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JOB SATISFACTION, BURNOUT AND SELF-ESTEEM IN THE 

MULTI-DISCIPLINARY TEAM: THE IMPACT OF 

PSYCHOLOGICAL SUPERVISION 

Sophie Williams 

Chapter 1- Systematic review 

The last review by Wheeler and Richards (2007) suggested that the literature clearly highlights that 

supervision benefits counsellors and therapists; however, the quality of evidence is influenced by 

significant methodological limitations.  This systematic review aimed to look at how the evidence 

base for clinical supervision has developed since 2005, and in particular how clinical supervision 

impacts upon the psychologist/counsellor, their practice and their clients.  This article reviews 22 

individual published studies, after detailed inclusion and exclusion criteria were agreed.  The 

literature indicates a strong association between positive clinical supervision experiences and 

reduced burnout, increased job satisfaction, and improved self-efficacy and competency.  Different 

types of supervision are also discussed, and individual supervision is still seen to be the most 

effective and useful format.  More studies looking at the link between clinical supervision and 

client outcomes emerged within this review, suggesting promising results that supervision has a 

positive and direct impact on client outcomes.  However, sampling and methodological limitations 

continue to be a hindrance to this growing area of research, so suggestions are made to overcome 

these difficulties.  Finally, the clinical and theoretical implications are discussed. 

 



 

  ii     

 

Chapter 2- Empirical paper 

Introduction: Healthcare professionals working within mental health settings have been shown to 

be at particular risk of burnout and job dissatisfaction.  However, evidence has suggested that 

clinical supervision could be a potential buffer to such stress related difficulties.  No research has 

yet explored how supervision from a Clinical psychologist might impact upon healthcare 

professionals’ level of burnout, job satisfaction or self-esteem.  Therefore, adopting a mixed 

methods design, this study aimed to explore how supervision from a psychologist impacts upon the 

multi-disciplinary team.  Method: Using an online survey, 103 healthcare professionals across 

different mental health settings participated in the study.  Quantitative data directly compared the 

control group with practitioners who receive supervision from a psychologist.  Qualitative data 

used open-ended questions to explore the experience of receiving supervision from a Clinical 

psychologist, from a healthcare professional’s point of view.  Triangulation was used to validate 

and integrate results.  Results: A significant difference was found between groups in self-esteem, 

but no significant difference was found between groups in job satisfaction and burnout.  Qualitative 

results provided supporting evidence to suggest that the process of psychological supervision 

improves confidence and self-esteem in healthcare professionals.  Conclusions: The present study 

demonstrates the importance of further investigating the impact of supervision from a Clinical 

psychologist, on healthcare professionals. 
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1.1 Introduction 

Qualified Clinical psychologists and counsellors are often faced with the responsibility of 

working with complex mental health needs and consistently work closely with vulnerable clients 

and their families.  Clinical supervision has always played an important role in ensuring the safety 

and welfare of clients, and at the same time promotes learning and professional development of the 

supervisee.  For many years within the UK, the British Association for Counselling and 

Psychotherapy (BACP), the Health and Care Professions council (HCPC) and the British 

Psychological Society (BPS) have recognised regular supervision as an essential requirement for 

any training or practising therapist.  However, it is pertinent at this time of change in the National 

Health Service (NHS) to examine more closely the function and impact of supervision.  Alongside 

expansion and increasing demand for Clinical psychologists across all areas of the NHS, there is 

growing requirement for scrutiny of clinical practice.  This immediately raises the issue of the 

effectiveness of practice, and whether supervision is an appropriate use of clinical time.  Therefore 

the need in understanding and justifying the use of supervision is more important and relevant than 

ever. 

  

1.1.1 Definition of clinical supervision 

There are many different definitions of clinical supervision available. From a 

comprehensive search of the literature many of the definitions are somewhat dated, and do not 

reflect the multiple functions of the supervision process.  Milne (2007) conducted a two-stage 

review to define supervision; by first proposing a detailed classification (see appendix 1) of 

supervision and testing the criteria against the existing literature (thus providing an evidence based 

definition).  For the purpose of this systematic review, the definition by Milne (2007) is used: 

 

“The formal provision, by approved supervisors, of an intensive relationship-based 

education and training that is case-focused and which supports, guides, develops and 

evaluates the work of colleagues.” (p.439) 
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Supervision is now established as one of the most effective methods for helping 

psychologists and counsellors build skills and develop professionally.  Therefore, the clinical 

supervisor is responsible for client work, teaching skills, developing supervisee self-awareness, 

whilst also evaluating overall clinical practice.  It is interesting to note at this stage, that even the 

definition already implies that clinical supervision has a significant impact upon the clinician, their 

practice and their work with clients.  Historically, clinical supervision has been regarded only in a 

positive light, suggesting all aspects of supervision are beneficial and positively impact upon the 

therapist and their clients.  However, when the evidence base for this assumption is reviewed, there 

appears to be significant paucity within the supervision literature. 

 

1.1.2 The wider context of clinical supervision 

In recent years the perception of supervision within clinical psychology has significantly 

changed (Fleming & Hughes, 2015).  Supervision is now viewed as a core skill for Clinical 

psychologists, which has dramatically changed the roles of many clinicians (from direct clinical 

work to indirect supervisory and consultancy work with other team members).  This shift was 

initiated by changes in policy and has been supported by the Division of clinical Psychology 

(DCP), the Care Quality Commission (CQC) and HCPC. 

The ‘New Ways of Working’ (NWW) was originally published in 2005 as a guidance for 

Psychiatrists in reducing their implicit supervisory and clinically responsible role over the rest of 

the team (Turpin, 2012).   NWW was so successful that it was then expanded to other disciplines, 

becoming one of the driving forces for developing new roles, more flexible working practices and 

training opportunities (to broaden therapeutic skills) for all staff working within mental health 

services.  The NWW guidance is now part of NHS trust supervision policies and has emphasised 

the importance of supervision through working collaboratively with other team members and 

innovating services.  An example of this change is evident in the Psychological Therapies (IAPT) 

service, which was structured to prioritise supervision (Turpin, 2015) and has commissioned work 

on defining supervision competence frameworks to inform training programmes (Roth & Pilling, 

2008). 
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In support of policy changes, the CQC have published the ‘supporting information and 

guidance: supporting effective supervision’ (2013) document, and the HCPC have provided a 

document on ‘standards of proficiency for practicing psychologists’ (HCPC, 2011).  Both of these 

documents include standards required for supervision practices within the role of a Clinical 

psychologist.  The ‘DCP policy on supervision’ (2014) provides an excellent summary of the 

guidelines for good practice in clinical supervision.  The document includes that all clinical 

psychologists should receive regular supervision, that all supervisors should be trained in providing 

supervision; specifying supervisors should apply supervision models and should attend carefully to 

the supervisory relationship.  Each of these guidelines then goes into detail about how each 

specified standard should be met by supervisors and supervisees.  These standards were created 

initially by the Supervision Training and Recognition (STAR)1 group.  The STAR group developed 

learning outcomes criteria for introductory supervisor training for Clinical psychologists.  The 

learning outcomes are now adopted and implemented by all clinical psychology training 

programmes (Beinart & Golding, 2015).  The BPS developed the Register of Applied Psychology 

Practice Supervision (RAPPS) which requires clinicians to attend four CPD training courses based 

upon the STAR learning outcomes. Beinart and Golding (2015) have also described the 

development of the Clinical Supervision Advisory group (CSAG) which has adapted the original 

STAR criteria to support the needs of experienced supervisors in continuing their development in 

supervisory skills.   

In conclusion, supervision is now recognised as a critical element of clinical practice and 

has become much more of a priority to clinicians across mental health settings. Therefore literature 

reviews which consider how supervision benefits Clinical psychologists and counsellors will 

continue to inform future training in the supervisory process. 

 

 

                                                            
1 The STAR group consisted of a small working group of clinical psychology trainers. The group developed 

criteria for introductory supervision training and ensured that all doctoral programmes were meeting these 

standards (HCPC now ensure these learning outcomes are maintained). 
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1.1.3 Previous reviews of the literature 

There have been seven reviews of the supervision literature in the past, all of which look at 

different aspects of supervision in a variety of settings, therapeutic orientations and methodologies.  

For example, Freitas (2002) reviewed two decades of the evidence base for psychotherapy 

supervision, but focussed purely on client outcomes as a measure of the effectiveness of 

supervision.  In contrast, Milne and James (2000) considered the evidence base for the impact of 

cognitive behavioural supervision on health professionals.  The general conclusions drawn from all 

seven of the previous reviews were that supervision consistently benefits the supervisee, but little 

or no research had demonstrated a significant relationship between supervision processes and client 

outcomes due to lack of methodological rigor.   Such methodological limitations may continue to 

be a problem in this area of research due to limitations in appropriate outcome measures, the lack 

of evidence base for some theoretical models of supervision and the complexity of processes 

involved in supervision itself. 

The most recent review (Wheeler & Richards, 2007) inspired the current examination of 

the literature.  Wheeler and Richards (2007) were funded by the BACP to examine the evidence for 

the effectiveness of supervision to both the supervisee and their clients.  The review included 18 

studies and concluded that supervision is consistently associated with positive impacts upon the 

supervisee.  This included improvements in crucial developmental areas such as self-awareness, 

therapeutic skills and self-efficacy.  However, as acknowledged by the authors, none of the studies 

provide substantial evidence to support the link between supervision and its impact upon client 

outcomes.  Therefore, clearly highlighting that to gain any new information in this area, research 

needs to focus more on the impact of supervision on clients in order to gain an understanding of 

how supervision may benefit therapeutic outcomes.  

 

1.1.4 Aim of the current review 

A systematic review is ‘a literature review of a clearly formulated question that uses 

explicit methods to identify, select and critically appraise relevant research, and to collect and 
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analyse data from the studies that are included in the review’ (Green & Higgins, 2010).  Such 

reviews help clinicians keep up to date with research findings, and are often used in the 

development of clinical practice guidelines and planning future research agendas (Wiesler & 

McGauran, 2010).  Conducting regular systematic literature reviews can help to highlight any gaps 

or unanswered questions within the evidence base, as well as direct future research and develop 

ideas into answering the identified questions, in a more a methodologically sound manner. 

Based on Wheeler and Richards (2007) original review, this particular report aims to 

replicate the same search, using similar criteria, to review how the literature has developed and 

evolved since 2006.  Many of the literature reviews about clinical supervision have highlighted 

methodological limitations of the evidence base, and given positive suggestions towards 

developing research in this area.  For example Wheeler and Richards (2007) conclude that 

researchers need to develop methodology which measures the long term effects of supervision, the 

benefits of supervision for experienced practitioners (rather than focussing on trainees), and most 

importantly which takes into account the impact of supervision on client outcome.  It is proposed, 

therefore, that a contemporary literature review will be able to identify any new developments 

within this often neglected area of research.  

The research question was formulated as: ‘What impact does clinical supervision have on 

the counsellor or psychologist, their practice and their clients?’.  Wheeler and Richards (2007) 

review question was slightly different in that it asks about the impact on counsellors and therapists 

rather than psychologists.  Overall, this literature review aims to consider a wide range of 

methodologies to ascertain the impact of supervision on the supervisee, their practice and their 

clients.  It will also highlight how research has developed in this area since the last review, as well 

as offer alternative directions for future research. 

 

1.2 Systematic review 

1.2.1 Search strategy 

Google Scholar was initially used to identify previous systematic reviews relating to the 

impact of clinical supervision on psychologists, their practice and their clients.  To complete the 
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systematic review of the literature, the bibliographic databases PsycInfo, Medline and Web of 

Science (all databases) were searched.  The following search terms were used: ‘Supervision’ OR 

‘Professional Supervision’ AND ‘Psychologist’ OR ‘Psychologists’ OR ‘Psychology’ OR 

‘Counsellors’ OR ‘Counsellor’2.  Search term combinations were completed across the following 

four fields: title, abstract, keywords and subject.  Google scholar, citation indexes and references 

lists were then searched to identify any other appropriate articles which may have been missed 

from the search of the databases.  The search terms were purposely broad to maximise the number 

of articles identified from this limited area of research. 

 

1.2.2 Defining inclusion and exclusion criteria 

 All published work written in English was included between the years of 2006-2014.  The 

review sought to find and analyse empirical research, utilising both quantitative and/or qualitative 

methodologies.  Case studies were excluded due to the difficulties related to generalising the results 

to the general population. 

 Similar to the previous literature review by Wheeler and Richards (2007), it was important 

to include studies that had an objective measurement of the impact of supervision on the 

supervisee.  However, much of the research was limited to self-report studies, so the criteria were 

extended to include these within the search.  Yet, studies which did use self-report measures of 

satisfaction with supervision were only included if coupled with other more reliable measures to 

quantify the impact of supervision (in the previous review these were excluded). 

 For this review, it was decided that the supervisees must be counsellors, psychotherapists 

or psychologists, who have had substantial therapeutic training (or undergoing training) within 

their role and were specifically engaged in therapeutic work with clients.  Therefore, other health 

professionals such as psychiatrists, various nursing professions, occupational therapists, 

physiotherapists, educational psychologists and other professionals having supervision were 

excluded.  As Wheeler and Richards (2007) explain, family therapy articles were also excluded due 

                                                            
2
 ‘Therapist’ was initially included within the original search but produced an unmanageable amount of 

articles (which were mainly outside of the UK) therefore the term was excluded from the search 
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to the substantially different form of supervision utilised within the profession, compared to other 

psychologically based disciplines.  However, peer supervision, group and triadic supervision 

research were included when it met the rest of the inclusion criteria. 

 It is important to note that much of the research conducted in this area focuses on 

supervision of trainees (American studies refer to trainees as interns).  Although these studies were 

not excluded, careful consideration was paid to recording whether the supervision relates to 

trainees or experienced practitioners, and this will be made explicit throughout the review. 

 

1.2.3 Results 

The initial search yielded 693 articles.  Results were narrowed by excluding dissertations, 

publication type (peer-reviewed journal only), language (English) and date (2006-2014).  An initial 

screening process based on the titles of the articles was first made; this resulted in 580 articles not 

meeting the inclusion/exclusion criteria based on their titles. The majority of these articles were 

excluded because they made no reference to the impact of supervision (n = 272) or they were a 

book chapter or dissertation (n = 178). Eligibility of the remaining 113 articles were then reviewed 

based on their abstracts, of which 75 articles were excluded. This resulted in 38 articles from the 

original search being reviewed at full text level. 16 of those articles were excluded because they 

were too descriptive in nature and made no measure of the impact of supervision. This resulted in a 

total of 22 articles included in the final analysis.  The selection process is shown in figure 1, and 

table 1 contains details of the articles included within the review. 
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‘Professional supervision’ OR 
‘Supervision’ 
(2006-2014) 

N= 3066 

‘Psychologists’ OR ‘Counsellors’ 
(2006-2014) 
N= 34,096 

Records excluded N = 580 
Duplicate = 10 

Book chapter/dissertation = 178 
Book review = 15 

Other MDT professionals = 88 
No reference to impact of 

supervision= 272 
Family therapy = 5 

Not peer reviewed = 12 

‘Supervision’ AND 
‘Psychologists/counsellors’ 

(English only) 
N=693 

Articles reviewed at abstract level  
N = 113 

Articles reviewed at Full Text 
level  

N = 38 

Records excluded N = 75 
No reference to impact of 

supervision = 65 
Peer supervision = 1 

Case study = 1 
Self-reports = 3 

Book review/comments/replies = 5 

Records excluded N = 16 
Not included at full text level e.g. no 
measure of impact of supervision, or 
descriptive of supervision processes 

Articles included in review 
N = 22 
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1.2.3.1 Characteristics of identified studies.  One of the articles was completed in Ireland, two in 

Australia, two in the UK and the rest of the 17 articles were undertaken in the USA (one of these 

being in USA and Canada).  The majority of samples are taken from a trainee population; 14 used 

trainee participants, six used qualified professionals and two did not include a participant 

population (literature reviews).  Participant numbers varied considerably between the articles; 

overall the numbers ranged from six to 1,979.  Only six of the studies included client samples and 

considered client outcomes as a measure of the impact of supervision. 

As anticipated from earlier reviews, limited information was offered about the therapeutic 

modalities of the supervisors, but where it was disclosed, orientations seem to vary from cognitive-

behavioural, solution focused, or psychodynamic perspectives.  Nine of the articles include 

participants from both a counselling and Clinical psychology background, whilst eight articles only 

used counsellors and three articles only used Clinical psychologists in their samples.  Ethnic 

background of participants varied significantly with location of the study sample.  Participants were 

also recruited from a multitude of different health care settings, only three articles specified that 

their samples were based in drug and alcohol treatment settings, the rest were taken from general 

mental health settings.  Overall, a multitude of scales were used throughout the studies, some of 

which formed their own adapted measures, whilst others utilised more standardised measures (this 

will be discussed throughout the report).  

