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Abstract 

Clinical supervision is essential for providing ongoing support and development to 

supervisees, with significant implications to clinical practice. There has been a recent 

emphasis on ensuring that culture is considered and integrated into the supervision space. 

However, more insight is needed into how supervisees experience culturally responsive 

supervision and how can we assist clinicians to develop their cultural humility.  

Chapter one aims to set the context of the two completed studies by expanding further 

on the process and rationale. Specifically, reflections of conducting the research from the 

author’s personal cultural lens is considered. The chapter also addresses the shift of 

terminology from cultural competence to humility, and the use of incorporating the Delphi 

method within the empirical study. 

The second chapter is a systematic review that aimed to further explore supervisees’ 

perspectives of the impact of receiving culturally responsive clinical supervision. A total of 15 

papers were included in the thematic synthesis which identified three main themes of 

‘strengthened the supervisory relationship’, ‘supported professional development and 

learning’, and ‘facilitated culturally responsive clinical work’. Further clinical and research 

implications are discussed.  

The final chapter details a quantitative study that developed a cultural humility measure 

for clinical supervision and assessed its psychometric properties. The study used a three-part 

design with two samples; the first stage devised the initial scale (Clinician Cultural Humility 

Scale; CCHS), the second stage used the Delphi method to revise the scale, and the third stage 

used a cross-sectional survey to assess and further revise the scale. The factor analyses found 

a 10-item scale with three subfactors, namely: ‘Awareness and Self-reflection’, ‘Openness in 

Clinical Practice’, and ‘Supportive Interactions’. The CCHS showed good internal reliability 

and, overall, the correlation analyses showed convergent relationships with existing scales. 

The results, implications and recommendations for future research are identified and 

discussed.  

Keywords: clinical supervision, cultural responsivity, cultural humility. 
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Chapter 1  Setting the Context of Culture in Supervision 

Word count (excluding references): 2319  
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1.1 Locating ‘me’ in the Research 

Reflexivity in qualitative research, and arguably all research, is particularly important 

because it examines the influence and value of the author’s subjectivity (Olmos-Vega et al., 

2023). During the process of researching and exploring culture in clinical supervision, I 

reflected on my position as a female Trainee Clinical Psychologist with dual nationality, 

residing in the south of the UK. My awareness of my British and Latin American heritage, 

and how deeply my cultural lens informs me as a clinician, was significantly heightened, 

specifically how I relate to my colleagues, clients, supervisors and the services I work in. I 

thought about how the language I use, and my mannerisms are intrinsically shaped by my 

cultural upbringing. I also considered how these aspects feed into how I form connections 

with others and, importantly, how I connect with the literature in these studies. For example, I 

resonated from reading about supervisees’ experiences of feeling misunderstood due to their 

cultural background, being labelled negatively, or needing to educate colleagues about 

cultural differences. It made me reflect on how our work context may or may not facilitate 

our cultural identities to be shared or, feel understood. Sadly, culture awareness within 

clinical psychology in the UK has been criticised, especially by ethnically minoritised 

communities, for being culturally blind and both “consciously and unconsciously racism 

blind” (Wood & Patel, 2017, p. 282).  For me, this further highlights the importance of 

researching culture in clinical psychology and drives my commitment to be part of tackling 

inherent systemic issues within the profession.  

Furthermore, conducting this research made me reflect on my experiences of supervision 

and how I have had first-hand experience of a range of both culturally responsive and 

culturally unresponsive supervision. This elicited some feelings of sadness in me, as I place 

great value on the role of supervision in supporting my clinical work and professional 

development, and I wondered how significantly those encounters may have impacted my 
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practice. The emphasis on integrating EDI into training programmes and the growing 

awareness of the racial/cultural barriers to entering the profession of clinical psychology 

(Ahsan, 2020; Bawa et al., 2021), has only been highlighted in recent years. Additionally, it 

has been argued that bias during the Doctorate selection process, at application screening and 

interview, has contributed to the lack of diversity on clinical psychology training courses 

(Francis, 2024).  

I resonated with many of the studies’ participants who described the importance to them 

of a supervisor’s proactiveness when discussing culture and the quality of the supervisory 

relationship. This made me reflect further on my experiences, particularly those instances in 

which I had to be proactive in raising cultural discussions, which were often accompanied by 

feeling a sense of uncertainty as to how these would be received by my supervisors. I felt 

benefit from supervisors initiating cultural discussions, particularly at the start of our 

supervisory relationship. I recognised that this may also intersect with my position as a 

trainee, on a clinical training programme which requires me to pass placements, and my 

ethnic background, which typically differs from my supervisors. As such, I have felt more 

aware of the power dynamic between myself and the supervisor, as I have often felt that my 

position and ‘social graces’ can place me in a position of holding less power (Burnham, 1993; 

2012). This made me think about the diverse experiences of the participants in both studies 

and the importance of capturing such experiences in research, especially for those that may 

feel worried or powerless to get their voices heard in the workplace (Bailey et al., 2024; 

Daloye, 2022; Ebubedike et al., 2024; Shah, 2010). 

Considering the Ecological Systems Model (Bronfenbrenner, 1994), I thought about the 

wider systems around me and the systems and context I was located within. From a 

mesosystem perspective, I recognised that the research supervisory team were also from 

ethnically minoritised backgrounds and, together, we shared a passion for improving 
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culturally responsive clinical supervision in the field. This fostered a sense of safety with 

conducting my research, knowing that the research team was aligned in its aims. I was 

mindful that, given our backgrounds and intentions, our perspectives could also carry bias. 

Therefore, it was important to acknowledge our position, which we discussed in research 

supervision including the possible implications of this.  

From a wider macrosystem perspective, the British Psychological Society’s (BPS; 2017) 

has guidelines and an emphasis on developing services to be more culturally sensitive (Fung 

et al., 2012; Kirmayer & Jarvis, 2019). However, I was surprised by the limited number of 

published studies in this area, which may suggest a bias or barrier within the macrosystem, 

towards being able to publish findings aimed at influencing systemic change relating to race 

and culture in psychotherapy, services, clinical programmes, and supervision practices. 

Conducting these studies coupled with my awareness of these systemic challenges, highlights 

the importance of disseminating the findings to facilitate improving culturally responsive 

clinical supervision and hopefully the wider implications from receiving such supervision. 

1.1.1 Systematic Review 

During the process of reviewing and analysing the data in the systematic review, I 

acknowledged that my aforementioned perspective including my role and cultural 

background was inherently intertwined in the process, which is an important component of 

the critical realist approach (Barnett-Page & Thomas, 2009). For example, I thought about 

when I was coding the data, if my lens was focusing on specific participants more than 

others. Although I did not identify this to be the case, I felt it was highly valuable that 

throughout the process, I engaged in regular discussion with my second reviewer, who was 

from a different ethnic background to me, and my research team, ensuring openness around 

the values I held and systems of which I was part. It is important to note that this perspective 
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was not perceived as a limitation; rather, it was regarded a valuable factor and is important to 

acknowledge in qualitative studies (Braun & Clarke, 2019).  

1.2 The Shift from Cultural Competence to Cultural Humility 

The term cultural competence, originally developed in the 1980s within the social work and 

psychology field (Gallegos, 1982), refers to the ability to have an awareness of both one’s 

own and other’s cultures, alongside the acquisition of relevant cultural knowledge pertaining 

to beliefs, values and behaviours (Danso, 2018). It is often defined as a “set of congruent 

behaviors, attitudes, and policies that come together in a system, agency, or among 

professionals and enable that system, agency, or those professionals to work effectively in 

cross-cultural situations’’ (Cross et al., 1989, p. 4).  

The literature regarding multicultural supervision has typically focussed on the pillars 

of competence, knowledge and skills (Constantine, 2003; Falender et al., 2014). There is also 

an awareness of the attitudes, often linked with values, to develop multicultural competence 

(Falender, 2014; Falender et al., 2014; Falender, 2018). Constantine (2003) noted that 

multicultural supervision competence is a dynamic process. However, Beagan (2018) argued 

that cultural competence is often framed as a more rigid concept, which positions 

professionals as the benchmark standard, and assumes that competence can be fully achieved. 

Furthermore, it has been highlighted that competence can be perceived as a static 

phenomenon, which is at odds with the inherent dynamism and ever-changing nature of 

culture (Lekas et al., 2020).  

In comparison, the term cultural humility is understood as an ongoing process of 

reflection, education and learning which differs from the term competence (Tervalon & 

Murray-Garcia, 1998; Upshaw et al., 2020; Yeager & Bauer-Wu, 2013). Conversely, Yancu 

and Farmer (2017) proposed that cultural competence and cultural humility complement and 
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overlap with each other, instead of being independent concepts. They proposed that cultural 

competence is viewed as a ‘product’, with an end goal such as proficiency in knowledge 

which can be taught and acquired, whereas cultural humility describes a ‘process’ of 

reflection and openness. However, importantly, the authors highlighted that a core component 

of cultural humility is the recognition that we are all cultural beings with multiple and 

intersecting identities.  

Taking this into account, the empirical study, therefore, focused on the term cultural 

humility due to the emphasis of its position of openness to continuously learn and reflect, 

irrespective of years of clinical experience or levels of expertise in psychotherapy, and the 

recognition that we are all cultural beings (Hook et al., 2013; Tervalon & Murray-Garcia, 

1998). The empirical paper positions itself as encouraging all clinicians to engage with 

cultural humility and take a compassionate reflective perspective during the ongoing learning 

process.  

1.3 The Delphi Method 

In devising the questionnaire, it was important to have a methodological procedure which 

allowed for meaningful findings to be attained (Boynton & Greenhalgh, 2004; DeVellis, 

2017). Therefore, the Delphi method was chosen to appropriately incorporate expert opinions 

and previous relevant literature to form part of devising this scale. Furthermore, the Delphi 

method has been recommended for scale development to enable the active involvement from 

experts in the field in contributing towards its development, without the risk of biasing 

responses (Dragostinov et al., 2022). Thus, an array of expertise and opinions are able to be 

captured.  

The empirical study included experts from the field of psychological therapies and/or 

EDI to directly provide a valuable input into the development of the scale. During the 
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recruitment of these experts for the Delphi study, I had apprehension about whether experts 

would take interest in the research. I was aware that sometimes Delphi studies suffer from 

high drop-out rates (Schifano & Niederberger, 2025), and therefore, I was worried that the 

same could occur in the current study. Whilst there were procedures in the methodology 

which increased the likelihood for engagement, such as reminder emails, I felt uncertain as to 

whether we would have sufficient engagement across the two Delphi rounds. However, I was 

surprised to discover that the study had low drop-out rates, which suggested engagement with 

the study topic area. It is important to note that three rounds typically tend to be sufficient for 

a consensus to be reached, and for an adequate response rate (Stone & Busby, 2005), 

however the total number of rounds depend on when a consensus is reached by experts 

(Giannarou & Zervas, 2014). This research used a predefined definition of consensus, an 

important consideration of conducting a Delphi study (Barrett & Heale, 2020) and needed 

only two rounds to reach consensus. I wondered if the study had required more Delphi 

rounds, whether the attrition rates would have become an issue, a challenge which is noted in 

the literature (Flanagan et al., 2016; Keeney et al., 2001; Schifano & Niederberger, 2025).  

The Delphi method is a technique which was devised with the purpose to reach a reliable 

consensus among a panel of experts (Dalkey & Helmer, 1963). There have been variations to 

the methodology (Sumsion, 1998; Jorm, 2015), however, there is common agreement that the 

method entails a structured process of communication to allow for a problem or question to 

be considered, with opportunity for information and knowledge to be shared or expressed 

(Linstone & Turnoff, 1975), which was the emphasis of this current research. 

  It has been argued that the method must contain these three components: ‘expert 

anonymity’, ‘controlled feedback’ and ‘group responses analysis’ (Adler & Ziglio, 1996) 

which was once again included in this research design. ‘Expert anonymity’ refers to experts 

being unaware of each other’s identity during the research process to support honest 
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responses and feedback. The term ‘controlled feedback’ is a common characteristic of Delphi 

studies, which describes how feedback on experts’ responses is relayed in between response 

rounds (Nasa et al., 2021). ‘Group response analysis’ serves to ensure that each response 

from experts is representative to the final consensus (a measure and indication of whether 

agreement has been reached between experts). Furthermore, other key features include: a 

facilitator/researcher who organises the study, identifies the question and determines the 

expert criteria, determines consensus criteria, undertakes recruiting of experts, ensures 

anonymous rounds for experts, gathers responses and analyses responses, and conducts 

potential multiple rounds with feedback until consensus is reached (Jorm, 2015). Consistent 

with this research, multiple rounds may also occur if some items on the questionnaire reach 

consensus, but other items need to be re-rated or there are new items that are included 

(Chalmers et al., 2014).  

In mental health research, the Delphi method has been used broadly for a variety of 

purposes (Jorm, 2015), including developing guidelines for trial protocols (Tetzlaff et al., 

2012), developing a mental health concept (San et al., 2015), and developing questionnaires 

(Xie et al., 2015). Furthermore, Delphi methods can incorporate both a qualitative and 

quantitative approaches (Trevelyan & Robinson, 2015), such as open-ended questions and 

Likert-scale questionnaires. For example, for guidelines studies, it is typical for focus groups 

to be used with expert panels to then inform subsequent questionnaire items for further 

rounds (Jorm, 2015). Within scale development studies, it is more common to use 

quantitative questionnaires within the Delphi methodology (Lee et al., 2020; Mengual-Andrés 

et al., 2016; Neupane & Bhattarai, 2024). Notably, it has been argued that the Delphi method 

should not be used to ask factual questions; rather, opinion-based questions are more suitable 

(Gordon, 1994). Therefore, the Delphi method represents an adaptable and pragmatic 

technique to enable answers to appropriate research questions (Boynton & Greenhalgh, 2004; 
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DeVellis 2017; Dragostinov et al., 2022), which is why it was chosen for this questionnaire 

development study. 

1.4 Dissemination Plan 

The systematic review paper will be submitted to the ‘Clinical Psychology and 

Psychotherapy’ journal because of its international reach, and its focus on novel findings 

within the mental health and clinical psychology field. This journal is appropriate because the 

review is current and novel. The empirical paper will be submitted to the ‘British Journal of 

Psychology’ due to its interest in studies that offer new implications for practice using a 

broad range of methodological approaches. It is hoped that publishing in these journals will 

allow for the important findings and implications to be disseminated widely across the field. 
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Chapter 2  Supervisees’ Perspectives of the Impact of Receiving Culturally 

Responsive Clinical Supervision: A Qualitative Review 

  

Journal Specification: The journal ‘Clinical Psychology and Psychotherapy’ has been 

chosen as a guide in determining the preparation of the paper. Articles providing 

comprehensive reviews have no word limit. Authors guidelines can be found: 

https://onlinelibrary.wiley.com/page/journal/10990879/homepage/forauthors.html 

Word count (excluding abstract, tables, figures, references and appendices): 8,756 
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2.1 Abstract 

Objective: Clinical practice guidelines currently emphasise the importance of delivering 

culturally responsive care to diverse populations. There are also recommendations for 

services to be culturally aware to ensure that appropriate support is being provided for all 

communities. Quantitative studies and reviews identified the positive implications of 

adopting a culturally responsive approach in supervision. However, it is unclear what the 

impact of receiving such supervision is from supervisees’ perspectives. The current review 

aimed to be the first to focus on the impact of receiving culturally responsive clinical 

supervision as a supervisee adopting a qualitative approach. 

Method: A systematic search of five databases (MEDLINE, PsycINFO, CINAHL, Web of 

Science and ProQuest) identified 15 studies which were included in the final review. A 

thematic synthesis was conducted to identify the final themes and produce a thematic map. 

Results: Three main themes were found relating to the impact of receiving culturally 

responsive clinical supervision: ‘strengthened the supervisory relationship’, ‘supported 

professional development and learning’, and ‘facilitated culturally responsive clinical work’. 

Nine subthemes were also discovered.  

Conclusions: Overall, it was found that culturally responsive supervision positively impacted 

supervisees, from reinforcing the supervisory relationship to developing their clinical skills. 

The findings provide support for the value of culturally responsive supervision due to the 

broad implications on clinical practice. The review highlighted the need for further research 

to be conducted across more countries to capture diverse cultures and perspectives. 

Implications and recommendations for clinicians, training programmes and services are 

discussed.  

Key Practitioner Message: 
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• Supervisees found culturally responsive supervision impacts positively on their 

development, supervisory relationship and their clinical skills.  

• Culturally responsive clinical supervision can benefit supervisees, supervisors and 

clinical practice. 

• It is important that supervisors take a proactive role in facilitating culturally 

responsive supervision.  

Keywords: Cultural responsivity, clinical supervision, supervisee, thematic synthesis 
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2.2  Introduction 

Within the context of a culturally and ethnically diverse United Kingdom (UK; Hussain et al., 

2020; Vertovec, 2007), there have been initiatives aimed at increasing diversity within the 

psychological professions’ workforce (Cape et al., 2008; Ononaiye, 2024; Turpin & Fensom, 

2004). The initiatives aim to develop a culturally diverse workforce that support the needs of 

diverse client groups with an attuned understanding of culture and diversity, which in turn 

informs service accessibility and treatment (Edwards et al., 2022). Although there is a long 

way to go within all professions including clinical psychology (Ahsan, 2020; Wood & Patel, 

2017), progress has been made in how services have started to recognise a need for 

representation and cultural awareness within their workforce (Ononaiye, 2024; Turpin & 

Coleman, 2010). Therefore, it is important that clinicians are supported to build their skills in 

effectively responding to the needs of culturally diverse populations (Edwards et al., 2022).  

2.2.1 Clinical Supervision  

Clinical supervision is an essential requirement of professional practice for clinicians, integral 

to both clinical training programs and the standards of proficiency established by the Health 

and Care Professions Council (HCPC) for practitioner psychologists (HCPC, 2023a). It has 

been proposed that clinical supervision is a space to develop safety for the supervisee, with 

protective boundaries such as confidentiality, facilitating the discussion of personal and 

professional reflections (Care Quality Commission, 2013). The key aims of clinical 

supervision are to provide a regular process that facilitates learning, supports the professional 

development of the supervisee, and ensures the ongoing consideration of client wellbeing, 

safety, and welfare (Bernard & Goodyear, 2013; Falender & Shafranske, 2004). In support, 

Proctor (1988) conceptualised clinical supervision as serving three main functions, including 

‘formative’ that supports supervisees’ development, ‘normative’ involving conducting a 
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review of supervisees’ clinical work in adherence to the relevant guidelines, and ‘restorative’ 

that supports supervisees’ wellbeing and resilience. Furthermore, Falender and Shafranske 

(2004) defined clinical supervision as a collaborative process in which various techniques are 

employed, including modelling and problem-solving as well as maintaining legal and ethical 

requirements, in keeping with the standards of the relevant psychological professional bodies 

governing the clinician's practice. 

Importantly, DePue et al. (2022) established a connection between clinical 

supervision, the supervisory working alliance (SWA), and the client therapeutic alliance. The 

SWA has also been shown to be positively associated with supervision outcome, and the 

supervisees’ perception of the supervisory relationship had a positive correlation with the 

relationship to the client (Park et al., 2019). Furthermore, attending to cultural factors can 

serve to develop a strong working alliance between supervisor and supervisee (Crockett & 

Hays, 2015; Vekaria et al., 2023a).  

2.2.2 Culture in Clinical Supervision 

Although culture has been defined in different ways, it is commonly defined as “a group with 

shared behaviours, values, and beliefs that are passed from generation to generation” (Keith, 

2011, p.4). Importantly, culture can be dynamic and complex encompassing various 

subcultures (Keith, 2011; Miller, 2008). Culture is also influential in shaping values and 

beliefs, as well as how services and clinicians understand their clinical work (Gainsbury, 

2017). 

