda and clear goals improved 
supervision, but competing 
clinical/non-clinical priorities impacted 
sometimes on how supervision could 
be prioritised. Different models were 
valued for different things: group 
supervision was good for skill 
development and competency signs 
off, but some trust to open up could be 
lost. Peer supervision was useful for 
shared support. Interdisciplinary 
supervision could provide useful 
insights, but could also be frustrating if 
people did not understand each other’s 
roles.  
 
‘Develop at a deeper level’ – mutual 
respect and trust facilitated good 
supervision, which was felt to facilitate 

Staff appeared to generally feel supervision was 
important and could support personal/professional 
development incrementally over time. But trust and 
safety had to be ensured to allow staff to open up. 
Group supervision could be seen to limit staff opening 
up, as could line managers acting as supervisors. Staff 
preferred a choice in supervisor, and valued training 
in relation to supervision.  
 
Supervisors felt if supervisees engaged and were 
reflexive, then deeper learning could occur via 
supervision.  
 
Competing priorities, inconsistent approaches to 
supervision, organisational (and rotational role) 
changes, confusion between supervision and other 
related activities, and judgemental and defensive 
environments, were all thought to impact negatively 
on supervision.  
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Researcher 
reflexivity was 
considered.  

interview. In 
addition, the 
overarching themes 
often didn’t appear 
to support some of 
that which was 
discussed in relation 
to them. 
 
Some quotes used to 
support a theme or 
claim often didn’t 
appear to explicitly 
match the theme or 
claim the authors 
were making.   
 
The title of the 
article referring to 
‘an opportunity lost’ 
could be confusing 
to readers of the 
work as the article, 
like many 
supervision articles, 
illustrates many 
positives, as well as 
challenges with 
supervision. So why 
the authors 
specifically chose 
these words in the 
title is unclear.  

a ‘deeper learning’. Participants usually 
preferred to pick their own supervisor, 
and preferred if their supervisor was 
someone they looked up to in some 
way. Supervision relationships were 
felt difficult to establish due to time 
required to build trust as this takes 
time. Rotational roles impacted 
negatively on supervision due to 
change. Some staff tried to skip 
through training modules as they felt 
they did not have time to devote to 
online training modules. Some 
supervisors felt some supervisees 
thought supervision was a waste of 
time.  
 
‘Priorities, challenges and the bigger 
picture’ – patient care was more of 
apriority than supervision, although 
most felt supervision was important. 
Supervision varied widely (participants 
also discussed adhoc supervision as 
part of the experiences captured in this 
study). In a fearful and defensive 
environment, this was not conducive to 
good supervision. Some confusion over 
supervision versus professional 
development reviews and other linked 
activities e.g., mentorship. Some 
supervisors who were also managers 
involved in performance management 
felt it could be difficult to separate this 
from supervision. Supervisees felt it 
difficult to fully open up if supervisors 
were their line managers.  
 
 
 
 
 
 

Author/Paper Aim Study Type Methods Staff Involved Strengths Limitations Findings  Summary of the Findings  

Methods Unclear (n=1) 
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Fone (2006) Literature review 
on clinical 
supervision for 
OT’s (not OT 
specific) and to 
create a clinical 
supervision 
toolkit to support 
this locally for 

OTs (and to 
outline how this 
was done) 

Literature 
review and 
action based 
research  

The dates and 
databases for the 
literature review 
ere outlined, but 
no additional 
detail beyond this 
 
4 themes from the 
literature selected 
as good practice 
for clinical 
supervision: 
reflection, adult 
learning, emotional 
intelligence and 
shifting skills (unclear 
how these were 
selected or why) 
 
A workshop with 
(n=25) OTs to discuss 
how to ensure these 
themes were 
captured/realised in 
the model of 
supervision created. 
(again, methods to 
how this was 

approach are not 
outlined) 

OT Pragmatic research 
and produced a 
support tool to 
enable clinical 
supervision  
 
Some useful tips and 
advice for those 
considering 
supervision 
implementation 

Methods not fully 
outlined 
 
Contradictory advice 
given around 
teaching in 
supervision 
(suggesting at times 
it should be done, 
and other times it 
should not)  
 
Misses relevant 
research in the 
literature review  

The authors created a supervision package 
for use by OT staff to facilitate supervision. 
The package was designed to: provide info 
on the purpose and benefits of supervision; 
provide info on the models of supervision; 
description of 4 conceptual areas important 
for supervision for supervisees and 
supervisors (guided reflective thinking, adult 
learning, emotional intelligence ,and shifting 

skills); vignettes of supervision sessions for 
live examples from practice; a small sample 
of journal articles; documentation and 
paperwork including protocols, sessions 
records, goal setting sheets and a 
supervision contract 
 
(n=25) staff from the workshop compiled a 
set of strategies that could enable the 4 
conceptual areas to be embedded into the 
supervision session(s)  

 
The strategies from the (n=25) for 
embedding reflective practice into 
supervision were: self appraisal, start each 
session with outlining one good thing which 
has occurred and one challenging thing 
which has occurred, or ask supervisees to do 
this each week external to the supervision; 
debriefing, questions such as: what led you 
to make that decision? Or how could you 
have done this differently? What would you 
have done if?; encourage supervisee to 
discuss clinical reasoning/thinking; 
paraphrase what supervisee says; use a 
reflective journal/diary; explore confidence 
in different areas, future planning  
 

The (n=25) suggested the following 
strategies for embedding adult learning in 
supervision: feedback (positive and 
negative); reflection and clinical reasoning 
(rather than being told the answer); read 
appropriate information; making learning 

relevant to real work needs/cases; 
information in appropriate levels/formats for 
the supervisee; goal setting together; 
supervisee asking questions and supervision 
should be a safe space for 
supervisee/supervisor to say ‘I don’t know’ 
(go back to basics if needed); balance 
challenge and support/stress; collaborative 

Outlines what OTs felt supervision should incorporate 
from and overarching perspective, and within 
supervision sessions specifically 
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and shared responsibility (not just supervisee 
or supervisor); and it’s ok to make mistakes 
 
The (n=25) suggested the following for 
ensuring emotional intelligence in 
supervision: have you had a similar situation 
before? How did you handle it/react before? 
What was the outcome (positive or 
negative)? What is the difference between 

this experience and the past experience? In 
hindsight would you do anything differently? 
(questioning and reflection to ensure 
emotionally intelligent supervision).  
 
The (n=25) suggest the following for ensuring 
shifting (progressing) skills in supervision: 
identifying skills and where learning or 
change is needed; examining patients/staff 
satisfaction; examining practice and 
outcomes; identifying opportunities to 
buddy with others, or learn from others; 
guided risk taking; scheduled regular 
learning throughout the working week (out 
with supervision, suggesting support for 
shifting or progressing skills doesn’t just lie 
with supervision)  

 



297 
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Appendix 7 – IRAS Approval  
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Appendix 8 – NHS Lothian Academic and Clinical Central Office for 

Research and Development (ACCORD - Letter and Email Response)  
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Appendix 9 – NHS Lothian Permissions Letter and Response  
 

 

 

 

 

Date Sent to NHS Podiatry Head of Service and Podiatry Research Contact: 27/07/2021 

Sent: Via email (claire.l.ross@nhslothian.scot.nhs.uk and allen.downie@nhslothian.scot.nhs.uk)  

Dear Claire/Allen,  

I am writing to you in your capacities as ‘Head of Service’ (podiatry) and ‘Supervision Lead’ (for 

podiatry) respectively. As you are aware, in 2017 we embarked, as a team, on a journey with 

supervision (clinical supervision) with a vision to co-create and enact a model of supervision for the 

team to support staff. The first version of the model was launched in December 2017 and since then 

the model has continued to evolve.  

I write to ask if I could be granted permission to now involve (n=12) staff in my ongoing doctoral 

research (this would be n=6 supervisors and n=6 supervisees). The purpose of the research is to 

explore staffs’ lived experiences of our model of supervision, from the perspective of supervisors 

and supervisees.  

The process, for each group/individual, would be as follows:  

• Each staff member to complete a 5-20 minute questionnaire which captures how they have 

approached/enacted their supervision (either personally as a supervisee, or with supervisees 

as a supervisor)  

• Then, the two groups will meet with me (one as a group of n=6 supervisors, and the other as 

a group of n=6 supervisees) 

o This session will allow staff to begin to explore their own experiences of supervision 

through the creation of their own individual wordle (or word cloud) 

o The session will take place within 1 morning or afternoon with the group (whichever 

best suits the organisation and individual staff) 

• I will then contact staff individually to do a one to one interview (30-60 minutes) so they can 

discuss their wordle and their lived experiences of supervision.  

• The last step will be that I will email staff the outcome of the analysis of their interview data, 

just to get any final comments from them concerning their data (they will only be sent their 

data to ensure confidentiality and anonymity) 

o I predict the total involvement per staff member will be approx. 4.5 hours (give or 

take as some may complete questionnaires quicker/slower, and some may discuss 

their experiences for a longer/shorter period in the interview)  

All staff will be approached initially by Allen so that there is no coercion from me as the researcher, 

and informed consent will be sought for all participants. Ethical approval has been sought and 

granted for this research, and participation is entirely voluntary and can be withdrawn at any time 

without consequence (all participants will be informed of this).  

mailto:claire.l.ross@nhslothian.scot.nhs.uk
mailto:allen.downie@nhslothian.scot.nhs.uk
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I am hopeful that this research will add to the current body of knowledge surrounding supervision, 

which at present, has no research which specifically focuses on the lived experience of podiatrists 

with supervision. The findings may also be of benefit locally for continual improvement of our 

supervision model.  

I welcome your thoughts on the proposed research, which will be conducted with your permission. I 

include the participant information sheet which will be sent to all participants. This will provide you 

with additional detail concerning the proposed research and who to contact should you have any 

further queries (I have included my supervisors’ details and the details of an independent 3rd party 

who knows about the research but is not involved).  

Kind Regards 

Joseph (Podiatry Lecturer, Queen Margaret University)  
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Appendix 10 – Participant Information Sheet  
 

Participant Information Sheet  

 

 

 

 

 

 

 

Information Sheet for the Proposed Study 
 

Version no. 4 

Date: 29/09/2021 

My name is Joseph McIntyre (JM) and I am a doctoral student from the School of 

Health Sciences at Queen Margaret University in Edinburgh. I am undertaking a 

research project for my professional doctorate degree.  The title of my project is: The 

lived experience of podiatrists with supervision (also known commonly as clinical 

supervision). Specifically, my project is looking at staff experience within a local 

podiatry team (your team) and with a model of supervision created and enacted within 

(your) team.  