 The studies on the impact of supervision on the supervisee have been categorised under the 

following headings: ‘the impact of supervision on the psychologist and their practice’, and 

‘beneficial processes of supervision’.  Finally, research which has considered ‘the impact of 

supervision upon the client’ will be discussed and summarised. 

 

 

 

 

 



CHAPTER 1 SYSTEMATIC REVIEW   

 

18 

 

1.3 The impact of supervision on the psychologist and their practice 

 

Wheeler and Richards’ (2007) previous literature review indicated that self-awareness, 

skills and self-efficacy are enhanced through supervision.  Since then, there is new evidence to 

suggest that more personal gains and therapeutic skills are developed through supervision 

processes.  The evidence included in this review suggests that clinical supervision appears to be a 

potential buffer to a variety of negative job experiences; implying that supervision can provide 

significant support in personal developments as well as encourage growth in therapeutic 

competencies. 

 

1.3.1 Competency 

A central feature of supervision has always been to develop skills and feelings of 

competency in practice (working therapeutically with clients) but also to cultivate competency in 

supervisory skills and aid in professional development.  With this in mind, research has begun to 

focus on psychologists’ confidence in providing supervision, as an outcome of supervisory 

processes.  Two studies indicate that engaging in supervision and/or receiving training are 

predictors of improved competency in providing supervision. 

 McMahon and Errity (2014) conducted the first study to investigate supervision in Irish 

psychologists.  The study had several aims including; measuring the frequency of supervision, 

investigating factors which affect satisfaction with supervision, and factors affecting the confidence 

of providing supervision.  The results suggested that although 70% of the psychologists who 

completed the study were providing supervision or had done so in the past, only 40% were 

confident in doing so.  Based on the self-report questionnaire, psychologists named ‘experience’ as 

the most important factor contributing to their confidence; both experience as a psychologist and a 

supervisor were independent predictors of supervisory confidence.  Most importantly, having 

supervisor training was also predictive of confidence in supervisory abilities, and yet only half the 

participants had attended one day of related training. 
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 A real strength of this article is that over 400 respondents participated in the study, and it 

involved just over half of all health service psychologists in Ireland (providing a representative 

sample of the population).  However, the study does rely heavily on self-report data; therefore it is 

difficult to determine how each psychologist’s self-reported confidence relates to actual 

competence in supervisory practice. 

 Lyon, Heppler, Leavitt and Fisher (2008) considered trainees’ perceptions of the 

supervision training they had received and how this has impacted upon their confidence of being a 

supervisor.  In contrast to McMahon and Errity (2014), the results indicated that having more 

experience in providing supervision did not facilitate trainee’s perceived competence as a 

supervisor.  However, the study indicated that the majority of trainees who participated had 

received little (61%) or no (11%) formal training in supervision.  Trainees with more supervision 

training reported higher development levels and confidence in being a supervisor, when compared 

with trainees with less training; supporting the conclusion that training impacts upon confidence in 

providing supervision.  Overall, both studies lack an accurate measure of actual competency in 

supervision and consequently rely on self-perceived confidence as a measure of competency.  

 

1.3.2 Emotional exhaustion and burnout 

Three studies support the notion that receiving frequent supervision reduces levels of 

emotional exhaustion (EE), burnout and turnover in counsellors.  Utilising data from a clinical trial 

network for drug abuse, Knudsen, Ducharme and Roman (2008) looked for an association between 

clinical supervision and burnout related factors within a drug abuse clinical trial network.  The 

authors found that supervisees who perceived their supervision positively experienced significantly 

lower levels of EE and were more likely to remain in post.  This would suggest that clinical 

supervision plays a protective role in counsellor wellbeing, and highlights that the quality of the 

relationship between the supervisor and their supervisee appears to determine these effects.  

However, these results are not able to indicate how the supervisory relationship governs this 

positive impact.  A significant limitation of this study is that most of the measures of supervision 
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are based upon supervisee perception, so more objective measures of supervision performance may 

change the described relationships between these factors. 

Knudsen, Roman and Abraham (2013) used the same data from the drug abuse trial 

network to understand which aspects of the supervisory relationship impact upon EE and staff 

turnover.  It was hypothesised that supervision works to enrich the counsellor’s ongoing experience 

of their job and connect the counsellor closer to the organisation.  Therefore, the authors were 

particularly interested at looking for an association between commitment to the treatment 

(occupational commitment) and their commitment to their employer (organisational commitment) 

as possible mediators of the relationship between supervision and EE.  The results suggest that 

occupational and organisational commitments are directly associated with the quality of 

supervision; the better the supervision, the more likely counsellors are committed to the treatment 

programme and to their employer (and wider organisation).  This implies that these forms of 

commitment may be potential mechanisms through which supervision protects against emotional 

exhaustion.  Unfortunately, the relationship observed is based on cross-sectional data; therefore to 

establish causality between the variables a longitudinal study may be more suitable.  Furthermore, 

the sample is based within a single health care setting which limits the generalizability of the 

results. 

  Lenz, Sangganjanavanich, Balkin, Oliver and Smith (2012) considered how supervision 

may impact specifically on a trainee’s development personally and professionally.  The authors 

introduce the Wellness Model of Supervision (WMS) which promotes the inclusion of assessment, 

planning and intervention of personal wellness goals for the supervisee, throughout weekly 

supervision sessions (Lenz & smith, 2010). Wellness goals can fall within six domains of wellness 

(social, spiritual, physical, intellectual, emotional, and psychological) therefore goals can range 

from managing work related stress to developing cultural identity and awareness of how this 

impacts therapeutic work (Lenz & Smith, 2010).  By developing such a personally related plan 

within a supervisory context there is a significant risk of the process mimicking personal therapy.  
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The model is therefore reliant on the supervisor to clearly define roles and boundaries within the 

relationship and linking any learning back to clinical work. 

A quasi-experimental study was conducted comparing the effectiveness of the WMS with 

alternative supervision models.  The results suggested that trainees in the WMS condition were 

more likely to report higher overall wellness and significantly greater development in counselling 

skills.  The study suggests that adopting the WMS model develops resiliency in trainees and 

improves insight into the early warning signs of stress related difficulties, consequently protecting 

against symptoms of burnout and emotional exhaustion.  However, it is important to note that the 

sample size was small (N = 32) and did not reach the threshold for achieving adequate power (N = 

34) therefore the results of the analysis should be held lightly.  The scales adopted to measure 

overall wellness also have significant limitations; the authors acknowledge that one measure only 

accounted for 32% of the variance of scores within the normative sample, suggesting a need for 

more reliable measures of wellness.  With that in mind, the preliminary findings propose that 

providing a focus of personal wellness during training may have more promising implications for 

confidence in clinical skills and resilience as a clinician in the future. 

 

1.3.3 Self-efficacy 

Self-efficacy refers to an individual’s belief in their ability to complete tasks and achieve 

goals, and it has been suggested that supervisory feedback has a direct influence on counsellors’ 

self-efficacy (Daniels & Larson, 2001).  Wheeler and Richards (2007) presented five studies which 

examined the relationship between supervision and self-efficacy.  Although the included articles 

produced some mixed results, the authors were able to conclude that receiving clinical supervision 

is associated with higher ratings of self-efficacy and improved perceptions of clinical skills. 

 Reese, Usher, Bowman, Norsworthy, Halstead, Rowlands and Chisholm (2009) have tried 

to move beyond the scope of supervisory processes improving upon self-efficacy and looked 

specifically at how including ‘client feedback’ in supervision influences counsellor self-efficacy 

during training.  Client feedback refers to the use of continuous outcome assessment before and 
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after each session to track client progress in therapy; it includes written feedback from the client on 

the therapeutic relationship, and their perception of progress and outcomes in therapy.  Trainees 

were randomly assigned to two different conditions, one group received feedback from clients, and 

the other group did not.  The results suggest that both groups demonstrated improved client 

outcomes at the end of their work, but those in the feedback condition improved significantly more.  

Interestingly, both groups showed satisfaction with their supervisory input and rated a good 

alliance with their supervisor, so there was no difference between groups in terms of how the 

supervisory alliance was rated.  However, those who did receive client feedback demonstrated a 

higher level of self-efficacy in relation to their client outcomes, suggesting they were making more 

accurate assessments of their therapeutic abilities, when compared to the group who did not receive 

client feedback.  This not only implies that client feedback does not influence the development of a 

good supervisory alliance, it also highlights that self-efficacy is not solely developed through 

supervisory processes but rather depends on a multitude of factors.  Monitoring client feedback 

could help to provide rich information for use in supervision by enabling supervisors to monitor 

supervisee progress more closely, and also provide appropriate support to trainees who may have 

received negative feedback from clients.  A significant limitation of this study was related to small 

sample size (N = 28); with a larger sample a hierarchical linear model could have been used to 

assess growth curves across the academic year for both clients and trainees, providing a more 

detailed and robust analysis of the data. 

 

1.4 Beneficial processes of supervision 

 

 It seems that more recently much of the research has focused on understanding how 

supervision is beneficial to supervisees; specifically looking at different supervisory techniques and 

how they might impact upon supervision outcome.  Landany, Mori and Mehr (2013) looked at the 

concept broadly by comparing effective and ineffective factors of supervision.  A mixed methods 

design was used to measure individual experiences on the most effective and ineffective supervisor 
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skills, techniques and behaviours.  According to the trainees, supervisors who encouraged 

autonomy, open discussion, demonstrated good clinical knowledge and offered constructive 

feedback were associated with effective supervisory techniques.  Supervisors who depreciated 

supervision (were less available and did not treat the time as important), showed a lack of 

knowledge about the client population, emphasised feedback on negatives and provided inadequate 

guidance, were associated with ineffective supervisory behaviours.  Much of the findings in this 

study were dependent on participant recall of previous experiences which is open to significant 

biases, so this must be kept in mind when interpreting the results.  However, these findings were 

consistent with previous implications that the quality and openness of the supervisory relationship 

determined the overall experience of supervision.  

 

1.4.1 The supervisory working alliance 

There is a large body of evidence demonstrating that a strong supervisory relationship is 

one of the best predictors of supervisee outcomes.  For example, Sterner (2009) found significant 

relationships between perception of the supervisory alliance, work satisfaction and work-related 

stress, based on findings from an on-line survey.  This indicates that when a supervisee is content 

with their supervisory relationship they are more likely to be satisfied with their work with clients, 

their work environment and experience less work related stress.  Consequently, quality clinical 

supervision not only contributes to supervisees’ professional development and work satisfaction, 

but also acts as a resource for moderating work-related stressors.  

This finding has been replicated by Gnilka, Chang and Dew (2012) who looked at how 

supervisee stress and perceived coping resources impact upon the therapeutic working alliance with 

clients as well as within the supervisory working relationship.  Their regression models implied 

that supervisee stress has a negative relationship with the therapeutic working alliance, and that 

supervisee coping resources had a significant positive relationship with the therapeutic alliance.  

This suggests that the less stress perceived by the supervisee and the more coping resources they 

have may predict a better therapeutic working alliance with clients (improved quality of the 
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therapeutic relationship predicts a significantly better client outcome).  In terms of the supervision 

setting, a similar effect can be observed; supervisees who reported lower levels of stress in their 

lives and have a greater ability to control their environment reported stronger alliances with their 

supervisors and clients.  This factor would be important to emphasise during the early stages of 

training clinical psychologists; developing good coping resources, emotional control and mental 

tension will improve future working alliances, supervisory relationships and protect against stress 

related difficulties.  Also, supervisees who reported a greater sense of control in supervision were 

more likely to report a stronger supervisory relationship.  Supervisors should consider the 

importance of allowing the supervisee to take control of their own goals from supervision to 

increase their sense of engagement.  

Again, it is important to acknowledge the limitations associated with both the articles 

mentioned.  The studies adopted an on-line survey design which means it is possible that 

participants with positive experiences of supervision may have been oversampled.  Furthermore, 

the study is a cross-sectional design, so making causal conclusions about the relationships observed 

is not possible.  With this in mind, Gnilka, Chang and Dew (2012) do highlight the importance of 

supervisors monitoring their supervisees stress levels and coping resources on a regular basis, 

because it will clearly impact on the quality of the relationships that are formed with both clients 

and supervisors.  

 

1.4.2 Self-disclosure 

Self-disclosure within supervision has long been considered a useful technique for building 

and maintaining a quality supervisory relationship (Farber, 2006).  Much of the previous 

quantitative research has focussed on the different types of self-disclosure and has found supervisor 

self-disclosures to have a positive association with supervisory working alliance and supervisory 

style.  More recently, qualitative methods have been utilised to really explore the different uses of 

self-disclosure and understand its potential impact within the supervisory relationship.  



CHAPTER 1 SYSTEMATIC REVIEW   

 

25 

 

 Knox, Burkard, Edwards, Smith and Schlosser (2008) conducted the first qualitative study 

exploring the supervisor’s own perspectives on using self-disclosure.  After interviewing 16 

supervising clinical and counselling psychologists, the themes suggested that supervisors use self-

disclosure to enhance supervisee development and normalise their experiences.  Supervisors 

described using the technique strategically, for example tailoring it to the supervisee’s 

developmental needs, using it more in good quality supervisory relationships, or when the 

supervisee was particularly struggling.  All supervisors reported that self-disclosure yielded 

positive effects on the supervisee’s development and on the supervisory relationship. 

 Knox, Edwards, Hess and Hill (2011) then went on to explore supervisor self-disclosure 

from the supervisee’s perspective to investigate whether their experiences of the disclosure 

corresponded with the supervisor’s intentions.  Using consensual qualitative research methods, the 

authors interviewed 12 trainees about their supervision experiences.  Supervisees typically 

perceived the intent of the disclosure to normalise their experiences, and were typically used in 

both personal and clinical contexts.  The results suggested that the quality of the supervision 

relationship was a crucial context for the disclosure; within a positive supervisory alliance the 

disclosure impacted positively on the supervisee, but within a difficult relationship the disclosure 

was viewed more negatively by the supervisee.  Negative impacts occurred where the intentions of 

the self-disclosure were unclear to the supervisee.  Where a positive impact was reported by 

supervisees, they felt that the effects persisted into later supervisory relationships and their own 

clinical work (consistent with previous findings).  

 Both of the above studies had small sample sizes with limited diversity.  As a result it is 

difficult to know whether the findings would differ with a more diverse and larger sample and thus 

the representativeness of the findings is questionable.  In addition, the interviewing process relies 

on participants’ ability to recall supervisory experiences, which can often be influenced by memory 

biases. 

The limited evidence base would suggest that self-disclosure in supervision is a positive 

experience which appears to impact upon the supervisee’s development.  However, Mehr, Ladany 
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and Caskie (2010) noticed that reasons which prevent disclosure in supervision were somewhat 

neglected within the literature.  The authors explored trainee explanations for non-disclosure in 

supervision using a mixed-methods design, with direct observation of a supervision session.  The 

results indicated that on average trainees withheld between two and three disclosures in each 

supervision session, and the most common reason for the non-disclosure was related to a negative 

supervision experience.  Unsurprisingly, the quality of the supervisory relationship was associated 

with the amount of non-disclosures; the better the relationship the lower the rate of non-disclosures.  

 

1.4.3 Crossing boundaries within supervision 

Similar to self-disclosure, the benefits of boundary crossings in supervision has also 

received attention from researchers in recent years.  Boundaries within supervision have been 

defined as ‘rules of the professional relationship that set it apart from other relationships’ (Knapp & 

VandeCreek, 2006).  Kozlowski, Pruitt, Dewalt and Knox (2014) hoped to explore the potential 

benefits of boundary crossing in supervision, by interviewing nine trainee 

psychologists/counsellors.  Similarly to the findings with self-disclosure, positive boundary 

crossings usually occurred in the context of an already supportive supervisory relationship.  The 

most notable positive effects reported by supervisees included a strengthened supervisory working 

alliance and a perception their training was enhanced.  Many trainees described the experience of 

role confusion after the boundary crossing (such as going out for a drink outside of work, sharing a 

car journey together etc.) however; in most situations this confusion was never discussed in 

supervision.  A significant limitation of this study is that the interviewers only asked about positive 

experiences of boundary crossings, which may have prevented supervisees to speak about any 

negative experiences.  Furthermore the perspective of the supervisor was not considered; they may 

have an alternative view of the function of boundary crossings within the supervisory relationship. 
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1.4.4 The impact of different types of supervision 

Supervision comes in a variety of formats, some of which have a greater evidence base 

than others.  The most traditional format (and with the largest evidence base) is individual 

supervision, but other forms include triadic, group, peer and within-session supervision.  In the 

past, it has been assumed that the individual supervision format is the most effective arrangement 

to optimise supervisee learning and development.  Now more exploratory research has been 

conducted to suggest other formats may be just as effective3. 