Recommendations support the need for mental health services to be more culturally 

aware in order to appropriately and equitably support clients from diverse backgrounds (Fung 

et al., 2012; Kirmayer & Jarvis, 2019). This is vital considering that ethnically minoritised 

populations often report having more negative experiences in their engagement with mental 
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health services, as is evident in the higher treatment dropout rates (de Haan et al., 2018; 

Dixon et al., 2016; Maura et al., 2017) and an increased use of crisis services (Delphin-

Rittmon et al., 2015). Such conditions accentuate the disparity and inequality in both access 

to care and treatment outcomes (Suresh & Bhui, 2006). Furthermore, there are potential risks 

associated with clinicians' lack of consciousness to their own beliefs, stereotypes and biases, 

among which include negatively impacting their clients' therapeutic experiences (Hook et al., 

2016). Additionally, it has been suggested that such unawareness on the clinician’s part may 

create barriers for clients from ethnic minoritised communities and give rise to feelings of 

being misunderstood, mistrust and microaggressions (Williams & Halstead, 2019). 

Consequently, the evidence emphasises the detrimental effects of being culturally unaware 

and unresponsive, which reinforces the central importance of embedding an appreciation of 

culture within clinical supervision. 

The British Psychological Society’s (BPS, 2017) practice guidelines state the 

importance of practitioners developing both their cultural awareness and cultural 

responsivity, as both can impact the care people receive. In particular, the guidelines 

emphasise that “all psychologists will have the necessary skills and abilities to work with all 

sections of the community” (BPS, 2017, p. 32). Clinical supervision offers an opportunity to 

consider cultural issues within both clinical practice and within the supervisory relationship 

(Scaife, 2019). Furthermore, it has been argued that cultural responsivity expresses the 

understanding that a clinician’s cultural background is intrinsically entwined within their 

clinical work and supervision (Arthur & Collins, 2009). Cultural humility is regarded as a 

critical facilitator of cultural responsivity and is conceptualised as an approach whereby 

practitioners, while engaging in interpersonal interactions, demonstrate an appreciation for 

the values, beliefs, and cultural contexts of others (Lekas et al., 2020; Stubbe, 2020). In turn 

reflecting an open commitment to continuous learning and development. Within clinical 
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practice, it has also been conceptualised as the “ability to maintain an interpersonal stance 

that is other-oriented in relation to aspects of cultural identity that are most important to the 

client” (Hook et al., 2013, p. 354). It is argued that supervisors who demonstrate cultural 

humility enhance positive interactions with their supervisees from diverse backgrounds and 

naturally promote their development (Watkins et al., 2019a). Therefore, culturally responsive 

supervision is important for both clinicians and client care, as they are often intertwined. 

2.2.3 Cultural Models of Clinical Supervision 

Traditional models of supervision do not consider the role of culture (e.g. Liese & Beck, 

1997; Wetchler, 1990), however, some consideration has been given in more recent models. 

For example, the Seven-Eyed model (Hawkins & Shohet, 2012; Hawkins & McMahon, 

2020) is a relational systemic model which draws on numerous psychological theories and 

comprises two primary processes, namely the clinical work with the client (the client, the 

supervisee’s intervention, and the supervisee-client relationship) and the supervisory process 

(the supervisee, the supervisor, and the supervisory relationship).The seventh eye of the 

model contemplates the wider context of these two processes. While this model details seven 

lenses of the supervisory process, to support in reflecting upon both practitioner and client 

identities (Buxton & Scudder, 2022), it is important to note that it does not explicitly assert 

culture to be a central component.  

One model, however, that does attribute culture as a fundamental pillar is the 

Multicultural Counselling Competence model (MCC; Sue et al., 1982; Sue, 1990). While it 

was not originally developed as a supervision model, it has since been heavily utilised over 

the years in developing measures (e.g. LaFromboise et al., 1991; Sodowsky et al., 1994) and 

as the basis of ethical practice (Arredondo & Toporek, 2004; Constantine & Ladany, 2001).  

The MCC model specifies three components that can be adopted during clinical supervision 
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to support reflection. This includes an ‘awareness’ of one’s own assumptions and biases, 

‘knowledge’ by attempting to understand the client’s world view, and ‘skills’ to enable the 

development of strategies and interventions which meet the needs of the client). There has 

been a subsequent development to the model with the proposed Multiple Dimensions of 

Cultural Competence model (MDCC; Sue, 2001), however, the literature regarding these 

models is not without critique. There are concerns as to how the models would practically 

support clinicians when working with clients from a different ethnic background (Mollen et 

al., 2003) and in instances of cultural conflicts (Beaulieu, 2011). A content analysis raised 

questions regarding the quality of the research into the MCC, noting that it predominantly 

comprised of descriptive survey findings and use of convenience sampling techniques 

(Worthington et al., 2007). Furthermore, the tenuous link between scales (e.g. the 

Multicultural Counseling Inventory; Sodowsky et al., 1994) and the model’s framework calls 

into question the model’s practical utility. Worthington and colleagues (2007) recommended 

that further process and outcome research is conducted to bridge the gap between theory and 

practice. 

The Multicultural Orientation Framework (MCO; Owen, 2013) has been proposed as 

a valuable perspective to adopt within the clinical supervision process to ensure culture is 

effectively embedded (Watkins et al., 2019b). Specifically, the MCO framework for 

psychotherapy supervision (MCO-S; Watkins et al., 2019b) outlines the three main pillars of 

cultural humility, cultural comfort and cultural opportunities. In consideration of cultural 

humility, supervisors take an open stance, recognising themselves as cultural beings, with a 

willingness to learn and understand the backgrounds of their supervisees and clients. The 

pillar of cultural comfort refers to the emotional responses experienced while engaging in 

discussions around culture that may include discomfort. Supervisors endeavour to convey a 

non-defensive and open attitude, allowing them to work through any cultural discomfort to, 
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in turn, facilitate the meaningful exploration of cultural issues. Finally, within the scope of 

the cultural opportunities pillar are the opportune moments, both pursued and missed, that 

arise during supervision for engaging in cultural discussions with supervisees. This often 

requires supervisors to take a proactive approach to discuss cultural topics safely within 

supervision. 

As a new addition to the existing body of literature, research examining the impact of 

MCO-S remains limited (Watkins et al., 2019b). However, there has been a recent 

quantitative study which found the more supervisees perceived their supervisors to 

demonstrate cultural humility, the greater satisfaction they felt with their supervision 

experience (Wilcox et al., 2022a). While these findings go some way in substantiating the 

model, a notable critique is that participants were predominantly from a White American 

background, thus questioning the generalisability of the results to all heritages, cultures and 

ethnicities. Wilcox and colleagues (2023) attempted to address this limitation by exploring 

cultural humility, comfort and supervision processes for psychotherapist trainees from an 

ethnically minoritised background. Their findings largely supported those of their previous 

study, revealing that supervisees who rated White supervisors as demonstrating higher levels 

of cultural humility and comfort also reported stronger working alliances and greater 

satisfaction within clinical supervision compared to lower reported levels of cultural humility 

(Wilcox et al., 2023). Additionally, a recent scoping review reaffirmed the importance of 

MCO/MCO-S as key conceptualisations in the clinical supervisory process and in supporting 

positive outcomes of supervision (Mahon, 2024) however, as this was not a systematic 

review, it did not provide a synthesis, but rather, used content analysis and frequency count to 

ascertain the report’s findings. It also did not explore or synthesise the possible rich in-depth 

experiences that qualitative studies can offer (Creswell & Poth, 2018). 
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Nevertheless, the findings complement the existing quantitative literature that 

acknowledges culturally responsive supervision does incorporate humility and competence 

through cultural discussions and reflections (Burkard et al., 2006; Sue & Sue, 2013; Vekaria 

et al., 2023b). Supervisees’ perspectives of supervisors’ cultural humility predicted whether 

supervisory concerns were raised and, therefore, the likelihood of them being addressed 

(Cook et al., 2020). Specifically, supervisees who perceived their supervisors as more 

culturally humble predicted fewer nondisclosures of supervision feedback and concerns in 

general, including but not limited to cultural issues (Cook et al., 2020), thus further 

consolidating the importance of cultural humility within culturally responsive supervision, 

from supervisees perspectives. It would, however, be valuable to further understand 

supervisees’ experiences of cultural responsivity in supervision interactions, specifically from 

a qualitative perspective.   

2.2.4 Power, Culture and Clinical Supervision 

It is pertinent to consider that within the supervisory relationship there is often a power 

hierarchy, with supervisees typically experiencing less power within this dynamic (Stefano et 

al., 2017). Nevertheless, the relationship is capable of being deeply layered with complexities 

and nuances (Cook et al., 2018; Patel, 2011). When considering the intersectionality of 

cultural discussions within the supervisory dynamic, it is probable that supervisees and 

supervisors experience these discussions differently. Ryde (2000) identifies three primary 

forms of power present in cross-cultural supervision: role power, individual power, and 

cultural power. Role power is typically held by the supervisor, who possesses the most 

power, while cultural power pertains to the individual belonging to the dominant ethnic 

group. Individual power has its origin in the individual personality traits of either the 

supervisor or supervisee, which may transcend both their professional role and culture (Ryde, 
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2000). Also, it has been argued that not acknowledging the role of power in the supervision 

process can be potentially detrimental and lead to unsafe practices (Patel, 2011). 

Consequently, this multifaceted dynamic within clinical supervision creates difference in how 

supervision is experienced. Currently within the UK, 84% of psychological practitioners, and 

therefore supervisors, are predominately from White backgrounds (HCPC, 2023b) and, by 

virtue, will hold considerable cultural and role power, which may be problematic if not 

addressed. 

2.2.5 Current Review  

Quantitative research suggests the importance of culturally responsive clinical supervision 

and its implications (Wilcox et al., 2022; 2023; Zhang et al., 2021). To date, there has not 

been a qualitative systematic review exploring experiences of culturally responsive clinical 

supervision. There is a need for the literature to provide more clarity on the impact of cultural 

responsivity in clinical supervision particularly from supervisees’ perspectives due to the 

concept of power (Patel, 2011; Ryde, 2000) and the potential harm that can be caused in 

supervision if not appropriately discussed (Vekaria et al., 2023a). Qualitative research is 

often well-suited to generating deeper insights into such experiences (Akyıldız & Ahmed, 

2021; Tavallaei & Talib, 2010) and building knowledge of complex issues through different 

lenses (Gough & Lyons, 2016), such as the complex processes inherent to the culturally 

responsive supervisory relationship. This review will, therefore, conduct systematic 

qualitative synthesis to gain a deeper understanding of supervisees' experiences of receiving 

culturally responsive clinical supervision. Additionally, this review aims to explore 

supervisees' perspectives of the impact of experiences, emotionally, behaviourally, and/or on 

their clinical practice. Specifically, this review aims to facilitate the development of culturally 
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responsive clinical supervision and uncover its potential beneficial impacts for both the 

supervisor, supervisee and for clinical practice.   

2.2.6 Research Question  

What are supervisees’ perspectives of the impact of receiving culturally responsive clinical 

supervision?  

2.3  Method 

As part of the systematic methodology, the review protocol was registered with the 

International Prospective Register of Systematic Reviews (PROSPERO; CRD42024561053). 

This study used the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA; Page et al., 2021) to report the study’s findings.  

2.3.1 Search Strategy 

A systematic search method was utilised in the following databases: MEDLINE, PsycINFO, 

CINAHL, Web of Science and ProQuest during late October and early November 2024, with 

a final search run in early February 2025 to ensure that any new relevant papers were also 

captured. Regarding the search strategy, the Boolean method was used which used a 

combination of relevant keywords and phrases such as (i) clinical supervis* OR supervis*, 

(ii) perspective* OR attitude*, (iii) cultural N1(responsive* OR humility). For the complete 

search strategy, please refer to Appendix A. Moreover, all included papers were published in 

English and were reviewed using Rayyan.  

2.3.2  Eligibility Criteria 

The studies were screened against the inclusion and exclusion criteria (refer to Appendix B 

for full criteria) by the main researcher. Only studies that were empirical, concerned with 

supervisees receiving clinical supervision by a qualified therapist, and explicitly focusing on 
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discussions of culture (responsivity/ humility or competence) in the context of clinical 

practice within clinical supervision were included. Published studies and grey literature were 

included. Mixed-methods studies were considered if eligible only from the qualitative section 

of study. Studies that did not meet the inclusion criteria, such as non-empirical papers, solely 

quantitative papers, studies which only concerned research supervision, undergraduate 

students and those that did not explicitly discuss culture within clinical supervision were 

excluded. Studies that only focused on group supervision were also excluded. In line with 

Cherry et al.’s (2024) recommendations, 10% of randomly selected studies at the title and 

abstract stage were reviewed by a second reviewer, and all studies at the full text stage 

comparing against the eligibility criteria. There were no discrepancies between reviewers at 

both stages. 

2.3.3  Study Selection  

The database searches initially found 1970 papers (when filtered for English studies only) 

and from these initial finds, 589 duplicates were removed. An initial screening of titles and 

abstracts followed, and 59 studies were included. These studies were then full-text reviewed 

against the eligibility criteria to determine their inclusion. The reference lists of full-text 

papers and relevant systematic reviews were also used to hand-search and identify any further 

relevant papers for inclusion. As shown in the PRISMA tool (Page et al., 2021; Figure 1), 15 

papers were included in the systematic synthesis.    
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Figure 1 

PRISMA Flow Diagram for Screening and Selection Process of Review (Page et al., 2021) 

 

2.3.4 Data Extraction 

The following key characteristics from each study were extracted and are outlined in Tables 1 

and 2: study’s year, country origin, aims, design, sample size, participant demographics 

(including age, profession, gender and ethnicity), and key study findings. All main qualitative 

findings, including quotes, were extracted for the synthesis analysis.   
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2.3.5 Quality Assessment  

The quality assessment of the included published papers was conducted using the Critical 

Appraisal Skills Programme (CASP, 2024). This tool was used because it is a specific 

checklist for qualitative studies and is commonly utilised as an appraisal tool which enables 

insight into its critiques (Dixon-Woods et al., 2007; Long et al., 2020). It also offers a 

structured approach for researchers to follow (Soilemezi & Linceviciute, 2018). The CASP 

(2024) checklist assesses the validity of results, what the results are, and how valuable the 

results are. The maximum score across the factors was 10, with higher scores indicating 

higher quality studies (see Appendix C for detailed table). 

Five unpublished papers, doctoral dissertation papers, were quality assessed using the 

AACODS Checklist (Tyndall, 2010), which is a specific quality assessment tool for grey 

literature. The checklist comprises of six categories against which papers are scored: 

authority, accuracy, coverage, objectivity, date and significance (AACODS, 2010). A 

maximum score of six could be obtained across the six categories, with higher scores 

indicating higher quality studies (see Appendix C for detailed table). 

A second reviewer independently rated five of the included studies. Scores were 

compared and discussed, and reviewers discussed if there were any discrepancies with scores, 

which were all resolved through discussions. No studies were omitted due to quality 

assessment.
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Table 1 

Study Characteristics of Published Literature 

Authors 
(Years), 
Country 

Study Aims Design and 
Instruments 

Sample Size & 
Participant 
Characteristics 
(N) 

Age 
Range 
& Mean 

Gender  
 

Ethnicity/Race Key Findings 

 
Ancis & 
Marshall, 
(2010), USA 

 
To explore trainee 
counsellor’s 
experiences of 
culturally 
competent CS 
using the 
multicultural 
framework. 

 
Qualitative 
design 
(constant 
comparative),  
Semi-
structured 
interviews. 

 
Counselling 
psychology 
doctorate students. 
(N=4) 

 
27-41  

 
Woman = 1 
Man = 2 
Unknown = 
1 
 

 
European 
American = 3 
Asian American 
= 1 

 
Aspects across the five 
domains of the 
multiculturally competent 
supervision framework 
(Ancis & Ladany, 2001) 
were described by the 
trainees. Impact of receiving 
this type of supervision was 
also discussed. 

 
Burkard et 
al., (2006), 
USA 

 
To explore 
supervisees 
experiences of 
culturally 
responsive and 
unresponsive cross-
cultural CS.  

 
Qualitative 
design 
(consensual 
qualitative 
research; 
CQR), Semi-
structured 
interviews. 

 
Doctoral 
professional 
psychology 
students, either 
counselling or 
clinical psychology 
(N = 26) 

 
24-48, 
Mean 
=30.15 
(SD= 
5.47) 

 
Women = 26 

 
European 
American = 13 
African 
American = 6 
Asian American 
= 6  
Latina = 1 

 
Culturally responsive CS had 
positive implications for both 
the supervisory relationship 
and client outcomes. 
Culturally un-responsive CS 
had negative implications, 
with ethnically minoritised 
supervisees experiencing 
more unresponsive CS.   

 
Jin et al., 
(2022), USA 

 
To explore 
international 
supervisees’ 
experiences of CS, 
including 
supervisors’ 

 
Qualitative 
design 
(phenomenolo
gical 
approach), 
open-ended 

 
Doctoral 
professional 
psychology 
students, either 
counselling or 
clinical psychology 

 
28-36, 
Mean = 
31.60 
(SD = 
2.80) 

 
Women = 5 
Men = 5 

 
Asian = 8 (80%) 
Latinx = 2 
(20%) 

 
Four main themes (& five 
sub-themes) were found 
which included experiences 
of supervisors’ multicultural 
competence and lack of, and 
challenges associated with 
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multicultural 
competency. 

questionnaire 
via an online 
study 

(N = 10) this. Implications for 
supervisors and training 
programmes are discussed. 

 
Kuznietsova 
et al., (2025), 
Ireland 

 
To explore 
psychotherapists 
supervisees’ 
experiences of 
multicultural 
supervision in 
Ireland. 

 
Qualitative 
design 
(descriptive-
interpretive), 
semi-
structured 
interviews 

 
Trainee/qualified 
clinicians in 
psychological 
therapy. 10 
qualified clinicians 
and five 
counselling 
psychology 
doctoral trainees. 
(N = 15) 

 
20-59  

 
Male = 7 
Female = 8 

 
Irish = 11 
Irish-English = 
1 
Australian = 1 
Southern 
European = 1 
Eastern 
European = 1 

 
Five domains were found 
from supervisees’ perception 
of helpful and unhelpful 
cultural CS and its impact in 
the context of working in 
Ireland. Specific supervisors’ 
behaviours are discussed and 
implications for practice. 
 

Soheilian et 
al., (2014) 
USA 

To explore 
supervisees’ 
perspectives of 
their supervisor’s 
cultural 
competence in CS 
and the clinical 
implications. 
 

Qualitative 
design 
(discovery-
oriented), 
open-ended 
questions via 
an online 
survey. 

Psychotherapy 
students enrolled to 
either a master’s – 
or doctoral-level 
training 
programme.  
(N = 102) 

22-67 
Mean = 
29.34 
(SD = 
6.71) 

Woman = 79 
(78%) 
Man = 22 
(22%) 
Unknown =1 
 

European 
American = 69 
(68%) 
Other 
participant data 
not reported. 

Trainees found that 
supervisors educated and 
explored cultural issues, 
therapeutic intervention and 
skills and encouraged self-
awareness and openness 
within supervision. The 
impact of this on client work 
was explored. 
 

Vekaria et 
al., (2023b), 
UK 

To explore 
supervisee’s 
perspectives of how 
culturally 
responsive CS 
could be enhanced. 

Qualitative 
design 
(thematic 
analysis), free 
text questions 
in online 
questionnaire. 

Trainee/qualified 
clinicians in 
psychological 
therapy – CBT, 
Clinical or 
Counselling 
Psychology  
(N = 131) 

25- 65+ Female = 
116  
Male = 14 
Prefer not to 
state = 1 

White = 86 
(66%) 
Racially/Ethnica
lly Minoritised 
(REM) = 45 
(34%) 

Five main themes were found 
including increasing cultural 
competence and humility to 
improve cultural 
responsivity. The importance 
of safety in CS and 
supervisor responsibility was 
discussed. Implications for 
professional bodies. 
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Wilcox et al., 
(2022b),  
USA 

To gain insight of 
supervisees’ 
experiences of 
helpful and 
unhelpful CS, and 
their expectations 
of 
culturally 
responsive (CS). 

Qualitative 
design 
(thematic 
analysis; TA), 
open-ended 
questions. 