 

This study will investigate the lived experience of podiatry staff with supervision (and 

will explore this from a supervisor and supervisee perspective). 

 

The findings of the project will be potentially valuable because at present there is no 

research which has been conducted specifically to capture the lived experience of 

podiatrists with supervision. Given this is a new phenomenon for podiatrists in the 

Scotland, then generating insight through research should improve our understanding 

of how podiatrists experience emerging new models of supervision, and may help to 

inform future best practice when developing and enacting models of supervision for 

the profession.  

 

I am looking for volunteers to participate in the project. Participants should have 

experienced at least 4 supervision sessions, as a supervisor or a supervisee in order 

to be eligible to participate in this study. This criterion has been set as the nature of 

the research is to explore lived experience with supervision, therefore participants 

have to have experienced this phenomenon directly and be able to discuss those lived 

experiences as part of the research. Participants will be identified for eligibility initially 
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by the team’s supervision lead. You will have been contacted by the supervision lead 

to ask if you consented for me to send you this information sheet.  

 

If you agree to participate in the study, you will be asked to share your experiences of 

participating in supervision, either from the perspective of a supervisor or supervisee 

(it will be made clear to you which one when you are contacted by the researcher JM).  

• You will be asked to complete a questionnaire which aims to capture the format 
of your supervision either as a supervisee or supervisor (i.e. is it one to one, 
group, face to face, how long sessions are, how frequent session are, etc). This 
should take approximately 5-20 minutes maximum and will be returned to the 
researcher JM.  
 

• You will then be invited to partake in a group session facilitated by the lead 
researcher JM (with a group of supervisees or supervisors, depending on which 
experience you are being asked to share). This group session should have a 
maximum of 6 people in the room (including you) and the research will be 
explained further during this session. All participants will be asked to create a 
wordle (or word cloud) capturing experiences they have had of supervision in 
single words or short phrases which they feel best represents the experiences 
they are reflecting on (all equipment will be provided and further instruction 
given on the day). This group session will take place in one morning or 
afternoon (approximately 3 hours maximum).  

 

• Following the group session, you will be contacted by the lead researcher JM 
and invited to a one to one interview (with JM) to discuss your wordle and 
supervision experiences further (in more depth). Interviews will typically take 
30-60 minutes. With permission, interviews will be audio recorded and then the 
interview recording transcribed verbatim by JM for further analysis as part of 
the research.  
 

• Once JM has analysed your interview transcript, themes will be generated to 
capture meaning as generated from JM’s analysis of the data. At this stage, JM 
will email you your transcript and themes pulled from your transcript for you to 
comment on further. You may or may not choose to comment further on the 
themes drawn at this stage, that is entirely up to you. Any comments you do 
make will be reflected on by JM and used to influence overall analysis of the 
data. You will only receive a copy of your transcript and your themes, this is to 
protect confidentiality/anonymity of you and others.  

 

It is unlikely there is any risk to you from participating in this research. Should you 

have any concerns at any time then this can be discussed with the lead researcher 

JM, his supervisors (Professor Derek Santos and Dr Carla McArdle) at Queen 

Margaret University, and or, your own line manager in your workplace. The contact 

details of JM, Derek Santos and Carla McArdle are provided at the end of this 

information sheet.  
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The whole process should take somewhere between 3-4 hours of your time overall, 

inclusive of the 4 stages outlined.  You will be free to withdraw from the study at any 

stage and you would not have to give a reason, nor would this have any negative 

impacts on you in any way. If you chose to drop out of the study before the one-to-one 

interview, then none of your data (i.e. questionnaire or wordle) would be used in the 

final outcomes of the study, and would be destroyed immediately. If you chose to 

withdraw after the one-to-one interview, if you give your permission, we will still use 

your questionnaire, wordle and interview data; if you do not give permission, this will 

not be used and all your data will be destroyed immediately.  

 

The wordle sessions and interviews will take place within local health board meeting 

rooms/clinics, and JM will travel to staff. Thus, no individual participant will incur any 

travel costs.  

 

All data will be anonymised as much as possible, but you may be identifiable from 

comments you make specifically in the interview. We therefore recommend that 

when discussing your supervision experiences, that names and locations are not 

disclosed, and they will be omitted in the final interview transcription and write up of 

the study. Your name will be replaced with a participant number for any research 

related documentation, so it will not be possible for you to be identified in any 

reporting of the data gathered. 

 

The results may be published in a journal or presented at a conference or discussed 

in local meetings to support the development of the supervision model further. Again, 

all findings discussed will be anonymised. However, it can never be guaranteed that 

participants will not be identified by colleagues from information they discuss in their 

interviews as part of the research. Hence the previous steps to ensure anonymity and 

confidentiality as much as possible.  

 

All of your personal information will be treated in accordance with the terms of the UK 

Data Protection Act 2018 and the General Data Protection Regulation (GDPR). People 

who do not need to know who you are will not be able to see your name or that you 

are involved with this study, as all of your data will have a code number instead. The 

only person who will know your name is the researcher. Once the study is complete, 

audio recordings of individual interviews, and the researcher’s document which links 

your name with your data/data code will be destroyed immediately, and transcribed 

interviews and outcome data from the research will be stored securely at QMU on a 

secure network drive for 5 years and then destroyed.  

  

Processing your personal information is necessary for the performance of a public task 

carried out in the public interest or in the exercise of official authority vested in us as 
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the Data Controller (GDPR Article 6 (1)(e) and for statistical and research purposes 

(Article 89 GDPR). 

  

Appropriate security measures including anonymisation will be put in place to protect 

your data at all times. Your personal data will be treated with confidentiality and will 

not be shared with any third party or transferred out with the EEA without your express 

permission or without ensuring appropriate safeguards are in place. Your data will only 

be retained for as long as is necessary (standard process is 5 years following the 

research). You have the right to withdraw your consent to us processing your personal 

data at any time. In order to do so, please contact [Joseph McIntyre – 

jmcintyre@qmu.ac.uk].  Please note that your data may be used in the production of 

formal research outputs before you withdraw consent, therefore it is advisable to 

contact us as soon as possible if you wish to withdraw your consent. We will destroy 

your identifiable data upon request, where possible, however in some situations we 

will require to use the data collected up until your withdrawal of consent. If you have 

any questions relating to the processing of your data which are not resolved by 

contacting [your name/researcher] please contact the QMU Data Protection Officer -

LKerr2@qmu.ac.uk 

 

This study has been reviewed by Queen Margaret University and ethical approval 

granted, it has also been reviewed and approved by IRAS and NHS Lothian Research 

Ethics.  

  

If you would like to contact an independent person, who knows about this project but 

is not involved in it, you are welcome to contact Dr Mairghread Ellis 

(mellis@qmu.ac.uk), senior podiatry lecturer at Queen Margaret University (additional 

contact details below).   

 

If you have read and understood this information sheet, any questions you had, have 

been answered, and you would like to be a participant in the study, please now see 

the consent form. 

 

Contact details of the researcher: 

 

Name of researcher:  Mr Joseph McIntyre 

 

Address: Doctoral Student, Division (DPPR), School of Health Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

mailto:LKerr2@qmu.ac.uk
mailto:mellis@qmu.ac.uk
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Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: jmcintyre@qmu.ac.uk / 0131 474 0000 (and ask for Joseph 

McIntyre) 

 

 

Contact details of the independent adviser: 

 

Name of adviser: Dr Mairghread Ellis  

 

Address: Senior Lecturer in Podiatry, Division (DPPR), Schoolof Health 

Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: mellis@qmu.ac.uk / 0131 474 0000 (and ask for Mairghread 

Ellis)   

 

Contact details of the researcher’s supervisors: 

 

Name of researcher: Professor Derek Santos 

 

Address: Professor of Podiatry, Division (DPPR), School of Health 

Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

mailto:jmcintyre@qmu.ac.uk
mailto:mellis@qmu.ac.uk
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Email / Telephone: dsantos@qmu.ac.uk / 0131 474 0000 (and ask for Derek 

Santos) 

 

Name of researcher: Dr Carla McArdle 

 

Address: Lecturer in Podiatry, Division (DPPR), School of Health 

Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: cmcardle@qmu.ac.uk / 0131 474 0000 (and ask for Carla 

McArdle) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 11 – Consent Form  
 

Consent Form  

mailto:dsantos@qmu.ac.uk
mailto:cmcardle@qmu.ac.uk
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Consent Form 
 

Version no. 4 

Date: 29/09/2021 

 

Research title: The lived experience of podiatrists with supervision (clinical 

supervision) 

 

 

 I have read and understood the participant information sheet (29/09/2021 Version 

4) and this consent form.  I have had an opportunity to ask questions about my 

participation, and any questions I did ask were answered satisfactorily. 

 

 I understand that I am under no obligation to take part in this study. 

 

 I understand that I have the right to withdraw from this study at any stage without 

giving any reason, and without consequence.  

 

 I give my consent for my interview (which will be undertaken as part of this 

research for me to discuss my experiences with supervision) to be recorded (audio 

only). For participation in this study, consent to audio record your interview is 

required. If you do not wish to give consent for this, please leave the checkbox 

unticked.  

 

 I agree to my audio recorded interview being transcribed by the researcher (Mr 

Joseph McIntyre) (only tick this box if you have also agreed to the previous 

statement, if you have not agreed to the previous statement, please also leave this 

checkbox unticked).  
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 I understand that data collected about me during the study will be converted to 

anonymised data.  

 

 I agree to participate in this study. 

 

 

 

 

Name of participant giving consent: ____________________________ 

Date: ___________________________ 

Signature:  _______________________________ 

 

Name of the researcher: _____________________________________ 

Date: ________________________________ 

Signature: _____________________________________ 

 

 

Contact details of the researcher: 

 

Name of researcher: Joseph McIntyre 

 

Address: Professional Doctorate Student, Division (DPPR), School of 

Health Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: jmcintyre@qmu.ac.uk / 0131 474 0000 (and ask for Joseph 

McIntyre) 

 

mailto:jmcintyre@qmu.ac.uk
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Contact details of the researcher’s supervisors (should you wish to discuss any 

aspects of the study with anyone other than the researcher): 

 

Name of researcher: Professor Derek Santos 

 

Address: Professor of Podiatry, Division (DPPR), School of Health 

Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: dsantos@qmu.ac.uk / 0131 474 0000 (and ask for Derek 

Santos) 

 

Name of researcher: Dr Carla McArdle 

 

Address: Lecturer in Podiatry, Division (DPPR), School of Health 

Sciences 

Queen Margaret University, Edinburgh 

Queen Margaret University Drive 

Musselburgh 

East Lothian, EH21 6UU 

 

Email / Telephone: cmcardle@qmu.ac.uk / 0131 474 0000 (and ask for Carla 

McArdle) 

 

 

 

Appendix 12 – Supervisor, Supervision Characteristics Questions  
 

For each question, please indicate using the checkboxes which answer best describes supervision 

that you deliver as a supervisor. This survey is about supervision you deliver as a supervisor; not 

mailto:dsantos@qmu.ac.uk
mailto:cmcardle@qmu.ac.uk
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about your own personal supervision that you receive as a supervisee (if you act in both capacities). 