 Lawson, Hein and Stuart (2009) completed a review of the literature relevant to triadic 

supervision.  Triadic supervision involves two supervisees receiving supervision together with the 

same supervisor in the same supervision session.  Their reviews revealed that only a small number 

of studies have focussed on triadic supervision.  The most interesting finding from these studies 

was by Newgent, Davis and Farley (2004) who evaluated the perceptions of 15 supervisors using 

several standardised questionnaires around the supervisory working alliance.  The authors 

concluded that triadic supervision was rated similarly to individual supervision in terms of the 

quality of the supervisory relationship, relationship dynamics and satisfaction with supervision.  

This would suggest that from the supervisor’s experience, their working alliance with their 

supervisees is unaffected by the alternative structure in triadic supervision. 

 However, Lawson, Hein and Stuart (2009) more recently interviewed six trainees about 

their experiences of a triadic supervision format.  The results indicate a number of benefits to the 

format but also some potential challenges which will impact upon the supervisee’s development 

and learning.  The majority of trainees reported concerns regarding receiving inadequate time and 

feedback from their supervisors, due to the shared structure of the triadic format.  Secondly, a 

central concern from trainees was supervisee compatibility; a relatively high level of compatibility 

between supervision peers is necessary to achieve an effective supervision structure.  When low 

levels of compatibility were present, trainees reported negative impacts such as, more guarded 
                                                            
3 Please note: all of the following qualitative studies are subject to similar limitations. In particular, small 

sample sizes and reduced diversity impact upon representativeness of the sample and generalizability to 

the population. 
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communication with their peer, less self-disclosure, reduced learning and generally a struggle to get 

their needs met through the supervisory process.  Yet, in situations where compatibility between 

supervisees was high, trainees reported significant benefits such as added support and validation of 

experiences from their peer. 

 Borders, Welfare, Greason, Paladino, Mobley, Villalba and Western (2012) conducted a 

qualitative study to explore supervisor and supervisee perceptions of individual, triadic and group 

supervision sessions.  This particular study highlights some of the advantages and disadvantages to 

each format.  Individual sessions were valued for their person-specific attention, undivided time to 

build on the supervisory relationship and felt that they received a greater depth in feedback.  

Individual supervision formats did not receive any criticism or negative comments.  Triadic 

supervision also received a lot of positive comments from participants, particularly around having 

more intimate and comfortable peer interactions, receiving peer feedback and having the 

opportunity to learn vicariously.  However, participants identified similar disadvantages to triadic 

supervision formats (to previous findings) including, supervisee compatibility and increased time 

constraints.  Finally, group supervision was among the least popular among the three modalities, 

due to feedback within a group setting being perceived to be less constructive and too generalised.  

Participants also reported that peer interactions were affected by the group context, resulting in less 

open interactions when compared to triadic supervision.  Despite these limitations participants did 

report that they benefitted at times from receiving multiple perspectives and theoretical 

orientations, which often normalised the challenges they might be experiencing.  

 Hunt and Sharpe (2008) looked at how within-session supervision could be used as an 

effective technique in training Clinical psychologists.  Whilst trainees were conducting therapy 

with their clients, supervisors were able to telephone into the session to speak with the supervisee 

(call-ins), or could physically enter the session and provide supervision in the room (walk-ins) with 

the client present.  The authors recorded the reactions of both supervisees and clients to see if the 

process had been useful or damaging to the therapeutic alliance.  Although the study was 
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naturalistic, there was no random assignment to conditions, therefore characteristics of trainees and 

supervisors may have influenced the use and frequency of supervision methods.  

The results suggest that although a few of the supervisees and clients found the entrance of 

the supervisor intrusive and unhelpful, the majority of participants reported positive feelings 

towards within-session supervision.  Overall, trainees were more positive about the walk-ins than 

the call-ins format, and this was the same for clients.  The authors had also hypothesised that the 

use of within-session supervision would alter and affect the supervisory relationship; however 

ratings of the supervisory style and alliance did not change over time.  It must be noted that some 

supervisees and clients did find the experience disruptive and intrusive.  Therefore issues of 

consent (from both the supervisee and the clients involved) would need to be considered before 

using this method.  

 Overall, research still indicates that individual supervision formats are the most favoured 

by supervisors and supervisees, as it ensures the maximum amount of dedicated time purely 

focussed on the individual’s needs.  However, triadic supervision clearly has advantages which 

individual supervision is unable to provide, including the opportunity for vicarious learning and 

developing feedback skills.  In addition, within-session supervision has also shown to have some 

advantages for those training in psychology or counselling.  More quantitative research is needed to 

explore the different impacts of these supervisory formats, including objective measures of 

supervision rather than relying on supervisee self-reports. 

 

1.5 The impact of supervision on the clients 

 

 An important role for supervision is to monitor client welfare and to improve client 

outcomes (Milne, 2009), however, therapy outcomes as a function of supervision has proven 

difficult to measure.  Wheeler and Richards (2007) reported only three studies which had attempted 

to address and measure how supervision impacted upon client outcomes, all of which are 

preliminary studies.  The studies concluded that the content of supervision has an observable 
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impact on a supervisee and their client; counsellors perceive that supervision has a positive impact 

upon client outcomes but there is a distinct lack of evidence to support this relationship. 

 It is interesting to observe that since the year 2006, only five more studies have measured 

client outcomes when considering the impact of supervision.  The majority of previous studies are 

characterised by having quite problematic methodological flaws, the most common difficulties are 

related to the lack of validated measures of supervision and poor measures of client outcomes.  

Many of the articles use client satisfaction as an outcome, which only provides a measure of their 

satisfaction of therapy at that time.  It does not measure whether their symptoms have reduced or 

quality of life has improved as a result of supervised treatment.  Also, this particular area of the 

literature is associated with small sample sizes and it often uses trainees (rather than qualified 

therapists).  Therefore it will be interesting to observe whether some of the more recent client 

outcome studies have attempted to address some of these methodological issues. 

The first and only randomised control trial of clinical supervision was conducted by 

Bambling, King, Raue, Schweitzer and Lambert (2006) who focused on the relationship between 

supervision, the therapeutic working alliance and symptom reduction in a brief treatment of 

depression.  Participants were qualified therapists who were randomly assigned to two different 

groups (either receiving supervision or not for their brief therapeutic work).  The results showed 

that client-rated working alliance scores were significantly superior for participants in the 

supervised group compared with those in the unsupervised group.  This suggests that supervisory 

processes have a clear impact upon the therapist’s ability to connect with and maintain a 

therapeutic relationship with their clients.  Bambling et al. (2006) also found that clients receiving 

treatment from a supervised therapist achieved a significantly greater reduction in depression scale 

scores when compared to those clients being treated by unsupervised therapists.  This would imply 

that supervision has a substantial impact on improving client outcomes (or in this case reducing 

depression related symptoms).  Clients evaluated supervised treatment much more positively and 

were significantly more satisfied with treatment when compared to clients who were treated by 

unsupervised therapists.  Finally, supervision appeared to have a significant effect on client 
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treatment retention, suggesting that supervised treatment assists with ensuring that the client will 

complete the treatment.  This implies that overall client outcome is much improved when the 

treatment progression is fully supervised, and supervision which focuses on the working alliance 

can influence the client’s perception of the alliance and enhance treatment outcome in a brief 

treatment for depression. 

Despite the methodological strengths of this randomised control trial, participant numbers 

for each group were only moderately sized (N = 34).  Therefore the total power of statistical testing 

was insufficient to ensure that all the parametric assumptions were met.  In addition the study was 

designed to detect total change between groups over time, rather than on a session by session basis.  

Any tensions that were resolved in therapy as a result of supervision (which could have influenced 

the working alliance) would not be reflected in the data. 

 Within an adolescent anti-social behaviour treatment context, Schoenwald, Sheidow and 

Chapman (2009) examined relationships between clinical supervision, therapist adherence (to 

treatment programme) and changes in youth behaviour and functioning (measured using pre-, post 

and one year follow up).  Mixed-effect regression models implied that two dimensions of 

supervision predicted changes in youth behaviour: perceived adherence and control over the 

structure of supervision and focus on clinician development.  This suggests that when supervision 

was rated as more structured and supervisors adhered to conventional supervision processes then 

youth behaviour was more likely to improve.  The same relationship can also be observed when the 

supervisee felt that supervision took time to focus on their development (personally and 

professionally) then youth behaviour was more likely to improve.  Although the study initially 

indicated a large participant sample (429 clinicians and 1979 youths/families) the study later 

highlights that a lot of the data for different families were missing; out of the 1979 families 

involved 323 were missing at least one type of data required for analysis.  The statistical models 

adopted for the analysis did account for the missing data, but it is certainly a significant limitation 

of the study.  Another limitation to note is that many of the changes found in youth behaviour were 

modest differences. 
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 Conversely, there have been studies to indicate that supervision does not have an impact 

upon client outcomes and retention rates.  Tanner, Gray and Haaga (2012) looked specifically at 

how cotherapy supervision enhanced trainee effectiveness and client outcomes.  ‘Cotherapy’ is a 

psychotherapy term which refers to therapy provided conjointly by two therapists.  Over the years 

cotherapy has become a common training method; supervisors begin as the primary therapist and 

the trainee as an active observer.  Then gradually over the course of the treatment the trainee takes 

on more of an active role and eventually becomes the primary therapist (Tanner, Gray & Haaga, 

2012).  Research has indicated that cotherapy formats allow for immediate feedback and 

modelling, enabling trainees to correct mistakes more quickly.  However, the technique has been 

criticised for potentially impacting upon the therapeutic working alliance due to the change in 

therapist dynamic over time (Klitzke & Lombardo, 1991).  Tanner, Gray and Haaga (2012) 

therefore directly compared client outcomes between trainees receiving cotherapy supervision with 

trainees receiving individual supervision.  The results indicated no significant difference between 

the two groups in either client retention or client symptomatic change.  A limitation of this study is 

that the clients were not randomly assigned to either condition; therefore there is a chance that the 

more challenging cases were assigned to the cotherapy condition, thus offsetting the formats 

potential advantages.  However, the study does indicate that there is a relationship between 

supervision and client outcomes, the format of supervision in this particular case did not appear to 

influence client outcome.  In support of this, Nyman, Nafziger and Smith (2010) have shown that 

client outcomes are not influenced by training level of the counsellor.  Therefore trainees receiving 

the appropriate amount of supervision achieve the same client outcomes as qualified professionals 

working within that field.  

  Finally, Worthen and Lambert (2007) conducted a literature review to investigate whether 

including client tracking and outcome oriented monitoring in supervision enhances outcomes for 

clients.  The authors suggest that tracking client treatment response on a weekly basis and 

comparing this to an expected treatment response will alert counsellors and supervisors to any 

clients who are not responding as predicted.  Some preliminary research was conducted by 
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Lambert, Whipple, Hawkins Vermeersch, Nielsen and Smart (2003) who showed that including 

client feedback in supervision improved progress by 25% and deterioration reduced by 19%.  Thus, 

demonstrating that including this within supervision may highlight cases which need more 

intensive input, encourage more problem-solving orientated discussion within supervision and 

improve overall client outcome in the long term4.  

 

1.6 Critical review and discussion 

1.6.1  Summary of results 

 Despite Wheeler and Richards (2007) conducting a literature review of the impact on 

supervision less than a decade ago, this current review highlights several significant progressions 

within the literature.  Overall, supervision has been shown to influence several areas of clinical 

practice.  A relationship between supervisory processes and increased skills in clinical practice has 

been suggested in previous research (Wheeler & Richards, 2007), but more recently research 

indicates that supervision cultivates competency in supervisory skills and aids in professional 

development.  For example, having more experience as a therapist and greater experience as a 

supervisor were both predictors of confidence and self-rated competence in supervisory abilities.  

However, the majority of working supervisors receive little or no training in providing supervision, 

and training was also a predictive factor to competence in supervisory ability, and so more effort 

should be made in training programmes to meet this need. 

 A negative relationship between supervision and levels of emotional exhaustion, burnout 

and employee turnover has also been demonstrated consistently within recent research.  Therefore, 

supervisees who attend frequent supervision and are more satisfied with their supervisory input are 

more likely to feel less exhausted by work, are less vulnerable to burnout and are more likely to 

stay in their post.  This suggests that clinical supervision acts as a potential buffer to a variety of 

                                                            
4 A limitation of assessing client outcomes as a measure of effectiveness of supervision is when for example, 

the goal of work with the client might be to prevent deterioration rather than to return to a ‘normal’ range 

of functioning. Therefore it would be important to consider client individual needs and a variety of outcome 

measures (such as quality of life, skills acquisition and functioning). 
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negative job experiences, implying that supervision can provide significant support in personal 

developments as well as encourage growth in therapeutic competencies. 

 In the past, the relationship between self-efficacy and supervision has received some 

attention, but also some mixed conclusions.  Research has now moved forward to see what other 

factors might influence trainee self-efficacy; evidence indicated that receiving frequent feedback 

from clients and discussing this in supervision impacts upon trainee self-efficacy. 

 There is an increasingly large body of evidence demonstrating that a strong supervisory 

relationship is one of the best predictors of supervisee outcomes.  Those who experience a good 

supervisory relationship are more likely to experience less work related stress, greater work 

satisfaction, the more likely supervisees are to self-disclose, learn from supervisor disclosures and 

respond positively to crossings of boundaries within the relationship.  The quality of the 

supervisory relationship has also been linked to better client outcomes. 

 There are many different types of supervision, and research has begun to investigate which 

varieties are the most beneficial for supervisees.  Research has shown that triadic supervision has 

some significant benefits for supervisees, including opportunities for vicarious learning, added 

support from peers and increased normalisation and validation of experiences.  However, triadic 

supervision did have some reported disadvantages, and was a particularly difficult experience for 

those who were not compatible with their peers.  Group supervision remains to be the least rated 

among supervisees and within-session supervision is a potentially useful tool during training.  

 Finally, the impact of supervision on client outcomes was considered.  This small but 

growing body of evidence has now indicated from a randomised control study, that therapists who 

receive supervision for their therapeutic work achieve better working alliance scores from their 

clients, have better client retention and observe greater improvements in client symptomology.  

This suggests that supervision has a direct influence on client outcomes, and a relationship has been 

demonstrated in two very different clinical settings (brief treatment for depression in adults and 

challenging behaviour in adolescents in care settings).  Including client feedback in supervision 

may enhance client outcomes. 
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1.6.2 Methodological issues and research limitations 

 Within supervision research there are some considerable limitations related to the 

methodology adopted to investigate this particular area.  Most authors seem to comment on these 

limitations and yet research which has not adjusted for these limitations continues to be conducted. 

It is important to consider some of the reasons which might limit development of research into 

clinical supervision. Milne, Leck, James, Wilson, Proctor, Ramm, Wilkinson & Weetman (2012) 

suggest that the lack of objective measures limits the ability to demonstrate effectiveness.  When 

put into context, developing such measures continues to be difficult because supervision is such a 

complex process to measure; with diverse functions and subtle reciprocal interactions it would be 

difficult for a single measure to be able to capture all of these processes.  Another limitation related 

to this is that often outcome measures are developed from the theoretical models of supervision, 

which lack an evidence base to support the theory.  For example the widely used Manchester 

Clinical Supervision Scale (MCSS; Winstanley, 2000) was developed from the Proctor model 

(Inskipp & Proctor, 1993).  This social role model has not been explicitly tested (Beinart, 2012).  

However, knowledge of these methodological limitations is assisting in the development of change; 

Milne et al. (2012) are considering the use of the ‘fidelity framework’ to systematically overcome 

the problem of imprecise measurement. 

The majority of populations included by most of the research studies in this review are 

based on trainees who are mostly white, from western cultures and female.  Sample sizes vary 

significantly but the majority tend to be less than 100, which not only influences overall statistical 

power but also makes it difficult to generalise any of the findings to a general clinical population 

(as it is not nationally representative).  A similar problem is that the most influential client outcome 

studies have been restricted to two different clinical contexts (drug abuse services and brief 

treatment for major depression), which again restricts generalizability of findings to other clinical 

contexts. 
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 Much of the research into the effects of supervision is over-reliant on self-report 

questionnaires and retrospective recall of participants, therefore various biases might influence 

participant responses.  Often the self-report questionnaires are based upon supervisory satisfaction, 

and supervisee/supervisor experiences which may not necessarily correlate with the development 

of competence or other benefits of supervision.  Therefore much of the data are restricted due to 

lack of valid and reliable questionnaires, which measure objectively the multiple aspects of 

supervision.  In addition, retrospective recall methods are again vulnerable to various biases; one 

study which utilised this method acknowledged this limitation, and highlighted that participants 

were not even asked about negative experiences of boundary crossings in supervision, which would 

have lead participants to only talking about positive experiences during interviews.  