Psychotherapy 
psychology 
students enrolled to 
either a master’s- or 
doctoral- level 
therapy training 
programme. 
(N = 102) 

Mean = 
30.22 
(SD = 
6.67)  

Women = 84 
Man = 16 
Genderqueer/
gender non-
conforming 
= 2 
 

White Non-
Hispanic/Latinx 
= 77 
Biracial/Multira
cial = 8 
Hispanic/ Latinx 
= 7 
Asian/Pacific 
Islander = 7 
Different 
Identity = 3 

Three main categories were 
found: 
helpful cultural supervisory 
experiences; unhelpful 
cultural supervisory 
experiences. 12 sub-themes 
within the categories. 
Consistent to some elements 
of the MCO and MCC 
models. 

Note. CS = Clinical supervision.  
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Table 2 

Study Characteristics of Grey Literature 

Authors 
(Years), 
Country 

Study Aims Design & 
Instruments 

Sample Size & 
Participant 
Characteristics 
(N) 

Age 
Range 
& Mean 

Gender  
 

Ethnicity/Race Key Findings 

Becerra, 
(2018), 
USA 

To explore 
supervisees’ 
perspectives of specific 
supervisor 
behaviours/interventio
ns of effective and 
ineffective 
multicultural 
supervision 

Qualitative 
design 
(grounded 
theory), open-
ended 
questions via 
an online 
survey 

Counselling 
psychology 
students 
enrolled in an 
APA accredited 
programme or 
internship site. 
(N= 59) 

20-61+ Cisgender 
woman = 
66% 
Cisgender 
man = 
30.5% 
Genderque
er/ Gender 
fluid = 
1.7% 
Other = 
1.7% 
 
 

White = 69% 
Asian = 11.9% 
Black or African 
American = 
10.2% 
Latina/o or 
Hispanic = 3.4% 
Other = 5.1% 

Positive experiences of 
multicultural experiences 
promoted positive 
supervisory relationship 
and growth for the 
supervisee. Negative 
experiences of 
multicultural supervision 
had detrimental impact 
for the supervisee 
including distress and 
self-doubt. Specifics of 
behaviours and 
implications discussed.  

 
Byrd, 
(2022), 
USA 

 
To explore trainee 
counsellors’ 
experiences of 
effective CS and the 
impact of their 
supervisor’s 
multicultural 
competence. 

 
Qualitative 
design 
(interpretive 
phenomenolog
ical analysis; 
IPA) semi-
structured 
interviews. 

 
Master’s level 
counselling 
students (either 
attending or 
graduated from 
accredited 
psychotherapy 
programmes) 
(N = 4)    

 
Not 
reported 

 
Woman = 1 
Man = 1 
Trans 
masculine 
= 1 
Non-binary 
= 1 
 

 
White = 4 

 
Four primary themes 
about effective CS were 
described by supervisees 
including considering 
multicultural factors and 
supervisory alliance. 
Supervisor’s humility and 
commitment to learning 
was important to 
supervisee’s CS 
experience. 
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Darby 
(2014), 
USA 

To explore supervision 
experiences of mono-
racial and cross-racial 
counselling 
supervision from 
supervisee and 
supervisor 
perspectives. 

Qualitative 
design, 
(descriptive 
phenomenolog
ical method), 
individual 
semi-
structured 
interviews.  

Counsellor 
trainees enrolled 
in a MFT* 
programme and 
one school 
counselling 
student (N = 9) 

23-49 
years 
old 
(average 
= 34 
years). 

Female = 8 
Male = 1 
 

Black = 3 
Black & Asian 
= 2 
Black & 
Hispanic = 2 
Black, Amish & 
Latino = 1 
Chinese = 1 

Five main categories were 
found including how 
awareness and discussion 
of culture can impact 
needs being identified and 
met, with clinical 
implications. Implications 
for clinical practice and 
future research raised. 

 
Del Re, 
(2022), 
USA 

 
To gain further insight 
of supervisees’ 
experiences of 
multicultural 
competence and 
cultural humility in CS 
and the clinical 
implications. 

 
Qualitative 
design 
(consensual 
qualitative 
research; 
CQR), semi-
structured 
interviews 

 
Licensed 
(dependent or 
independently) 
counsellors.  
(N = 10) 

 
Not 
reported 

 
Women = 9 
Men = 1 
 
 

 
White = 7 
Black = 2 
Other/Not 
identified = 1 

 
Supervisees perception of 
supervisor’s cultural 
competence was 
experienced with rapport, 
intention and action 
which had implications to 
client work. 

 
McLeod 
(2009), 
USA 

 
Exploring supervisors 
and supervisees 
experiences of 
multicultural CS (how 
cultural issues are 
discussed). 

 
Qualitative 
design, 
(phenomenolo
gical 
framework), 
individual, 
semi-
structured 
interviews. 

 
Supervisees 
working in 
different settings 
and either 
enrolled into 
master’s level or 
doctoral 
counselling 
programmes or 
certification 
program (N = 9) 

 
24-40 
years 
old (M = 
28 
years) 

 
Female = 8 
Male = 1 

 
Caucasian = 5 
African 
American = 3 
Multiracial = 1 

 
Positive and negative 
themes were found, 
including safety and 
awareness and facilitating 
development of cultural 
competence. 

 
Townsend, 
(1996), 
USA 

 
Exploring African 
American supervisees 
perspectives of 

 
Qualitative 
design, semi-
structured 

 
Trainee 
counsellors 
enrolled in a 
counselling 

 
Not 
reported 

 
Not 
reported 

 
African 
American = 10 

 
Two main categories of 
emotional bond and 
supervisor competence 
were found to understand 
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effective cross-cultural 
CS.. 

open-ended 
interviews. 

 

programme. (N 
= 10).  

supervisees experiences. 
Conceptualisation and 
implications of these 
findings were discussed. 

 
Williams 
(2020), 
USA 

 
Exploring African 
American supervisees 
experiences of cross-
cultural CS (including 
cultural competence) 

 
Qualitative 
design 
(phenomenolo
gical 
reduction), 
semi 
structured 
open- ended 
interviews. 

 
Mental health 
clinicians/ 
trainees 
(supervisees). 
Mental health 
counselling 
master’s 
students = 5 
Qualified 
therapist = 1 
Counselling 
doctorate 
student =1 
(N = 7) 

 
23-35 
years 
old 

 
Women = 6 
Men = 1 

 
Black = 3 
African 
American = 4 

 
12 main themes emerged 
from the data of 
supervisees experiences 
including positive 
experiences who 
addressed cultural 
difference 
(responsiveness) and 
negative experiences 
included not attending to 
cultural issues.  

 
Zapata 
(2010), 
USA 

 
To explore how 
supervisees and 
supervisors experience 
having multicultural 
discussions in CS.  

 
Qualitative 
design, 
(grounded 
theory), 
supervision 
session and 
follow-up 
interviews. 

 
Clinical or 
Counselling 
doctoral 
trainees/interns 
(N = 5) 

 
27-32 
years 
old (M = 
30.00, 
SD = 
1.87) 

 
Female = 5 

 
Euro-
American/White 
= 4 
Asian/Asian-
America = 1 

 
Four main domains were 
found from the data 
including cultural lens 
and the characteristics of 
the discussions. The 
importance of supervisory 
relationship and 
intentionality of 
discussing cultural issues 
were highlighted. 
Implications for clinical 
practice and a theoretical 
model was proposed.  

Note. CS = Clinical supervision. MFT = Marriage and Family Therapy. 
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2.3.6 Thematic Synthesis 

Findings were analysed using a thematic synthesis approach, based on the Thomas and 

Harden (2008) method. This method was employed as it uses the structured framework of 

thematic analysis techniques as a foundation, together with grounded theory and meta-

ethnography (Cahill et al., 2018; Paterson, 2011). In contrast, a purely meta-ethnography 

method is an interpretive approach (Noblit & Hare, 1988), which can focus on high level 

interpretation such as exploring how studies are related through creation of metaphors, 

concepts or theory (Atkins et al., 2008). As thematic synthesis focuses on synthesising data of 

a range of studies (Thomas & Harden, 2008) and has been positively critiqued for its 

practicality of findings (Paterson, 2011), it was chosen for this review as a more inclusive and 

suitable methodological approach. 

As recommended by Thomas & Harden (2008), the first author read through each 

study several times to fully familiarise themselves with the data. Next, all text contained 

within ‘Results/Findings’ sections of studies were extracted and exported into NVivo 

Software (Version 14) to proceed to analysis if all results sections were relevant/met the 

inclusion criteria for the research question. If it was clear that only specific sections of results 

met the inclusion criteria, only those sections were extracted into NVivo for coding. Firstly, 

in line with the methodology (Thomas & Harden, 2008), initial codes were generated through 

line-by-line coding. Secondly, initial codes were reviewed to distinguish similarities and 

differences between them and to group these together to begin developing initial themes. 

Thirdly, through reviewing this review’s specific question and aiming to go beyond the 

original content of the studies, higher-order analytical themes were developed. This final 

stage was an inductive approach, which involved the interpretation and consideration of all 

studies. The first author conducted the thematic synthesis, and the initial and final themes 

were discussed with the research team. The coding manual was also appraised by a second 
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reviewer; discrepancies in any coding were resolved through discussions and amendments to 

the coding manual (see Appendix D). 

2.3.7 Reflective Statement 

When using a qualitative approach, it is imperative to reflect and explore one’s own position, 

lens and biases (Bowleg, 2017; Dodgson, 2019; Willig, 2012). Reflexivity is a key practice in 

qualitative research to facilitate recognising possible implications of one’s position, beliefs 

and experiences within the study (Dodgson, 2019). The first author took a critical realist 

epistemological approach to this thematic synthesis (Barnett-Page & Thomas, 2009). This 

perspective recognises that there is a ‘real’ world and a ‘measurable’ world, and that it is 

important to also acknowledge the power and impact of the unobservable systems (Gorski, 

2013; Koopmans & Schiller, 2022). Therefore, the data was explored through the critical 

realist lens which considers the influences of beliefs, values, societal structures and systems 

which affect the generation of meaning and data (Koopmans & Schiller, 2022).  

Furthermore, the first author is a Trainee Clinical Psychologist with mixed 

experiences of culturally responsive and unresponsive clinical supervision. The first author is 

of dual nationality with British and Latin American heritage, a heterosexual ciswoman 

residing in the UK. The research team members are all mental health practitioners, from 

REM backgrounds, with experience of culturally responsive and unresponsive clinical 

supervision. The research team also acknowledged that they had an interest in enhancing 

experiences of cultural responsivity in clinical supervision. As is common with qualitative 

analysis, it is acknowledged that subjective experiences could have influenced the 

interpretation of the data and results (Madhill et al., 2000). To minimise bias, discussions and 

reflections were had among the research team to recognise prior experiences and knowledge 

held between us. 
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2.4  Results 

2.4.1 Quality Assessments 

In regard to quality ratings, all studies used in this thematic synthesis appeared to have scored 

appropriate ratings on the CASP and AACODS tools accordingly. Within the published 

literature, all studies stated their aims, had suitable methodology and appropriate designs and 

data collection. There were four studies which appeared to only partly discuss ethical 

considerations (Ancis & Marshall, 2010; Burkard et al., 2006; Soheilian et al., 2014; Wilcox 

et al., 2022b), which is important to consider. Within the grey literature, the majority of 

studies scored highly on the AACODS. In Townsend (1996), there was ambiguity over 

discussing potential biases, methodology and coverage, which questions the robustness and 

transparency of their findings.  

2.4.2 Characteristics of Selected Studies 

Across all 15 included studies, 503 participants took part in qualitative research. Most studies 

took place in the USA (13), with one study based in Ireland (Kuznietsova et al., 2025) and 

one in the UK (Vekaria et al., 2023b). The sample included a variety of clinicians from either 

accredited training courses or qualified practitioners. The papers’ dates ranged across a 29-

year period, between 1996 and 2025. The studies used a mixture of semi-structured 

interviews and open-ended questionnaire questions to capture participants’ perspectives. 

Seven studies were published (Ancis & Marshall, 2010; Burkard et al., 2006; Kuznietsova et 

al., 2025; Jin et al., 2022; Soheilian et al., 2014; Vekaria et al., 2023b; Wilcox et al., 2022b) 

whilst eight were unpublished doctoral theses (grey literature). The demographic and 

descriptive data are outlined in Tables 1 and 2. 

2.4.3 Synthesis 



ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      57 

 

The thematic synthesis analysis (Thomas & Harden, 2008) developed three overarching 

analytical themes: ‘strengthened the supervisory relationship’; ‘supported professional 

development and learning’; and ‘facilitated culturally responsive clinical work’.  Within 

themes, nine subthemes also emerged, see Figure 2 for the thematic map (see Appendix E for 

thematic map developments).  

Figure 2 

Thematic Map of Themes and Subthemes 

 

2.4.3.1  Main Theme - Strengthened the Supervisory Relationship 

There was a strong theme of supervisees’ noticing that culturally responsive clinical 

supervision strengthened the supervisory working relationship. Supervisors were described as 

taking a proactive position in supervision, often by initiating cultural discussions, 

acknowledging and respecting differences, and attending to supervisees’ specific needs 

(Ancis & Marshall, 2010; Becerra, 2018; Burkard et al., 2006; Byrd, 2022; Jin et al., 2022; 
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Vekaria et al., 2023b; Wilcox et al., 2022b; Willliams, 2020). Overall, there was an enhanced 

sense of connection and richer discussion in supervision (Burkard et al., 2006; Del Re, 2022; 

Zapata, 2010). Within this theme there were three key subthemes of ‘importance of a safe and 

open relationship’, ‘feeling validated and supported’, and ‘increased collaboration’.  

2.4.3.1.1  Importance of a Safe and Open Relationship 

A safe and open relationship was described as essential for supervisees to feel able to then be 

open about their cultural experiences (Becerra, 2018; Wilcox et al., 2022b). The creation of 

an open and respectful space was highlighted by supervisees, specifically one based on 

mutual understanding, cultural sensitivity and building trust (Ancis & Marshall, 2010; Jin et 

al., 2022; Townsend, 1996; Wilcox et al., 2022b). It was also noted by authors that 

supervisors were actively interested and engaged in supervision, being curious about the 

supervisees’ cultural identities contributed towards the establishment of a safe and open 

relationship (Becerra, 2018; Burkard et al., 2006; Zapata, 210).  

Supervisees described safety needing to be created by the supervisor (Vekaria et al., 

2023b), with supervisor’s own openness and self-disclosure supporting this process in 

supervision: “‘safety’ was created by the supervisor in her openness about her own ethnicity 

and her curiosity about my own” (Vekaria et al., 2023b: supervisee). It is important to note 

that although this did not form part of a final subtheme, some supervisees and authors 

discussed the time and sensitivity needed to build the safety and comfort with a supervisor, 

especially with cross-racial supervisory dyads (Jin et al., 2022; Williams, 2020): “So, it took 

me a little while to be comfortable enough to look at this white person and be like, ‘hey, 

White people are frustrating today.’ And to really feel comfortable talking about my 

experiences as a Black woman.” (Williams, 2020: supervisee). 
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2.4.3.1.2  Feeling Validated and Supported 

Supervisees described that having culturally responsive clinical supervision validated their 

specific experiences and identities, which in turn, meant that supervisees felt more heard and 

understood by their supervisor (Burkard et al., 2006; Townsend, 1996). This validation also 

increased a sense of safety in the supervision space: “she validated my concerns and made 

[supervision] feel a lot safer” (Becerra, 2018: supervisee). Additionally, supervisors were 

described as providing guidance and support which made supervisees feel closer to 

supervisors (Becerra, 2018; Jin et al., 2022; Zapata, 2010).  

It should be acknowledged that some of the supervisees felt a sense of discomfort 

when discussing cultural differences in supervision (Burkard et al., 2006; Zapata, 2010). 

Specifically, Burkard et al. (2006) noted that this discomfort was only reported in supervisees 

from an ethnic minoritised background and not from the European American supervisees 

(Burkard et al., 2006). In addition, Zapata (2010) described that some supervisees felt a sense 

of discomfort in discussing cultural differences due to them being new conversations in 

supervision and the possible unexcepted shifts in power dynamics during the discussions: 

“Kayla may be expressing an implicit fear of discussing difference with her supervisor, which 

could contribute to her level of discomfort” (Zapata, 2010: author).  

2.4.3.1.3  Increased Collaboration 

Culturally informed supervision also leads to more joint-working and collaboration with the 

supervisor (Becerra, 2018; Burkard et al., 2006; Darby, 2014), which also advanced their 

learning: “…we are going to have to learn this together so we approached that together and 

came up with resources for her…” (Darby, 2014: supervisee). Moreover, collaboration in 

supervision was described as supporting a more thoughtful and culturally responsive 

approach in clinical work too: “…the supervisor continually collaborated with me to ensure 
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that we were being culturally mindful” (Becerra, 2018: supervisee). This assisted supervisees’ 

ongoing development and positively influenced the supervisory relationship.  

2.4.3.2  Main Theme - Supported Professional Development and Learning 

The theme of supporting professional development and learning was perceived by 

supervisees and authors (Ancis & Marshall, 2010; Becerra, 2018; Byrd, 2022; Darby, 2014; 

Del Re, 2022; Jin et al., 2022; Kuznietsova et al., 2025; Soheilian et al., 2014; Vekaria et al., 

2023b; Wilcox et al., 2022b). This was defined by supervisors providing feedback which 

developed learning and identified supervisees’ strength and weakness, with an 

acknowledgment that evaluation was part of the supervisory process (Ancis & Marshall, 

2010; Byrd, 2022; Wilcox et al., 2022b). Moreover, growth as a clinician was reflected upon 

as a positive outcome (Byrd, 2022; Del Re, 2022). Supervisees noted that, with the 

strengthened supervisory relationship, they felt more able to be vulnerable, take positive risks 

and learn from experiences (Ancis & Marshall, 2010; Becerra, 2018; Jin et al., 2022; 

McLeod, 2009). This theme encompassed the three subthemes of ‘discussing and challenging 

cultural biases’, ‘increased confidence and competence’, and ‘increased cultural awareness 

and clinical skills’.  

2.4.3.2.1  Discussing and Challenging Cultural Biases 

It was noted that being active in discussing biases and assumptions in supervision supported 

the supervisees’ development and awareness of biases they have not been previously 

recognised (Ancis & Marshall, 2010; Becerra, 2018; Del Re, 2022; McLeod, 2009; 

Townsend, 1996; Zapata, 2010):  

“Sometimes it is something that I'm not even clocking. He’ll say, ‘this is a big reaction 

from you; what's coming up?’ This acknowledgment and challenge helped me pause for a 
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second and recognize that perhaps, a client is getting more under my skin than I thought.” 

(Del Re, 2022: supervisee). 

These discussions and learnings were further supported by supervisors being open 

about their own biases with clients (Ancis & Marshall, 2010; Wilcox et al., 2022b) and 

encouraging supervisees to learn from clients (Soheilian et al., 2014). Furthermore, through 

discussing cultural biases, it was felt that there was then space to challenge and reflect on 

assumptions that arose within clinical supervision (Ancis & Marshall, 2010; Burkard et al., 

2006; Del Re, 2022; Townsend, 1996): “One participant pointed out that his supervisor 

helped him by attending to his blind spots and challenging them” (Ancis & Marshall, 2010: 

authors). 

2.4.3.2.2  Increased Confidence and Competence 

The research described an increased confidence and empowerment in relation to discussing 

cultural topics in supervision and expressing how they feel (Becerra, 2018; Darby, 2014; Del 

Re, 2022; Kuznietsova et al., 2025; McLeod, 2009; Zapata, 2010): “empowered to have more 

of a voice, to state how I was feeling, and not necessarily just follow his lead or to continue in 

the more traditional hierarchy that supervision has.” (Zapata, 2010: supervisee). This quote 

refers to the felt sense of confidence to discuss their opinion despite the power dynamic of the 

supervisory relationship, with one study describing a supervisee feeling able to teach their 

supervisor about their culture (Jin et al., 2022). Furthermore, there was recognition that 

learning was part of the supervisory process, and one supervisee described it as “freeing” 

(Del Re, 2022: supervisee) when they knew they would make mistakes along the way and 

could ask their supervisor for support. 