Please complete with your ‘supervisor’ hat on. The form can be completed online (just click the 

boxes to check and un-check).  

It is appreciated supervision will likely vary between your supervisees, but this form should be 

completed thinking about ‘typical supervision that you deliver’ i.e. the most common 

approach/processes.  

Please answer ALL questions and only answer each question with ONE answer unless indicated 

(only questions 5 and 13b require more than one answer).  

 

1) Which of the following outlines how you were partnered with your supervisees?  

 

☐         My supervisees chose me 

 

☐          My supervisees were allocated to me 

 

☐          Some supervisees chose me; whilst some were allocated to me 

 

2) Please indicate which of the below best describes supervision that you deliver with respect 

to your supervisees:  

 

☐          I ‘line manage’ all of my supervisees  

 

☐          I do not ‘line manage’ any of my supervisees  

 

☐          I ‘line manage’ some of my supervisees and not others   

 

3) Please indicate which of the below best describes supervision that you deliver with respect 

to frequency of supervision sessions (for a single supervisee): 

 

☐          Weekly  

 

☐          Fortnightly 

 

☐          Monthly  

 

☐          3 monthly  

 

☐          >3 monthly  

 

 

 

4) Please indicate which of the below best describes supervision that you deliver with respect 

to duration of supervision sessions (for a single supervisee): 
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☐          <15 minutes  

 

☐          15-30 minutes  

 

☐          31-45 minutes 

 

☐          46-60 minutes 

 

☐          >60 minutes 

 

5) Please indicate which of the following you attended/accessed (tick all that apply):  

 

☐          Original training for the team supervision model at the 2017 staff in-service 

day  

 

☐          Original training for supervisors in 2017 (after the staff in-service day) 

 

☐          Supervision training update at the team communications meetings in 2020 

 

☐          The supervision power point training tool available to all staff from 2020 

 

☐          I have not attended/accessed any of the above 

 

6) Please select one of the following options:  

 

☐          I am familiar with the ‘gatekeeper’ approach in our supervision model 

 

☐          I am not familiar with the ‘gatekeeper’ approach in our supervision model  

 

7) Please indicate which of the below best describes supervision that you deliver with respect 

to mode of supervision:  

 

☐          One to one  

 

☐          Group 

 

☐          Both one to one, and group 

 

 

 

 

 

 

8) Please indicate which of the below best describes supervision that you deliver with respect 

to mode of supervision:  

 

☐          Face to face 
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☐          Tele-supervision (using technology i.e. phone, skype, video calling, other      

online platforms)  

 

☐          Both face to face, and tele-supervision  

 

9) Please indicate which of the below best describes supervision that you deliver with respect 

to the supervision agreement:  

 

☐          I complete the supervision agreement with all supervisees   

 

☐          I do not complete the supervision agreement with any supervisees  

 

☐          I have completed the supervision agreement with some supervisees, and not 

others 

 

10) a) Please indicate which of the following below best describes supervision you deliver with 

respect to documentation of supervision sessions:  

 

☐          Supervision sessions are documented (a record kept – if you select this 

option please answer question 10b) 

 

☐          Supervision sessions are not documented (a record not kept – if you select 

this option proceed to question 11, do not answer 10b) 

 

☐          Supervision sessions are sometimes documented, and sometimes not (if you 

select this option please answer question 10b) 

b) Please indicate which of the following best describes supervision you deliver with respect 

to documentation of supervision sessions:  

☐          I (the supervisor) am responsible for documenting supervision sessions 

 

☐          My supervisees are responsible for documenting supervision sessions 

 

☐          Both I (as supervisor) and my supervisees are responsible for documenting 

supervision sessions  

 

 

 

 

 

 

11) Please indicate which of the below best describes supervision you deliver with respect to 

confidentiality:  

 

☐          I feel supervision sessions are always confidential in nature  
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☐          I feel supervision sessions are sometimes confidential in nature  

 

☐          I feel supervision sessions are never confidential in nature  

 

12) Please indicate which of the below best describes supervision you deliver with respect to 

location:  

 

☐          Supervision sessions take place within the supervisees work setting 

 

☐          Supervision sessions take place out with the supervisees work setting  

 

☐          Supervision sessions take place within and out with the supervisees work 

setting 

 

13) a) Please indicate which of the below best describes supervision you deliver with respect to 

the content of supervision sessions:  

 

☐          I (the supervisor) am responsible for setting the content for supervision 

sessions 

 

☐          My supervisees are responsible for setting the content for supervision 

sessions 

 

☐          Both I (as supervisor) and my supervisees are responsible for setting the 

content for supervision sessions  

 b) Please indicate which of the below best describes supervision you deliver with respect to 

the content of supervision sessions (tick all that apply): 

☐          Reflection on practice 

☐          Supervisor shadowing/observation of supervisee 

☐          Supervisee shadowing/observation of supervisor  

☐          Other staff member observing/shadowing your supervisee 

☐          Discussing a patient/clinical case 

☐          Actively assessing/treating a patient jointly (with supervisee)  

☐          Focusing on supervisees clinical skills 

☐          Feedback on supervisees practice  

☐          Discussion/review of literature  

☐          Goal setting with the supervisee 

☐          Discussion/support with policies, procedures and protocols  

☐          Emotional/personal support for the supervisee 

14) a) Please indicate which of the below best describes supervision you deliver with respect to 

evaluation of the supervision:  

 

☐          Supervision is not evaluated for any of my supervisees (if you choose this, 

please do not complete 14b) 
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☐          Supervision is evaluated for some of my supervisees (if you choose this 

please complete 14b) 

 

☐          Supervision is evaluated for all my supervisees (if you choose this please 

complete 14b) 

b) Please indicate which of the below best describes supervision you deliver with respect to 

evaluation of the supervision: 

☐          Supervisees and I evaluate the effectiveness of supervision 

verbally/informally  

 

☐          Supervisees and I evaluate the effectiveness of supervision using the 

evaluation form provided in the team’s supervision guidance  

 

☐          Supervisees and I evaluate the effectiveness of supervision using a process 

not outlined above 

 

☐          Supervisees and I evaluate the effectiveness of supervision using a 

combination of modalities 

 

15) Please select one of the following options with respect to supervision in your team.  

 

☐          I understand the difference between supervision (as introduced to our team 

in 2017) and ‘line management’ supervision 

 

☐          I do not understand the difference between supervision (as introduced to 

our team in 2017) and ‘line management’ supervision 

 

16) a) How many supervisees do you currently supervise?  

 

☐1 

☐2 

☐3 

☐4 

☐5 

☐>5 

b) Are you full time or part time?  

☐          Full time 

☐          Part time  

End. Many thanks for taking the time to complete this questionnaire. 
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Appendix 13 – Supervisee, Supervision Characteristics Questions  
 

For each question, please indicate using the checkboxes which answer best describes your 

supervision. This survey is about supervision you receive as a supervisee; not about supervision you 

deliver as a supervisor (if you act in both capacities). Please answer from a personal/supervisee 

perspective.  The form can be completed online (just click the boxes to check and un-check).  
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Please answer ALL questions and only answer each question with ONE answer unless indicated 

(only questions 5 and 13b require more than one answer). 

1) Which of the following outlines how you were partnered with your supervisor?  

 

☐          I chose my supervisor 

 

☐          My supervisor was allocated to me 

 

2) Please indicate which of the below best describes your supervision with respect to your 

supervisor:  

 

☐          My supervisor is also my line manager  

 

☐          My supervisor is not my line manager  

 

3) Please indicate which of the below best describes your supervision with respect to 

frequency of supervision sessions: 

 

☐          Weekly  

 

☐          Fortnightly 

 

☐          Monthly  

 

☐          3 monthly  

 

☐          >3 monthly  

 

4) Please indicate which of the below best describes your supervision with respect to duration 

of supervision sessions: 

 

☐          <15 minutes  

 

☐          15-30 minutes  

 

☐          31-45 minutes 

 

☐          46-60 minutes 

 

☐          >60 minutes 

5) Please indicate which of the following you attended/accessed (tick all that apply):  

 

☐          Original training for the team supervision model at the 2017 staff in-service 

day  

 

☐          Supervision training update at the team communications meetings in 2020 
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☐          The supervision power point training tool available to all staff from 2020 

 

☐          I have not attended/accessed any of the above 

 

6) Please select one of the following options:  

 

☐          I am not familiar with the ‘gatekeeper’ approach in our supervision model 

 

☐          I am familiar with the ‘gatekeeper’ approach in our supervision model; but 

have not spent a supervision session with anyone other than my supervisor  

 

☐          I am familiar with the ‘gatekeeper’ approach in our supervision model; and I 

have spent supervision sessions with staff other than my supervisor  

 

7) Please indicate which of the below best describes your supervision with respect to mode of 

supervision:  

 

☐          One to one  

 

☐          Group 

 

8) Please indicate which of the below best describes your supervision with respect to mode of 

supervision:  

 

☐          Face to face 

 

☐          Tele-supervision (using technology i.e. phone, skype, video calling, other      

online platforms)  

 

☐          Face to face and Tele-supervision 

 

9) Please indicate which of the below best describes your supervision with respect to the 

supervision agreement:  

 

☐          My supervisor and I completed the supervision agreement  

 

☐          My supervisor and I did not complete the supervision agreement  

 

 

 

 

10) a) Please indicate which of the following below best describes your supervision with respect 

to documentation of supervision sessions:  

 

☐          My supervision sessions are documented (a record kept – if you select this 

option please answer question 10b) 
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☐          My supervision sessions are not documented (a record not kept – if you 

select this option proceed to question 11, do not answer 10b) 

 

b) Please indicate which of the following best describes your supervision with respect to 

documentation of supervision sessions:  