 Another important factor in terms of design limitations is that the majority of the studies 

included in this review are based on cross-sectional data collection.  Therefore, the data may only 

reflect a snapshot of the possible impact of supervision on the supervisee and their clients.  

 Ellis, Ladany, Krengel and Schult (1996) conducted a methodological critique of the 

clinical supervision research between the years of 1981 to 1993.  Although beyond the scope of this 

review, the authors highlighted some significant methodological issues which needed to be altered 

in order for the evidence base of supervision to progress.  Interestingly, the authors recommended 

that sample sizes are increased, hypotheses are more theoretically driven, more statistical 

techniques are utilised to account for potential biases on the results and more psychometrically 

viable measures of clinical supervision are developed.  Most of these limitations clearly exist 

within the literature today and methodological rigour continues to be an issue within supervision 

research. 

 It is important to note that a limitation of this review is that it only includes articles written 

in English so any relevant articles which have not been translated may have been missed from this 

search.  Also, the search criteria only included published articles and ‘therapist’ was not included 

within the search terms due to unmanageable article numbers. 
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1.6.3 Future research considerations 

Future research should consider recruiting from, and comparing between more 

professionally orientated populations.  Trainees receive and require a greater level of supervision 

during training, therefore using trainees as a sample does not provide an accurate representation of 

the supervisory needs of qualified psychologists and counsellors.  With larger sample sizes the 

methodological rigour of the studies may significantly improve. 

Research should also consider the development of robust and validated supervision specific 

measures.  At the moment there are no ‘common’ measures which are used specifically to measure 

aspects of supervision, and there is an over-reliance of self-report questionnaires; so providing 

improved measures may help to improve reliability and validity of research in this area.  

Consequently valid, reliable and inexpensive measures of clinical supervision are needed.  

 A more robust statistical methodology must be adapted to any future supervision research, 

coupled with qualitative measures, to increase the ‘richness’ of the data.  Conducting supervision 

research that focuses on client outcomes is difficult and challenging; yet such research is important 

and necessary given the centrality of supervision to a psychologist’s role.  Research should include 

more longitudinal or randomised control trial designs, using large multi-site methodology.  For 

example, to fully understand the relationship between emotional exhaustion and supervision, future 

research should consider recruiting counsellors into a longitudinal study.  This will elucidate the 

relationships between changes in clinical supervision, commitment, and emotional exhaustion as 

cross sectional studies at the moment cannot establish causality between these variables.  

  

1.6.4 Clinical implications 

This review demonstrates the importance of the supervisory relationship.  Supervisors need 

to be aware that they can have significant influence on how supervisees perceive their workplace, 

develop skills and competencies as well as learn to adapt to changing environments.  Hopefully this 

paper highlights to supervisors (and future supervisors) the importance of their role and how they 

might support supervisees in the future. 
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Consistently, research has suggested that current supervisors and trainees receive little or 

no training around supervisory skills, and many of the supervisors today lack confidence and feel 

incompetent about playing this role.  Since the research included in this literature, training in 

supervision is now compulsory for trainees and is now considered a regular topic within continuing 

professional development.  Some studies in this review have suggested specific supervision 

training around alliance management, as the working alliance is such an important factor in 

influencing the impact of supervision.  To help trainees to become more effective clinicians and 

supervisors in the future, training should also cover issues of self-disclosure and crossings of 

boundaries in the supervisory relationship, and highlight the importance of reflecting upon this with 

the supervisee if it happens.  The training now available (directed by the STAR and CSAG learning 

outcomes) do focus on the supervisory relationship and also include up to date knowledge of 

supervision models and frameworks. 

 Psychologists and counsellors should consider the responsibility to convey the importance 

of clinical supervision within mental health agencies and highlight the benefits for supervisees 

associated with this relationship.  Although the NHS supports staff to prioritise regular supervision, 

it is common that within pressured services supervision is one of the first things clinicians will 

sacrifice in order to meet client or service needs.  Research suggests that clinical supervision can 

act as a buffer against work related stresses, therefore supervision should remain a priority to 

clinicians particularly when under increased work pressures.  Research could look into the effects 

of supervision for other health professionals, or whether receiving supervision from a psychologist 

could be of benefit. 

  

1.7 Conclusions 

This review aimed to identify the impact of clinical supervision on counsellors and 

psychologists, their practice and client outcomes.  Results suggested overall that the most positive 

impacts of supervision occur when the supervisory working alliance is viewed as satisfactory, 

supportive and effective.  Supervision has a significant association with developments in 
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competency as well as buffering against work related stress, emotional exhaustion and turnover.  

Preliminary studies also suggest that supervision has a significant association with improved client 

outcomes.  A number of methodological biases were identified, particularly with the focus of 

trainee populations and small sampling.  Further research is needed to better understand the 

relationship between clinical supervision and client outcomes, particularly in diverse clinical 

contexts.  However, given the tentative findings of this review, it does suggest the importance of 

supervision, and how it impacts upon a variety of personal and clinical factors.  Regular reviews of 

the literature will continue to contribute to the growing evidence base as well as develop and 

inform supervision training.  Overall, training should continue to be a priority to supervisors to help 

prepare them for this complex and significant role. 
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2.1 Introduction 

2.1.1 Experiences of stress in healthcare professionals 

In recent decades, the NHS has faced continuous changes; with some periods of growth as 

well as frequent budget cuts.  Not only has this impacted upon clients and the services they can 

access, but it also affects the staff working in such demanding environments.  Research indicates 

that healthcare professionals are vulnerable to stress related difficulties (burnout, job satisfaction, 

physical illness and sick leave).  For example, Rees and Smith (1991) used a measure of 

occupational stress with different nursing professions to analyse the levels of experienced stress in 

health professionals.  The results indicated that community mental health nurses were the most 

stressed group; the next two highly stressed groups were ward-based and general hospital nurses.  

This finding has been replicated by Butterworth, Carson, Jeacock, White and Clements (1999) and 

Prosser, Johnson, Kuipers, Szmukler, Bebbington and Thornicroft (1996).  This evidence indicates 

that stress related difficulties are significantly higher in professionals who are based within mental 

health services, and more specifically community settings. 

Onyett, Pillinger and Muijen (1997) argued that all disciplines that are based in community 

mental health settings are vulnerable to stress related difficulties, not just nursing staff.  The study 

concluded that Psychiatrists, Social Workers, Nurses and Clinical psychologists reported high 

levels of emotional exhaustion (factor related to burnout) and reduced job satisfaction.  No 

relationship was found between caseload size and job satisfaction, however the results did indicate 

that those clinicians who were clearer about their role within the team were more likely to report 

higher job satisfaction.  This suggests that different aspects of the working environment influence 

and impact upon stress related difficulties. 

To explore this further, Edwards, Burnard, Coyle, Fothergill and Hannigan (2000) 

conducted a systematic review of the literature.  Of the 17 papers included, many different stressors 

were identified which have been significantly associated with higher levels of stress and burnout 

within this population; these included increasing caseloads/workloads and administration, lack of 

resources, inappropriate referrals and role ambiguity.  Reduced time or lack of time altogether for 
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clinical supervision was repeatedly suggested as a contributing factor to stress related difficulties 

within the population.  

In summary, the evidence clearly suggests that healthcare professionals are at significant 

risk of stress, burnout and job dissatisfaction, particularly within mental health settings.  Therefore 

it is important for measures and processes to be in place to help support staff in managing these 

difficulties. 

 

2.1.2 Clinical supervision 

Supervision is considered to be one of the most effective methods for helping healthcare 

professionals build skills as well as develop personally and professionally (Milne & James, 2000).  

It is thought that supervision provides development in self-awareness, evaluates clinical practice to 

ensure standards are met, and provides personal support in managing stress and burnout.  There are 

a variety of definitions of clinical supervision; Milne (2007) developed an evidence based 

definition which encompasses all of the above factors: 

 

‘The formal provision, by approved supervisors, of an intensive relationship-based 

education and training that is case-focused and which supports, guides, develops and 

evaluates the work of colleagues.’ (p.439) 

 

2.1.3 Models of supervision 

 It is important to acknowledge that there are many theoretical models of supervision 

available, and that all Clinical psychologists offering supervision will have been formally trained to 

be supervisors and therefore, will inform their supervisory practice within a theoretical model.  

Beinart (2012) suggests that there are three types of supervision models: developmental models, 

social role models and integrative approaches to supervision. Supervision is an exceptionally 

complex process to explain and understand, therefore it is important to consider the evidence base 

surrounding the models (Beinart, 2012).  



CHAPTER 2 EMPIRICAL PAPER 

     

44 

 

The Process model of supervision (Hawkins & Shohet, 1989, 2000, 2012), sometimes 

known as the ‘seven eyed model to supervision,’ is an integrative approach which is often used for 

multi-professional supervisor training; therefore is suitable for a variety of healthcare professions. 

The model is both relational and systemic, in that it looks closely at what happens in both the 

relationship with the clients and within the supervisory relationship; as well as considering the 

interplay of the wider systems and contexts surrounding those involved (Hawkins & Shohet, 2012). 

The model seems to encourage the supervisor to open the supervisee up to choices in their 

approach towards the client (developing their skills) and supporting the supervisee to reflect on 

how they are affected by their work.  Therefore, suggesting that clinical supervision is helpful in 

developing knowledge and therapeutic skills, and potentially protects against stress related 

difficulties. 

 

2.1.4 Clinical supervision within the MDT 

A large majority of the research into the benefits of clinical supervision are based on 

counsellors or psychologist populations.  In recent years, a growing body of evidence is developing 

to support the importance of other healthcare professionals receiving more regular supervision.  

Reid, Johnson, Morant, Kuipers, Szmukler, Bebbington, Prosser (1999) explored the different 

strategies mental health professionals adopt to manage their high levels of stress and burnout, using 

a qualitative research methodology.  Professionals reported that their main source of support was 

individual supervision and staff support groups.  Moreover, informal contacts with colleagues and 

general peer support were also popular coping resources amongst professionals based in hospital or 

community settings.  Overall, this would suggest that healthcare professionals view supervision as 

a helpful coping strategy for managing high levels of stress.  

 

2.1.5 Clinical supervision, burnout and job satisfaction 

 It has been suggested that clinical supervision is associated with higher levels of job 

satisfaction, improved job retention (reduced turnover), reduced burnout and increased staff 
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effectiveness.  Hyrkäs (2005) found that mental health nurses rated higher in job satisfaction and 

lower in levels of burnout when supervision quality and frequency improved.  Inefficient 

supervision which was poorly structured and did not meet the needs of the nurses was associated 

with reduced job satisfaction (this has been replicated by Koivu, Saarinen & Hyrkäs (2012); White 

& Winstanley (2009); White & Winstanley (2010)5). 

However, Spence, Wilson, Kavanagh, Strong and Worrall (2001) reviewed the literature of 

the effectiveness of clinical supervision in four mental health professions (Clinical psychologists, 

Occupational Therapists, Social Workers and Speech Therapists).  The authors found contradictory 

evidence and concluded that not all studies have found positive associations between supervision 

and job satisfaction.  For example, Palsson, Hallberg, Norberg and Björvell (1996) found no impact 

of intensive clinical supervision upon burnout symptoms among district nurses in Sweden.  

Similarly, Crutchfield and Borders (1997) found minimal associations between job satisfaction and 

peer supervision when compared to those healthcare professionals receiving unstructured 

supervision.  Further research is needed in this area to examine which specific aspects of 

supervision support staff to effectively cope with difficult and stressful aspects of their work; this 

particular study considers how a different form of supervision may impact upon these factors. 

 

2.1.6 Self-esteem 

An exploratory variable within the study has also been included; improved self-esteem 

could be a possible variable associated with clinical supervision.  Self-esteem is a person’s 

reflection of their own worth, or judgement of themselves. Often self-esteem is viewed as a self-

schema, therefore is a product of learning about ourselves based on experiences, which become 

prevalent beliefs that shape how an individual perceives and makes sense of other experiences 

(Fennell, 1997). Consequently a person’s self-esteem is often persistent and enduring overtime but 

is expressed in different circumstances specific to the individual. 
                                                            
5 All studies suggested that healthcare professionals who receive clinical supervision are less vulnerable to 

burnout and other stress related difficulties, are more likely to be satisfied with their work and have an 

improved sense of wellbeing. 
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Fennell (1997) developed the cognitive model of low self-esteem, which assumes that on 

the basis of past experiences people form conclusions (in the form of beliefs and assumptions) 

about themselves. In order to cope with these entrenched beliefs, individuals set themselves rules 

(dysfunctional assumptions) which they must achieve in order to remain relatively comfortable and 

avoid distress. In certain circumstances (specific to the individual, where they have been unable to 

meet their assumptions) these beliefs are initiated which gives rise to negative automatic thoughts. 

A self-maintaining vicious circle is established, where negative thoughts lead to painful feelings, 

changes in physiological arousal and unhelpful behaviour (e.g. avoidance) and these in turn act to 

maintain and reinforce the negative thoughts about the self (see figure 1.1).  

Within the vicious cycle, there are several process in which the beliefs are maintained; a 

perceptual bias towards negative information, self-critical thinking, negative predictions and 

avoidance of challenging situations (Fennell, 2009). The model is useful in explaining temporary 

activation of low self-esteem beliefs as well as more pervasive presentations. Fennell (1997) 

suggests that self-esteem falls on a continuum which ranges for mild self-doubt (triggered by 

specific situations) through to intense and constant self-loathing. Where an individual falls on that 

continuum is influenced by a number of factors: these include how much they believe their self-

schema, how many situations/stimuli trigger it, the personal investment into potential triggers and 

the availability of ‘rescue factors’ (such as a supportive spouse of social network).  

 

2.1.6.1 Self-esteem and supervision 

In relation to the model described above, supervision could potentially act as a critical 

incident or context in which self-schemas are triggered. Supervision is a situation in which 

individual work is being assessed and reviewed in terms of meeting high standards of care. Burton 

and Hoobler (2006) suggested that self-esteem is more readily influenced by negative experiences, 

and explored the relationship between abusive supervisory processes and self-esteem.  The authors 

found that within a business context, individuals who experience abusive supervisory relationships 

report lower levels of self-esteem.  Overall, although evidence is limited in the area there seems to 
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be a potentially significant relationship between supervisory experiences and self-esteem.  This 

factor will therefore be included as an exploratory variable to investigate the possible impact 

supervision may have on supervisee self-esteem. Fennell’s (1997) model provides different 

cognitive approaches (which have been shown to be helpful in treating low self-esteem) which are 

included within supervision training packages, for example; directing attention to the supervisees 

strengths can challenge perceptual biases, and having time to consider time-management and the 

emotional impact of work can reduce anxiety symptoms (related to vicious cycle) and reduce 

avoidance behaviours.  Therefore, it could be hypothesised that Clinical psychologists have the 

knowledge, skills and training to improve self-esteem in supervisees. 

A great deal of research has demonstrated that self-esteem is related to positive personality 

characteristics, for example individuals with high self-esteem have been found to take more pride 

in their work and demonstrate higher motivation towards work (Korman, 1977, & Meyer, 1980).  

Self-esteem has also been related to having a direct impact on job satisfaction; Judge and Bono 

(2001) conducted a meta-analysis of the evidence base and concluded that self-esteem is a 

significant predictor of job satisfaction (the higher an individual’s self-esteem, the more satisfied 

they are with their work).  Consequently, should supervision from a Clinical psychologist improve 

self-esteem, then a subsequent impact on job satisfaction may be observed. However, some caution 

must be taken when interpreting this relationship as the results do not reflect a definitive causal 

relationship. 

  

2.1.7  Changes in policy and the response of the BPS 

 The ‘New Horizons’ initiative was published by the Department of Health (DOH, 2009) to 

transform mental health services within the NHS for the better.  This governmental programme 

aims to improve the mental health and wellbeing of the population by continuing to develop the 

quality of services, ensuring care is personalised and that specialist mental health care is more 

accessible.  In response to this new policy, the British Psychological Society (BPS) developed the 

document entitled ‘Psychological health and wellbeing: a new ethos for mental health’ which 
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specifically describes the Clinical psychologists role in implementing the initiative within services 

(BPS, 2009).  Alongside individual client work, this role includes: 

 

‘Psychologists also offer training and support to staff to deliver interventions at a range of 

levels of expertise.  Psychologists should develop and support a supervision structure to 

develop staff potential and to recognise, acknowledge and address problems with 

workplace stress, morale and burnout.  Psychologists should develop formulation-based 

care plans with staff and service users.’ (BPS, 2009) 

 

The BPS policy document clearly states that Clinical psychologists have the role of supporting 

MDT members in developing personally as well as professionally.  This includes developing 

individual staff members’ potential, supervising psychologically informed ways of working with 

clients, and addressing difficulties related to stress and increased pressure which is often observed 

in services.  This is further supported by the Care Quality Commission (CQC, 2013) which 

suggests that any healthcare professionals working clinically require frequent supervision to 

maintain good practice and effective care.  It has been suggested that Clinical psychologists have 

the skill set to provide inter-disciplinary supervision to other healthcare professionals.  