Furthermore, with increased confidence came progression in terms of supervisees’ 

competency when working with culturally diverse clients: “I think the main thing is being 
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competent in working with a certain population.” (McLeod, 2009: supervisee), and provided 

a “cultural comfort” with their clinical work (Kuznietsova et al., 2025: authors). The increase 

in confidence and competence was often described as being intertwined with each other: “her 

guidance has helped me to develop confidence and competence while also growing in my 

professional identity.” (Becerra, 2018: supervisee). There was a link between the perceived 

growth in confidence and competence and supporting development in clinical skills (Burkard 

et al., 2006; Del Re, 2022). 

2.4.3.2.3  Increased Cultural Awareness and Clinical Skills 

Culturally responsive clinical supervision gave supervisees the opportunity to broaden and 

increase their cultural awareness about clinical work (Becerra, 2018; Burkard et al., 2006; Jin 

et al., 2022; Kuznietsova et al., 2025; Soheilian et al., 2014; Wilcox et al., 2022b; Williams, 

2020). Supervisors played a significant role in proactively discussing culture in supervision 

and asking supervisees to think about how culture intersected with their clinical work (Ancis 

& Marshall, 2010; Byrd, 2022; Williams, 2020) and modelling an openness to be informed 

by both supervisees and clients (Townsend, 1996). Typically, supervisors would advance this 

learning of broadening cultural awareness through giving advice, having discussions, sharing 

resources or demonstrating their clinical expertise. There was an enhanced awareness and 

sensitivity to cultural issues that were present in therapy. Consequently, an increase in 

cultural awareness also broadened supervisees’ understanding of clients. Supervisors would 

also demonstrate cultural awareness through their own ability to self-reflect, share knowledge 

of cultural issues and think together with supervisees, which, in turn, increased supervisees 

own cultural awareness. 

“I think the effective supervisors have had an awareness of who they are and the 

ability to reflect on that identity and how it shapes their own counseling practice and how my 
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own identity could shape my own practice differently than it would, theirs.” (Byrd, 2022: 

supervisee).  

The enhanced cultural awareness also increased supervisees’ clinical skills, such as 

knowing how to approach clinical work in a more culturally sensitive way (Becerra, 2018; 

Soheilian et al., 2014). Discussions in supervision subsequently informed how supervisees 

approached their clinical work and their thinking when working with clients. There was a 

relationship between supervisees’ experiences of professional development and the third 

theme of ‘facilitating their culturally responsive clinical work’. One supervisee described 

how their increased awareness directly impacted their clinical skills: “…made me more 

aware of how I should behave and interact with my patients to ensure that they feel welcomed 

and respected” (Becerra, 2018: supervisee). 

2.4.3.3  Main Theme - Facilitated Culturally Responsive Clinical Work 

This theme describes how culturally responsive clinical supervision had a positive impact on 

supervisees’ clinical work (Becerra, 2018; Burkard et al., 2006; Soheilian et al., 2014; 

Zapata, 2010). There was consideration for how cultural factors had been impacting clinical 

work and clinical thinking when adapting therapy to be culturally sensitive, such as 

incorporating the client’s values or language into therapy (Burkard et al., 2006; Soheilian et 

al., 2014; Wilcox et al., 2022b). It was described how supervision informed the treatment 

approach they took, often involving tailored approaches with clients to meet the needs of 

clients. This theme comprised the three subthemes of ‘broadening understanding of clients’, 

‘facilitated cultural discussions in clinical work’, and ‘positive impact of therapy adaptions 

and client outcomes’. 
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2.4.3.3.1  Broadening Understanding of Clients 

Supervision provided a space to reflect on clients’ cultural identities and widen supervisees 

perspectives on their understanding of their clinical work (Ancis & Marshall, 2010; Becerra, 

2018; Del Re, 2022; Kuznietsova et al., 2025; Soheilian et al., 2014). This information 

informed the development of more culturally sensitive case conceptualisations, “Cultural 

variables were incorporated into the conceptualisation as well as into interventions” 

(Soheilian et al., 2014: supervisee). Supervisors supported this process and would often be 

proactive in raising cultural considerations when formulating and conceptualising cases. One 

supervisee expresses the emphasis and intention to understand clients through a cultural lens: 

“These issues were never on the back burner or a second thought, but rather, they were the 

primary lens through which we understood clients.” (Becerra, 2018: supervisee). Through a 

broadened understanding of clients, supervisees had further opportunities to consider their 

own similarities and differences in relation to clients, which provided new perspectives to be 

developed.  

2.4.3.3.2  Facilitated Cultural Discussions in Clinical Work  

It was highlighted that engaging in cultural discussions and addressing cultural issues in 

clinical supervision also, by extension, facilitated these same discussions in clinical practice 

(Ancis & Marshall, 2010; Burkard et al., 2006; Byrd, 2022; Darby, 2014). 

“So pointing out the differences in the beginning would be definitely helpful…it was kind of a 

scary thing to do especially in the information gathering process…but when I tried it with 

another client he…responded well to it…it wasn’t as scary as I thought it would be.” (Darby, 

2014: supervisee). 

Again, supervisors played an important role in encouraging supervisees to address 

cultural topics and differences within clinical work and to be curious with clients about the 
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possible impact (Ancis & Marshall, 2010; Becerra, 2018; Burkard et al., 2006; Darby, 2014; 

Towsend, 1996). One study noted how the supervisor showed “efforts to help the supervisee 

consider the importance of multicultural elements” (Becerra, 2018: author). 

2.4.3.3.3  Positive Impact of Therapy Adaptions and Client Outcomes  

The clinical impact of the increase consideration and discussions of cultural adaptions in 

therapy and conceptualisations was proposed (Ancis & Marshall, 2010; Burkard et al., 2006; 

Del Re, 2022; McLeod, 2009). The integration of cultural discussions and adaptions 

facilitated the therapeutic relationship and increased therapists’ empathy towards the client’s 

context (Burkard et al., 2006; Del Re, 2022; Kuznietsova et al., 2025; McLeod, 2009; 

Soheilian et al., 2014). It was noted how there was a perceived positive effect from clients in 

relation to therapy and outcomes; “all four of the supervisees in this study indicated that they 

believed that multicultural discussions in supervision positively affected their outcomes with 

clients” (Ancis & Marshall, 2010: authors). These authors proposed that the joint effort 

between supervisors and supervisees in clinical supervision was an integral catalyst to these 

changes.  

Furthermore, supervisees noted the positive response in therapy, with clients having 

either an increased cultural awareness, understanding, enhanced engagement or collaboration 

in session, and supported them feeling able to progress in therapy (Ancis & Marshall, 2010; 

Becerra, 2018; Burkard et al., 2006; Darby, 2014; Del Re, 2022). One supervisee described 

how they were aware of client response when adopting a culturally responsive therapy 

approach: “I gauge it if I can see them leave with something, or if they say they learned 

something, or if they say, Oh, that made a lot of sense to me.” (McLeod, 2009: supervisee). 

2.5  Discussion 

2.5.1 Summary of Findings 
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This systematic review aimed to explore supervisees’ perspectives of the impact of receiving 

culturally responsive clinical supervision. Three overarching analytical themes were 

identified: ‘strengthened the supervisory relationship’; ‘supported professional development 

and learning’; and ‘facilitated culturally responsive clinical work’. Overall, the review found 

there to be a positive impact of receiving culturally responsive clinical supervision in a range 

of areas, from their supervisory relationship to professional development and clinical work. 

There were relationships between themes and subthemes, which suggests how centrally 

influential cultural responsivity in supervision is for supervisees. For example, supervisees 

feeling secure in their supervisory relationship enabled a greater opportunity for reflection, 

learning and development in supervision. In turn, this supported cultural responsivity in 

supervisees’ own clinical work, which was positive in relation to client outcomes and the 

therapeutic relationship. This supports the work of DePue et al. (2022) which promotes the 

link between the SWA and client therapeutic alliance in clinical supervision. It also reinforces 

Kangos and Pieterse’s (2021) mediation study which found that the SWA mediated the 

relationship between clinicians’ cultural humility and client’s treatment outcomes. 

The role of the supervisor was focal throughout this review, with supervisees 

expressing desire for, and expressing their appreciation when, supervisors take a proactive 

role in discussing culture in supervision. In consideration of the role of power dynamics 

within the supervisory relationship, this finding feels important as supervisees often report 

feeling they hold less power (De Stefano et al., 2017; Ryde, 2000) and therefore may need 

the supervisor to be active in initiating cultural discussions. 

Importantly, the theme of ‘strengthened supervisory relationship’ described 

supervisees’ reported sense of a stronger connection and greater safety with their supervisor 

during culturally responsive supervision. This theme had three subthemes, ‘increased 

collaboration’, ‘feeling validated and supported’, and ‘importance of a safe and open 
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relationship’. In support, previous quantitative research suggested that the incorporation of 

cultural aspects can support the SWA (Crockett & Hays, 2015; Vandament et al., 2022). 

Reinforcing the notion that supervisees derive greater supervision satisfaction when 

supervisors were perceived as showing more cultural humility and comfort (Wilcox et al., 

2023). It also supports Rothwell et al. (2021) who noted how trust and support are enablers of 

effective clinical supervision in healthcare. Specifically, supervisees reported that 

supervisors’ openness to cultural discussions strengthened the connection with their 

supervisor, bringing them closer, and enhancing mutual understanding (Becerra, 2018; 

Burkard et al., 2006; Zapata, 2010). Similarly, Mahon’s (2024) quantitative review found that 

the application of the MCO-S framework with its three pillars, within supervision, was 

correlated with a stronger supervisory working alliance and greater satisfaction.  

The main theme of ‘supported professional development and learning’ encompassed 

supervisees’ feeling a growth in their professional confidence, ability and clinical skills. 

Supervisees stated that the subtheme of ‘discussing and challenging cultural biases’ was an 

important component of their supervision, as a chance to further their learning about any 

assumptions they hold, and allowing space to reflect upon and challenge these biases. 

Specifically, there was a connection between the ‘strengthened supervisory relationship’ and 

‘supported professional development and learning’ themes as feeling safe and secure in the 

supervisory relationship supported feeling able to raise sensitive discussions regarding 

cultural biases. In support, Cook et al. (2020) revealed that the supervisors’ degree of cultural 

humility predicted supervisees’ willingness to raise concerns and, therefore, address any 

issues in supervision. Furthermore, the ‘supported professional development and learning’ 

theme is in line with Watkins et al.’s (2019a) argument that supervisors who demonstrate 

cultural humility also promote the development of supervisees. This theme’s two other 

subthemes were connected, ‘increased confidence and competence’ and ‘increased clinical 
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skills and cultural awareness’, as there was growth in one area it complemented the growth 

and development in the other (e.g. clinical skills).  

The ‘facilitated culturally responsive clinical work’ main theme, provides support for 

the suggestion that a clinician’s lack of awareness to their own beliefs and biases can create 

barriers for clients from ethnic minoritised communities in feeling understood (Williams & 

Halstead, 2019). Furthermore, this theme reinforces the quantitative literature reporting that 

higher ratings of therapists’ cultural humility leads to improved therapy outcomes from a 

client’s perspective (Kivlighan et al., 2019; Owen et al., 2014; 2016). The associated 

subthemes were the ‘positive impact of therapy adaptions and client outcomes’, ‘broadening 

understanding of clients’, and ‘facilitated cultural discussions in clinical work’. Taken 

together, it feels fair to propose that culturally responsive supervision increases cultural 

awareness and contributes to supervisees’ broadening of clinical thinking relating to their 

cultural understanding of clients. This is in part due to supervisees having the space to reflect 

on their own identities and how they intersect with client work, allowing for broadened case 

conceptualisation and cultural understanding of clients (Becerra, 2018; Soheilian et al., 

2014).  

2.5.2 Theoretical Considerations 

This review’s findings provide support for the MCC and MCO-S frameworks. Specifically, 

the MCC’s three components of cultural awareness, knowledge and development of skills 

(Sue et al., 1982; Sue, 1990; Sue & Sue, 2013) map onto supervisees’ experiences whilst 

receiving culturally responsive supervision in this review. For example, supervisees 

acknowledged and described that through their supervision they developed cultural awareness 

and clinical skills during culturally responsive supervision (Becerra, 2018; Burkard et al., 

2006; Jin et al., 2022; Kuznietsova et al., 2025; Soheilian et al., 2014; Wilcox et al., 2022b; 
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Williams, 2020). Furthermore, through this learning and development, supervisees felt better 

able to understand their client’s perspectives, which maps onto the ‘knowledge’ pillar of the 

MCC framework. The MCC has been critiqued for its transferable applicability into clinical 

practice, for example, in how clinicians can apply the framework to foster cultural awareness 

and recognise areas of development (Mollen et al., 2003). This review enhances the MCC’s 

clinical applicability, as it highlights the impact that culturally responsive supervision can 

have on not only supervisees but also clinical work.  

Similarly, the MCO-S’s three pillars of cultural humility, cultural comfort and cultural 

opportunities (Watkins et al., 2019b), are arguably present in this review’s findings. Insofar 

as, supervisees expressed that from the safety of their supervisory relationship, developed in 

culturally responsive supervision, they felt more confident and comfortable to discuss culture 

and to incorporate a cultural narrative into their clinical work (Ancis & Marshall, 2010; 

Becerra, 2018; Burkard et al., 2006; Byrd, 2022; Darby, 2014; Del Re, 2022; Kunietsova et 

al., 2025; Soheilian et al., 2024; Zapata, 2010). Furthermore, this review found that 

supervisees felt that the supervisors’ curiosity of wanting to understand multiple perspectives 

strengthened the supervisory relationship (Becerra, 2018; Burkard et al., 2006; Zapata, 2010). 

This finding is in line with Watkins et al.’s (2019b) definition of cultural humility in 

supervision, which emphasises supervisors having an openness to learn and understand the 

diverse cultural backgrounds of supervisees and clients. Similarly, the supervisors’ 

commitment to discuss culture, even when potentially a sensitive and difficult conversation, 

conceptualised as cultural comfort in the MCO-S framework (Watkins et al., 2019b), was 

also shown in the subtheme ‘discussing and challenging cultural biases’ (Ancis & Marshall, 

2010; Burkard et al., 2006; Del Re, 2022; Soheilian et al., 2014; Wilcox et al., 2022b). 

2.5.3 Strengths, Limitations and Future Research 
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This systematic review, utilising a systematic methodology (Thomas & Harden, 2008), is the 

first to explore the impact of culturally responsive clinical supervision from supervisees’ 

perspectives adopting a qualitative analysis. Although there have been recent reviews 

exploring multicultural orientation (Mahon, 2024), cultural humility in supervision (Zhang et 

al., 2021) and more broadly on supervisees experiences of supervision (Chircop Coleiro et 

al., 2023), there was a gap in the research reviewing the qualitative literature exploring 

supervisees’ perspectives of culturally responsive clinical supervision.  

The inclusion of both published and grey literature, which were critiqued using specific 

quality assessment tools (AACODS; Tyndal, 2010; CASP, 2024) is a further strength. Whilst 

there are notable challenges with including grey literature in systematic reviews (Hoffecker, 

2020; Mahood et al., 2014), it is proposed that the benefits can outweigh them (Paez, 2017). 

It is argued that grey literature can be invaluable at increasing comprehensiveness in reviews 

and reducing issues surrounding publication bias (Higgins et al., 2024; Hopewell et al., 2005; 

Paez, 2017). Furthermore, all unpublished studies in this review were doctoral theses, which 

go through formal viva examinations and review (Dobson, 2018) and arguably increases the 

credibility of their publications. Importantly, given that this is historically an under 

researched area, and a potentially sensitive topic, it felt important to incorporate findings 

from grey literature in this review (Hoffecker, 2020). There is however a need for peer-

reviewed research in this area to further disseminate the important issues and implications of 

cultural responsivity in supervision. 

This review included studies that focused on semi-structured interviews (Ancis & 

Marshall, 2010; Burkard et al., 2006; Byrd, 2022; Darby, 2014;  Del Re, 2022; Kuznietsova 

et al., 2025; McLeod, 2009; Townsend, 1996; Williams, 2020; Zapata, 2010), and open-

ended questions (Becerra, 2018; Jin et al., 2022; Soheilian et al., 2024; Vekaria et al., 2023b; 

Wilcox et al., 2022b), predominantly through virtual study design such as telephone or online 
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methods (Ancis & Marshall, 2010; Becerra, 2018 and McLeod, 2009 were conducted in 

person and Kuznietsova et al., 2025, did not state). It is important to note that LaDonna et al. 

(2018) stated a preference for interviews when conducting qualitative research in order to 

collect richer data, whereas it has also been argued that online surveys provide a flexible 

method for collecting data and better facilitate analysis across the entire dataset (e.g., Braun 

et al., 2021). As this review comprised a combination of research designs and methodologies 

which could be considered a strength, it also raises the question as to whether richer data 

would have been generate if more studies had used an interview design.  

In consideration of the generalisability of the findings, it is reasonable to suggest that 

the majority of the sampling methods were purposive and snowballing techniques (87%), 

which questions the representation of the sample possible bias (Parker et al., 2019). 

Specifically, as the research is exploring considerations around culture, it can be highly 

emotive for participants and may resurface past experiences of racial trauma (Pieterse, 2020), 

which could be a factor influencing whether individuals will want to share their experiences. 

Also, of the reported gender demographic data, excluding Townsend (1998) who did not 

report this data, it showed that the sample included predominantly female participants 

(80.1%) from a White ethnic background (64.4%). Furthermore, with the exception of 

Kuznietsova et al. (2025) and Vekaria et al. (2023b), all studies were conducted in the USA, 

this further limits the generalisability of the results from a cultural perspective. This review as 

also recommended by Mahon (2024), highlights the need for more research from different 

countries, cultures and other Equality Act (2010) characteristics, to expand on the findings 

which predominately originate from the USA.  

As this review was specifically focused on supervisees’ perspectives, future research 

could consider examining the impact of supervisors’ views and experiences to provide further 

insights into the supervisory dyad and culturally responsive supervision. 
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2.5.4 Clinical Implications 

The review further emphasises the need for, and importance of, adopting culturally 

responsive clinical supervision, which has significant implications for not only the 

supervisor, supervisees and the supervisory relationship, but also clients and clinical work. In 

line with the BPS (2017) practice guidelines, this review reinforces how vital it is to develop 

one’s own cultural awareness and cultural responsivity within clinical practice, and more 

specifically in supervision. Notably, this study found that supervisees perceived their 

supervisory and therapeutic relationships, as well as therapy outcomes, to improve when 

experiencing culturally responsive clinical supervision. Thus, the findings of this review 

could have meaningful implications on how clients experience mental health support, and 

advancements to how services may be able to offer more equitable support to clients from 

culturally diverse backgrounds (Fung et al., 2012; Kirmayer & Jarvis, 2019). 

This review has shown that it is important for the supervisor to initiate cultural 

discussions, share cultural experiences, knowledge and resources, encourage development 

through cultural case conceptualisation and provide feedback, especially when considering 

the layers of power within the supervisory relationship (Cook et al., 2018; Patel, 2011; Ryde, 

2000). It is important to note that failing to acknowledge the role of power in supervision can 

potentially be damaging to the supervisory relationship (Patel, 2011), thus providing further 

evidence for the supervisor to address and be constantly mindful of cultural power as an 

inherent requisite of culturally responsive supervision.  

This research provides evidence on how culturally responsive supervision can foster 

safety and openness for supervisees, with the subtheme of ‘importance of safe and open 

relationship’. This aligns with safety and power in supervisory relationships, and the 

importance of supervisees feeling trust in the SWA (Hernández & McDowell, 2010; Lee et 

al., 2022). This review suggests a need for the supervisor to create a safe learning 
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environment to support supervisees to learn and feel able to voice their opinions and thoughts 

(Lee et al., 2022). The findings have identified that supervisors can do this is by modelling 

culturally responsive practice, empathy, openness, disclose their own identities from a 

cultural perspective (Ancis & Mardhall, 2010; Townsend, 1996; Vekaria et al., 2023b; 

Wilcox et al., 2022b) and through validation of supervisees’ experiences (Becerra, 2018). It is 

also important to be particularly mindful of cross-cultural supervisory dyads, where there are 

possible elevated feelings of discomfort (Burkard et al., 2006; Zapata, 2010), and the time 

and sensitivity required to build trust, comfort and attend to cultural discussions (Williams, 

2020).  