☐          I (the supervisee) am responsible for documenting my own supervision 

sessions 

 

☐          My supervisor is responsible for documenting my supervision sessions 

 

☐          Both I (as supervisee) and my supervisor are responsible for documenting 

my supervision sessions  

 

11) Please indicate which of the below best describes your supervision with respect to 

confidentiality:  

 

☐          I feel my supervision sessions are confidential in nature  

 

☐          I feel my supervision session are non-confidential in nature  

 

12) Please indicate which of the below best describes your supervision with respect to location:  

 

☐          My supervision sessions take place within my work setting 

 

☐          My supervision sessions take place out with my work setting  

 

☐          My supervision sessions take place within and out with my work setting  

 

13) a) Please indicate which of the below best describes your supervision with respect to the 

content of supervision sessions:  

 

☐          I (the supervisee) am responsible for setting the content for my supervision 

sessions 

 

☐          My supervisor is responsible for setting the content for my supervision 

sessions 

 

☐          Both I (as supervisee) and my supervisor are responsible for setting the 

content for my supervision sessions  

 

 b) Please indicate which of the below best describes your supervision with respect to the      

content of supervision sessions (tick all that apply): 

☐          Reflection on practice 

☐          Supervisor (or other staff member) shadowing your practice  
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☐          You shadowing supervisor’s (or other staff member’s) practice  

☐          Discussing a patient/clinical case 

☐          Actively assessing/treating a patient jointly (with supervisor or other 

colleague)  

☐          Focusing on clinical skills 

☐          Feedback on my practice  

☐          Discussion/review of literature  

☐          Goal setting  

☐          Discussion/support with policies, procedures and protocols  

☐          Emotional/personal support 

 

14) Please indicate which of the below best describes your supervision with respect to 

evaluation of the supervision:  

 

☐          My supervision is not evaluated  

 

☐          My supervisor and I evaluate the effectiveness of my supervision 

verbally/informally  

 

☐          My supervisor and I evaluate the effectiveness of my supervision using the 

evaluation form provided in the team’s supervision guidance  

 

☐          My supervisor and I evaluate the effectiveness of my supervision using a 

process not outlined above 

 

☐          My supervision is evaluated using a combination of modalities 

 

 

15) Please tick the following with respect to supervision in your team:  

 

☐          I understand the difference between supervision (as introduced to our team 

in 2017) and ‘line management’ supervision 

 

☐          I do not understand the difference between supervision (as introduced to 

our team in 2017) and ‘line management’ supervision 

 

End. Many thanks for taking the time to complete this questionnaire. 

Appendix 14 – Supervisor, Supervision Characteristics: Responses 

(Full) 
 

Table 12: Supervisor, Supervision Characteristics Responses (Full)  

Questions Answers Number of Participants (n=) % of the (n=6) 

My supervisees chose me 4 67 
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Q1. Which of the following 
outlines how you were 
partnered with your 
supervisees? 

My supervisees were allocated 
to me 

  

Some supervisees chose me; 
whilst some were allocated to 
me 

2 33 

Q2. Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to your 
supervisees. 

I line manage all of my 
supervisees 

  

I do not line manage any of my 
supervisees  

5 83 

I line manage some of my 
supervisees and not others  

1 17 

Q. 3 Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to frequency of 
supervision sessions (for a 
single supervisee) 

Weekly   

Fortnightly   

Monthly   

3 monthly  4 67 

>3 monthly  2 33 

Q.4 Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to duration of 
supervision sessions (for a 
single supervisee) 

<15 minutes   

15-30 minutes   

31-45 minutes    

46-60 minutes  3 50 

>60 minutes  3 50 

Q. 5 Please indicate which of 
the following you 
attended/accessed (tick all 
that apply):  
 

Original training for the team 
supervision model at the 2017 
staff in service day  

6 100 

Original training for 
supervisors in 2017 (after the 
staff in-service day)  

4 67 

Supervision training update at 
the team communications 
meetings in 2020 

6 100 

The supervision power point 
training tool available to all 
staff from 2020 

3 50 

I have not attended/accessed 
any of the above  

  

Q. 6 Please select one of the 
following options. 

I am familiar with the 
gatekeeper approach in our 
supervision model  

5 83 

I am not familiar with the 
gatekeeper approach in our 
supervision model  

1 17 

Q. 7 Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to mode of 
supervision. 

One to one 5 83 

Group    

Both one to one, and group  1 17 

Q. 8 Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to mode of 
supervision. 

Face to face  2 33 

Tele-supervision (using 
technology i.e., phone, skype, 
video calling, other online 
platforms)  

2 33 

Both face to face, and tele-
supervision  

2 33 

Q. 9 Please indicate which of 
the below best describes 
supervision that you deliver 
with respect to the 
supervision agreement. 

I complete the supervision 
agreement with all supervisees 

6 100 

I do not complete the 
supervision agreement with 
any supervisees  

  

I have completed the 
supervision agreement with 
some supervisees, and not 
others  

  

10 a) Please indicate which of 
the following best describes 
supervision that you deliver 
with respect to 
documentation of supervision 
sessions. 

Supervision sessions are 
documented (a record kept – if 
you select this option please 
answer question 10b) 

3 50 

Supervision sessions are not 
documented (a record not 

1 17 
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kept – if you select this option 
proceed to question 11, do not 
answer 10b) 

Supervision sessions are 
sometimes documented and 
sometimes not (if you select 
this option please answer 
question 10b)  

2 33 

10 b) Please indicate which of 
the following best describes 
supervision you deliver with 
respect to documentation of 
supervision sessions. 

I (the supervisor) am 
responsible for documenting 
supervision sessions  

1 17 

My supervisees are 
responsible for documenting 
supervision sessions  

  

Both I (as supervisor) and my 
supervisees are responsible for 
documenting supervision 
sessions 

5 83 

11) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to confidentiality. 

I feel supervision session are 
always confidential in nature 

6 100 

I feel supervision sessions are 
sometimes confidential in 
nature 

  

I feel supervision sessions are 
never confidential in nature  

  

12) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to location. 

Supervision sessions take place 
within the supervisees work 
setting  

3 50 

Supervision sessions take place 
out with the supervisees work 
setting  

  

Supervision sessions take place 
within and out with the 
supervisees work setting  

3 50 

13 a) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to the content of 
supervision sessions: 

I (the supervisor) am 
responsible for setting the 
content for supervision 
sessions  

  

My supervisees are 
responsible for setting the 

content for supervision 
sessions  

1 17 

Both I (as supervisor) and my 
supervisees are responsible for 
setting the content for 
supervision sessions  

5 83 

13 b) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to the content of 
supervision sessions (tick all 
that apply): 

Reflection on practice  5 83 

Supervisor 
shadowing/observation of 
supervisee 

6 100 

Supervisee 
shadowing/observation of 
supervisor  

6 100 

Other staff member 
observing/shadowing your 
supervisee  

1 17 

Discussing a patient/clinical 
case  

6 100 

Actively assessing/treating a 
patient jointly (with 
supervisee) 

3 50 

Focusing on supervisees 
clinical skills 

6 100 

Feedback on supervisees 
practice 

5 83 

Discussion/review of literature  3 50 

Goal setting with the 
supervisee 

4 67 
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Discussion/support with 
policies, procedures and 
protocols  

5 83 

Emotional/personal support 
for the supervisee  

5 83 

14 a) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to evaluation of the 
supervision  

Supervision is not evaluated 
for any of my supervisees (if 
you choose this, please do not 
complete 14b) 

2 33 

Supervision is evaluated for 
some of my supervisees (if you 
choose this please complete 
14b) 

3 50 

Supervision is evaluated for all 
my supervisees (if you choose 
this please complete 14b) 

1 17 

14 b) Please indicate which of 
the below best describes 
supervision you deliver with 
respect to evaluation of the 
supervision 

Supervisees and I evaluate the 
effectiveness of supervision 
verbally/informally 

2 
 

 

33 

Supervisees and I evaluate the 
effectiveness of supervision 
using the evaluation form 
provided in the team’s 
supervision guidance  

3 50 

Supervisees and I evaluate the 
effectiveness of supervision 
using a process not outlined 
above 

  

Supervisees and I evaluate the 
effectiveness of supervision 
using a combination of 
modalities 

  

15) Please select one of the 
following options with respect 
to supervision in your team 

I understand the difference 
between supervision (as 
introduced to our team in 
2017) and line management 
supervision 

5 83 

I do not understand the 
difference between 
supervision (as introduced to 

our team in 2017) and line 
management supervision  

1 17 

16 a) How many supervisees 
do you currently supervise? 

1 1 17 

2 2 33 

3 2 33 

4 1 17 

5   

>5   

16 b) Are you full time or part 
time? 

Full time 5 83 

Part time  1 17 

 

 

 

Appendix 15 – Supervisee, Supervision Characteristics: Responses 

(Full)  
 

Table 13: Supervisee, Supervision Characteristics Responses (Full)  

Questions Answers Number of Participants (n=) % of the (n=6) 

I chose my supervisor  6 100 
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Q1. Which of the following 
outlines how you were 
partnered with your 
supervisor? 

My supervisor was allocated to 
me  

  

Q2. Please indicate which of 
the below best describes your 
supervision with respect to 
your supervisor: 

My supervisor is also my line 
manager 

1 17 

My supervisor is not my line 
manager  

5 83 

Q3. Please indicate which of 
the below best describes your 
supervision with respect to 
frequency of supervision 
sessions. 

Weekly    

Fortnightly    

Monthly    

3 monthly    4 67 

>3 monthly  2 33 

Q4.  Please indicate which of 
the below best describes your 
supervision with respect to 
duration of supervision 
sessions: 

<15 minutes    

15-30 minutes   

31-45 minutes    

46-60 minutes  2 33 

>60 minutes  4 67 

Q5. Please indicate which of 
the following you 
attended/accessed (tick all 
that apply):  

Original training for the team 
supervision model at the 2017 
staff in service day  

3 50 

Supervision training update at 
the team communication 
meetings in 2020 

5 83 

The supervision power point 
training tool available to all 
staff from 2020 

3 50 

I have not attended/accessed 
any of the above  

  

Q6. Please select one of the 
following options 

I am not familiar with the 
gatekeeper approach in our 
supervision model  

2 33 

I am familiar with the 
gatekeeper approach in our 
supervision model; but have 
not spent a supervision session 
with anyone other than my 
supervisor 

4 67 

I am familiar with the 
gatekeeper approach in our 
supervision model; and I have 
spent supervision sessions 
with staff other than my 
supervisor  

  

Q7. Please indicate which of 
the below best describes your 
supervision with respect to 
mode of supervision. 