   

2.1.8 Inter-disciplinary supervision 

Currently there are no formal studies which have investigated inter-disciplinary supervision 

(receiving supervision from a different professional discipline).  Spence et al. (2001) suggested that 

inter-disciplinary supervision is ‘likely to be effective in relation to administrative and management 

activities that are common across mental health professionals within an organisation’.  Previously, 

inter-disciplinary supervision was often avoided due to concerns around differences in practice 

boundaries, responsibilities and roles.  However, as NHS services are subjected to greater financial 

pressures, staff members are required to expand their skill sets to enable the service to offer more to 

their clients.  In practice, effective mental health services require good communication and 



CHAPTER 2 EMPIRICAL PAPER 

     

49 

 

complex interactions in order to function well; therefore naturally services are moving towards the 

need for inter-disciplinary supervision.  Yet, there is no current evidence base to support the 

potential benefits or impact of inter-disciplinary supervision. 

 

2.1.9 The present study 

The current study aims to investigate the impact of inter-disciplinary supervision on 

supervisees using a mixed methods design.  In particular, to examine whether healthcare 

professionals who receive supervision from a Clinical psychologist experience reduced burnout and 

increased job satisfaction and self-esteem, when compared to those who do not receive supervision 

from a Clinical psychologist.  

 

2.1.9.1 Mixed methods design. The concept of ‘mixed methodology’ has a significant history 

within social sciences research.  However, recent debate suggests mixed methods should be 

considered a third research paradigm, separate from quantitative and qualitative research (Johnson 

& Onwuegbuzie, 2004).  From this debate, the following definition is most widely agreed by 

researchers: 

 

‘Mixed methods are the type of research in which a researcher or a team of researchers 

combines elements of qualitative and quantitative research approaches (e.g. use of 

qualitative and quantitative viewpoints, data collection, analysis, inference techniques) for 

the broad purposes of breadth and depth of understanding and corroboration.’  

(Johnson, Onwuegbuzie, & Turner, 2007, p. 123). 

 

Mixed method designs face significant philosophical and technical challenges and are often 

criticised for not making sufficient links between theory (research problem), and research methods 

(Greene, 2008).  It has been suggested by Bishop (2015) that adopting a ‘pragmatist’ approach 

when using mixed methods will help to overcome the philosophical challenges.  Pragmatism 
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suggests that thought is an instrument or tool for prediction, problem solving and action; therefore 

knowledge is both grounded and constructed by the world subjectively.  As a result, scientific truth 

is achievable through diverse sources of experience (Bishop, 2015).  Flick, Garms-Homolová, 

Herrmann, Kuck and Röhnsch (2012) addressed the technical issues by suggesting that the 

‘triangulation’ of perspectives can provide a methodological framework for using mixed methods.  

Triangulation assumes that qualitative and quantitative components occur simultaneously and that 

both components are weighed equally within the interpretation (see figure 2). 

 

2.1.9.2 Triangulation approach.  Triangulation is defined as the mixing of data or methods so 

that diverse standpoints or views cast light upon a topic (Olsen, 2004).  Several variants of the 

triangulation model exist within mixed method designs; for this particular study the qualitative data 

will be used to support the quantitative findings (see figure 3).  

Triangulation will be used to enrich the understanding of the potential benefits to 

healthcare professionals of receiving supervision from a Clinical psychologist; as well as to provide 

insight into the subjective experience of supervision from a Clinical psychologist.  The quantitative 

data will provide a description of whether healthcare professionals experience benefits from 

supervision with a psychologist, but it will not explain whether these differences are a result of 

causation.  The qualitative analysis will illustrate some of the subjective experiences of supervision 

with a psychologist (supporting quantitative findings and enriching the understanding of the multi-

disciplinary supervision process).  In addition, a mixed methods design will also address some of 

the methodological issues highlighted below, by enriching the data and providing stronger evidence 

through conversion of findings. 

 

2.1.9.3 Addressing methodological concerns. The evidence base for general clinical supervision 

to date is characterised by a range of methodological inadequacies (Spence, et al. 2001).  One 

indirect aim of the present study is to overcome these methodological limitations so that the data 

are more reliable and valid.  Supervision research has been criticised by its limited sampling 
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methods, which influences the generalizability of the results.  Much supervision research is based 

upon trainee counsellors or clinical psychologists, who are mainly female, with small sample sizes 

and lack the comparison of a control group.  The current study has attempted to address the 

majority of these issues by ensuring that the sample size reflects a strong statistical power, avoiding 

the use of trainees within the sample by excluding them from the study, and including a control 

group to look for differences between the two supervision approaches. 

Much of research into the effects of supervision is over-reliant on self-report questionnaires 

and retrospective recall of participants, therefore various biases might influence participant 

responses.  Often the self-report questionnaires are based upon supervisory satisfaction, and 

supervisee/supervisor experiences which may not necessarily correlate with the development of 

competence or other benefits of supervision.  Therefore the present study has avoided inaccurate 

supervisory satisfaction questionnaires and focussed on measureable factors (job satisfaction, 

burnout and self-esteem).  The measures used within this particular study have been selected based 

on the basis of their reliability and validity, to ensure results are a more accurate reflection of 

individual experience.  

 

2.1.10  Aims of research and hypotheses 

The present study aims to investigate whether health professionals benefit from supervision 

from a Clinical psychologist.  This will be investigated in two ways: an exploration of whether 

psychology supervision is associated with reduced levels of burnout, better job satisfaction, and 

self-esteem in mental health team members, but also, an exploration of what health professionals 

report they gain from supervision from a Clinical psychologist.  

Based on these aims, the following hypotheses have been formulated. 

i. Healthcare professionals receiving supervision from a Clinical psychologist will report 

higher levels of self-esteem, when compared to those who do not receive supervision from 

a Clinical psychologist. 
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ii. Healthcare professionals receiving supervision from a Clinical psychologist will report 

lower levels of burnout, when compared to those who do not receive supervision from a 

Clinical psychologist. 

iii. Healthcare professionals receiving supervision from a Clinical psychologist will report 

higher levels of job satisfaction, when compared to those who do not receive supervision 

from a Clinical psychologist. 

iv. Healthcare professionals receiving supervision from a Clinical psychologist will report 

positive impacts upon their clinical practice and personal development; such as 

development of therapeutic skills and knowledge. 
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2.2. Method 

2.2.1. Design 

This study uses a mixed methods design to explore and investigate the specified 

hypotheses.  The quantitative part of the study is a between subjects, cross-sectional design using 

validated self-report questionnaires to assess levels of: job satisfaction, burnout and self-esteem in 

multi-disciplinary professionals.  Professionals who were not supervised by a Clinical psychologist 

formed the control group, whereas those supervised by a Clinical psychologist formed the 

experimental group.  The qualitative part of the study utilises a content analysis methodology to 

explore the themes of the written responses to the survey (figure 4 illustrates the analysis process 

implemented). 

 

2.2.2 Participants 

2.2.2.1 Demographics.  A total of 103 participants were included within the study (62 in the 

control condition and 41 in the experimental condition). Only five participants were excluded from 

the study, one was a Clinical psychologist who had completed the survey without fully reading the 

exclusion criteria and another participant was excluded because they had completed the survey 

twice (this was realised by the researcher when the same email address was provided for the prize 

draw).  The remaining three participants did not work in mental health settings (as stated in the 

survey).  It was estimated that the total sample pool was 233 (based on the number of complete and 

incomplete surveys) giving a recruitment rate of approximately 44%.  The majority of participants 

were female (N = 83) and nurses (N = 35).  Tables 2 and 3 show key participant demographic 

information.  A priori power analysis using G-Power indicated that 35 participants in each 

condition would be sufficient to detect a large effect size (P = 0.50) within this model. 

 

2.2.2.2 Inclusion and exclusion criteria.  Any health professionals working in a mental health 

setting were included in the study.  Exclusion criteria included Clinical psychologists, assistant 
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psychologists, health care professionals not working in mental health settings, individuals who did 

not read English and who were under the age of 18.  

 

2.2.2.3 Sampling Strategy.  Participants were recruited from two different NHS trusts6 using an 

online survey.  The study was advertised on the trusts’ staff intranet, social media and individual 

service managers were approached to forward the survey onto their staff teams.  When possible, 

short presentations about the study were also provided to teams to encourage recruitment, and 

posters were put up across the trust in different team bases.  Recruitment took place over the 

autumn and winter of 2014-2015.  Participants were given the opportunity to enter a prize draw to 

win £50 in vouchers for their participation; the winner was drawn at random once the recruitment 

period was over. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
                                                            
6 Ethical approval was received from each NHS trust involved, see ethics and risk section for more detail. 
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Table 2: Demographic characteristics of sample 

Variable Sub-category N (%) 

Gender Female 

Male 

83 (80.6%) 

20 (19.4%) 

Age (years) 0-25 

26-35 

36-45 

46-55 

56+ 

4 (3.9%) 

34 (33.0%) 

30 (29.1%) 

24 (23.3%) 

11 (10.7%) 

Role Psychiatrist  

Occupational therapist 

Physiotherapist 

Nurse 

Speech and language therapist 

Mental health practitioner 

Support worker 

Manager 

Other 

1 (1.0%) 

14 (13.6%) 

4 (3.9 %) 

35 (34.0%) 

5 (4.9%) 

26 (25.2%) 

12 (11.7%) 

4 (3.9%) 

2 (1.9%) 

Team Adult mental health 

Learning disabilities 

Child & adolescent mental health 

Older adult mental health  

Inpatient services 

37 (35.9%) 

22 (21.4%) 

17 (15.5%) 

6 (12.6%) 

9 (10.7%) 
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Table 3: Supervision characteristics for all participants 

Variable Sub-category N (%) 

Frequency Weekly 

Fortnightly 

Monthly 

Other 

8 (7.8%) 

19 (18.4%) 

63 (61.2%) 

13 (12.6%) 

Duration (mins/hours) 30 minutes 

1 hour 

1.5 hours 

2 hours 

Other 

19 (18.4%) 

47 (45.6%) 

29 (28.2%) 

6 (5.8%) 

2 (1.9%) 

Format Peer supervision 

Group supervision 

Individual supervision 

All types 

Other 

14 (13.6%) 

20 (19.4%) 

52 (50.5%) 

16 (15.5%) 

1 (1.0%) 
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2.2.3 Measures 

 Each participant read information about the study and gave their consent to participate 

before continuing the online survey (see appendix 2).  They then completed a demographics 

questionnaire detailing their age, gender, employment role, hours of supervision per week/month 

and the types of supervision they receive (see appendix 3).  Participants were then asked to 

complete the following self-report questionnaires: Rosenberg self-esteem scale (RSES), the 

abridged job in general (aJIG) scale and the abridged job descriptive index (aJDI) as a measure of 

job satisfaction, and the Maslach burnout inventory (MBI, as a measure of burnout).  Finally, 

experimental participants were given the option of completing open-ended questions about their 

experiences of clinical supervision with a Clinical psychologist (see appendix 4). 

 

2.2.3.1 Rosenberg self-esteem scale.  The RSES is a 10-item scale that measures individual 

feelings of global self-worth (Rosenberg, 1965), for example: ‘on the whole I am satisfied with 

myself’.  All responses are made on a four point likert scale ranging from one (strongly disagree) to 

four (strongly agree).  It includes five reverse scored items (appendix 5). 

The scale has high internal consistency (Cronbach’s alpha = .87) suggesting good internal 

reliability and validity (Bosson, Swann, & Pennebaker, 2000), and has been widely used within 

research as a reliable measure for self-esteem.  The RSES has significantly strong correlations with 

measures of personality, psychological health and has previously been used to link self-esteem to 

specific psychological difficulties such as depression and anxiety (Robins, Hendin & Trzesniewski, 

2001).  

 

2.2.3.2 Abridged job in general scale and the abridged job descriptive index.  The aJDI and 

the aJIG are shortened versions of the JDI and JIG scales.  The abridged versions of the scale only 

include the highest correlational factors associated with each subscale; therefore they could be 

considered more reliable and accurate measures of job satisfaction when compared to the longer 

versions.  The aJIG consists of one scale with eight items; for each item participants are asked to 



CHAPTER 2 EMPIRICAL PAPER 

     

58 

 

rate the item on whether they agree (yes), not sure (?) or disagree (no).  The aJDI is structured in 

the same way but has five sub-scales with six items in each (appendix 6). 

The internal consistency reliability for the aJIG is (Chronbach’s α) .85. Russell, 

Spitzmüller, Lin, Stanton, Smith and Ironson (2004) used a central approach to estimate the 

confidence intervals around a reliability coefficient estimate, the obtained 95% confidence interval 

was [.82, .87].  The aJIG also correlates strongly with organisational commitment (r = .47, p < .05) 

and affective commitment (r = .48, p < 0.5), suggesting that feelings of global job satisfaction are 

related to commitment and identification with the work organisation.  This also provides evidence 

of the scales construct validity. 

Stanton et al. (2001) developed the aJDI by using a systematic and statistical method. None 

of the subscales achieved internal consistency reliability lower than .75 (Chronbach’s α), 

suggesting good internal reliability and validity.  Overall the authors concluded that the aJDI 

preserves the desirable characteristics of the full-length version, whilst reducing item count and 

administration time considerably. 

 

2.2.3.3 Maslach burnout inventory.  The MBI is one of the most frequently used questionnaires 

for measuring burnout in research; Schaufeli, Bakker, Hoogduin, Schaap and Kladler (2001) 

suggested that 90% of journal articles assessing burnout used the MBI.  The MBI consists of three 

scales; emotional exhaustion (draining of emotional resources), depersonalisation (negative 

attitudes towards recipients) and personal accomplishment (the tendency to evaluate oneself 

positively, particularly in work ability).  The whole scale consists of 22 items, and all responses 

consist of a six point likert scale; participants are asked to rate how often they feel in different ways 

about their job, responses range from ‘Never’ to ‘Everyday’ (see appendix 7). 

High levels of emotional exhaustion and depersonalisation, and a low level of personal 

accomplishment are characteristic of burnout.  The MBI is an internally consistent questionnaire 

with most studies finding Cronbach alpha values of .70 or above (Maslach, Jackson & Leiter, 1996; 

Schaufeli, Enzmann & Girault, 1993). 
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2.2.4 Procedure 

 Participants were recruited across two NHS trusts, through the advertising methods 

described in the sampling strategy section.  To facilitate recruitment, team managers were 

contacted to clarify the research purpose, introduce measures, confirm procedures and discuss 

ethical considerations.  Posters were also provided to advertise the study (see appendix 8), short 

presentations were made directly to teams and information was provided about how to access the 

online survey. 

Participants who chose to complete the survey were greeted with brief information about 

the study, highlighting the advantages and disadvantages of completing the survey.  Before 

continuing the study, participants were asked to provide their consent to completing the 

questionnaire, and it was clearly explained that they can simply withdraw by cancelling the screen.  

Upon completing all of the demographic, self-report scales and open-ended questions, participants 

were given the opportunity to enter into a prize draw by entering an email address in which they 

could be contacted.  Finally, participants were presented with debriefing information (see appendix 

9) and signposted to appropriate support services, should they be required. 

All of the data were automatically anonymised and saved by the on-line survey.  The 

results were stored on a University laptop, under a secure password and locked away in order to 

maintain confidentiality and fulfil data protection laws. 

 

2.2.5  Ethical considerations and risks 

 The content of some of the questions included in the survey may have induced emotional 

discomfort for participants, as it asks about their satisfaction with their job, pay, the relationship 

with their co-workers and supervisors, as well as looking at their level of burnout and self-esteem.  

Therefore this risk was managed by signposting participants to appropriate support services, should 

they feel affected by the content of the questions (appendix 9).  
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 This study received full ethical approval from the University of Southampton Ethics 

committee, and research and development approval from two local NHS trusts (see appendix 10).  

A full risk assessment and protocol was completed prior to recruitment. 

 

2.2.6  Pilot study 

 A pilot of the procedure was completed with five participants, three of whom were service 

managers and two were healthcare professionals.  After completing the survey successfully, each 

participant gave feedback on the survey.  Some highlighted spelling and grammar mistakes which 

were immediately corrected, and others provided suggestions on extra alternatives to include in the 

demographic options.  All of the suggestions were considered and appropriate alterations were 

made before the final survey was launched.  These corrections were accepted by the University 

ethics committee, and then approval was received from the Research and Development 

departments of both NHS trusts. 