In consideration of the supervisor, this review identifies the need for effective, 

culturally responsive, evidence-based, clinical supervision workshops to support the 

supervisor’s continuous development and learning in this area (Goodyear et al., 2014). In 

support, supervisors have acknowledged that cultural discussions and the supervisory 

relationship are important factors to be able to provide culturally responsive and socially just 

supervision, to which end, they also emphasised a need for more guidance and training to be 

able to provide such supervision (Spowart et al., 2024). Therefore, training providers and 

clinical services should support supervisors by providing culturally informed supervision, 

through ensuring protected supervision time to reflect on their culture as supervisors, 

incorporating existing cultural supervision models (e.g. MCO-S) and current research into 

their practice, and by attending supervision training that aims to develop skills in this area.  

2.5.5 Conclusion 

The current review aimed to explore the impact of receiving culturally responsive clinical 

supervision from supervisees’ perspectives. Three main themes were found from the thematic 

synthesis: ‘strengthened the supervisory relationship’, ‘supported professional development 
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and learning’, and ‘facilitated culturally responsive clinical work’. Supervisees found that 

receiving culturally responsive supervision facilitated the supervisory relationship to feel 

stronger and allowed for more learning opportunities, which also supported their confidence 

and clinical practice. Overall, the findings provided support for the MCC and MCO-S 

frameworks, and the current literature. The review also highlighted the importance of the 

supervisor’s role in facilitating culturally responsive supervision and, therefore, reinforcing 

the need for appropriate support and training for supervisors. The review suggests that 

through adopting culturally responsive supervision, there are meaningful positive 

implications to the supervisor, supervisee, the supervisory relationship and clinical practice.  
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Appendix A - Search Terms 

All searches filtered for English language papers only. 

MEDLINE, PsychInfo and CINAHL search terms: 

S1 AB (supervi* OR clinical supervi*)  Expanders - Apply equivalent 

subjects 

Search modes - 

Boolean/Phrase 

S2 AB (cultural N1(competenc* OR 

responsiv* OR awareness OR sensitiv* 

OR orientation OR humility) OR 

multicultural OR humility)  

Expanders - Apply equivalent 

subjects 

Search modes - 

Boolean/Phrase 

S3 AB (perspective* OR view* OR 

perception* OR attitude* OR opinion OR 

focus group* OR qualitative OR 

interview* OR phenomenology*)  

Expanders - Apply equivalent 

subjects 

Search modes - Find all my 

search term 

S4 S1 AND S2 AND S3  Expanders - Apply equivalent 

subjects 

Search modes - Find all my 

search term 

 

Web of Science search terms:  

supervi* OR clinical supervisi* (Abstract) and cultural N1(competenc* OR responsiv* OR 

awareness OR sensitiv* OR orientation OR humility) OR multicultural (Abstract) and 

perspective* OR view* OR perception* OR attitude* OR opinion OR focus group* OR 

qualitative OR interview* OR phenomenology* (Abstract) 
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ProQuest search terms: 

 noft(supervi* OR clinical supervi*) AND noft(cultural NEAR/1 (competenc* OR responsiv* 

OR awareness OR sensitiv* OR orientation OR humility) OR multicultural OR humility) 

AND noft(perspective* OR view* OR perception* OR attitude* OR opinion OR focus 

group* OR qualitative OR interview* OR phenomenology*) AND 

stype.exact(("Dissertations & Theses" OR "Scholarly Journals") NOT ("Newspapers" OR 

"Books" OR "Reports" OR "Magazines" OR "Speeches & Presentations" OR "Encyclopedias 

& Reference Works" OR "Wire Feeds" OR "Audio & Video Works" OR "Blogs, Podcasts, & 

Websites")) 
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Appendix B - Inclusion/Exclusion Criteria for Systematic Review 

 Inclusion Criteria Exclusion Criteria 

Population Supervisees providing psychological 
therapy (clinical based work with adults, 
children’s families, etc) and receiving or 
has received clinical supervision by a 
qualified therapist. 
Over 18 years old. 

Undergraduate students. 
Master’s or Doctoral 
students who are not 
enrolled a clinical 
programme. 
Research supervision, and 
non-psychological therapy 
related. 
Under 18 years old. 

Intervention (s) Studies explicitly focusing on 
discussions of culture in the context of 
clinical practice within clinical 
supervision. 
Regarding 1:1 supervision 

Studies which do not 
explicitly focus on exploring 
perspectives of culturally 
responsive clinical 
supervision.  
Studies which do not 
explicitly discuss culture in 
the context of clinical 
practice within clinical 
supervision. 
Regarding group 
supervision. 
 

Comparators Not applicable, it is not a requirement 
for included studies to have a 
comparator. 

Not applicable, it is not a 
requirement for included 
studies to have a 
comparator. 

Outcomes Exploring supervisees’ perspectives of 
receiving culturally responsive clinical 
supervision. 
How receiving culturally responsive 
clinical supervision has impacted 
supervisees. 

Not exploring supervisees’ 
perspectives of receiving 
culturally 
responsive/competent/ 
humble clinical supervision. 
Exploring supervisors’ 
perspectives 

Study Design Qualitative empirical studies. 
Written in English. 
Any qualitative perspectives of 
discussing cultural responsivity, 
humility, or competence in the context of 
clinical 1:1 supervision.  

Quantitative only studies. 
Non-empirical literature 
(e.g., book chapters or 
reflective articles). 
Not written in English. 
If there are no direct quotes 
provided to support the 
findings. 

Setting Supervisees’ perspectives of culturally 
responsive clinical supervision in any 
setting (online/in person 
interviews/focus groups).  

Not related to clinical 
supervision in the field of 
professional psychology, 
counselling, or mental 
health. 
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Related to clinical supervision in the 
field of professional psychology, 
counselling, or mental health.  
Adult based research. 

Not adult based research. 
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Appendix C – Quality Assessment Tables 

Qualitative Risk of Bias Scores for Published Papers (CASP; 2024) 

 Section A: are the results valid Section B: what are 
the results? 

 Section C: will 
the results 
help locally? 
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Ancis & 
Marshall, 2010 

Y Y Y Somewhat/ 
Can’t Tell/ 
 

Y Y Somewhat/ 
Can’t Tell 

Y Y Y 8 

Burkard et al., 
2006 

Y Y Y Y Y Y- in 
supplementary 
material 

Somewhat Y Y Y 9 

Kuznietsova et 
al., 2025 
Ireland 

Y Y Y Y Y Y Y Y Y Y 10 

Ling et al., 2022 Y Y Y Y Y Y Y Somewhat/ 
Can’t Tell 

Y Y 9 

Soheilian et al., 
2014 

Y Y Y Y Y Y Somewhat Y Y Y 9 
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Vekaria et al., 
2023 

Y Y Y Y Y Somewhat Y Y Y Y 9 

Wilcox et al., 
2022 

Y Y Y Y Y Y Somewhat/ 
Can’t Tell 

Y Y Y 9 

Note. Y = present 

Qualitative Risk of Bias for Grey Literature (AACODS; Tyndall, 2010) 

Note. Y = present

Study ID Authority Accuracy Coverage Objectivity Date Significance Summary Score 

Becerra, 2016 Y Y Y Y Y Y 6 

Byrd, 2022 Y Y Y Y Y Y 6 

Darby, 2014 Y Y Y Y Y Y 6 

Del Re, 2022 Y Y Y Y Y Y 6 

McLeod, 2008 Y Y Y Y Y Y 6 

Towsend, 1996 Y Somewhat/ 

Can’t Tell 

Y Can’t Tell Y Y 4 

Williams, 2020 Y Y Y Y Y Y 6 

Zapata, 2010 Y Y Y Y Y Y 6 
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Appendix D – Extract of Coding Manual 

Main 

Theme 

Subtheme Illustrative 

Codes 

Definition Illustrative Quote/s 

Strengthened 

the 

supervisory 

relationship 

Feeling 

validated and 

supported 

Supervisees 

feeling validated 

and supported 

 

Empathy and 

validation 

towards 

 

Supervisors 

providing 

guidance and 

support 

A feeling that 

supervisees 

described of 

feeling 

understood 

and respected. 

Supervisors 

provided 

guidance and 

empathy to 

supervisees 

experiences. 

“This participant 

indicated feeling a 

“personal sense of 

validation”” 

(Vekaria et al., 

2023b: authors). 

 

“she validated my 

concerns and made 

[supervision] feel a 

lot safer” (Becerra, 

2018: supervisee) 

 

 Importance of 

a safe and 

open 

relationship 

Safe supervision 

 

Safety created 

from openness of 

supervisors’ 

curiosity about 

supervisees 

identity 

 

Secure and honest 

relationship 

 

Open and 

supportive 

supervisors 

 

The 

significance of 

having a 

supervisory 

relationship 

that felt 

secure, based 

on trust, 

understanding, 

and cultural 

sensitivity and 

curiosity.  

“the importance of 

having a safe or  

open relationship” 

(Wilcox et al., 

2022b: author) 

 

“having trust and 

good rapport so that 

I am comfortable 

asking questions” 

(Wilcox et al., 2022: 

supervisee) 
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 Increased 

collaboration 

Increased 

collaboration in 

supervisory 

relationship 

 

Learning together 

 

Discussing 

cultural 

conceptualisation 

together 

 

 

The 

supervisees’ 

feeling of 

more joint-

working, 

decision 

making in 

supervision 

about clinical 

work and 

noticing that 

they were both 

learning 

together to be 

culturally 

responsive.  

“…we are going to 

have to learn this 

together so we 

approached that 

together and came 

up with resources 

for her…” (Darby, 

2014: supervisee) 

 

“I had one Japanese 

client. . . . I think 

through supervision 

[my supervisor] kept 

asking me how I 

conceptualized her” 

(Ancis & Marshall, 

2010: supervisee  
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Appendix E – Thematic Map Developments 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thematic Map 1 – Themes and subthemes  
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Thematic Map 2 – Themes and subthemes  

 

Thematic Map 1 – themes and subthemes  

What are supervisees’ perspectives of 
the impact of receiving culturally 
responsive clinical supervision? 

Strengthened the 
supervisory relationship 

Facilitated culturally 
responsive clinical work 

Importance of 
safe and open 
relationship 

Increased 
collaboration  

Feeling validated 
and supported 

Increased 
confidence and 
competence 

Increased skills 
and cultural 
humility 

Developing 
greater cultural 
awareness 

Broadening 
understanding of 
clients 

Facilitated addressing 
cultural issues in 
clinical work 

Positive impact of 
therapy adaptions 
and client 
outcomes 

Discussing and 
challenging cultural 
biases  

Supported professional 
development and learning  
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What are supervisees’ perspectives of 

the impact of receiving culturally 

responsive clinical supervision? 

Strengthened the 

supervisory relationship 

Supported professional 

development and learning  

Facilitated culturally 

responsive clinical work 

Discussing and 

challenging 

cultural biases  

Thematic Map 3 – Themes and subthemes  

Importance of a 

safe and open 

relationship 

Increased 

collaboration  

Feeling validated 

and supported 

Increased 

confidence and 

competence 

Increased clinical 

skills and cultural 

awareness 

Broadening 

understanding 

of clients 

Facilitated cultural 

discussions in 

clinical work 

Positive impact 

of therapy 

adaptions and 

client outcomes 
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Chapter 3  The Development and Validation of the Clinician Cultural Humility 

Scale (CCHS) for Clinical Supervision 

 

Journal Specification: The following paper was written to follow the British Journal of 

Psychology. Papers have a maximum word limit of 8,000 (excluding the abstract, reference 

list, tables and figures). Authors guidelines can be found: 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448295/homepage/forauthors.html 

Word count (excluding abstract, reference list, tables and figures): 7796 
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3.1 Abstract 

Research has highlighted the importance of adopting a culturally responsive approach to 

clinical supervision. The current cultural humility measures designed for use in a clinical 

setting have been validated in the USA or been developed solely for clients. There is not a 

current validated cultural humility measure for UK clinicians to utilise within clinical 

supervision. The purpose of this study was to develop a scale to measure cultural humility in 

clinical supervision and assess its properties within a UK sample. A three-part phase design 

was used to develop the Clinician Cultural Humility Scale (CCHS). The initial scale items 

were developed based on the current cultural humility literature. Next, the Delphi method was 

utilised to gain expert opinion regarding the appropriateness of the scale items and consensus 

was reached after two Delphi rounds. Following consensus, confirmatory and then 

exploratory factor analyses were both employed to assess the CCHS’s psychometric 

properties. The final version of the CCHS comprised 10-items with a three-factor structure 

and demonstrates good psychometric properties. It is suggested that the CCHS is an important 

and practical tool to support clinicians’ development of cultural humility. Recommendations 

for future research and further implications are also discussed. 
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3.2 Background 

3.2.1 Clinical supervision and cultural responsivity 

 Clinical supervision provides a formal space that allows supervisee and supervisor to reflect 

and consider new learnings (Milne, 2009), with the intent of further developing one’s skills, 

knowledge (Bernard & Goodyear, 2013; Proctor, 1988), and enhance client outcomes 

(Fleming & Steen, 2012). It is well researched that the relationship between a supervisor and 

supervisee has shown to be crucial for supporting effective clinical supervision (Kilminster & 

Jolly, 2000; Sloan, 2005; Vandament et al., 2022). Specifically, the supervisory working 

alliance is a key factor for effecting positive change (Vandament et al., 2022). The importance 

of effective supervision has been highlighted in research (e.g., Chircop Coleiro et al., 2023) 

and shown to have an association with better client outcomes (e.g., Snowdon et al., 2017; 

Wheeler & Richards, 2007), such as fewer psychological symptoms of people with a mental 

health diagnosis (Snowdon et al., 2017). Similarly, effective clinical supervision has been 

shown to support supervisees’ emotional wellbeing (Amery et al., 2020; Wilson et al., 2016). 

It is important to acknowledge that culture is integral to clinicians’ personal belief 

systems, which are inherently intertwined within their clinical practice (Gainsbury, 2017). A 

culturally responsive stance has been argued as an approach to reduce health disparities and 

enhance equity (Kibakaya & Oyeku, 2022). Cultural responsivity in clinical supervision 

therefore, pertains to the breadth of diversity and influencing factors within the supervisory 

relationship (Silva, 2018), by embracing diversity and the richness that difference can offer 

(Miller et al., 2019). It has been argued that a positive supervisory relationship includes the 

need for promoting awareness of diversity and the inclusion of culturally responsive clinical 

supervision (Patel, 2004; Vekaria et al., 2023a). Moreover, it was found that the absence of 

culturally responsive clinical supervision can be detrimental to the supervisory relationship. 

For example, Vekaria et al. (2023a) found that racially/ethnically-minoritised (REM) 
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supervisees with White supervisors, perceived their supervision as less culturally responsive 

compared to White supervisees. They also reported a lower quality supervisory relationship 

and more instances of culturally harmful supervision. These findings highlight the critical 

importance of ensuring that cultural responsivity is a routine part of the supervisory 

experience.   

3.2.2 Cultural humility 

The term cultural competence has moved on from a term which risks being viewed as a binary 

fixed outlook (Agner, 2020), towards a more fluid perspective, termed cultural humility. 

Cultural humility refers to an open and curious approach which encapsulates intrapersonal 

and interpersonal components (Davis et al., 2010; Zhang et al., 2021), in order to build 

awareness of one’s own culture, biases and beliefs, and hold a humble approach and respect 

when interacting with others about cultural identities (Zhang et al., 2021). Within psychology, 

clinicians who embrace cultural humility with a genuine curiosity and collaboration, to 

understand and support clients’ experiences and cultural context, inherently promote a non-

expert position (Hook et al., 2013). Furthermore, a cultural humility stance enables a 

longstanding commitment to learning reflection, to support individuals and communities in a 

more responsive way (Upshaw et al., 2020; Yeager & Bauger-Wu, 2013). Cultural humility 

has also been promoted within leadership and at organisational levels, with the aim to increase 

inclusion and health equality (Robinson et al., 2021).  

The concept of cultural humility was further explored by Foronda et al. (2016) across 

diverse contexts and five main attributes were identified. The authors proposed that 

‘openness’ refers to an attitude that has a willingness to be able to explore and invite new 

ideas about cultural diversity. In contrast, they proposed that ‘self-awareness’ involves 

recognising one’s own cultural values and beliefs and understanding how these influence 

interactions with others, including an awareness of both strengths and limitations. 
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Furthermore, they used the term ‘egoless’ to emphasise humility, rejecting notions of 

superiority, and treating others as equals, aligning with the principle of equality in human 

rights. Whereas Foronda and colleagues noted that ‘supportive interactions’ highlight the 

interpersonal aspect of cultural humility, characterised by active, engaging and supportive 

exchanges where responsibility is shared, fostering mutual respect and promotes humility. 

Finally, ‘self-reflection and critique’ is the continuous introspective reflective process of 

evaluating one’s thoughts, feelings and behaviours. They also put forward that this reflective 

stance promotes ongoing learning and discovery, with no definitive endpoint and that these 

five dimensions conceptualise cultural humility as a compassionate journey.  

The literature on incorporating cultural humility within clinical supervision, though still 

novel, has revealed promising findings (e.g., Mahon, 2024; Zhang et al., 2021). It is argued 

that culturally humble supervisors are more likely to address and reduce biases and blind 

spots, as they adopt a learning-oriented, culturally reflective approach (Hawkins & Shohet, 

2012; Hook et al., 2016). This approach fosters cultural conversations in supervision, 

recognising the importance of diversity, with the clinician, supervisor and clients (Hook et al., 

2016). Zhang et al.’s (2021) systematic review of embedding cultural humility in 

psychotherapy and clinical supervision found improved outcomes in therapy, such as greater 

working alliances and treatment effectiveness. Similarly, the review noted that supervisors’ 

cultural humility, as perceived by the supervisees, predicted supervisee’s willingness to be 

open and disclose in supervision. Furthermore, Zhang and colleagues (2021) reported higher 

perceptions of a supervisor’s cultural humility were positively associated with working 

alliance, self-efficacy and satisfaction with supervision. However, it is important to note that 

most studies included in the review were correlational and cross-sectional and, therefore, 

findings should be interpreted tentatively and appropriately rather than implying causality 

(Becker et al., 2016). Nevertheless, it seems fair to propose that this review emphasises the 

potential importance of embedding cultural humility within supervision.  
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In consideration of theory, the Multicultural Orientation Framework (MCO; Owen et al., 

2011; Owen, 2013) places culture at the centre of psychotherapy processes. The MCO, 

framework was applied directly to psychotherapy supervision (MCO-S; Watkins et al., 2019), 

with the addition of three key components, namely cultural humility, cultural comfort and 

cultural opportunities. Within this supervision model, cultural humility refers to supervisors 

adopting an open stance towards recognising and reflecting that they are cultural beings, as 

well as taking the lead in modelling cultural humility and curiosity. Of central importance is 

the attitude that cultural humility is a never-ending learning process. The model 

predominantly places the responsibility on the supervisor, and, although research is currently 

limited, there is evidence to support the model (Vekaria et al., 2023b; Wilcox et al., 2022; 

2023). For example, supervisees who perceived their supervisors as demonstrating cultural 

humility reported greater satisfaction in supervision (Wilcox et al., 2022). Furthermore, a 

recent scoping review found the MCO/MCO-S to be particularly promising in supporting the 

supervisory working alliance and satisfaction and is associated with clients’ outcomes in 

therapy (Mahon, 2024). Such findings further highlight the need for developing cultural 

humility in clinical supervision.  

3.2.3 Measuring cultural humility in clinical supervision  

Historically, measurement in psychology has been utilised to quantify and conceptualise 

proposed concepts and constructs, striving to offer meaningful utility (Michell, 1997). 