One to one  6 100 

Group    

Q8. Please indicate which of 
the below best describes your 
supervision with respect to 
mode of supervision:   

Face to face 4 67 

Tele-supervision (using 
technology i.e., phone, skype, 
video calling, other online 
platforms)  

1 16.5 

Face to face and Tele-
supervision  

1 16.5 

Q9. Please indicate which of 

the below best describes your 
supervision with respect to 
the supervision agreement 

My supervisor and I completed 

the supervision agreement  

6 100 

Mu supervisor and I did not 
complete the supervision 
agreement  

  

Q10 a) Please indicate which 
of the following below best 
describes your supervision 
with respect to 
documentation of supervision 
sessions: 

My supervision sessions are 
documented (a record kept – if 
you select this option please 
answer question 10b) 

5 83 

My supervision session are not 
documented (a record not 
kept – if you select this option 
proceed to question 11, do not 
answer 10b)  

1 17 
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Q10 b) Please indicate which 
of the following best describes 
your supervision with respect 
to documentation of 
supervision sessions: 

I (the supervisee) am 
responsible for documenting 
my own supervision sessions  

3 50 

My supervisor is responsible 
for documenting my 
supervision sessions  

1 17 

Both I (as supervisee) and my 
supervisor are responsible for 
documenting my supervision 
sessions  

2 33 

Q11. Please indicate which of 
the below best describes your 
supervision with respect to 
confidentiality: 

I feel my supervision sessions 
are confidential in nature  

6 100 

I feel my supervision sessions 
are non-confidential in nature 

  

Q12. Please indicate which of 
the below best describes your 
supervision with respect to 
location: 

My supervision sessions take 
place within my work setting  

6 100 

My supervision sessions take 
place out with my work setting  

  

My supervision sessions take 
place within and out with my 
work setting  

  

Q13 a) Please indicate which 
of the below best describes 
your supervision with respect 
to the content of supervision 
sessions: 

I (the supervisee) am 
responsible for setting the 
content for my supervision 
sessions  

2 33 

My supervisor is responsible 
for setting the content for my 
supervision sessions  

  

Both I (as supervisee) and my 
supervisor are responsible for 
setting the content for my 
supervision sessions  

4 67 

Q13 b) Please indicate which 
of the below best describes 
your supervision with respect 
to content of supervision 
sessions (tick all that apply): 

Reflection on practice  5 83 

Supervisor (or other staff 
member) shadowing your 
practice  

4 67 

You shadowing your 
supervisor’s (or other staff 
member’s) practice  

3 50 

Discussing a patient/clinical 

case 

5 83 

Actively assessing/treating a 
patient jointly (with supervisor 
or other colleague)  

3 50 

Focusing on clinical skills 3 50 

Feedback on my practice 4 67 

Discussion/review of literature 2 33 

Goal setting  5 83 

Discussion/support with 
policies, procedures and 
protocols  

2 33 

Emotional/personal support  3 50 

Q14. Please indicate which of 
the below best describes your 
supervision with respect to 
evaluation of the supervision 

My supervision is not 
evaluated  

1 16.5 

My supervisor and I evaluate 
the effectiveness of my 
supervision verbally/informally 

4 67 

My supervisor and I evaluate 
the effectiveness of my 
supervision using the 
evaluation form provided in 
the team’s supervision 
guidance  

  

My supervision and I evaluate 
the effectiveness of my 
supervision using a process not 
outlined above  

  

My supervision is evaluated 
using a combination of 
modalities  

1 16.5 
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Q15. Please select one of the 
following options with respect 
to supervision in your team: 

I understand the difference 
between supervision (as 
introduced to our team in 
2017) and line management 
supervision 

6 100 

I do not understand the 
difference between 
supervision (as introduced to 
our team in 2017) and line 
management supervision  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 16 – My Reflections on my Own Word Clouds   
 

My Reflections on My Word Cloud (Supervisee and General)  

02/02/2022 

As I sat down with my colleagues to develop my own word cloud on my experiences of being 

a supervisee, at first, I found it challenging to recall actual moments of lived experience with 
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the phenomenon of supervision (as a supervisee or more generally). As did some of my 

colleagues. Indeed, for me, initially, the whole process felt a little awkward. However, the 

more I reflected, and the more I wrote down, the more I remembered, and it became 

somewhat easier (as it did for others in the room too – they voiced this). The task of 

undertaking this with my colleagues was beneficial as it did build rapport and allowed us to 

engage in discussion with each other i.e., colleagues asked things like “I’ve written this word, 

and this is why (and they would explain), does that count?” I gently encouraged them that 

they were doing the right thing, and that all of their experiences with supervision as 

supervisees were worthy of discussion, no matter how significant or other they deemed them.  

I’ll now reflect on the words which I have captured on my word cloud to capture my 

experiences as a supervisee.  

• Nervous – I specifically recall memories of going to visit my supervisor in their office, 

when I worked in [location]. At that point, they shared an office with my head of 

service. I was often nervous to knock the door and would find myself waiting perhaps 

until their conversation ended (you could hear muffled voices in the hall), or until I’d 

plucked up enough courage to knock and enter. As I reflect on this, I realise in those 

moments I was nervous to interrupt as I partly felt like I was interrupting their time. 

They both had, what I perceived to be very important jobs (perhaps more important 

than me), and so I was always nervous to interrupt them whilst they were working, 

even though my supervisor had accepted me as their supervisee, and indeed had been 

very enthusiastic about my supervision and being part of this with me.  

• Operationally Challenging/Pressure – I recall one specific memory of being in my office 

in [location] and I had a supervision meeting booked in [location] with my supervisor. 

It had been a very busy day and I had run late with patients and had been given some 

work to do that day with a tight turnaround. I remember feeling really stressed about 

my supervision that day as I wanted it to go ahead; but equally I was really struggling 

with workload that day. I recall feeling quite conflicted, and I also felt a degree of 

pressure as I was the staff member leading on driving supervision for the team, and 

so I really felt I had to lead by example and prioritise supervision. I did attend my 

supervision session that day, but I didn’t fully engage as my mind was always moving 

between my priorities of supervision, my work pressures, and the pressure to lead by 
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example and prioritise supervision as a supervisee, and indeed as the lead for the 

supervision project within the team.  

• Reassured – This word represents my experience when I attended a supervision 

training session in [location]. Not strictly as a supervisee, but just generally in aid of 

leading on supervision within the team. I felt really keen to go on this course as it was 

the first time I’d been to an education event concerning supervision led by someone 

else; normally it had been me delivering training of a similar nature for staff. When 

the trainer presented the information from their slides, I remember feeling a sense of 

relief and also feeling positive that the supervision we had embedded within the team, 

was similar to that which was being discussed in the training. Our model reflected 

what was being described by the trainers as ‘good supervision’, and I remember 

feeling a slight sense of pride that the research I had done to support and implement 

the model had paid off. What we were doing was ‘in-keeping’ with what the trainer 

was recommending, indeed we had even explored some avenues which were not 

discussed by the trainer but that I was able to discuss and contribute to the discussion 

on the day, and this was well received.  

• Ownership – Generally with supervision, and specifically as a supervisee, supervision 

has provided me, at times, with a sense of ownership. I remember specifically that as 

a supervisee I had ownership over my own supervision session content and learning, 

and specifically a memory where my supervisor gave me a leadership book to read: 

‘Monday morning leadership’ was the title of the book. By giving me the book, I felt a 

sense of ownership and responsibility on my part to go away and read the book, reflect 

on this and think about how this would or would not influence my practice. I suppose 

another feeling in that moment was a sense of, yes ownership, but also responsibility. 

This was reading and learning I may not have undertaken had it not been for 

undertaking supervision, and so yes, supervision instilled a sense of ownership and 

responsibility in me at times which I may not have had otherwise.  

• Excitement – This word really covers several of my experiences with supervision 

(generally and as a supervisee). In the initial meeting me and my team had in [location] 

about supervision and implementing this, I remember feeling a sense of excitement, 

enthusiasm and opportunity when we discussed supervision. I was so keen to improve 

the support options we had available for staff, and I now realise, based on my 
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reflections on why I started my journey with supervision, this was due to my own 

experience in previous roles where supervision had been less than satisfactory. I had 

the opportunity to improve this for staff, and for the better, and this was exciting. In 

this moment, I also felt excited and positive for future opportunities this could possibly 

bring me, as a supervisee. If we worked with staff to develop and implement 

supervision, I was confident it would be something I would engage with myself, to see 

if this improved me in my own role(s). So, for myself, as well as other staff, I felt 

excited, and ready to seize the opportunities we had and could create.  

• Thankful – When experiencing supervision as a supervisee in [location], I really do 

recall being so thankful that my supervisor was giving up their time to support me in 

my role. I’d previously had experiences where I worked in teams where this did not 

occur, and so I was so thankful to be working alongside a team, and a supervisor, who 

were so engaged in staff support and supervision. This really links to my experiences I 

have summarised previously using the word nervous. Sometimes I think whilst I was 

thankful to my supervisor, I was also almost, in some ways, apologetic as I often felt 

in supervision that I was taking up my supervisors time. And this was never because 

they made me feel that way, indeed the opposite, they were always completely 

engaged and positive about my supervision, this was just my own feelings.  

• Autonomy – I felt I had a sense of autonomy with my supervision in [location], as I was 

able to set the content of each session with my supervisor. Even if they then led some 

of the discussion, I still felt I had the autonomy to set the agenda and drive my own 

learning through supervision which I found positive. I would also say what I learned in 

supervision in [location] with my supervisor, around leadership and communication (I 

recall one session specifically where we discussed motivational interviewing), I felt this 

directly contributed to me feeling, and being, more autonomous in my day to day job 

out with supervision, as a direct result of learning which had come from supervision.  

• Collegial – I remember a specific memory when I was in a supervision session with my 

supervisor in [location], and we were discussing a challenging conversation I’d 

previously had to have with another member of staff. In this session I was directing 

the discussion, explaining the event, what had happened, and what I had done in those 

moments. My supervisor agreed with my approach, and I remember them saying that 

I had a unique ability to remain calm in situations such as I was describing, and they 
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asked me ‘how I did this.’ In that moment I felt like we were discussing things as 

equals, and I felt a sense of support and desire to share learning together. In that 

moment I felt better for having discussed the case through with my supervisor as it 

had been ‘on my mind’ a lot since the event, and it was reassuring that they felt I’d 

handed the situation well, and indeed it was positive that they had asked my advice 

based on their perception of me handling the situation well.  