 

2.2.7 Analysis strategy 

 Prior to analysis, the data were downloaded and automatically transferred into a format 

appropriate for the chosen statistical software.  The Statistical Packages for Social Sciences (SPSS) 

version 21 was used to complete data analysis and inferential statistics. 

 For hypotheses i, ii and iii the analysis strategy included the use of an independent t-tests to 

investigate differences in job satisfaction, burnout and self-esteem between the two groups.  This 

parametric test has several assumptions which ensure the test is valid and reliable; these include 

normally distributed data, equal variances between populations, the samples are independent and 

measured at an interval level (Field, 2009).  Much of the data did not meet the assumptions of the 

independent t-test; consequently bootstrap resampling methods were implemented as it is 

considered more reliable than data transformations (Field, 2014).  The bootstrap method does not 

require normal distribution and has demonstrated superior power when testing for differences 

between two groups (Efron & Tibshirani, 1994).  



CHAPTER 2 EMPIRICAL PAPER 

     

61 

 

 For hypothesis iv, the analysis strategy included the qualitative method of content analysis.  

This was used to explore the themes of the written responses to questions exploring the experiences 

of receiving supervision from a Clinical psychologist.  

Content analysis is a method of analysing written, verbal or visual communication methods 

(Cole, 1988).  Originally content analysis was considered to be the ‘quantitative analysis of 

communication,’ (Krippendorf, 1980) but now includes interpretations of the content.  As a result 

of this transformation, the method has been criticised for being an over-simplistic quantitative 

technique (Morgan, 1993) and not sufficiently qualitative or interpretative.  Despite such criticism, 

content analysis has been widely accepted in a variety of research disciplines such as psychology, 

sociology and nursing (Neuendorf, 2002), and has offered these areas several benefits.  Content 

analysis is content-sensitive; therefore, the analysis of communication content allows the researcher 

to understand and access the thought processes of people.  Huff (1990) suggested that in its most 

basic form, the frequency of words reflects cognitive centrality (or importance of the thought) and 

consequently groups of words reveal underlying themes of meaning.  

Another benefit of using content analysis is that it is analytically flexible; the method can 

be used in both inductive and deductive research, and can be used at two different levels.  For this 

research, the method will be used to analyse the latent content and interpret the deeper meaning 

embodied within the responses from the on-line survey.  The process of conducting the content 

analysis was guided by the step-by-step guide published by Elo and Kyngäs (2007) - see figure 4 

for a detailed description of this process. 
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2.3 Results 

2.3.1 Descriptive statistics 

 The means, standard deviations and ranges of the total scores were calculated for each 

variable (see table 4).  Chronbach’s alpha coefficients were calculated for each of the variables, to 

check the internal consistency of the measures, based on the data collected.  The job satisfaction 

scales (α = .64) and self-esteem scale (α = .69) all demonstrated moderate reliability.  However, the 

burnout scales had low reliability (α = .57) therefore will be considered with caution as this implies 

the scale has low internal consistency. 

 Participants were also compared by their levels of job satisfaction and burnout, to see if 

this varied between different services.  Figure 5a demonstrates that job satisfaction fell within the 

satisfied range across all of the services included in this study.  Interestingly, more healthcare 

professionals working in inpatient mental health settings fell within the high EE range (suggesting 

higher levels of burnout). However, the majority of healthcare professionals based in all of the 

other specified services scored within the low EE range (see figure 5b). 
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Table 4: Descriptive statistics for variables and subscales 

Variable Subscale Mean (M) Standard 
Deviation (SD) 

Range/cut-offs 

Self-esteem (RSES) 

Control group 

Experimental group 

SE 

SE 

SE 

20.07 

19.10  

21.54 

5.52 

5.76 

4.85 

0 - 30/ low self-
esteem < 15 

Burnout (MBI) Emotional exhaustion 
(EE) 

18.93 11.06 0 - 54/ moderate 
EE = 17 – 26 
 

Depersonalisation 
(DP) 

3.97 4.70 0 - 30/ low DP =  
0 - 6 
 

Personal 
accomplishment (PA) 

36.69 7.65 0 - 48/ moderate 
PA = 32 – 38 
 

Job Description 
Index (aJDI) 

Work itself 14.47 3.90 0 - 15/ satisfaction  
> 8 
 

Pay 10.33 5.94 0 - 15/ satisfaction  
 > 8 
 

Promotion 
opportunities 

5.77 4.83 0 - 15/ 
dissatisfaction  < 7 
 

Supervision quality 13.75 5.04 0 - 15/ satisfaction  
> 8 
 

Co-workers (relations 
with) 

14.91 3.89 0 - 15/ satisfaction 
 > 8 

Job In General aJIG 19.46 5.38 0 - 24/ satisfaction  
> 14 
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2.3.2 Self-esteem (hypothesis i) 

Some outliers were present in the data, as assessed by inspection of a boxplot, and self-

esteem scores for each group were not normally distributed (as assessed by Shapiro-Wilk’s (p > 

0.05).  Transformation methods of the data were unsuccessful in altering the distribution of the 

data; therefore a bootstrapping method was applied.  The assumptions of homogeneity were met by 

both the experimental and control group, as assessed by Levene's test for equality of variances (p = 

.828).  

An independent sample t-test helped to determine if there were differences in self-esteem 

between the two supervisory formats (see table 5).  Looking at the means, the group receiving 

supervision from a Clinical psychologist scored higher in self-esteem (M= 21.54, SD = 4.85) than 

those not supervised by a psychologist (M = 19.10, SD = 5.76).  Further analysis where M = 2.44, 

95% BCa CI [-0.33 to -4.64], found a statistically significant difference between the groups, t(101) 

= -2.237, p = .029.  This is represented by a medium effect size (r = .54).  Overall, the results 

indicate that those who receive supervision from a Clinical psychologist have significantly higher 

self-esteem than those who receive standard supervision. 
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2.3.3. Burnout (hypothesis ii) 

2.3.3.1 Preliminary analysis.  Boxplots indicated that outliers existed for all three of the subscales 

of burnout.  This varied from one outlier for emotional exhaustion to six outliers for 

depersonalisation.  The outliers were each carefully reviewed and were all included within the 

analysis; the outliers were not consistent across measures and seemed to only represent severe 

cases within the sample.  

In addition, all of the subscales for burnout violated the assumption of normality, as 

assessed by the Shapiro-Wilk’s test (p > .05).  For the depersonalisation and personal 

accomplishment subscales, applying the standardised transformation methods still demonstrated 

significant kurtosis (square root, logarithmic or reciprocal transformations); therefore a 

bootstrapping method was applied.  For the emotional exhaustion subscale, a square root 

transformation met the assumption of normality; therefore the analyses were completed using the 

transformed data.  

 

2.3.3.2 Emotional exhaustion.  The means suggest that the control group scored slightly higher in 

emotional exhaustion (M = 4.22, SD= 1.32.) compared to those in the experimental group (M = 

4.04, SD = 1.32).  As assessed by Levene's test for equality of variances, homogeneity of emotional 

exhaustion scores were met (p = .772).  However, an independent t-test (see table 5) suggests there 

were no significant differences between the two groups, t(101) = .691, p = .491, where M = .184, 

95% CI [-.34 to .71].  It also represented a small-sized effect (r = .14), suggesting that the results 

should be interpreted with caution.  A score between 0-16 indicates low emotional exhaustion, 

therefore both groups scored within this range on average; generally speaking the results indicate 

that the groups did not show a significant difference in levels of reported emotional exhaustion. 

 

2.3.3.3 Depersonalisation.  The means suggest that the control group scored slightly higher in 

depersonalisation (M = 4.20, SD= 5.24) compared to those in the experimental group (M = 3.63, 

SD = 3.76).  Depersonalisation scores demonstrated homogeneity of variances for the experimental 
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and control group (p = .180).  However, an independent t-test (see table 5) showed there were no 

significant differences between the two groups, t(101) = .590, p = .549, where M = .56, 95% BCa 

CI [-1.13 to 2.24].  It also represented a small-sized effect (r = .12) thus the results should be 

interpreted with caution (due to generalizability to the population).  Overall both groups scored 

very low in depersonalisation (a score between zero and six indicates low depersonalisation), and 

suggests that the groups did not differ in depersonalisation levels. 

 

2.3.3.4 Personal accomplishment.  Based upon the independent t-test (refer to table 5), the means 

suggest that the experimental group scored slightly higher in PA (M = 38.07, SD= 5.79) compared 

to those in the control group (M = 35.77, SD = 8.59).  Equality of variances was not met as 

assessed by Levene’s test (p = .011) indicating that the results should be interpreted with caution.  

There was no significant difference between the two groups, t(101) = -1.502, p = .103, M = -2.30, 

95% BCa CI [-5.15 to .31].  Overall both groups scored within the moderate range for personal 

accomplishment (a score between 32 and 38 indicates moderate personal accomplishment).  There 

was no significant difference in reported personal accomplishment between the two groups. 

 

2.3.4. Job satisfaction (hypothesis iii) 

2.3.4.1 Preliminary analysis.  Boxplots were used to assess for outliers for each of the subscales.  

This varied from no outliers present for satisfaction with pay, to seven outliers for satisfaction with 

job in general.  The outliers were each carefully reviewed; the outliers seemed to simply represent 

severe cases within population and thus still represented the sample.  Consequently, all outliers 

were included within the final analysis. 

In addition, all of the subscales for job satisfaction violated the assumption of normality, as 

assessed by the Shapiro-Wilk’s test (p > .05).  For all of the subscales, applying the standardised 

transformation methods still demonstrated significant kurtosis (square root, logarithmic or 

reciprocal transformations); therefore a bootstrapping method was applied.  
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2.3.4.2 Job in general.  The means suggest that the experimental group scored slightly higher in 

satisfaction with their jobs (M = 19.61, SD= 4.34) compared to those in the control group (M = 

19.35, SD = 6.01). Equality of variances was met (p = .090).  However, an independent t-test (refer 

to table 5) suggests there was no significant difference between the two groups, t(101) = -.234, p = 

.792.  Overall both groups scored within the high range for satisfaction with their job, and no 

significant difference was found between the groups in satisfaction with their job in general. 

 

2.3.4.3 Work itself.  The means suggest that the experimental group scored slightly higher in 

satisfaction with their work (M = 15.2, SD= 3.16) compared to those in the control group (M = 

13.98, SD = 4.28).  Equality of variance was not met as assessed by Levene’s test (p = .030). Also, 

the independent t-test (see table 5) shows there was no significant difference between the two 

groups, M = -1.211, 95% BCa CI [-2.66 to .120], t(101) = -1.552, p = .098.  In addition, a medium-

sized effect (r = .31) was found.  Overall both groups scored high in satisfaction with their work, 

but no significant differences were found between the groups. 

 

2.3.4.4 Pay.  Examination of the means suggest that the experimental group scored slightly higher 

in satisfaction with their jobs (M = 10.56, SD= 5.52) compared to those in the control group (M = 

10.16, SD = 6.23).  As a result no significant differences were found between the two groups, 

t(101) = -.353, p = .742, where M = -.424, 95% BCa CI [-2.62 to 2.07].  Overall both groups scored 

just above the neutral range in satisfaction with their salary.  

 

2.3.4.5 Opportunities for Promotion.  A review of the means (see table 5) suggest that the 

control group scored slightly higher in satisfaction with their opportunities for promotion (M = 

6.11, SD= 5.03) compared to those in the experimental group (M = 5.24, SD = 4.53).  There was 

homogeneity of variances for promotion scores for the experimental and control group, as assessed 

by Levene's test for equality of variances (p = .160).  Also, there were no significant differences 

between the two groups, t(101) = .892, p = .395 and this represented a small-sized effect (r = .18).  
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Overall the groups did not significantly differ from each other, and both groups scored within the 

‘dissatisfaction’ range with their opportunities for promotion. 

 

2.3.4.6  Satisfaction with supervision.  The means suggest that the control group scored only very 

slightly higher in satisfaction with supervision (M = 13.89, SD= 5.16) compared to those in the 

experimental group (M = 13.54, SD = 4.91).  Homogeneity of variances were met (p = .373), 

however there were no significant differences between the two groups, t(101) = .344, p = .712 

where M = .351, 95% BCa CI [-1.52 to 2.35.].  Overall, participants’ satisfaction with supervision 

was not significantly different between the two groups. 

 

2.3.4.7 Relationship with co-workers.  Finally, the means suggest that the control group scored 

only very slightly higher in satisfaction with their relationship with co-workers (M = 14.97, SD= 

4.23) compared to those in the experimental group (M = 14.83, SD = 3.37).  As a result, there was 

no significant difference between the two groups, M = .138, 95% BCa CI [-1.32 to 1.62], t(101) = 

.176, p = .865.  Overall both groups scored relatively the same, and showed high satisfaction with 

their co-workers.  
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2.3.5.  Qualitative analysis (hypothesis iv) 

The process of conducting the content analysis was guided by the step-by step guide (Elo & 

Kyngas, 2007).  Initially, the data is prepared for examination by selecting the unit of analysis. In 

this review, an inductive approach to the data was used so ‘themes’ were the chosen unit of 

analysis.  Time was then taken to make sense of the data and become familiar with the content. 

Next is the organising phase which includes several processes; open coding, creating categories and 

abstraction (flow diagram of the full process can be found in figure 4). The written material is read 

again, and many headings are written down to describe all aspects of the content (Elo & Kyngas, 

2007). Based on these headings (entitled codes within my data), categories are freely generated and 

grouped under an overall theme, considering any sub-themes within that topic (see table 6 for a 

summary of the themes and sub themes).  A full table of the raw data and content analysis process 

can be viewed in appendix 11. 

 

Table 6: summary of themes and sub-themes. 

Theme Sub-theme 

Methods of accessing interdisciplinary supervision Mandatory 

Voluntary 

MDT supervision groups 

Enriched quality of the supervision process Depth 

Reflective practice 

Different perspectives 

Personal development and growth Confidence 

Emotional coping 

Professional development and growth Knowledge and skills 

Understanding 

Support in managing complexity 
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2.3.5.1 Theme 1- ‘Methods of accessing inter-disciplinary supervision’.  Participants were 

initially asked how they accessed supervision from a Clinical psychologist; from the qualitative 

responses, three sub-themes emerged. 

 

a. Mandatory 

Some participants described that attending supervision with a Clinical psychologist is 

mandatory, they therefore had felt forced to attend by management, or higher systems beyond their 

control. 

‘I was forced to attend group supervision by management when I was already having 1:1 

supervision which was more effective.’      (Participant 94) 

 

‘No choice, I was informed I had to receive supervision from the Clinical Psychologist (the 

clinical lead of the team).’        (Participant 42) 

 

b. Voluntary 

Other healthcare professionals reported that they had chosen to attend supervision with a 

Clinical psychologist.  However, the methods by which this was initiated seem to vary 

considerably; from attending consultation clinics to discuss complex cases to having training in 

specific therapeutic approaches which lead to regular supervision with a psychologist. 

‘I have CBT supervision facilitated by a psychologist.’    (Participant 74) 

 

‘I referred a client to psychology but it was felt that I would be able to do this work separately 

with some support and supervision from psychology.’    (Participant 51) 

 

‘For a more in depth approach… more formal, organised session that will challenge my views 

and working practices.’        (Participant 67) 
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c. MDT supervision groups 

Separately from voluntary methods, healthcare professionals also accessed supervision from a 

psychologist because they attended the same supervision group, peer group or reflective practice 

group. 

‘Our psychologist is part of our peer supervision group which is multidisciplinary.’ 

          (Participant 58) 

‘Group supervision and ward reflective practice is held once a month on the ward.’ 

          (Participant 89) 

 

2.3.5.2 Theme 2- ‘Enriched quality of the supervision process’.  When asked about the benefits 

of attending supervision from a Clinical Psychologist, many healthcare professionals identified that 

the supervision is different to their ‘usual’ supervision.  Participants touched on the different 

supervisory processes which are contained in supervision with a psychologist which they would not 

normally receive in other forms. Three sub-themes emerged within this theme: 

 

a. Depth  

Participants identified that their supervision with a psychologist is a more in-depth approach 

which results in the healthcare professional learning to be more thorough and detailed in their 

practice. 

‘I think you gain from their expertise with multiple approaches and depth of knowledge.’  

(Participant 42) 

‘They are more thorough and help me offer options to the family I’m working with.’  

(Participant 66) 

b. Reflective practice 

Many healthcare professionals expressed how much they value having a space to reflect on 

their clinical work and the impact it may have upon them as professionals.  This process seems to 
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be unique to the profession of psychology and participants emphasised that this process is of real 

benefit to them. 