Specifically in the context of cultural discussions in supervision, understanding how these 

discussions are being held is crucial in the process of operationalising constructs (Bartell, 

2016). Measurement can serve as a shared reference point for clinicians and researchers to 

facilitate advancement of understanding of how to assess and further explore constructs of 

culture in supervision (Bartell, 2016). To enable valid and meaningful conclusions and 

implications from research, scientific rigour and transparency are imperative throughout the 

measurement development process (Flake & Fried, 2020).  
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There are limited number of measures developed to specifically capture clinician’s 

cultural humility (e.g., Gonzalez et al., 2021; Hook et al., 2013; Zhu et al., 2022). The 

Multidimensional Cultural Humility Scale (MCHS; Gonzalez et al., 2021), informed by 

Foronda et al.’s (2016) five pillars of cultural humility, is validated on a population of 

counsellors. It is a self-assessment measure that enables clinicians to assess their own cultural 

humility, with the aim of fostering one’s cultural responsivity and sensitivity. This measure 

has been critiqued because it may not accurately represent the cultural humility domains as it 

is primarily based on one definition by Tervalon and Murray-Gracia (1988) and does not 

consider situational ‘in the moment’ facets of cultural humility, thus potentially inferring 

limitations to the content validity of the scale (Zhu et al., 2022).  

In contrast, the Cultural Humility Scale (CHS; Hook et al., 2013), which is a widely 

used and validated measure in research (Zhang et al., 2021), was developed for clients to 

measure their therapist’s cultural humility responsiveness.  This measure was later adapted, 

but not formally validated, to be used within supervision termed the Supervision Cultural 

Humility Scale (CHS-S; Wilcox et al., 2022). Similarly to the MCHS, the CHS has been 

critiqued for not assessing the intrapersonal aspects of cultural humility, rather items are 

designed to measure the interpersonal dimension, which does not fully align with the MCO 

framework (Davis et al., 2018). It should be noted that both these measures are from the 

United States of America (USA), thus limiting their generalisability to wider populations 

(Zhang et al., 2021; Zhu et al., 2022). Furthermore, there isn’t a cultural humility measure for 

clinicians to use within clinical supervision, using the five-factor structure as proposed by the 

literature (Foronda et al.; Gonzalez et al., 2021), that has been validated within a UK sample. 

It seems fair to argue that the development of such a scale is crucial to support the clinical 

development of cultural humility within supervision. This tool is developed therefore with the 

intention of ensuring a clinician can measure the inclusion of a cultural humility narrative 

within supervision. In addition, a scale validated within the UK, may bring a meaningful 
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impact for both clients and clinicians, while also representing a valuable contribution to 

research in the field. Furthermore, the measure hopes to support the strengthening of the 

supervisory relationship and the improvement of clinical outcomes (Zhang et al., 2021). 

3.2.4 Current research 

To address this gap, this study aims to develop a scale to measure cultural humility in clinical 

supervision using a five-factor structure and to assess its psychometric properties with a UK 

sample with the following hypotheses:  

1) Scale Development - Experts will reach consensus on scale items in Delphi rounds to 

demonstrate the scale is appropriate for measuring cultural humility in clinical 

supervision.  

2) Factor Structure - A confirmatory factor analysis (CFA) will confirm the scale has a 

good fit to the five-factor structure.  

3) Reliability - The scale will have good internal reliability. 

4) Validity -  

a. The scale will show convergent relationships with existing cultural humility 

scales (MCHS and CHS-S). 

b. The scale’s subscales will show convergent relationships with the MCHS’s 

subscales. 

c.  The scale will show divergent validity against negative scale items on the CHS-S. 

d.  The scale will show discriminant validity against the social desirability scale 

(MCSDS-SF). 

3.3 Methods 

3.3.1 Ethics  
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The study was approved by the University of Southampton’s Research Ethics Committee 

(Appendix A) and by the NHS Health Research Authority (HRA; Appendix B).  

3.3.2  Design 

3.3.2.1 Item generation – Development of the Clinician Cultural Humility Scale 

(CCHS) 

A three-part phase design was employed for this study. Firstly, the research team generated 

items that led to the development of a preliminary scale of cultural humility for clinical 

supervision, comprising 15 items (Clinician Cultural Humility Scale; CCHS; see 

Supplementary Materials p. 195). The research team devised the scale based on the relevant 

literature (Vekaria et al., 2023a; 2023b), previously validated cultural humility measures (e.g. 

Gonzalez et al., 2021; Hook et al., 2013) and the five dimensions of cultural humility model 

(Foronda et al., 2016), whilst also adapting the language for a UK population.  

3.3.3  Sample 1  

3.3.3.1 Participants - Experts 

In the second phase of this study, the Delphi technique (Iqbal & Pipon-Young, 2009; Keeney 

et al., 2011; Linstone & Turoff, 1975) was used to identify which of the generated scale items 

would be appropriate to include in the measure. This method was chosen in line with previous 

research that has utilised the Delphi technique for scale development (e.g., Lee et al., 2020; 

Neupane & Bhattarai; 2024). The Delphi technique recommends a sample size of 30 experts 

to be optimal for analysis (Chuenjitwongsa, 2017), with larger panel sizes argued not to 

impact the quality of the findings (de Villiers et al., 2005).  Experts in the field of equality, 

diversity and inclusion (EDI), and/or clinicians in the field of psychological therapies, were 

approached to participate in the validation of the items. For experts to be eligible to take part, 

they had to have a minimum of five years’ post-qualified experience in the field of 
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psychological therapies; and/or direct experience of conducting research in the field of EDI; 

and/or an active interest in EDI related work, with experience of being supervised in a clinical 

or research role and delivering supervision (see Appendix C for full inclusion criteria). Table 

1 shows demographics of experts who participated in round one of study, including gender, 

age and ethnicity (see Appendix D for further detailed tables). All participants were in either a 

clinical, academic or EDI professional role, and held a post-graduate qualification for over 5 

years (see Appendix D). 

Table 1 

Expert Demographics 

Characteristics N (34) % 

Gender   

Female 24 70.6 

Male 10 29.4 

Age (years)   

25-34 4 11.8 

35-44 18 52.9 

45-54 9 26.5 

55-64 3 8.8 

Ethnicity    

†White: White British, White Irish, Any other 

White background 

19 55.9 
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Asian or Asian British: Indian, Pakistani, 

Bangladeshi, Chinese, Any other Asian 

background 

9 26.5 

Black or Black British: African, Caribbean, 

Any other Black background 

4 11.8 

Mixed: Mixed Asian and White, Mixed Black 

African and White, Mixed Black Caribbean 

and White, Any other Mixed background 

2 5.9 

†Note. In the ‘white’ grouping 2 participants self-reported that they identified as belonging to 

an ethnic minority group. 

3.3.4  Measures and procedure 

The research team identified prospective participants to invite them to take part in the study. 

Purposive sampling was used to recruit experts through emails (Appendix E), inserted into 

which was the link to the study should they wish to participate. One follow-up reminder email 

was sent after the initial recruitment email to experts (Appendix F).  Interested participants 

accessed the online study through Qualtrics XM survey software. Firstly, participants were 

directed to the online participant information sheet and consent form through the online link 

(Appendix G). They then completed a demographic questionnaire (Appendix H). Next, 

experts independently rated the 15 items in the CCHS by scoring how important each item 

was for developing cultural humility in clinical supervision using a 6-point Likert-type scale 

(from 1- Strongly Disagree to 6 – Strongly Agree), to facilitate a clear position of agreement 

or disagreement from experts (de Villiers et al., 2005; Polit & Beck 2006).  

This study had a total of two Delphi rounds because round one did not reach the 

predetermined criteria for consensus on all scale items. Therefore, for the second round of the 

Delphi, the same participants were sent a further email inviting them to take part to rate the 

one item which had not reached consensus in the first round. Participants were not required to 
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complete the demographic questionnaire again in round two. Round one took approximately 

10-15 minutes and round two took approximately five minutes. All participants were emailed 

a debrief form (Appendix I) and thanked for taking part.  

3.3.5 Data analysis  

Data analysis was conducted using SPSS Statistics for Windows, Version 28.1.1.0. The mean, 

median, and standard deviation (SD) were calculated and reviewed against a twofold criterion 

to establish if consensus had been reached for each item on the measure. For each scale item, 

the first criterion to achieve consensus between experts was defined by at least 75% of 

participants scoring 1.5 SD from the mean or below for the given item (Chang et al., 2010; 

Christie & Barela, 2005). If consensus of this first criteria was not reached, the researcher 

would seek feedback from at least two participants about their response, one who scored 

above and one who scored below the threshold (Christie & Barela, 2005). Following 

feedback, the research team would decide to modify the item(s) for a subsequent Delphi round 

or remove the item from the scale. Additionally, the second criterion in determining an item’s 

inclusion in the scale was for it to obtain a consensual rating of 5 ‘Agree’ or 6 ‘Strongly 

Agree’ would need to be obtained (de Villiers et al., 2005). If a consensus was reached at a 

score below 5 was reached, the research team would decide to either modify the item for a 

subsequent Delphi round or remove the item from the scale. The refinement of the scale and 

the final items are detailed in the results section.  

3.4 Results 

3.4.1 Development of the CCHS 

3.4.1.2 Delphi round one 

Of the 91 emails that were sent directly to experts, one email address bounced back, and 34 

participants completed the first round of the Delphi (37.4% response rate). All items reached 
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consensus in relation to the set criteria of at least 75% of experts scoring 1.5 SD from the 

mean or below, following the first round of the Delphi (Table 2).  With regards to the second 

criteria, except for item 3, all other items scored a mean rating of 5 (agree) or 6 (strongly 

agree) in the consensus and therefore did not need to be modified or removed. Since item 3 

scored below a mean of 5, the research team decided to amend this item from: ‘Cultural 

discussions play a central role in supervision’ to ‘In supervision, I am open to discussing the 

role of culture in my clinical work’. This amendment was made after the research team 

reviewed any discrepancies against the other items and identified that other items’ language 

was more personalised and active for the clinician. This amended item was sent to experts in 

round two of the Delphi to determine whether consensus could be achieved. 
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Table 2 

Delphi Round One Item Descriptive Statistics and Consensus  

Item M Md. SD Consensus 

(N) 

Consensus 

(%) 

1 5.12 5.00 1.22 31 91.2 

2 5.09 5.00 0.93 32 94.1 

3 4.91 5.00 1.38 30 88.2 

4 5.24 5.50 0.92 32 94.1 

5 5.12 5.00 0.95 33 97.1 

6 5.21 5.00 0.91 33 97.1 

7 5.03 5.00 0.80 33 97.1 

8 5.12 5.00 0.91 32 94.1 

9 5.53 6.00 0.66 31 91.2 

10 5.32 5.50 0.88 33 97.1 

11 5.29 5.00 0.76 28 82.4 

12 5.62 6.00 0.65 33 97.1 

13 5.18 5.00 0.76 33 97.1 

14 5.26 5.00 0.71 29 85.3 

15 5.44 6.00 0.75 31 91.2 
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3.4.1.3 Delphi round two 

The 34 participants that took part in round one of the Delphi were emailed directly to take part 

in the second round of the Delphi study to rate the amended item 3 only.  Of the 34 

participants which were contacted, 28 completed the second round (82.4% response rate). As 

seen from Table 3, the amended item 3 reached consensus after 96.4% of participants rated 

the item within the pre-determined SD range and the mean was above a rating of 5. Therefore, 

the 15 items were taken to the validation phase of the study.   

Table 3  

Delphi Round Two Descriptive Statistics and Consensus  

Item M Md. SD Consensus  

(N) 

Consensus 

 (%) 

3 5.36 6.00 .83 27 96.4 

 

3.5 Methods 

3.5.1 Sample 2 

3.5.1.2 Participants – Clinicians  

The third phase of the study utilised a cross-sectional survey-based design. Trainee and 

qualified clinicians in psychological therapies, working clinically in the UK (e.g., Clinical and 

Counselling Psychologists), who were receiving regular individual clinical supervision 

(minimum once a month) were targeted for this phase of the study. The decision was made to 

include both trainee and qualified clinicians as the measure was designed to be used by all 

professionals, no matter what their level of expertise. Participants also had to be aged at least 
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18 years old (see Appendix J for full inclusion criteria). Participants were recruited using 

purposive and snowballing techniques through social media platforms, University 

professional training programmes, professional bodies, and NHS trusts, through distribution 

of the study’s poster (Appendix K) and emails (Appendix L). Table 4 shows participants 

demographic information, including gender, age and ethnicity (see Appendix D for detailed 

tables). There were 101 trainee clinicians (40.6%) and 148 qualified clinicians (59.4%) who 

took part in the study. 

Table 4 

Clinicians - Participants Demographics  

Characteristics N (249) % 

Gender   

Female 216 86.7 

Male 33 13.3 

Age (years)   

22-24 2 .8 

25-34 134 53.8 

35-44 63 25.3 

45-54 34 13.7 

55-64 15 6.0 

65+ 1 .4 

Ethnicity    
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†White: White British, White Irish, Any other 

White background 

204 81.9 

Asian or Asian British: Indian, Pakistani, 

Bangladeshi, Chinese, Any other Asian 

background 

20 8.0 

Black or Black British: African, Caribbean, 

Any other Black background 

14 5.6 

Mixed: Mixed Asian and White, Mixed Black 

African and White, Mixed Black Caribbean 

and White, Any other Mixed background 

8 3.2 

Other 3 1.2 

†Note. In the ‘white’ grouping 14 participants self-reported that they identified as belonging 

to an ethnic minority group. 

3.5.2 Measures 

3.5.2.1 Demographic data 

Participants completed a demographic questionnaire including age, gender, ethnicity, 

profession, and supervision frequency (Appendix M for questionnaire).  

3.5.2.2 CCHS 

The CCHS consisted 15 items, which were agreed upon during the second phase of the study 

through the Delphi rounds (See Supplementary Materials, p. 199), rated on the 

aforementioned six-point Likert scale. The CCHS asks participants to reflect upon statements 

and rate each item in consideration of their clinical work (Supplementary Materials, p.199). 

An example of an item scale: ‘In clinical practice, I feel confident to ask culturally sensitive 

questions’.  
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3.5.3 Validation of measure 

Existing cultural humility measures were included to explore convergent and discriminant 

validity. To assess for potential biases of response, a social desirability measure was included, 

which has been used in similar scale validation research (Gonzalez et al., 2021). The internal 

consistency of all measures was explored to support with the interpretation of the results 

(Ahmed & Ishtiaq, 2021; Salmond, 2008). The measures are: 

3.5.3.1 Multidimensional Cultural Humility Scale (MCHS) 

The MCHS is a 15-item scale (Gonzalez et al., 2021) which is a validated self-assessment 

tool, within a USA sample, for clinicians aiming to develop their cultural humility (Appendix 

N). The measure directly maps onto Foronda and colleagues (2016) five dimension of cultural 

humility and asks participants to rate their level of agreement with each statement on a six-

point Likert scale (1 = Strongly Disagree to 6 = Strongly Agree). The scale comprises of five 

subscales, each with three items: Openness, Self-awareness, Ego-less, Self-reflection and 

critique and Supportive interactions. The MCHS has shown satisfactory internal consistency 

and reliability with the total scale Cronbach’s alpha coefficient, from the initial development 

of the scale, of .78 and .79 (Gonzalez et al., 2021). In the current study, the scale was found to 

have satisfactory internal consistency (α = .73).  

3.5.3.2 Cultural Humility Scale for Supervision (CHS-S) 

The CHS is a 12-item scale, originally developed to enable clients to measure their therapist’s 

cultural humility responsiveness (Hook et al., 2013). It was further adapted to be used in 

supervision (CHS-S; Wilcox et al., 2022), and although the scale items remained unchanged, 

the instructions were modified to make it relevant for supervisees to rate their supervisors. For 

the context of this study, the adapted version was utilised (Appendix N). The scale consists of 

two subfactors: positive characteristics (seven items) and negative characteristics (five items). 

The CHS-S version was found to have excellent internal consistency and reliability (α = .92; 
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Wilcox et al., 2022). In the current study, the scale was found to have excellent internal 

consistency (α = .91).   

3.5.3.3 Marlowe-Crowne Social Desirability Scale-Short Form (MCSDS-SF) 

The MCSDS-SF measure (Crowne & Marlowe, 1960; Reynolds, 1982; Appendix N) consists 

of a 13-item scale which measures social desirability, with responses given in a true-false 

format. The short form version was found to have better reliability and fit compared to the 

original 33-item scale (Crowne & Marlowe, 1960) and continued to be highly correlated with 

the original version (Reynolds, 1982). The maximum score is 26, with higher scores 

indicating a higher tendency to respond in a social desirability way. The internal consistency 

for the total scale was α = .66 in the current study. 

3.5.4 Procedure 

A link to the survey and the study advertisement was shared through emails, social media 

platforms and in the University of Southampton Psychology building. Interested participants 

accessed the study online through the Qualtrics XM Survey platform to complete the self-

report questionnaires which took approximately 15 minutes. Firstly, participants were directed 

to the online Participant Information Sheet and consent form (Appendix O). Following 

consent, participants then completed the demographic questionnaire, followed by the CCHS, 

MCHS, CHS-S and MCSDS-SF measures. They were then directed to the online debriefing 

statement (Appendix P). At the end of the study, participants were given the option to be 

entered into a prize draw for a chance to win one of four £50 Amazon vouchers. If they 

wished to enter, they clicked ‘yes’ and were taken to another online Qualtrics XM Survey 

page to ensure that their email addresses were not linked to their responses. 

3.5.5 Data analysis  
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Data analysis was also conducted using SPSS AMOS Statistics for Windows, Version 28.0 

for the validation of the measure. Due to the existing literature on the measurement of cultural 

humility (Foronda et al., 2016; Gonzalez et al., 2021), a confirmatory factor analysis (CFA) 

was conducted to explore if the proposed five-factor structure was of good fit in this study. To 

conduct a CFA, a minimum sample size of 150-315 participants is required (Muthén & 

Muthén, 2022). Using Hu & Bentler’s (1999) cut-off values for a good model fit, the 

comparative fit index (CFI), Tucker-Lewis index (TLI), the root-mean-squared error of 

approximation (RMSEA), and the standardised root-mean-square residual (SRMR), were 

used to interpret the factor model. A good model fit was indicated by CFI ≥ .90, TLI ≥ .90, 

RMSEA ≤ .06, and SRMR ≤ .08 (Hu & Bentler, 1999). Reliability analysis was conducted to 

measure internal reliability of the scale. Correlation analyses were conducted between the 

CCHS, MCHS and CHS-S and their subscales to explore convergent and concurrent 

relationships. Further correlation analyses were run between the MCSDS-SF scale and CCHS 

to explore discriminate validity, with interpretation of effect size guided by Cohen’s (1988) 

recommendations.  

3.6 Results 

3.6.1 Validation of the CCHS 

3.6.2 Sample 2 analysis 

320 participants accessed the study, however, 64 withdrew from the study, resulting in 

insufficient datasets for analysis. In total, 256 participants completed the online study; 

however, seven participants did not meet the inclusion criteria (e.g. less than monthly 

supervision; only group supervision) and, therefore, were removed from the dataset. The 

remaining 249 participants included four participants with single datapoints of missing at 

random data on the MCHS scale. Following the Newman (2014) missing data guidance, 



ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      124 

 

multiple imputation analysis was used for those missing values and data was reported from 

the pooled values.  

3.6.2.2 Initial assumptions 

Histograms of the measures were reviewed to assess the distribution of data (Wilkinson & 

APA Task Force, 1999). Except for one, which showed a slight negative skew, all other 

histograms showed normal distribution. There is an increased likelihood of skewness due to 

the large sample size of this study and, therefore, the central limit theorem allows for partial 

deviation (Field, 2018). Histograms and boxplots of the scales were reviewed to identify any 

potential outliers. Only one outlier on the CHS-S scale was identified, in response to which 

winsorizing was used to transform the outlier to be within 3.SD from the mean (Erceg-Hurn et 

al., 2008; Price et al., 2015). Furthermore, a spot check of scatterplots showed linear 

relationships between all scales.  

3.6.2.3 Confirmatory factor analysis 

The initial model showed an overall poor fit, χ² = 263.54 with 80 degrees of freedom, p <.001 

(CFI = .855, TLI = .810, RMSEA = .096, SRMR = .085). As shown, all overall model indices 

did not meet the standard criteria for a good fit model (Bentler, 1990; Hu & Bentler, 1999). 

Possible model modifications were explored, however, this would have involved removing 

key items of subfactors and merging subfactors, thereby raising questions as to the construct 

validity of the subscales. Therefore, it was decided this was not justifiable on a theoretical 

basis. Consequently, an exploratory factor analysis (EFA) was conducted to explore the 

possibility of an alternative model with a different factor structure (Oliver et al., 2006; 

Schmitt, 2011). 