• I let someone down – A vivid memory which I recall for supervision is when I was in 

[location], and I was really trying to drive my own supervision around MSK as I was the 

only MSK Pod on the island. It was difficult as I wanted to arrange some supervision, 

but we did not have a supervision process in place, nor did we have another podiatrist 

who I could work with for supervision to develop my MSK skills. I contacted a staff 

member/colleague in one of the NHS boards on the mainland and asked if they would 

have any dates I could come and shadow their practice and work with them to get 

some feedback on my own practice. This colleague sent me some dates and I said I 

would check with my manager. I was somewhat apprehensive about my 

communication around this, both with this colleague, and with my manager. Whilst I 

needed some support, I was also mindful my job title was MSK specialist, and so I did 

not want to appear like I did not know what I was doing. Thus, I had to work up the 

courage to ask my manager if I could go shadow this colleague’s practice. My manager 

agreed but said I could not go on the proposed dates and so I contacted this colleague 

who replied and was evidently disgruntled. They had cancelled a clinic to work with 

me on one of the dates and changed staff rotas to facilitate some supervision for me, 

but as far as I had been aware we had not formally agreed on the date, I was still 

seeking permission. I felt absolutely awful, and somewhat panicky that I had a let a 

well-respected colleague down. I apologised profusely and wished I had spoken with 

my manager sooner than I had. I wished I had just had the confidence to ask him 

straight away if I could do this, that way, I might have been quicker to respond to my 

colleague who would not have made the changes they now needed to undo.  

• Non – clinical (Progression of my supervision content) – This was a brief thought that 

most of the supervision I have had, in [location], was non-clinically focused. I 

remember by the time I was in [location], I felt I had so many colleagues around me 

that I was able to get adhoc and non-formal support for clinical practices. I therefore 
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felt I didn’t need my supervision to focus on clinical skills (this was in contrast to 

supervision I had tried to seek when working in [location]). I was becoming more 

confident and proficient clinically myself too at this stage, and so at my first 

supervision session I asked my supervisor if we could focus on leadership and 

management. I remember I wanted to progress my knowledge surrounding leadership 

as I wanted to take my career in that direction, but I was very new to a lot of the 

concepts being discussed in management meetings and so I really wasn’t sure where 

to start. This wasn’t like clinical knowledge which I could source from books and 

journals, and so I just didn’t know where to look for this information. At the first few 

supervision sessions my supervisor was great as they were quite directive which I felt 

at the time I needed. They recommended resources, books, and specific topics to read 

around: motivational interviewing, belief systems, emotional intelligence etc. I found 

this so beneficial. I took the ownership of going and sourcing the information and 

reading it, but it was just so beneficial to have someone steer me in the right direction 

when the topic of leadership initially felt somewhat overwhelming.  

• Absent/Damaging – I wrote these words upon reflecting on my experiences in my first 

role as a podiatrist, which I have captured much of in my initial reflections on what 

brought me to supervision in the first place. When I reflect on my experiences with 

supervision, generally, and as a supervisee, I cannot help but feel these words. The 

absence of the phenomenon of supervision, and indeed the detrimental relationships 

I experienced/witnessed in my first role were really challenging at that time. Although 

at that time it wasn’t that I was experiencing supervision, I was experiencing it (in a 

different way) through its absence. I’m also drawn to a memory whereby I tried to 

secure some supervision when I was working as a team lead in [location]. In short, 

there was a particular system which I was required to use to access data for a meeting. 

None of my team knew how to use this system (as our IT lead who would normally do 

this, was off on mat leave). I asked a physiotherapy colleague to assist as they led the 

meeting in question and knew how to use the system. Whilst they did agree to help, 

in the meeting they said, “I don’t know why someone couldn’t help you with this, it’s 

not ideal they (my team) don’t know this as it shouldn’t really be me doing this with 

you.” At this, I just felt like such a burden and just wanted the session to end as quickly 

as possible.  
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• Opening up and being vulnerable(/Disguising) – I can think of supervision experiences 

where I have found this very easy to do; and perhaps some where I found this not easy 

to do. But when I think back to my experiences, it was always necessary to do, so that 

I got the most out of my supervision sessions. When working with my supervisor in 

[location] and I think of my supervision sessions, I was comfortable to share when I 

did not know something, or when I felt I didn’t have much confidence with certain 

leadership concepts or theories. However, when I tried to seek supervision from my 

colleague on the mainland when I worked in [location], for MSK related supervision, I 

was particularly nervous about this as I did not want to appear incompetent. So, in 

some supervision dynamics I have felt more able to open up than in others.  

• Empowered/Supported – I captured these words as when I think of my supervision 

sessions in [location], this is exactly how they made me feel. Like my comments 

previously on the sessions whereby we discussed motivational interviewing, and 

leadership concepts such as emotional intelligence, strategies for holding meetings 

(appreciative enquiry). I left those sessions feeling empowered and I was able to 

translate this directly into my work feeling supported, empowered and expanding my 

skills as a leader and what I was able to offer.  

• Inspired – My supervisor in [location] inspired me during our supervision sessions. I 

remember one day we discussed appreciative enquiry as a method for hosting an 

upcoming meeting, and this was an approach I had observed my supervisor use in a 

previous meeting. I felt so inspired in those moments, and somewhat in awe of their 

knowledge. I wondered if I would ever be as good as they were, and as capable and as 

confident as they were, and was grateful for the knowledge and learning which was 

being shared with me as their supervisee.  

 

The final word I had written was balanced, and I feel this represented my experience of 

supervision in [location]. I felt my supervisor brought the right balance of challenge and 

support, which made me feel enabled, empowered and resilient in my role. This was the role 

where I experienced the best supervision and support, and to this day is the role I felt most 

comfortable and confident in, and I attribute that directly to supervision and the people who 

supported me with this both formally and informally (I realise it moved beyond the 
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phenomenon of supervision in isolation, and to the culture which existed in [location] – a 

positive one with absolute commitment to staff support and development). I recognise on 

reflection that, as a supervisee, my experience with the phenomenon of supervision has been 

varied. My take home thought as I finish this reflection is that part of my struggle, and I hadn’t 

realised this until now, is feeling like I deserve supervision, and feeling like I am not a burden 

for taking up people’s time to undertake my own supervision. When I have experienced good 

supervision, I have been very grateful/thankful, but almost with an apologetic undertone. I 

hadn’t realised this until now. Experiences of supervision I recognise have both empowered 

and inspired me; whilst other experiences were somewhat detrimental to me (at the time) – 

more so when the experience was an absence of the phenomenon, or a poor enactment of 

the phenomenon.  

My Reflections on My Word Cloud (Supervisor and General)  

02/03/2022 

In the afternoon when I sat down to undertake the word cloud session with the supervisors, 

I was more confident having undertaken a similar session that morning with the supervisees 

which appeared to go well. I was also more prepared for the initial (possible) awkwardness 

when everyone began to map out their word clouds, and indeed I discussed this with the 

group but encouraged them to embrace the silence as a moment for reflection on their lived 

experiences as a supervisor, and generally with supervision. Once everyone found their 

rhythm, rapport started to flow and word clouds were completed based on individuals’ 

reflections. The words which I chose to reflect my experiences as a supervisor will now be 

reflected on.  

• Unexpected learning, new territory, out of my depth and responsibility – these four 

words/short phrases really connected together whilst I was reflecting on different 

experiences. Specifically, I remember a supervision session when a supervisee asked 

if we could explore the subject of communication. I remember in the moment 

recognising this was not an area I would have said I was strong in (with respect to 

theory and evidence) and thus I was honest about this with my supervisee. We 

discussed what specifically they wanted to know/learn/focus on in relation to 

communication and made a joint agreement that we would both go away and explore 
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this phenomenon, and then both report back our findings at the next session, and 

think about how this could be translated to practice. Coming away from that session I 

felt a sense of responsibility, to go and research/read around the phenomenon of 

communication, and to be able to contribute to a discussion on this at the next 

supervision session. It really encouraged me to do learning I would likely otherwise 

have not done at that specific time point. It also allowed me to explore some new 

learning alongside my supervisee, peer to peer, which was exciting.  

o I am also drawn to another memory here whereby I attended a supervision 

session and my supervisee was discussing an MSK condition which I had not 

come across at that time: Iselin’s disease. If I’m being honest, I was surprised 

at this staff member’s knowledge and in this session found myself learning 

from my supervisee, which is something I really valued. It also made me reflect 

on my preconceptions as this individuals supervisor, as I had somewhat 

underestimated their knowledge base in certain areas of practice, not in a 

negative way, I just had a preconceived idea of what their experience, and 

therefore knowledge, might be. This experience in that moment made me 

mindful of my preconceptions and to be always open to having them 

challenged.  

• Happy/Joy at work – I reflect here on an experience of a member of staff who 

discussed their supervision (which they had with me as their supervisor) with my line 

manager. My manager feedback to me (with permission) that my supervisee had 

spoken really highly of their supervision session with me, outlining that it had re-

ignited their enthusiasm for the profession and for learning, and that I’d inspired them 

to read and learn around certain subject areas. For me, this really did bring me joy at 

work. In that moment, as a supervisor, I really felt like I was making a positive 

difference to someone’s working life, and for me, that has always been the aim of 

becoming a supervisor, and so this brought me genuine happiness in my own role.  

• Supervisee – I included this word as my reflections bring me to the realisation that my 

approach, generally as a supervisor, has been influenced by my experiences of 

supervision generally, and as a supervisee. Given my reflections on supervision I 

recognise that as a supervisor, I try to be kind and approachable. My goal when I am 

acting in my capacity as a supervisor with staff, is to genuinely listen, to offer advice 
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and support if I can, and to guide them to the realisation that they have the tools 

themselves (if more experienced). Ultimately, I want them to leave their supervision 

sessions feeling ‘better’, or at least empowered to continue on their learning/career 

journey, and to continue with whatever goals they have set, feeling like they ‘can’.  

• Bridging the gap – I do recall a specific supervision session whereby I tried to 

‘bridge/fill the gap’ as my supervisee had not prepared for the session. I found I ended 

up doing a lot of the talking, trying to motivate the staff member. In that moment, 

linked with the above, I was trying to make it ‘ok’ for them that they hadn’t prepared 

as they’d confessed feeling slightly stressed about this. Thus, when I reflect on this 

moment I perhaps overcompensated and tried to ‘fill in the time’ to make it useful for 

this staff member. I did let the staff member steer the focus of the session, but on 

reflection perhaps I could have taken a step back and asked how they wished to 

proceed given they had not prepared, it would have given that staff member more 

autonomy and accountability. I was new to supervision at this time, and thus handled 

this the best way I knew how at that stage.  