‘I am more able to explore and reflect on options to address a client’s presenting problems.  

This has been particularly helpful when faced with ‘stuck’ clients or interventions that may not 

be proving effective.’        

 (Participant 68) 

 

‘I find supervision has been hugely validating for me allowing me space to reflect on my work 

with clients.’         (Participant 68) 

 

‘Reflective supervision- thinking about my own thoughts and feelings and not just talking about 

theories, processes and tasks.’       (Participant 95) 

 

c. Different Perspectives 

Participants also valued the different perspective that Clinical psychologists can offer in 

supervision.  Healthcare professionals reported that this aided their understanding of clients and 

gave insight into their needs. 

‘…supervision with a psychologist can often offer a different perspective and help you to look 

at a problem/dilemma from another view point.’     (Participant 36) 

 

‘It helps me get a better understanding of the subject and think in a different way from how I 

would normally think.’        (Participant 60) 

 

2.3.5.3 Theme 3- ‘Personal development and growth’.  Two sub-themes emerged from the data 

which were related to development of personal attributes, as a result of receiving supervision with a 

psychologist.  This included coping with the emotional demands of working in mental health 

settings, and personal confidence in their work abilities. 
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a. Confidence 

Professionals connected with the idea that they felt more confident in their abilities as a 

clinician and in providing psychologically informed interventions.  

‘Supervision from a psychologist can often give reassurance and clarifications, making me feel 

like a more confident practitioner.’       (Participant 36) 

 

‘I am more likely to have the confidence to try new ideas.’    (Participant 43) 

 

‘Improvement of my skills to be able to be more confident with certain cases where I deliver 

CBT…’          (Participant 74) 

 

b. Emotional coping 

Participants expressed that supervision from a psychologist helped them to manage the difficult 

emotions related to working with complex mental health client groups.  Some also acknowledged 

that it gives them space to reflect on the emotions related to the increased pressures of working 

within the NHS. 

‘I think it helps me mange the difficult emotions related to work more than my practice’  

(Participant 101) 

‘My supervision with the psychologist is different to my normal supervision as I can use it to 

talk about how I feel about my work, and I learn more about myself to improve my work when 

working with more challenging clients.’      (Participant 50) 

 

‘Psychology supervision is also an important grounding opportunity as workload has been 

increasing and peer support has proved harder to access.’    (Participant 68) 
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2.3.5.4 Theme 4- ‘Professional development and growth’.  An important theme which emerged 

from the data was a strong sense that healthcare professionals developed in their professional 

abilities through attending supervision with a psychologist.  The following three sub-themes 

emerged from analysis: 

 

a. Knowledge and skills 

Many healthcare professionals reported that they benefit from the psychologist sharing their 

psychological skills and knowledge with them.  Participants reported that they particularly gained 

from formulation and intervention skills. 

‘Increases my knowledge around psychological therapies to work more effectively with clients.  

It gives me a plan of the work I will be undertaking.’    

 (Participant 51) 

 

‘Validation of the skills I already have… I also feel they help me keep very focussed and use 

the model to work out formulations and enrich my treatment plans,’   (Participant 74) 

 

‘Enhance skills in area of psychological intervention.’    (Participant 19) 

 

b. Understanding 

Another important sub-theme was related to an increased understanding of clients’ needs 

(through formulation) and also an increased understanding of the role of a Clinical psychologist. 

‘I learn more about formulation, and how this helps to understand the client better.’  

(Participant 50) 

 

‘Increased understanding of psychological therapies and how they can be implemented at an 

acute level in the community with service users who are in acute mental health crisis.’  

(Participant 23) 
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c. Support in managing complexity 

Finally, several participants felt that supervision from a psychologist was helpful in managing 

complex needs and chronicity of mental health difficulties. 

‘… the support has been invaluable when I have got stuck on a case. Supervision with a 

psychologist has helped me work through the difficulties.’    (Participant 60) 

 

‘… and support when working with people who requires support with managing their 

emotions.’          (Participant 29) 

 

2.3.6 Associations between methods 

 The quantitative results indicate a higher level of self-esteem in healthcare professionals 

receiving supervision from a psychologist.  This links with some of the qualitative results, which 

suggested that professionals gained confidence in their own abilities and reported developing a 

self-compassionate approach.  

 Other quantitative results were not significant; therefore levels of burnout and job 

satisfaction were not statistically different between the two groups.  However, the descriptive 

statistics did indicate that the majority of participants fell within the satisfied range for their work, 

job in general, relationships with co-workers and supervision.  This was also reflected in the 

qualitative results; professionals expressed multiple factors associated with job satisfaction for 

example, participants reported supervision with a Clinical psychologist helped them gain 

psychological skills and knowledge which improved their clinical practice.  
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2.4 Discussion 

2.4.1  Results summary 

 Quantitative findings suggest that the only significant difference between the participants 

who have supervision from a Clinical psychologist and those who do not, is their level of self-

esteem.  There was no statistical difference between the groups in terms of job satisfaction and 

burnout levels.  The quantitative data only indicates whether there was a difference between 

groups, therefore cannot imply that receiving a different form of supervision improves self-esteem.  

Qualitative data were also collected to explore the reasons that people access supervision from a 

psychologist and what they feel they gain from the experience, in order to back-up and strengthen 

any quantitative findings.  

 

2.4.2 Self-esteem 

The qualitative analysis suggests that those who receive supervision from a psychologist 

report several benefits; including personal and professional development (improved skills and 

knowledge, increased confidence in clinical practice and emotional coping skills), and access to 

improved quality of supervisory processes (reflective practice and a more in-depth perspective).  In 

combination, the qualitative data supports the finding that self-esteem differs between groups; and 

provides preliminary evidence for why this difference between the groups exists. 

Research suggests a significant link between self-confidence and self-esteem.  Kohn and 

Schooler (1983) initially suggested that global self-esteem consists of two major components; self- 

confidence and self-deprecation.  Thereby, suggesting that an individual’s internal view of 

themselves is determined by negative and positive attributes; thoughts of personal ability 

competence and efficacy are all related to self-confidence.  Owens (1993) provided further 

evidence for this view that global self-esteem is a construct of two components, and found a 

particularly strong correlation between self-confidence and self-esteem (.88).  This is further 

supported by Scheff, Retzinger and Ryan (1989), who associated reduced self-esteem with feeling 

foolish, ashamed and inadequate, whereas increased self-esteem was associated with feelings of 
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pride, self-satisfaction and confidence.  Overall, research suggests that high self-esteem is directly 

associated with higher levels of self-confidence. 

The combination of the qualitative and quantitative results could suggest that psychology 

supervision for healthcare professionals improves individuals’ confidence in their abilities, which 

could have a positive impact on self-esteem.  This would provide further evidence to Burton and 

Hoobler (2006) who linked different supervisory experiences with self-esteem, suggesting that 

positive experiences of supervision can also improve global self-esteem.   

As mentioned within the introduction, all Clinical psychologists are required to complete 

official training in supervision and engage in continual professional development in this area. 

Therefore when providing supervision it is likely they will be adopting evidence based models and 

have knowledge of cognitive approaches. Based upon the cognitive model of self-esteem (Fennell, 

1997), supervision could be viewed as a potential critical incident, which challenges core negative 

self-schemas. Should this happen within a supervisory context (with a Clinical psychologist as the 

supervisor), it can be hypothesised that there are several ways in which the supervisors response 

might alter the vicious cycle associated with maintaining self-esteem.  One possibility is that the 

supervisor utilises cognitive approaches; for example being open and paying attention to the 

supervisee’s strengths may challenge perceptual biases and assist the supervisee in accessing their 

more positive self-image. In addition, having time to reflect on the emotional impact of the client 

work may help to reduce the physical feelings of stress, encourage supervisees to improve their 

work life balance and gently challenge any self-critical thinking. Related to this, another hypothesis 

could be that the supervisory relationship acts as a ‘rescue factor’ by providing additional support 

networks to the supervisee.  Clearly the cognitive model provides some insightful possibilities in 

explaining the relationship observed within this study. However, further research is still needed to 

strengthen these tenuous hypotheses, as there is still the possibility that healthcare professionals 

with higher self-esteem are more likely to access supervision from a psychologist, rather than being 

a direct effect of the process.  
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2.4.3 Burnout 

 The descriptive statistical results suggest that burnout levels did not differ between the two 

groups.  When broken down into the subscales, both groups scored within the low range for both 

emotional exhaustion and depersonalisation and within the moderate range for personal 

accomplishment.  

 Although a positive result, as it indicates that the healthcare professionals who took part in 

the study are not currently at risk of burnout, it is an unexpected result.  Previous research has 

suggested that stress related difficulties (such as burnout) are significantly higher in healthcare 

professionals who are based in mental health settings (Rees & Smith, 1991).  In addition, due to 

recent budget cuts within the NHS there are fewer staff available to run services.  Consequently 

caseloads for all practitioners are significantly higher, which puts greater pressure and stress on 

staff to provide a good level of care to more clients.  Working under such demanding conditions 

can make staff vulnerable to burnout.  Therefore the results could reflect several explanations; NHS 

staff are using helpful strategies to manage the effects of burnout successfully, thus staff score 

lower in burnout levels; or staff who were suffering with burnout were less likely to participate in 

the study, as this will have been an added pressure to their already high work load. 

 An interesting finding within the descriptive statistics was that the majority of healthcare 

professionals working in inpatient services scored within the high range for emotional exhaustion.  

This result contrasts previous evidence which suggests healthcare professionals working in 

community settings are more vulnerable to burnout (Rees & Smith, 1991).  However, this result 

should be taken lightly as only an observable difference is evident within the data; no further 

formal analysis could be completed as participant numbers were too low.  

There was a slight observable difference in means (between the two groups) in personal 

accomplishment levels, although it did not reach significance.  With more data in both groups 

significance may have been found.  The qualitative data implies that those who are supervised by a 

Clinical psychologist reported more factors associated with personal accomplishment, such as 

confidence to try new interventions, the feeling that they are helping their clients and providing the 
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best possible care.  Therefore, the qualitative data seems to supplement as well as support the 

quantitative data; where the strength of the statistical analysis may be lacking, the qualitative data 

illustrates what the professionals themselves feel they gain from attending a different form of 

supervision.  Consequently, the qualitative data has enriched the quantitative findings, and helped 

to develop some of the possible benefits that supervision from a psychologist may have to offer to 

healthcare professionals in mental health settings. 

  

2.4.4  Job satisfaction 

The results suggest that the groups did not differ in their overall satisfaction with work.  

Again, when broken down into subscales, both groups scored within the high satisfaction range for 

supervision, relationship with co-workers, opportunities for promotion, work itself and job in 

general, and within the dissatisfied range for pay.  

Although another positive result, as it indicates that the healthcare professionals who took 

part in the study are currently reporting that they feel satisfied with several aspects of their job 

(other than pay), it is an unexpected finding.  As discussed above, the increased pressure on 

resources can often impact upon staff morale and satisfaction with working conditions, which 

inevitably causes job satisfaction to reduce significantly.  The result within this study does not 

reflect this, and is suggesting that healthcare professionals within mental health settings are 

currently satisfied with their jobs.  

A similar effect to personal accomplishment can be observed in the ‘work itself’ subscale 

of job satisfaction; when means are compared, those who were supervised by a psychologist scored 

slightly higher in satisfaction with their work.  With more participants a significant difference may 

have emerged.  The qualitative data suggests that psychology supervision encourages professional 

and personal development, which may impact upon satisfaction with work and clinical practice.  

This again demonstrates how qualitative findings can enrich and help to explain what the 

quantitative results could not. 
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An interesting result is that the majority of participants reported dissatisfaction with their 

pay; and that both groups were equally dissatisfied.  However, this is no revelation when put into 

the context of the NHS restructure which has occurred over the last five years.  This included a 

global review of the roles and responsibilities of different disciplines and resulted in changes in 

banding (bands represent a salary range).  Some disciplines stayed within the same band, others 

went up or down depending on the result of the review.  Particularly within nursing, and some 

other disciplines (OT and Physiotherapy) the banding reduced, which resulted in healthcare 

professionals having the same amount of responsibility and continuing to hold large caseloads but 

being paid less.  However, further quantitative and qualitative evidence is needed to investigate the 

link between satisfaction with pay, level of responsibility and NHS restructuring. 

 

2.4.5  Qualitative results 

 The qualitative data provide an insight into what healthcare professionals within mental 

health settings value from psychology supervision, and describe a variety of methods in which it is 

accessed.  Interestingly, the majority of participants described choosing to attend supervision with a 

psychologist, but a small minority described that is was mandatory.  It would be interesting to 

know more about these circumstances and investigate further how this impacted upon overall 

experience of the supervisory process.  Comparing and contrasting experiences of those who chose 

and those who were made to attend supervision with a psychologist, could enrich our 

understanding of this area and inform future supervisors how to prevent imposing psychology 

supervision upon practitioners. 

 An important theme which emerged from the data, was that participants felt that the quality 

of the supervision processes were beneficial; this included having time to go into more depth about 

cases, having a space to reflect on clients and gain a different perspective.  This feedback would 

suggest that such processes do not happen in their usual supervision, and could be important to 

incorporate in training for future supervisors. 
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 As noted within the introduction, the BPS document ‘Psychological health and wellbeing: 

a new ethos for mental health’ clearly states that Clinical psychologists have a duty of supporting 

the MDT in developing personally and professionally.  This includes developing individual staff 

members’ potential, supervising psychologically informed ways of working with clients, and 

addressing difficulties related to stress and increased pressure which is often observed in services.  

Notably, most of these factors were mentioned by the healthcare professionals within this study, 

who were receiving supervision from a psychologist.  The qualitative themes drawn from this study 

were around personal and professional growth and development, providing evidence that 

psychologists are responding to this change in their role positively (by providing the best possible 

support for team members). 

 

2.4.6 Limitations 

 The online survey methodology has several limitations which may have influenced the data 

obtained within the study.  Although all healthcare professionals within the NHS have access to the 

internet, those who are less confident with computers may have been less likely to participate in 

this study as paper copies of the survey were unavailable.  It is important to mention again that 

practitioners experiencing burnout may have been less likely to complete the survey, so the results 

may be under-representative of the population.  Factors which were less controllable could be 

related to personal experiences; individuals who chose not to respond to the survey may have 

disregarded it because of frustrations with their supervisor, and those that did take part may be 

more willing to share their positive supervisory experiences.  An alternative possibility could be 

that recent positive or negative events with a clinical supervisor could have distorted how 

participants evaluated their overall experiences of supervision, again impacting upon their 

responses. 

 Another limitation of the study is that ethnicity was not included in the demographic 

information.  Therefore it is difficult to conclude whether the sample obtained is at all ethnically 

diverse; with the representation of the sample in question this reduces generalizability of the 
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results.  Upon reflection, it may have been helpful to establish whether participants had previously 

been supervised by a psychologist; this may have indicated whether the observed effects in this 

study are maintained and whether the experience of psychological supervision has helped clinicians 

in the longer term.  Also, the demographic questionnaire did not include the length of time 

participants had worked in their post or the NHS, which may have been an indication of the level of 

experience of each participant.   

Another improvement to the study would have been to ask all participants (including the 

control group) the qualitative questions about their experiences of supervision, and establish what 

they feel they gained from supervision.  It would have been helpful to compare experiences 

between groups, clarify any similarities and highlight what might be different about supervision 

with a psychologist compared to normal supervision formats.  Finally, a larger sample size and 

collecting the qualitative data via an interview (rather than written form) may have improved 

statistical power and gained more detailed qualitative information. 

 It is important to acknowledge some of the content of the aJDI and the aJIG. The aJIG 

consists of one question as a measure of satisfaction with work, therefore used on its own would 

not provide an accurate reflection of all the different aspects of work (such as opportunities for 

promotion, pay etc.).  Also, many of the options available in the aJDI which describe aspects of an 

individual’s job are quite limiting, therefore may not provide an accurate reflection of satisfaction 

with aspects of their job. For example, when asking about relationships with colleagues, 

participants were asked to decide how well each of the following phrases describe their colleagues; 

boring, slow, responsible, smart (clever), lazy and frustrating. The majority of these options are 

quite negative towards colleagues and the format of the questionnaire does not allow participants to 

elaborate on their answer, therefore factors influencing individual decision would be missed. This 

is a significant limitation of the measure.  Overall, job satisfaction is a notoriously difficult concept 

to measure, as it consists of a multitude of complex factors.  Therefore, although measures try to 

capture of all these concepts, providing a singular ‘score’ or reliable measure is very difficult.  