3.6.2.4 Exploratory factor analysis 

The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was .880, which is deemed 

as a ‘meritorious’ classification (Hutcheson & Sofroniou, 1999). The Bartlett’s test of 
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sphericity was significant (χ² (105) = 1338.09, p <.001; Field, 2018). The determinant value 

was acceptable due to it being above the recommended .00001 (.004), indicating that there is 

no multi-collinearity or singularity. Furthermore, scanning the correlation matrix did not also 

identify any correlational pairs greater than 0.8. Additionally, the anti-image matrices did not 

indicate any problematic variables. The reproduced matrix did not indicate issues with the 

residuals for items. In line with the recommended 0.3 cut off for communalities (Field, 2018), 

two items (five and 15) were removed from the analysis.  

The first EFA, using principal axis factoring with direct oblimin rotation, was 

conducted with the remaining 13 items. After three factors, the scree plot showed that there 

was a levelling off, explaining 59.16% of the total variance. Item four was removed due to a 

low loading (<.40; Stevens, 1992), and item eight was removed due to cross-loadings (>.2). 

The factor analysis was re-run with the remaining 11 items, and it was decided that item 12 

was to be removed due to its low loading and not appearing to meaningfully add to the 

subfactor from a theoretical basis. The factor correlation matrix showed that factors were 

correlated (above 0.3) and did not need to be re-run with an orthogonal rotation. Therefore, 

the final EFA, comprising a total of 10 items, had a scree plot with three factors after levelling 

off which explained 63.31% of the total variance (see Figure 1). A three-factor structure was 

also in line with Kaiser’s criterion (1960), as only the first three factors had eigenvalues 

greater than one.  
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Figure 1 

Scree Plot 

 

Note. Scree plot shows the potential factor structures and their eigenvalues values.  

 

The final model contained a total 10 items with three factors consisting of five, two and 

three items accordingly (see Table 5; see Appendix Q for descriptive statistics of full scale 

and subscales). The first factor was labelled ‘Awareness and Self-reflection’, the second 

factor ‘Openness in Clinical Practice’ and the third factor ‘Supportive Interactions’ (see 

Supplementary Material for final CCHS scale, p. 201). The factor correlation matrix can be 

seen in Table 6. 
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Table 5 

EFA Factor Loadings 

Items Factor 

1 2 3 

I prioritise being able to seek support when I am 

unsure about how to work with cultural diversity. 

.76   

I feel confident identifying and discussing my own 

cultural values and beliefs in supervision. 

.60   

In supervision, I am open to discussing the role of 

culture in my clinical work. 

.54   

I take time to reflect with openness and curiosity 

when my belief system is being challenged. 

.51   

When I notice a cultural difference that is impacting 

clinical work, I feel it is important to discuss in 

supervision. 

.48   

In clinical practice, I feel confident to ask culturally 

sensitive questions. 

 -.90  

I don’t let the fear of getting it wrong interfere with 

being culturally curious within my clinical work. 

 -.74  

Educating myself about different cultures is an 

important part of my values as a clinician 

  -.76 

I seek opportunities to learn more about different 

cultures to help shape my clinical practice. 

  -.61 
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I take an active approach in creating a safe space to 

discuss culture and diversity within my clinical 

setting. 

  -.48 

Note. N = 249. The extraction method was principal axis factoring with direct oblimin 

rotation. 

Table 6 

Factor Correlation Matrix of CCHS 

Factor 1 (Awareness & Self-

reflection) 

2 (Openness in 

Clinical Practice) 

3 (Supportive 

Interactions) 

1 1 -.42 -.59 

2 - 1 .35 

3 - - 1 

Note. N = 2491 

3.6.2.5 Reliability 

The full CCHS scale showed good reliability (Cronbach’s α = .83) with all subscales showing 

satisfactory to good reliability (George & Mallery, 2003; Tavakol & Dennick, 2011; see Table 

7 for subscales). The Openness in Clinical Practice subscale showed a high correlation in the 

inter-item correlation matrix (.75). For all other subscales and full scale, the inter-item 

correlation matrix were associations mostly above .3, with a minority showing below .3. Item-

total correlations were all in the acceptable range (r > .3), and Cronbach α if item deleted did 

not improve any subscales or the full scale, therefore all items were retained.  

 

 

1 Please note that the direction of the correlation does not influence the validity of the overall factor solution in 
exploratory factor analysis (Fabrigar & Wegener, 2012). 
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Table 7 

Cronbach α for the CCHS Subscales 

CCHS Subscales Cronbach Alpha  

Awareness and Self-Reflection .74 

Openness in Clinical Practice  .86 

Supportive Interactions  .72 

Note. N = 249 

3.6.2.6  Convergent and divergent validity 

Pearson correlation coefficient was used to establish convergent and divergent validity. The 

new CCHS scale (M = 49.98, SD = 5.93) correlated significantly with the CHS-S scale (M = 

49.18, SD = 8.54) with a medium effect size (r (247) = .33, p < .001, 95% C.I [0.21, 0.43]), 

and the MCHS (M = 69.87, SD = 7.78) with a very large effect size (r (247) = .73, p < .000, 

95% C.I [0.68, 0.79]). The majority of MCHS subscales were all significantly correlated with 

the CCHS subscales, ranging from small to large effect sizes (see Table 8; Appendix Q for 

descriptive statistics of MCHS). The Openness in Clinical Practice (CCHS) subscale did not 

significantly correlate with Supportive Interactions subscale (MCHS; Table 8). The CCHS 

scale showed a significant negative correlation against the negative subscale on the CHS-S (M 

= 11.02, SD = 4.64), with a small effect size (r (247) = -24, p < .001, 95% C.I [-0.35, -0.12]). 

 

 

 

 



ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      130 

 

Table 8 

Pearson’s correlations between the CCHS subscales and MCHS subscales and the MCSDS-

SF scale 

  MCHS Subscales MCSDS-SF 

Full Scale 

  Openness Self-

awareness 

Ego-

less 

Supportive 

Interactions 

Self-

reflection 

and 

Critique 

 

C
C

H
S 

Su
bs

ca
le

s 

Awareness 

and Self-

reflection 

.47** .56** .38** .23** .45** .14* 

Openness in 

Clinical 

Practice  

.61** .33** .53** .09 .25** .23** 

Supportive 

Interactions 

.61** .57** .48** .17** .46** .14* 

Note. * significant correlation at the 0.05 level, **significant correlation at the 0.01 level. 

3.6.2.7 Discriminant validity  

The mean total scale score for the sample was 20.00 (SD = 2.63). The MCSDS-SF showed a 

significant correlation against the CCHS scale (r (247) = .21, p <.001, 95% C.I [0.09, 0.33]), 

with a small effect size. Subscales also showed a significant correlation, however, all with 

small effect sizes (see Table 8).  
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3.7 Discussion 

This study developed the CCHS to measure cultural humility within clinical supervision and 

assessed its psychometric properties within a UK population. Overall, the findings indicate 

that the scale demonstrates good psychometric properties when conceptualised as a three-

factor measure, ‘Awareness and Self-reflection’, ‘Openness in Clinical Practice’, and 

‘Supportive Interactions’. The results are discussed in the order of the hypotheses.  

It was initially proposed that, by following the Delphi method, experts would reach 

consensus on scale items, thereby demonstrating the appropriateness of the measure. The first 

Delphi round resulted in the amendment of one item that initially failed to meet the consensus 

threshold. It is important to note that this item differed from most of the other scale items, and 

cultural humility measures such as the MCHS (Gonzalez et al., 2021), in that it did not 

distinctly employ a personal, active “I” statement. Following this amendment, and after the 

second Delphi round, the experts reached consensus on all the scale items. This aligns with 

the suggestion that two or three Delphi rounds are typically sufficient in this type of research 

(Delbeq et al., 1975; Stone & Busby, 2005), and with Petry et al.’s (2007) study which used 

two rounds for assessing a measure that has been established, similar to the CCHS, from 

relevant literature.  

Next, it was hypothesised that the CFA would confirm a five-factor structure 

(Openness, Self-awareness, Ego-less, Supportive Interactions, Self-reflection and Critique; 

Foronda et al., 2016) as a good fit for the scale. The results did not support this hypothesis as 

the model showed a poor fit, and potential model modifications would have involved moving 

items to different subfactors or removing key items from subfactors, which would have 

potentially weakened the construct validity of those subfactors, and therefore, the significant 

modifications were not deemed justifiable on a theoretical basis (Flora & Flake, 2017; 

Foronda et al., 2016). It has, however, been suggested that it is common practice to run an 

EFA to explore an alternative model structure under these circumstances (Oliver et al., 2006; 
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Schmitt, 2011). Following the EFA analysis, the results showed a three-factor scale 

(Awareness and Self-reflection, Openness in Clinical Practice and Supportive Interactions), 

thus providing potential further support for not using the original five-factor model (Foronda 

et al., 2016).  

It was stated that the CCHS scale would have good internal reliability. This hypothesis 

was supported as the Cronbach alpha showed that the revised three-factor CCHS scale had 

good overall internal reliability (Cronbach’s α = .83), and subscales showed satisfactory to 

good internal reliability. Reliability has been argued as one of the fundamental conditions for 

validity research (Mohajan, 2017), with alpha value estimates from 0.7 to 0.8 considered in 

the acceptable range (Nunnally & Bernstein, 1994). 

It was anticipated that the CCHS would show convergent relationships with existing 

cultural humility scales (MCHS and CHS) and the MCHS subscales. Overall, the results 

partially supported this hypothesis, as the CCHS showed significant bivariate correlations 

with the CHS-S and the MCHS, with medium to large effect sizes. Higher correlation 

coefficients indicate stronger support for convergent validity (Boateng et al., 2018). In 

contrast, the negative scale on the CHS-S showed the expected significant negative 

correlation with the CCHS, but with a small effect size, indicating a weak relationship. The 

subscales of the MCHS also demonstrated varying effect sizes, ranging from small to large, 

showing variance in the strength of the convergence among subfactors. Additionally, the 

Openness in Clinical Practice (CCHS) subscale did not significantly correlate with the 

Supportive Interactions (MCHS) subscale. As the final revised CCHS, was a three-factor 

structure, compared to the MCHS five-factor structure, it is therefore not surprising that all 

subfactors did not significantly correlate with each other as they are not directly mapping onto 

the same original constructs (Foronda et al., 2016).  

Finally, it was asserted that the CCHS would show discriminate validity against the 

social desirability measure. Although correlations between the CCHS and MCSDS-SF were 
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significant, the small effect sizes means once again that this result needs to be considered with 

caution (Cohen, 1988; Funder & Ozer, 2019). Therefore, the extent to which socially 

desirability influenced responses remains uncertain. Furthermore, the internal reliability of the 

MCSDS-SF in this study was poor, raising questions about the construct reliability of the 

measure in this study. It has been argued that due to the nature of the measure, internal 

reliability may be within the low .70 to .80 range (Reynolds, 1982), however, this study falls 

below this threshold. It is, therefore, difficult to establish whether responses on CCHS, and 

other cultural humility measures, are affected by social desirability. A common critique of 

self-reported culture-based measures is that, due to the socially sensitive topic area, they are 

more prone to eliciting socially desirable responses (Betancourt, 2003; Burkard et al., 2011; 

Constaine & Ladany, 2001; Larson & Bradshaw, 2017; Stanhope et al., 2005). For example, 

in Banaji and Greenwald’s (2013) implicit bias study that explored race identified that 

associations of positive and negative assumptions of characteristics are made based on solely 

a person’s racial identity. Therefore, it could be argued that with the current social desirability 

measures, it is difficult to establish the extent to which responses in self-reported culturally 

humility measures are affected by this phenomenon because of the inherently sensitive and 

complex topic that it is exploring (Larson & Bradshaw, 2017). Thus, this may suggest a need 

for a more sensitive social desirability measure, or the use of implicit bias tests, for this 

specific area. 

3.7.1 The measurement of cultural humility  

Interestingly, the final version of the CCHS did not fully align with previous research 

attesting to a five-factor structure for measuring clinician’s cultural humility (MCHS; 

Gonzalez et al., 2021) and the five pillars of cultural humility: Openness, Self-Awareness, 

Ego-less, Supportive Interactions, Self-Reflection and Critique (Foronda et al., 2016). The 

CCHS found a three-factor model with ‘Awareness and Self-reflection’, ‘Openness in Clinical 

Practice’, and ‘Supportive Interactions’.  
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The CCHS’s ‘Openness in Clinical Practice’ and ‘Supportive Interactions’ subfactors 

both mapped onto the MCHS’s corresponding subfactors (Gonzalez et al., 2021). These 

findings support recent qualitative research that found that supervisees perceived an 

“openness in the supervisory relationship” was important to improve culturally responsive 

clinical supervision (Vekaria et al., 2023b, p.70). Specifically, this finding related to the 

theme that in order to meaningfully attend to the supervisory relationship, having open 

discussions, whereby cultural biases, assumptions and information is shared within 

supervision, is key to strengthening the relationship. As previously highlighted, the 

supervisory relationship plays an important role in the effectiveness of supervision 

(Vandament et al., 2022), and this study’s finding perhaps further emphasises the integral 

need for openness and support to be part of the relationship. Furthermore, the ‘Openness in 

Clinical Practice’ and ‘Supportive Interactions’ also arguably map onto the cultural comfort 

and cultural opportunities components of the MCO-S framework (Watkins et al., 2019). 

Specifically, cultural comfort, which refers to the emotional experience of engaging in 

cultural discussions, which can include discomfort and promotes an open stance, aligns with 

the ‘Openness in Clinical Practice’ subfactor. Similarly, the cultural opportunities pillar, 

which refers to the moments that arise within supervision to discuss culture and promotes a 

proactiveness, aligns with ‘Supportive Interactions’ subfactor. Thus, it could be suggested that 

the CCHS provides support to operationalise the MCO-S framework.  

It seems fair to propose that, theoretically, the CCHS’s ‘Awareness and Self-reflection’ 

maps onto both the MCHS’s ‘Self-Awareness’ and the ‘Self-reflection and Critique’ 

subfactors (Gonzalez et al., 2021). In consideration of the latter subfactors, Foronda et al. 

(2016) proposed them as separate constituent pillars of cultural humility, but it could be 

inferred from this study that they are not fully discrete from each other and that, perhaps, 

clinicians need to first be aware of their values and beliefs before being able to fully self-

reflect on the clinical implications (Roysircar, 2004; Woodward et al., 2015). Arguably, this 
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stance lends itself to the flexible and life-long learning process of developing cultural humility 

(Upshaw et al., 2020; Yeager & Bauger-Wu, 2013).  

One possible explanation for the lack of the five-factor structure may be that the 

subfactor structure from the MCHS, devised using a USA sample (Gonzalez et al., 2021), was 

not directly applicable in an UK sample due to inherent cultural differences. This explanation 

is consistent with current critiques of the MCHS, that it is not generalisable to other 

populations (Zhang et al., 2021; Zhu et al., 2022), as the existing body of research has been 

conducted in the USA (Hook et al., 2013; Gonzalez et al., 2021; Wilcox et al., 2022). 

Furthermore, the concept of ‘Egoless’, which is a subfactor of the MCHS (Gonzalez et al., 

2021), may have been incorporated within the other three subfactors on the CCHS, rather than 

a distinct subfactor. As defined by Foronda and colleagues (2016), egoless embodies humility 

and equality which is intrinsic to cultural humility and arguably embedded within the CCHS 

items. Therefore, this could provide an explanation as to why this study found an alternative 

factor structure.   

3.7.2 Strengths and limitations 

The measure’s development was grounded in the existing literature on cultural humility 

(Foronda et al., 2016; Gonzalez et al., 2021; Hook et al., 2013), and this study utilised a 

robust experiment method including the views of experts in the field to design of the scale, 

utilising the Delphi method to assess the items and factor analysis to determine the final 

measure which demonstrated good reliability and acceptable validity. The CCHS is designed 

as a concise and practical tool for clinicians to use in supervision when working in typically 

busy clinical settings (Kemper et al., 2019; Ziegler et al., 2014).  

It is important to note that despite being a recommended procedure (Jorn, 2015; Keeney 

et al., 2011; Linstone & Turoff, 1975), and used for the development of questionnaires (Lee et 

al., 2020; Mengual-Andrés et al., 2016; Neupane & Bhattari, 2024), the use and adaptation of 
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the Delphi method has been debated (Giannarou & Zervas, 2014; Nasa et al., 2021; Trevelyan 

& Robinson, 2015). The optimal number of rounds can depend on whether there is a criterion 

that consensus needs to reach, or whether it has been set ‘a priori’ (Trevelyan & Robinson, 

2015). Although this study completed two rounds, with a low dropout rate of experts, to reach 

consensus criterion, it has been argued that when studies only have two rounds it may limit 

the ability to establish stability and consistency of the results, which could be explored in 

further multiple rounds (Trevelyan & Robinson, 2015). 

 The factor analysis included a good sample size from a range of professionals (e.g. 

Trainee and qualified Clinical Psychologists, Cognitive Behavioural Therapists and Systemic 

Therapist from public and private sectors) and other demographics (e.g. age ranged from 22 to 

65+ years). Importantly, this measure is designed for all clinicians irrespective of how they 

identify from a cultural perspective; however, it would be fair to propose a potential limitation 

in that the measure was analysed with 82% of the participants identifying from a White ethnic 

background. Factor analysis can be valuable when investigating scale development and its 

validation (Flora & Flake, 2017), with previous studies developing cultural humility and 

supervision measures also using factor analysis (Gonzalez et al., 2021; Hook et al., 2023). 

Moreover, the sample for the validation analyses consisted entirely of UK clinicians (both 

trainees and qualified) practicing in a range of psychological therapies (e.g. Systemic 

Therapist, Counselling Psychologist and Cognitive Behavioural Therapists), which enhances 

the generalisability of the results. The lack of a test-retest methodological design however, to 

further strengthen the reliability of the results (Aldridge et al., 2017; Leppink & Pérez-Fuster, 

2017), is a potential limitation of this study. It is unclear therefore whether the same 

consistency in the results would be replicated in a different sample. 

Furthermore, the use of the MCSDS-SF measure (Reynolds, 1982) did not prove to be 

useful within this study as a measure of social desirability because of its poor internal 

reliability and, therefore, the impact of socially desirable responses could not be conclusively 
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determined. The MCSDS and its short form version have been found to be one of the most 

widely used tools to detect social desirability bias (Perinelli & Gremigini, 2016; Tan et al., 

2021), however, a recent review highlighted that the measure should be used with caution due 

to validity concerns (Tan et al., 2021). Specifically, the MCSDS-SF was developed as a 

unidimensional scale, but research has questioned whether it is a two-factor structure 

measuring self-deception and impression management (Loo & Thorpe, 2000). Furthermore, as 

previously mentioned, the measure was perhaps not sensitive enough to capture social 

desirability responses in a study exploring culture and cultural humility (Larson & Bradshaw, 

2017). 

3.7.3 Clinical implications  

The CCHS is developed by clinicians, for clinicians, to identify their areas of strengths and 

development in relation to ensuring cultural humility within supervision (see Supplementary 

Materials for full questionnaire, p. 201). Furthermore, with the growing interest in, and the 

demonstrated importance of developing cultural humility within clinical interactions (e.g., 

Mahon, 2024; Vekaria et al., 2023a; Zhang et al., 2021), this measure represents a valuable 

tool to enable not only the measurement of, but also the development of, cultural humility. 

For example, clinicians could utilise the tool to support having cultural conversations in 

supervision, with the CCHS items providing an anchor and starting point for discussing how 

cultural humility is embedded in their clinical practice and thinking about the ongoing process 

of development.  

Importantly, the scale contributes to operationalising the existing cultural supervision 

frameworks such as the MCO-S (Watkins et al., 2019), which attributes cultural humility as a 

key component to the framework for psychotherapy supervision. While the MCO-S places 

greater emphasis on the supervisor initiating cultural discussions in supervision, the CCHS 

allows opportunity for both supervisee and supervisor to measure their own cultural humility 
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and facilitate discussions within supervision. Therefore, it is hoped that the CCHS may 

support culturally responsive clinical supervision (Hook et al., 2016; Patel, 2004; Silva, 

2018), which has been shown to be associated with impacting the perception of the 

supervisory relationship and its effectiveness (Vekaria et al., 2023a).  