• Reassurance – A memory which comes to me as I reflect is one where a new 

supervisee appeared slightly harassed at their first supervision session with me. I 

approached this by asking questions to build rapport and to try to understand the 

reasons behind what I was seeing. I asked questions like “How are you feeling about 

this (supervision) today?” It transpired that the staff member, although they had 

attended the training session on supervision which we had run, they were still slightly 

apprehensive about the name (supervision) and whether I was there to ‘watch them’ 

in a more critical managerial/performance management type manner. I reassured my 

supervisee that the purpose of supervision was for them to drive their own peer 

supported learning and development within the workplace, and that this was sperate 

from managerial supervision. “It’s just because you’re one of our team leads.” The 

individual replied. This supervisee had voluntarily picked me as their supervisor, and I 

had a very good rapport/working relationship with this individual, however, it was still 

beneficial for them to have this discussion with me, to ensure that this (our version of 

supervision) was not a ‘spying tool’. In this session I was reminded that whilst I felt 

very positive about supervision, and we had tried to frame it in a positive light for staff, 
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there were still some reservations with terminology which as a supervisor, I would 

need to be mindful of.  

• Operational challenges – I put the very same phrase in to represent some of my 

experiences of being a supervisee, and I put it here again to capture some experiences 

of me acting in a supervisor capacity. I recall one supervision which I had to cancel as 

I was already running late (due to an unexpected patient complaint which I had to deal 

with that day), and when I came out into the car park, an ambulance had parked in a 

position which had blocked my car in. Unfortunately, they were unable to move and 

were attending to a patient, and would be for some time, thus, I had to phone my 

supervisee and cancel/re-schedule the session. I felt awful firstly reporting I would be 

late, and secondly having to cancel. My supervisee was completely fine with this, but 

as this was a fairly new supervisee for me, I was concerned they would doubt my 

engagement in the process and investment in their support/supervision. On reflection 

I communicated clearly and this particular set of circumstances were genuinely out 

with my control, and we did re-schedule. However, in the moment, I was quite anxious 

about having to cancel.  

• Inspired – I met with a supervisee once who was undertaking a project to improve 

staffs’ joy at work. Through hearing their discussion of this project, I remember feeling 

inspired by the work they were undertaking. In that moment, for me, I was inspired to 

keep going with my own projects (including supervision). I was also inspired to look at 

these in a different way i.e., we discussed fishbone diagrams which I had heard of 

previously but never explored in detail but went on to use in my own work.  

• Humour/Deep Emotion – There are many experiences in my role as a supervisor which 

come to mind when I think of these words: humour/emotion. Alongside formal 

learning and deep discussions on practice, supervision has also allowed me 

opportunities to socialise with my supervisees, in a work capacity, to share 

experiences, some happy, some sad, and some in between. I remember as a team we 

met to discuss supervision as supervisors/supervision leads, and one colleague was 

going through a family bereavement. It was an extremely emotional encounter, and 

to be honest I am not sure any training, preparation or discussion would have 

prepared me for how I experienced this encounter and discussion. I remember being 

in awe of this colleague. They were still ‘showing up’. Showing up to co-lead/drive 



340 
 

supervision for our team. To help support staff, despite everything they were going 

through on a personal level. However, their experiences which they were going 

through, for all of us, re-emphasised in those moments the importance of supervision 

and support at work, and why we were doing what we were doing. Despite acting as 

a supervisor, and team lead, having had experience in managing complex situations, 

and having had to have challenging conversations as part of my role(s), I remember 

feeling fearful on how I approached discussing this bereavement with my colleague. I 

wanted to create a safe space for them to discuss this should they wish; whilst at the 

same time I wanted to ensure I wasn’t appearing like I was ever being ‘nosy’ or 

‘prying’. Furthermore, I did not want to overstep and ask something which perhaps 

they would not be comfortable to discuss. I remember feeling like I was always walking 

a tightrope, and at the same time being ashamed that I felt tense, given what they 

were going through.  

• Confident - The last word I had written as part of my reflections on being a supervisor 

(and generally with supervision), was confident. A revelation on reflecting on my 

experiences as a supervisor is that I have always felt generally confident as a 

supervisor to say, ‘when I do not know something’. When working with supervisees, 

if they ask me a question, or for an opinion or discussion on a topic which I am unsure 

of, I am generally confident to say that I am unsure, and offer ways to move beyond 

this e.g., we both research the topic, or they do some of their own reading and learning 

and bring that back to supervision discussions, or we involve a 3rd party who can advise 

further/has more expertise in the area being discussed. However, in contrast, I 

realised that in my reflections on my experiences of being a supervisee (previously) I 

had not always been as confident to admit this. I realise this has two contributing 

factors. I now recognise that despite my belief that our supervision models are 

genuinely non-hierarchical/managerial (or performance management) focused, as a 

supervisee I do clearly sometimes feel a slight concern about displaying certain levels 

of vulnerability to a supervisor (I find this revelation quite shocking as I write this). I 

also feel that I have acted more in a supervisor capacity as I have progressed in my 

career, and by default, as I have progressed, I have also generally grown more 

confident (and more confident to say, ‘I don’t know’, in any situation).  
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One key reflection I have come to realise/acknowledge through reflecting on my experiences 

as a supervisor, is that as a supervisor I place genuine priority on supervision for my 

supervisees. I really value their supervision and support at work, and feel honoured to act in 

my capacity as a supervisor working alongside my supervisees. However, this is in stark 

contrast to the apologetic undertone which I realise I feel when acting in my capacity as a 

supervisee. At this revelation through reflection, I am asking myself why, as an advocate for 

supervision and support for staff; I value supporting staff so highly, but I worry (and am 

sometimes apologetic) when I seek the same support for myself.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 17 – My Reflection on Why I Undertook Work on 

Supervision  
 

Why Did I Start My Journey Towards Supervision?  

Introduction    

I wanted to take time to reflect on why I have ended up exploring, enacting and researching 

supervision as a phenomenon as part of my career journey. This will be the start of my 
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reflective and reflexive journey to allow me to appreciate my horizon as the researcher on 

the phenomenon of supervision; and to remain open to my participants’ horizons when I am 

generating and analysing their data as part of my research.  

Entry 19/02/2022 

I realise as I sit down to reflect on this, the first memories I recall are my own ‘student days’. 

As a student podiatrist, I was often supporting fellow peers and friends on the programme. 

At that time, I had a good grasp of subjects such as anatomy and medicine and pathology and 

thus my colleagues would often come to me and ask questions. I would run small tutorials in 

clinic (informally) with colleagues asking me questions and seeking guidance. I would further 

support some with studying and learning, meeting up weekly to tackle the content together. 

I enjoyed the support I could give them; and the support I would feel in return. Helping others 

instilled a responsibility in me to ‘learn’ so that I could ‘support’ if needed. I genuinely valued 

the interaction with my peers, and I remember even at that early stage I would think to myself 

“I would love to go into teaching/learning or a similar role of support and development with 

and for others.”. On reflection, my journey towards supervision, support and working in this 

capacity with others, started very naturally: before I had consciously thought about the 

phenomenon of ‘supervision’ specifically.  

As I reflect deeper on why, I am really drawn to my first job as a graduate podiatrist. I was the 

last interviewee following a full day of people who had been interviewed before me (I was 

told). Another interviewee sat with me in the waiting room who had 20+ years experience as 

a podiatrist. I was so keen to secure the role, but the odds just didn’t seem to be in my favour. 

The interview (I felt) went very well, and to my disbelief I got a call the following day offering 

me the job. I was absolutely delighted! A feeling sadly that would soon fade.  

I arrived on my first day and in the morning a colleague did a brief introduction: room to room, 

showing me which items were stored in which cupboards, and giving a brief overview of how 

the clinic(s) worked. I was asked on day one “Where’s your uniform?” A moment of panic, 

had I missed something? This was my first day. Was I supposed to have a uniform? The team 

assumed I would use my student uniform which I explained had the university logo in large 

font on the front. I was given a (dirty and oversized) white coat, long sleeved (and against 

current uniform policy and infection & control standards). I was directed to 4 sets of 
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instruments on top of a sterilizer and advised “Off you go.” (so to speak). In that moment, I 

didn’t think too much of this introduction, as at that time, I felt confident, armed with 4 years 

worth of undergraduate knowledge and experience which I was keen to put into practice.  

In preparation for my clinic that afternoon, with my 4 sets of instruments, I attached my 

orange clinical waste bag to my bin. A colleague, who witnessed me attaching the bag, swiftly 

approached, grabbed (and ripped) the bag out from the metal frame of the bin exclaiming 

“You’ll be working much harder than that! Go and get the bigger orange bags, you’re not a 

student now, you’ll actually have to work in this clinic.” I politely laughed, feeling somewhat 

embarrassed at the mistake I hadn’t been aware I’d made, and went to source a ‘bigger 

orange bag’.  

Over the next few weeks, I worked in my clinic, trying my best to be and feel like ‘one of the 

team’. I began to discharge patients who had been attending for simple nail care – as we were 

instructed to do at university and by the team lead of the current team I was working with. It 

seemed no matter how polite or supportive to patients I tried to be, the response was often 

horrendous (and I use that word intentionally). Indeed, patients seemed to pre-empt the 

conversation. Instances whereby I would ask a patient for their medical history and 

medications, and the response was “Just get on with it boy. You don’t need to know that.” 

Something I would manage entirely differently now, however at the time, it was very difficult 

to work in this environment (everyday). I would try to speak with more experienced 

colleagues about this, but I was often told “That’s just the way it is.” This culminated in one 

instance where a patient became very aggressive and told me he was “Going to punch me.” I 

thankfully was able to de-escalate the situation and the patient was discharged. The patient 

complained to management about being discharged and I was asked to ‘have a chat’ with my 

manager the next day. My manager asked if I would apologise to the patient and proceeded 

to reverse the discharge. I felt somewhat stunned at this decision and lack of support. 

National policy was to discharge patients attending for personal footcare, and while our lead 

manager was advocating that we should do this, this was the decision made by the deputy 

lead. I also felt completely unsupported with respect to the NHS’s ‘zero tolerance’ policy on 

challenging abuse of staff by patients.  