Although the aJDI and aJIG are used throughout research, there are other job satisfaction measures 
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such as the Minnesota satisfaction scale.  A scale which may have been more appropriate for this 

particular study is the Brief Index of Affective Job Satisfaction (BIAJS), because it considers the 

affective or emotional aspect of job satisfaction, which the aJDI and aJIG seems to lack.  As the 

qualitative results highlighted, healthcare professionals working in mental health settings are 

exposed to a variety of difficult emotions, so it would have been interesting to see if the groups 

differed in affective job satisfaction. 

 

2.4.7 Clinical and research implications 

 As highlighted by the limitations, the results must be viewed with some caution.  However, 

there are significant implications for the whole sample; given the current climate of the NHS, the 

majority of the sample scored within the low range for burnout and moderate ranges for job 

satisfaction.  Suggesting that despite the enormous pressure on services, support networks that are 

available to staff seem to be maintaining job satisfaction and managing burnout sufficiently.  

 The results also pose an interesting debate for Clinical psychologists, particularly related to 

how much time they should dedicate to offering supervision to healthcare professionals.  Results 

suggest that practitioners report some benefit from the process, however, psychological skills and 

knowledge can be shared through other means (not just through individual supervision).  Providing 

supervision to the wider team takes up a significant amount of clinical time and with greater 

pressures on services other means of broadening psychological awareness to the MDT could be 

explored.  Further research will be needed to assess the effectiveness of these alternative methods, 

but Clinical psychologists could consider providing frequent training in psychological skills, group 

supervision and consultation instead of individual supervision sessions. 

 The qualitative findings of this study could be of particular interest to managers of services 

to help improve the quality of general supervision.  Training could be beneficial to other healthcare 

disciplines in improving the content and quality of supervision, so that more depth and sharing of 

skills/knowledge take place in other supervision formats.  The qualitative results indicate which 
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supervisory processes are most valuable to supervisees and could help to shape supervisory 

processes in the future. 

 Finally, another indirect aim of this study was to overcome some of the methodological 

limitations associated with clinical supervision research.  Firstly, trainees and students were 

excluded from the study to ensure the sample represented qualified clinicians working within 

mental health settings, and were therefore generalizable.  Statistical power was also met by the 

sample size, and a control group was included. Most importantly, the study adopted a triangulation 

methodology to combine qualitative and quantitative data together.  This study demonstrates the 

benefits of triangulation for methodological plurality and how it enriches the evidence base; future 

research should consider more mixed methods approaches to this complex area. 

 

2.4.8 Future research 

No previous research has been made into this particular area of supervision.  Therefore, it 

is likely that findings will need to be replicated using a larger and more representative sample 

across multiple sites.  This may include more detailed measures of supervision, self-esteem and 

other factors identified within the current study.  In an ideal world, a randomised control trial 

measuring change over time will provide a more realistic picture of the effects supervision from 

psychologists may have on healthcare professionals. 

Future studies could also include client outcomes, to investigate whether the type of 

supervision received impacts on clinical practice and client experience.  Although this would be a 

challenging study to carry out, it would be fascinating to explore whether supervision from a 

psychologist provides better outcomes for clients, in terms of service experience as well as 

symptom reduction. 

The results of this study imply that clinical supervision from a psychologist could increase 

self-esteem in health care professionals; clearly more investigation is necessary to further explore 

this possible relationship. A longitudinal method may assist in this process; by measuring 

supervisees’ baseline self-esteem prior to starting supervision with a psychologist and then tracking 
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this over a period of time may shed some light upon this observed relationship. Another alternative, 

more related to the cognitive model of self-esteem, would be to explore the processes and 

approaches used within supervision which are most likely to impact upon self-esteem. This could 

be investigated through observational or qualitative methods. 

Finally, more qualitative research into this area would also be beneficial in enriching the 

understanding of why clinicians continue to access voluntary psychological supervision.  An in-

depth interview format with participants could provide this information.  In addition, exploring the 

reasons behind healthcare professionals choosing not to attend supervision with a psychologist 

could also be interesting to further investigate using qualitative methods.  It could provide vital 

information about engaging professionals who are more reluctant to work psychologically. 

 

2.5  Conclusions 

The present study demonstrates the importance of further investigating the impact of 

supervision from a psychologist, on healthcare professionals.  Analysis found no significant 

difference between groups in burnout or job satisfaction levels.  However, the results did show that 

healthcare professionals who receive supervision from a psychologist score significantly higher in 

self-esteem, report significant benefits in quality of supervision, and experience professional and 

personal development and growth.  There is some evidence to suggest that self-esteem increases as 

a result of attending supervision with a psychologist, through processes such as improving self-

compassion and confidence in clinical abilities; links with the model of self-esteem have been 

made to help explain this result, however further research is required to replicate and generalise 

these findings.  Overall, triangulation of qualitative and quantitative research has been 

demonstrated as a useful tool in investigating supervision processes and should be considered for 

future research. 
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Figures 

Figure 1.1: The cognitive model of self-esteem 

 

Taken from Fennell (1997) 
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Figure 2: Triangulation approach 

 

 

 

 

 

 

 

Taken from: Bishop (2015) 
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Figure 3: Breakdown of triangulation design (validating quantitative data model) 

 

 

 

 

 

 

 

 

 

 

 

Adapted from: Olsen (2004) 
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Figure 4: The inductive content analysis process (adapted from Elo & Kyngas, 2007) 
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Figure 5a: A bar chart to show job satisfaction levels between teams.  
 

 
1 = low satisfaction range, 2 = neutral and 3 = high satisfaction range. 

 
Figure 5b: A bar chart to show emotional exhaustion levels between teams. 

 
1 = low EE range, 2 = moderate EE range, 3 = high EE range 
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Appendices 

 
Appendix 1. The definition of clinical supervision (with clarifying comments) 
 

‘FORM’ OF SUPERVISION: 

‘The formal provision (i.e. sanctioned by relevant organization/s); 

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

of an intensive (i.e. typically 1:1 and regular/ongoing, at least, three meetings with protected 
time, 

of at least 3 hours total duration), 

relationship-based (inc. confidential and highly collaborative, being founded on a learning 
alliance 

and featuring (e.g.) participative decision making and shared agenda setting; and therapeutic 

inter-personal qualities, such as empathy and warmth), 

education and training (general problem-solving capacity or ‘capability’ aspect, not just 

competence enhancement) 

that is case-focused (supervisee guides topics and tables material and supervisor typically 
overlays 

professional and organizational considerations/standards) 

and which supports, directs and guides (inc. also ‘restorative and normative’ topics, 
addressed 

by means of professional methods, inc. objective monitoring, feedback and evaluation; and by 

reference to the empirical and theoretical knowledge-base) 

the work of colleagues (supervisees) (inc. CPD/post-qualification colleagues) 

 
‘FUNCTIONS’ OF SUPERVISION: 

(1) quality control (inc. ‘gatekeeping’ and safe, ethical practice); 

(2) maintaining and facilitating the supervisees’ competence and capability; and 

(3) helping supervisees’ to work effectively (inc. promoting quality control and preserving 

client safety; accepting responsibility and mostly working independently; developing own 

professional identity; enhancing self-awareness and resilience/effective personal coping with 
the job; 

critical reflection and lifelong learning skills) 

(Milne, 2007)
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Appendix 2: Participant information and consent 

 

Welcome to the Supervision Online 
survey! 

Participant Information Sheet 

Date: Version 2 

Title: 'An investigation into the experience of multi-disciplinary clinical supervision'  

Researcher: Sophie Williams     Ethics number: 12964 

Please read this information carefully before deciding to take part in this research. If you consent to 

participating in this study please select the option below and press the link to continue 

What is the research about? 

I am Sophie Williams, a Trainee Clinical Psychologist at the University of Southampton. I am 

interested in gaining information about how supervision is helpful to healthcare professionals. In 

particular to investigate whether certain types of supervision may be more beneficial to healthcare 

professionals than others, and understanding what professionals feel they gain from supervision. 

Who can participate? 

Any health care professional (who works in in inpatient/community settings or with mental 

health/learning disability) who requires regular supervision, from either someone who is in the 

same discipline as them or receives supervision from another discipline (e.g. a Clinical 

Psychologist). This includes nursing, occupational therapists, physiotherapists, support workers 

etc. Unfortunately, Clinical Psychologists, Trainee Clinical Psychologists and Assistant 

Psychologists cannot participate in this study. 

What will happen to me if I take part? 

You will complete an online survey which will take approximately 15-20 minutes. 

Are there any benefits in my taking part? 

You will be contributing to the growing body of knowledge we have on the potential benefits of 

supervision 



   

 

107 

 

Are there any risks involved? 

There are no known risks to participating in this study. 

Will my participation be confidential? 

Storage of data will comply with the Data protection act and NHS policy. All your responses are 

completely anonymous, so your identity is completely protected. You will be given the opportunity 

to enter a prize draw for £50 worth of Amazon vouchers, for participating in the study. If you 

would like to be entered into the draw simply enter your email address where required. Email 

addresses will be stored separately from the survey responses to ensure anonymity. 

What happens if I change my mind? 

You have the right to withdraw at any time during the survey, simply click the cancel button in the 

top right of the screen. 

Where can I get more information? 

If you would like any further information or have any concerns regarding this study, please contact: 

Academic supervisor: Dr George Johnson, Clinical Psychologist on  George.johnson@soton.ac.uk 

Clinical Supervisor: Dr Helen Sessions, Clinical Psychologist on 

 Helen.sessions@southernhealth.nhs.uk 

Or you can contact the researcher directly svlw1g12@soton.ac.uk 

If you have questions about your rights as a participant in this research, you may contact the Chair 

of the Ethics Committee, Psychology, University of Southampton, Southampton, SO17 1BJ. Phone: 

+44 (0)23 8059 4663, email slb1n10@soton.ac.uk. 

Please tick (check) this box to indicate that you consent to taking part in this survey 
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Appendix 3: Demographics questionnaire 

Please indicate your gender  

Male   Female  Prefer not to state  

Please indicate your current age 

0-25  26-35  36-45  46-55  56-65  66+ 

Role within the service 

Psychiatrist  Occupational Therapist    Nurse   Manager 

Mental Health Practitioner  Speech and Language therapist  

Support worker     Physiotherapist  Art therapist  

Other ........................................ 

What team do you currently work in? 

Adult mental health    Older adult mental health  

Learning disabilities    Inpatient 

Child and Adolescent mental health  Other ……………………. 

How frequently do you receive supervision?  

Weekly Fortnightly  Monthly  Other ............................... 

What is the average duration of your supervision meetings?  

Half an hour   an hour   1 ½ hours        2 hours +  

What types of supervision do you receive?  

Peer    individual   group      All of the above  

Do you receive separate supervision from a psychologist? 

Yes  No 
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Appendix 4: Open-ended questions for experimental participants 

 

Qualitative questions for the survey 

What made you choose to attend supervision with a Psychologist? 

 

What do you feel you gain from attending supervision with a Psychologist?  

 

How do you feel supervision with a Psychologist influences your practice? 
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Appendix 5: Measure of self-esteem (RSES) 

Below is a list of statements dealing with your general feelings about yourself. Please 
indicate how much you agree with each statement by selecting the appropriate response. 
 
 

  Strongly Agree 
                 

Agree 
Disagree 

Strongly 
disagree 

On the whole, I am satisfied 
with myself     

At times I think I am no good 
at all     

I feel that I have a number of 
good qualities     

I am able to do things as well 
as most other people     

I feel I do not have much to be 
proud of     

I certainly feel useless at times  
I feel that I am a person of 
worth, at least on an equal 
plane with others 

    

I wish I could have more 
respect for myself     

All in all, I am inclined to feel 
that I am a failure     

I take a positive attitude 
toward myself     
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Appendix 6: Job satisfaction measures (aJIG and then aJDI) 

Question 1: Think of your job in general, all in all, what is it like most of the time? 

For each word or phrase below please indicate 'Yes' whether it describes your job, 'No' if it 
does not describe it or '?' if you can't decide. 

              Yes             No                ? 

Good  

Undesirable  
Better than 
most    

Disagreeable  
Makes me 
content    

Excellent  

Enjoyable  

Poor  
 
 
 
Question 2: Think of the majority of people with whom you work or meet in connection 
with your work. How well does each of the following words or phrases describe these 
people? 

Please select one of the following, 'Yes' if it describes the people with whom you work, 
'No' if it does not describe them or '?' if you can't decide. 

             Yes             No                ? 

Boring  

Slow  

Responsible  
Smart 
(clever)    

Lazy  

Frustrating  
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Question 3: Think of the work you do at present. How well does each of the following 
words or phrases describe your work? 

Please select one of the following, 'Yes' if it describes your work, 'No' if it does not 
describe it or '?' if you cannot decide. 

            Yes             No                ? 

Fascinating  

Satisfying  

Good  

Exciting  

Rewarding  

Uninteresting  
 
 
 
Question 4: Think of the pay you get now. How well does each of the following words or 
phrases describe your present pay? 

Please select one of the following, 'Yes' if it describes your pay, 'No' if it does not describe 
your pay or '?' if you cannot decide. 

             Yes             No               ? 

Barely live 
on income    

Bad  

Well paid  

Underpaid  

Comfortable  
Enough to 
live on    
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Question 5: Think of the opportunities for promotion that you have now. How well does 
each of the following words or phrases describe these? 

Please select one of the following, 'Yes' if it describes your opportunities for promotion, 
'No' if it does not describe your opportunity for promotion, or '?' if you cannot decide. 

             Yes            No             ? 

Good 
opportunities 
for 
promotion 

   

Opportunities 
somewhat 
limited 

   

Dead-end job  
Good chance 
for 
promotion 

   

Regular 
promotions    

Fairly good 
chance for 
promotion 

   

 
Question 6: Think of the kind of supervision that you get on your job. How well does each 
of the following words or phrases describe this? 

Please select one of the following, 'Yes' if it describes the supervision you get on your job, 
'No if it does not describe it or '?' if you cannot decide. 

               Yes              No                ? 

Praises 
good 
work 

   

Tactful   

Influential   

Up to date   

Annoying   
Knows 
job well    
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FOR MORE INFORMATION CONTACT: 
SOPHIE.WILLIAMS1@SOUTHERNHEALTH.NHS.UK 

ETHICS NUMBER: 12964 

Appendix 8: Poster advertising the study 

 

 

 

 

 

 

 

  

 

TO ALL HEALTHCARE PROFESSIONALS WORKING WITHIN 
MENTAL HEALTH SETTINGS: IT IS YOUR CHANCE TO HAVE 

YOUR SAY IN A 

RESEARCH STUDY EXPLORING YOUR 
EXPERIENCES OF CLINICAL 

SUPERVISION 
If you are a healthcare professional working within a mental health setting 

and receive supervision from the same discipline or a different discipline 

then you are eligible to participate in this study. 

You will be asked to complete an online survey of short standardized questionnaires, and you may 

be asked to comment on some of your experiences of supervision. The survey will take 

approximately 15‐20 minutes of your time to complete. All participants will be given the chance 

to be entered into a prize draw, with the chance to win £50 Amazon vouchers. 

    If you would like to participate, please click on the link below:  

 

 

 

 

 

Enter Online Survey 



   

 

117 

 

Appendix 9: Debrief Information 

Debriefing Form 
10/06/2014: Version 1 
Ethics Number: 12964 

 
Thank you very much for taking part in this study. 

The main aim of this study is to gain more understanding of how people experience multi-
disciplinary supervision, and how this impacts on self-esteem, job satisfaction and burnout. 
Little research so far has explored how supervision from a Clinical psychologist may 
benefit other mental health professionals in terms of their clinical work and experience of 
supervision. This study hopes to explore whether such supervision has a positive impact. 

You may have found that some of the questions included in the questionnaires bring up 
difficult emotions. If you feel you would like further support with this, you are advised to 
contact your GP, your Occupational Health department or a Clinical psychologist in the 
team you work in. In addition there are several community services who may be able to 
assist you; Samaritans or Mind 

If you have any further concerns or queries regarding this research study please contact: 

Academic supervisor: Dr George Johnson, on George.johnson@soton.ac.uk 
Clinical Supervisor: Dr Helen Sessions, on Helen.sessions@southernhealth.nhs.uk 
Or you can contact the researcher directly sophie.williams1@southernhealth.nhs.uk 

 
If you have questions about your rights as a participant in this research, you may contact 
the Chair of the Ethics Committee, Psychology, University of Southampton, Southampton, 
SO17 1BJ. Phone: +44 (0)23 8059 4663, email slb1n10@soton.ac.uk. 

If you have any further comments or queries please do not hesitate to contact me. 

Kind regards, 

Sophie Williams, Trainee Clinical Psychologist. 
svlw1g12@soton.ac.uk 
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Appendix 10: Ethical approval letters  
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Appendix 11: Content analysis process of all survey responses. 
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