I carried on working for the team, but the job didn’t feel like I’d hoped it would. I didn’t feel 

like a podiatrist, in the way that they had described being a podiatrist at my university. At this 
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stage, I had vast arrays of knowledge, but being new to the role, I wasn’t always sure how to 

apply that knowledge. I hadn’t developed confidence and precision with applying some of 

that knowledge. I’m drawn to the memory here of a male patient in his 30s, who presented 

with pain along the lateral boarder of his 5th ray, centring around the styloid area. As a new 

graduate, with a keen interest in MSK, I was delighted! An MSK case! However, I was also 

new, and as such my mind ran amok with all the things this ‘could be’, and being new, I had 

difficultly truly ascertaining what it was. To my advantage and disadvantage: I’d been reading! 

(I smile now as I’m writing this). Could it be peroneal strain? Could it be a Jones’s fracture (an 

article I’d read the day before)? Could it be a tumour!? Everything’s a red flag when you’re 

new. I left my room to seek a second opinion. The biomechanics/orthopaedic specialist 

podiatrist was, at that moment, in the staff room with many other colleagues/podiatrists in 

the team. I entered the room. This particular colleague was popular, well established in the 

team and at this moment had everyone laughing. I nervously approached asking if I could ask 

an opinion. They said yes, still laughing at the previously told ‘witty joke’. I explained the case 

and asked what they thought it could be. Before answering they returned the question asking 

me what it could be. I replied I wasn’t sure could it be (and I repeated the list in my head: 

peroneal strain, Jones’s fracture, red flags). To this, in front of all the staff in the room, this 

colleague, in a childish mocking tone, whilst wiggling their fingers under their chin, replied 

“Ooooooooo! A Jones’s Fracture!”………….and promptly walked past me and left the room to 

go back into their own clinical room where they shut the door behind them. I was left, 

standing in the middle of the staff room, trying to laugh along with other staff, but with no 

idea if this was a joke. Should I go into the staff member’s room and ask for help again? I 

couldn’t. It didn’t feel ok to do this. I walked back up the corridor. Panicking! How will I help 

this patient? I wrote to the GP for an x-ray and referred onto physio colleagues for some 

support. I kept my head down the rest of the day and went home that night feeling rather 

embarrassed and a bit deflated.  

In the same team, I was scheduled for my first day of nail surgery. I was delighted, nervous 

and ready! We had only undertaken 2 nail surgery procedures as students, but I was in this 

clinic with the team’s nail surgery lead and so I wasn’t too nervous as they had a lot of 

experience which I was keen to learn from. I attended on the day, got there ludicrously early, 

and set everything up for the nail surgery lead arriving (trying my best to be helpful and 
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efficient). When they arrived, I took the opportunity to outline we had only done 2 nail surgery 

procedures at university and so I asked if it would be possible that they could guide me 

through my first one and give any feedback they felt would be useful. I was told (and I quote) 

“No sorry, I don’t help new graduates. I offered help to one once and she told me she was 

qualified and didn’t need a lecture, so sorry no, I don’t help. You’ll need to do this on your 

own.” I couldn’t believe it. I stood in the clinic whilst they turned away and logged into the 

computer to see the patient list for the day. Thankfully I had been the type of student, and 

staff member, who had revised and studied this procedure. I managed to get through the day. 

At this stage, I was leaving work feeling awful and completely unsupported. I hated the job 

and thought perhaps podiatry wasn’t the career for me. I started to look at options to retrain 

and put in an application to go and do medicine.  

A final memory from this role, was the day I saw a woman, in her 30s/40s with a history of 

attending our clinic over the previous 6 months for routine nail care. When I saw the patient, 

her youthful appearance, normal nails and absence of any significant medical history, I was 

questioning (internally) why she was attending to have her nails cut. However, by this stage, 

I was very nervous to ask more, or to change the management plan for fear of patient and 

staff backlash. However, I politely asked her why she was attending for nail care, to which she 

replied “To be honest I’m not sure. I came 6 months ago with painful feet (she pointed to the 

metatarsal heads as the site of pain) and they (the podiatrists in the clinic) just started cutting 

my nails.” I asked her if anything was tried or advised to help with her foot pain, which she 

advised it was not. I asked if she still had foot pain which she confirmed she did. She also felt 

she could manage her own nails but just came because we had booked her in. To keep a long 

story short. This lady had a lack of padding under the ball of her foot. I tried a silicone soft 

insole for her, she returned in 6 weeks pain free and loved the insole. When I had went to get 

the insole, a colleague stopped me in the corridor (at the patient waiting area with a number 

of patients) and asked, “Where do you think you’re going with that?” I nervously replied I was 

trying a soft insole for a patient’s metatarsalgia. They replied “That’s not your job! (Staff 

member’s name) is the biomechanics specialist, you shouldn’t be giving that.” I apologised 

and said I wasn’t aware of that, and I was just doing what we did at university: we would try 

something first line and then refer onto a specialist if it didn’t work or if we weren’t sure what 

it was, but this was quite a simple case. This staff member promptly stormed off and slammed 
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the door on me in the middle of the patient waiting area. Another member of staff 

approached me and advised “They (named the staff member) are always like that, don’t think 

we don’t see what’s going on but try to ignore it.”. At the patient’s 6 week review I was able 

to discharge her pain free. When we discharged people, we had to put a coloured sticker on 

the notes and place them in a pile in the office. I went into the office, went to put it on the 

pile, and just before I would place it down, the same staff member who accosted me in the 

patient waiting area, grabbed the notes out of my hand exclaiming “He’s discharging this 

patient! I’ll be checking this before he does!” Loudly for staff and patients to hear (patient 

waiting area was just outside the office). Now, I am not hierarchical in any way, and I truly 

value every member of staff and their respective roles. However, this was our podiatry 

assistant, and so technically this individual was not qualified to review an MSK patient whom 

I had reviewed and the decision I had made. But. I said nothing. At the same time this 

happened, the nail surgery lead, who was sitting in the office, very loudly exclaimed “These 

new graduates fu***ng discharging everyone. Keep going like this and I’m going to need to 

win the fu***ng lottery.” I just felt numb, and completely embarrassed. Despite the patient 

loving her new insoles and being much happier with her clinical outcome. I walked back to my 

room in silence leaving other staff to continue their discussion.  

I’ll stop here, as there were many many more instances like this in this role which I 

experienced. My experiences in this role weren’t all bad. Certainly not. There were some nice 

colleagues, but the three individuals I have discussed were too strong in their personalities 

for others to really challenge. People ‘knew’ but didn’t speak out. It was the experiences I 

have outlined I now realise which led me to initially think about supervision and support. I 

don’t think I have ever fully appreciated this until now, sitting reflecting. However, I now do 

realise that when I was creating my first supervision model with staff, 2 jobs later, at the back 

of my mind was the start of my own career. This is the first time I have reflected on these 

experiences, in depth, and really recognised that they were integral in the direction my career 

took.  

Entry 20/02/2022 

Despite a somewhat shaky start to my career as a graduate podiatrist. I did continue working 

within the profession and quickly secured a new post as an MSK specialist. In this role I worked 

with a wonderful team who were very supportive. I recognised however that being so rural, 
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and being the only MSK podiatrist, I sometimes felt a lack of support for the more 

formative/technical parts of my role i.e., support with developing my knowledge and skills 

pertaining to MSK medicine/podiatry. Again, in this role I began to reflect on supervision a lot 

and tried many ways to reach out to colleagues working in more urban locations for advice 

and support. It was challenging though as sometimes I really did need a more face to face 

supervision experience, and a more ‘hands on’ approach which I felt would have helped 

progress some of my clinical skills at the early stages of my career. But that is sometimes just 

the nature of rural working.  

From this role I then secured my first advance practitioner post as an MSK/rheumatology 

specialist. With respect to support, it was so much easier to seek this working with a large 

team, all of whom worked in a similar specialist field to me. It was in this role I really started 

to appreciate the value of peer-to-peer support. In addition, as a team lead, staff would 

discuss their own feelings of ‘lack of support’ or wishing to work more with peers to develop 

their own skills, often as they felt the profession was rapidly changing. As a team lead, I felt 

more able to take action and thus this is when I began really looking at supervision and 

support from an empirical perspective, in order to enact change and develop a supervision 

model which staff could use to support themselves in their role. I also in this role, for the first 

time, received my own formal supervision to support my own development. My supervisor, 

who was one of our team leads, was fantastic, and to this day remains one of the best leaders 

I have worked with in this profession. I began to truly see (and experience first-hand) the 

value of ‘good supervision’. From this role I have been creating models of supervision which 

have been enacted in teams around Scotland by myself and the team directly. I have also 

acted on a consultancy basis to support other teams who have begun implementing 

supervision locally and nationally.  

Conclusion  

I realise on reflecting now two things. I recognise more deeply how my career, and my 

experiences (positive and not positive), led me to the phenomenon of supervision, and 

wanting to make a genuine change to help support staff in their role(s). I also now recognise 

that despite researching and working to embed supervision in local teams over the past 7 

years, I have absolutely no desire when I explore people’s lived experiences to be biased, or 

to try to frame supervision only in a positive light. I have always appreciated that supervision 
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will never be for everyone and will never be favoured by everyone. However, upon reflecting 

on my past experiences which led me to this moment, I recognise that my true passion is 

supporting staff. I have a genuine desire to see people, my colleagues, happy and supported 

at their work. That is much more important to me than proving anything about supervision 

(positive, non-positive, or other). What I want to hear is true lived experience(s) of supervision 

from staff, and if supervision is not the right supporting structure for staff, I would rather stop 

this and try something different. Or at least change how we are approaching it currently. I 

would not want anyone to feel unsupported at their work (like I felt in some of my roles). 

Thus, I truly believe this reflection and the realisation this has brought me to demonstrates 

my value as the researcher exploring this phenomenon with staff. I feel it adds to the 

credibility and trustworthiness of my research, and my position as the researcher and data 

analyst. I will try to continue this reflection and reflexivity as I conduct my research and 

analyse my data.  

 

 

 

 

 

 

 

 

 

 

Appendix 18 – Excerpts from my Reflective Journal  
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Figure 9: Reflexive journal excerpt 1  Figure 10: Reflexive journal excerpt 2 

The above excerpts (figures 8 and 9) demonstrate some of my reflective/reflexive writing 

which I undertook throughout this research, and one format which I used to do this (in 

combination with additional reflective/reflexive writing, and creating my own word clouds 

etc).  
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