3.7.4 Future research 

It has been proposed that there is a potential positive impact of the development of cultural 

humility within supervision expanding to other areas of clinical practice and need, such as 

contributing to improving client outcomes (Zhang et al., 2021), increasing organisational 

health equality (Kibakava & Oveku, 2022; Robinson et al., 2021), and addressing and 

reducing cultural blind spots (Hawkins & Shobet, 2012; Hook et al., 2016). Therefore, it 

would be beneficial for future research to explore these potential clinical and organisational 

implications further using the CCHS.  

To build upon the robustness of the measure further, a further CFA of the new three-

factor structure using a new sample would be helpful. Kline (2014) recommends such an 

approach to validate new scales and confirm the factor structures. Also, it may be beneficial to 

include further measures to test the concurrent and construct validity of the new three-factor 

structure of the CCHS, for example the Self-Reflection and Insight Scale (SRIS; Grant et al., 

2002) could be used to explore if there is an association with the ‘Awareness and Self-

reflection’ subfactor. Furthermore, future research would benefit from incorporating a test-

retest methodology to further test the reliability of the CCHS (Boateng et al., 2018).  

In consideration of social desirability, there have been suggestions to consider using a 

brief personality measure alongside social desirability measures in clinical psychology (e.g. 

the Ten-Item Personality Inventory; TIPI; Gosling et al., 2003), as controlling for particular 

personality variables (e.g. the Big-Five traits such as ‘agreeableness’) can limit the influence 

of socially desirable responses (Perinelli & Gremigini, 2016). Alternatively, there is 
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potentially the need to explore the most appropriate way to measure social desirability in 

culture based research and consider whether a new specific measure needs to be developed. 

3.7.5 Conclusion 

This study has shown that the CCHS demonstrates good psychometric properties such as 

internal reliability and correlates significantly with the existing scales. However, while it did 

not entirely support previous literature on cultural humility in terms of factor structures 

(Foronda et al., 2016; Gonzalez et al., 2021), there were theoretical overlaps with the 

subfactors, that ultimately suggested a three-factor structure for the measurement of cultural 

humility. This scale provides a practical tool for clinicians and offers scope for further 

research into the implications of developing cultural humility within clinical practice. It is 

recommended that future research focuses on validating the measure with a new sample to 

confirm the factor structure and incorporates a test-rest method for further reliability analyses. 

Overall, the CCHS provides a useful tool to potentially support the development and 

measurement of clinicians’ cultural humility in the UK.  
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Appendix C- Inclusion Criteria (Sample One) 

- A minimum of 5 years’ post-qualified experience in the field of psychological 

therapies.  

AND/OR  

- Direct experience of conducting research in the field of EDI. 

AND/OR  

- An active interest in EDI related work as part of your clinical/academic role (such as 

a BAME advisory network /reflective groups/ steering groups).  

- Experience of being supervised in a clinical or research role and delivered clinical or 

research supervision.  

- Have a post-graduate qualification in their relevant field of expertise (such as Post 

Graduate Diploma or Doctorate level qualification). 

- Participants must have sufficient level of English proficiency to participate in the 

study. The study rounds and materials will be in English, and the translation or use of 

interpreters will not be possible. 

- Participants must have access to the internet such as through a computer or 

smartphone to access the study online. 
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Appendix D- Tables of Demographics for Sample One and Two  

Expert Demographics 

Characteristics N (n =34) % 

Gender   

Female 24 70.6 

Male 10 29.4 

Current Professional Role*   

Clinical  17 50.0 

Academic 7 20.6 

Clinical & Academic 5 14.7 

Clinical & EDI 2 5.9 

Clinical, Academic & EDI 1 2.9 

Research 1 2.9 

EDI 1 2.9 

Age (years)   

25-34 4 11.8 

35-44 18 52.9 

45-54 9 26.5 

55-64 3 8.8 

Highest Post-Graduate Qualification*   

Cognitive Behavioural Therapy Post-

Graduate Diploma 

1 2.9 

Masters (including Clinical Psychology/ 

Forensic Psychology/ Systemic and Family 

Psychotherapy) 

5 14.7 
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Doctorate (including Clinical Psychology/ 

Forensic Psychology) 

28 82.4 

Years of having Post-Graduate Qualification   

5-10 10 29.4 

11-15 12 35.3 

16+ 12 35.3 

Note. Some demographics were collapsed and merged into categories (e.g. specific 

professional job roles and specific post-graduate qualifications) to protect participants 

identity.  
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Experts - Participant Ethnicity and Group Identity  

Ethnic Group  N  

(%) 

Ethnic 

Minority* 

(%) 

Do not 

identify as 

Ethnic 

Minority 

(%) 

White: White British, White Irish, Any other 

White background 

19 (55.9) 2 (5.9) 17 (50) 

Asian or Asian British: Indian, Pakistani, 

Bangladeshi, Chinese, Any other Asian 

background 

9 (26.5) 9 (26.5) 0 (0) 

Black or Black British: African, Caribbean, 

Any other Black background 

4 (11.8) 4 (11.8) 0 (0) 

Mixed: Mixed Asian and White, Mixed 

Black African and White, Mixed Black 

Caribbean and White, Any other Mixed 

background 

2 (5.9) 2 (5.9) 0 (0) 

Total  34 (100) 17 (50) 17 (50) 

Note. Participants self-reported whether they identified as belonging to an ethnic minority 

group.  
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Clinicians - Participants Demographics  

Characteristics  N (n = 249) % 

Gender  

Female 

Male 

Age (years) 

22-24 

25-34 

35-44 

45-54 

55-64 

65+ 

Current Professional Role * 

Trainee Clinical/ Forensic/Counselling 

Psychologist 

Clinical Psychologist 

Counselling Psychologist 

Forensic Psychologist 

Trainee Cognitive Behavioural 

Therapist 

Cognitive Behavioural Therapist 

Psychological Wellbeing Practitioner 

Systemic Therapist 

Other (including dual qualified roles) 

Qualification Status 

Trainee 

216 86.7 

33 13.3 

 

2 .8 

134 53.8 

63 25.3 

34 13.7 

15 6.0 

1 .4 

 

87 34.9 

51 20.5 

6 2.4 

5 2.0 

12 4.8 

49 19.7 

11 4.4 

4 1.6 

24 9.6 

  

101 40.6 
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Qualified 

Professional Sector 

NHS 

Non-NHS health sector 

Private Sector 

Academia 

NHS & Private Sector 

Other (including Prison & School) 

148 59.4 

  

224 90.0 

6 2.4 

8 3.2 

1 .4 

5 2.0 

5 2.0 

Note. Some job roles collapsed/ merged into existing categories. 
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Clinicians - Participant Ethnicity and Group Identity  

Ethnic Group N (%) Ethnic 

Minority

* (%) 

Do not identify 

as an Ethnic 

Minority (%) 

Prefer 

not to 

disclose 

(%) 

White: White British, White 

Irish, Any other White 

background 

204 (81.9) 14 (5.6) 

 

187 (75.1) 3 (1.2) 

Asian or Asian British: 

Indian, Pakistani, 

Bangladeshi, Chinese, Any 

other Asian background 

20 (8.0) 19 (7.6) 1 (.4) 0 (0) 

Black or Black British: 

African, Caribbean, Any 

other Black background 

14 (5.6) 14 (5.6) 0 (0) 0 (0) 

Mixed: Mixed Asian and 

White, Mixed Black African 

and White, Mixed Black 

Caribbean and White, Any 

other Mixed background 

8 (3.2) 8 (3.2) 0 (0) 0 (0) 

Other  3 (1.2) 2 (.8) 0 (0) 1 (.4) 

Total 249 (100) 57 (22.9) 188 (75.5) 4 (1.6) 

Note. Participants self-reported whether they identified as belonging to an ethnic minority 

group.  
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Appendix E- Recruitment Email to Experts (Sample One) 

Dear [insert name] 

As you are known to Professor Margo Ononaiye who is part of the study team, we are contacting 
you as we would value your participation in our study.  We are hoping to develop and validate a 
new measure to develop clinicians’ cultural humility within clinical supervision, specifically within 
the UK. Current supervision measures have not been validated within a UK sample, so we hope 
our research can be applicable to clinicians working within the UK. As such, we are firstly 
approaching experts in the field of equality, diversity and inclusion, and experienced clinicians to 
take part in the developing phase of the measure.  

As part of this research, will be using the Delphi technique which will consist of at least one round 
and may consist of a series of 2-3 rounds (using questionnaires) to collate your ratings on items 
of a new measure, and to achieve consensus. 

The amount of time necessary for completion of each questionnaire (or rounds) will vary with each 
expert but should take approximately 10-15 minutes. There are no right or wrong answers to the 
questions. This study is seeking your expert opinion. We hope you will the process interesting, and 
results will be made available at you at the conclusion of this study. 

Participation in this study is entirely voluntary. In addition, any information that you provide will 
be confidential and when the results of the study are reported, you will not be identifiable in the 
findings. We will need to collect your email address with your response for the rounds as the 
research team may need to contact you in-between the rounds. You will remain anonymous to 
other participants throughout this Delphi study and only the researchers will be able to identify 
your specific answers. If you decide to participate, you can also choose to enter a prize draw to 
win one of four £50 Amazon vouchers. 

If you do agree to participant in this research, please click on the link which will take you to the 
study information page (INSERT LINK). If you have any questions, please, email myself or 
Professor Margo Ononaiye (cc’d in). 

Thank you. 

Kind regards, 

Paola De Luca 

   

ERGO: 89941/ IRAS: 337750 

Version 2, 03.04.24 
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Appendix F- Reminder email to Experts (Sample One) 

Subject: Reminder – Delphi Study 

 

Dear [insert name], 

We are contacting you as a gentle reminder if you still wish to participate in the (insert round) 
of the Delphi study to please complete the questionnaire through the link below by [insert 
date] at the latest. We would appreciate that you could complete the questionnaire as soon as 
possible.  

If you do not complete the questionnaire by [insert date], we will assume you no longer wish 
to participate in the study. 

INSERT LINK TO STUDY 

Please do not hesitate to contact us if you have any questions. 

Thank you.  

 

Kind regards, 

Paola De Luca 

   

ERGO: 89941/ IRAS: 337750 

Version 2, 03.04.24 
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Appendix G- Online participant information sheet and consent form (Sample One) 

Online Participant Information Sheet and Consent 
 
Study Title: Devising a new questionnaire which 
measures cultural humility in clinical supervision. 

 
Researcher: Paola De Luca 
ERGO number: 89941 
IRAS number: 337750       
 
Thank you for taking the time to read this. You are being invited to take part in the 
above research study. To help you decide whether you would like to take part or 
not, it is important that you understand why the research is being done and what it 
will involve. Please read the information below carefully and ask questions if 
anything is not clear or you would like more information before you decide to take 
part in this research.  You may like to discuss it with others, but it is up to you to 
decide whether or not to take part. If you are happy to participate you will be asked 
for your consent by checking the boxes at the end of this form. 
 
What is the research about? 
 
This research is being conducted by Paola De Luca for her thesis project which 
contributes towards her Doctorate in Clinical Psychology at The University of 
Southampton. Professor Margo Ononaiye is the Primary Supervisor for this project.  
This research is sponsored by University of Southampton, details of the person 
acting on behalf of the research sponsor are included: Linda Hammond, 023 8059 
5058, rgoingo@soton.ac.uk 
 
This research devises and assesses the psychometric properties of a new cultural 
humility measure intended for use in clinical supervision. The aim is that this 
measure will help clinicians to understand, measure, and further develop their skills 
in cultural humility. The data collected enables you to provide valuable feedback on 
the applicability and utility of the questionnaire items to inform the development of 
this scale as a valid measure for use in clinical supervision in the UK. 
 
Why have I been asked to participate? 
 
We are inviting experts within the field of equality, diversity, and inclusion (EDI), 
academics involved in the delivery of therapy training, and experienced clinicians 
within the field of psychological therapies to take part in this online study. To take 
part, experts are defined as having: 

- A minimum of 5 years’ post-qualified experience in the field of 
psychological therapies.  

AND/OR  
- Direct experience of conducting research in the field of EDI 

AND/OR  
- An active interest in EDI related work as part of your clinical/academic role.  
- Experience of being supervised in a clinical or research role and delivered 

clinical or research supervision.  
- Have a post-graduate qualification in their relevant field of expertise. 

 
What will happen to me if I take part? 
If you decide, you will agree to take part in online Delphi rounds. A Delphi round is a 
method of consultation whereby experts in a particular field are asked for their 
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opinion on a topic. From this expert opinion, the aim is that a consensus is 
achieved. Your expert opinion will be captured through an online survey (a Delphi 
round), and to reach consensus this may take one, two or a maximum of three 
rounds.  
You will be asked to complete an online survey which will take approximately 10-15 
minutes. The first online survey will consist of a demographic survey which includes 
questions asking you to indicate your race/ethnicity and occupation, followed by a 
series of items which will ask you to rate how important you think they are to be 
included in a cultural humility measure. After responses are collected, the research 
team may then contact you to ask you some further follow up questions. Also, after 
the first survey (the first Delphi round), the research team may also send out 
another online survey which will ask you to consider the items again and rate how 
important you think they are to be included in the measure, this would be a second 
Delphi round. If a third round is needed, it will be the same format as the second 
round. Most Delphi studies have two to three rounds of consultation.   
 
Are there any benefits in my taking part? 
 If you complete any of the study rounds, you will have the option to enter into 
a raffle with the chance to win one of four £50 Amazon vouchers. You will also be 
contributing to the development and improvement of our understanding of 
exploring culture within clinical supervision, as well as creating a new measure that 
can be used to promote cultural humility in clinical practice.  
 
Are there any risks involved? 
As the survey is centred around questions about culture, cultural experiences, 
ethnicity and values, there is a possibility that it could cause some psychological 
discomfort or distress. It is not anticipated that this discomfort will be higher than 
what you might normally expect in your clinical role. You are free to discontinue the 
survey at any time by closing down the browser if you are finding that the study is 
triggering distress for you.  
If after the survey, you are feeling discomfort and would like some information 
and/or resources on emotional support please follow the links below: 
 
https://talkingtherapies.rdash.nhs.uk/self-help/ 
https://overcoming.co.uk/14/Help-for-Mental-Health 
 
What data will be collected? 
 The electronic data (survey responses) will be collected online and will be kept 
confidential. This will include the collection and use of personal data that is special 
category data according to General Data Protection Regulation (2018); this includes 
information on ethnicity; gender identity; religious beliefs and your job role from 
which you can be uniquely identified. We will ask for your email address with your 
survey responses as the research team may need to contact you in-between the 
Delphi rounds. Your email addresses will also be used if you wish to be entered into 
the free prize draw. This personal data will be handled securely during collection, 
analysis, storage, and transfer using encryption and password protected access. 
 
Will my participation be confidential? 
Your participation and the information we collect about you during the course of the 
research will be kept strictly confidential. Only members of the research team and 
responsible members of the University of Southampton may be given access to data 
about you for monitoring purposes and/or to carry out an audit of the study to 
ensure that the research is complying with applicable regulations. Individuals from 
regulatory authorities (people who check that we are carrying out the study 
correctly) may require access to your data. All of these people have a duty to keep 
your information, as a research participant, strictly confidential. 

https://talkingtherapies.rdash.nhs.uk/self-help/
https://overcoming.co.uk/14/Help-for-Mental-Health
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The electronic data will be encrypted and stored in a password-protected database 
only accessible to the research team. All data will be deleted according to the 
University of Southampton guidelines. 
 
Do I have to take part? 
No, it is entirely up to you to decide whether or not to take part. If you decide to 
take part, please consent by ticking the checkboxes below to show you have agreed 
to take part. 
 
What happens if I change my mind? 
You have the right to change your mind and withdraw at any time without giving a 
reason and without your participant rights being affected. If you wish to withdraw at 
any point during the study, please do so by exiting the survey. 
 
What will happen to the results of the research? 
The project will be written up as part of a doctoral thesis, disseminated at 
conferences and submitted for publication in a peer-reviewed journal. Research 
findings made available in any reports or publications will not include information 
that can directly identify you without your specific consent. This study will also aim 
to publish the research findings with the new developed measure. It is hoped that 
clinicians can use the measure in clinical practice. 
 
Where can I get more information? 
 If you have any more queries or would like to know more about this study, 
please do not hesitate to get in touch, details of members of the research team 
are provided below: 
Chief Investigator: Paola De Luca (pdl1e20@soton.ac.uk); Research supervisors: Prof. 
Margo Ononaiye (m.s.ononaiye@soton.ac.uk); Dr Bianca Vekaria; & Dr. Peter Phiri. 
 
What happens if there is a problem? 
If you have any concerns about any aspect of this study whatsoever, you can email 
the Chief Investigator Paola De Luca (pdl1e20@soton.ac.uk) or the Primary Research 
Supervisor Professor Margo Ononaiye (m.s.ononaiye@soton.ac.uk) who will do their 
best to answer your questions.  
If you remain unhappy or have a complaint about any aspect of this study, please 
contact the University of Southampton Head of Research Ethics and Clinical 
Governance (023 8059 5058, rgoinfo@soton.ac.uk). 
 
Data Protection Privacy Notice 
 
How will we use information about you?  
For the purposes of data protection law, the University of Southampton is the ‘Data 
Controller’ for this study, we will need to use information from you for this research 
project.   

This information will include your email address and demographic information. 
People will use this information to do the research or to check your records to make 
sure that the research is being done properly.  

We will keep all information about you safe and secure.  

Once we have finished the study, we will keep some of the data so we can check the 
results. We will write our reports in a way that no-one can work out that you took 
part in the study. 

mailto:rgoinfo@soton.ac.uk
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What are your choices about how your information is used? 

• You can stop being part of the study at any time, without giving a 
reason, but we will keep all identifiable information about you that we 
already have.  

• We need to manage your records in specific ways for the research to be 
reliable. This means that we won’t be able to let you see or change the 
data we hold about you.  

 
Where can you find out more about how your information is used? 
 
You can find out more about how we use your information: 

• the Human Regulatory Authority (HRA) protects and promotes the 
interests of patients and the public in health and social care research, 
More information can be found at www.hra.nhs.uk/information-about-
patients/  

• the leaflet available from www.hra.nhs.uk/patientdataandresearch 
• by sending an email to University’s Data Protection Officer 

(data.protection@soton.ac.uk). 
• by asking one of the research team or from our general privacy policy. 
• by sending an email to rgoinfo@soton.ac.uk, or by ringing us on 023 

8059 5058.  
 
The University of Southampton will keep identifiable information about you for 10 
years after the study has finished after which time any link between you and your 
information will be removed. 

Thank you for taking the time to read the information sheet about and 
considering participation in the research. 
 
Please check the boxes below (by clicking on them) if you agree with the 
statements and wish to proceed to the study: 
 

☐  

☐  

 

☐  
☐  

I have read and understood the online consent and participation 

information sheet and have had the opportunity to ask any 

     

 I understand that my participation is voluntary, and I may 

withdraw at any time during the study for any reason without my 

    

 I understand that by checking this box in the information and 

consent form I am giving my consent to taking part in this 

survey and agree for my data to be used for the purpose of this 

study. 

I consent to take part in the first Delphi round. 

https://www.hra.nhs.uk/information-about-patients/
https://www.hra.nhs.uk/information-about-patients/
http://www.hra.nhs.uk/patientdataandresearch
mailto:data.protection@soton.ac.uk
https://www.southampton.ac.uk/about/governance/policies/privacy-policy.page
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☐ 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I consent to take part if there are further rounds (2 to 3 rounds 

maximum) 
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Appendix H - Demographic Questionnaire (Sample One) 

Version 2 – 03.04.24 

Experts Demographic Questionnaire Part B 
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Appendix I- Online Debrief Form (Sample One) 

                                                                                                              

 

  

Debriefing Form 
 

Study Title: Devising a new questionnaire which measures cultural humility in clinical 
supervision. 

Ethics/ERGO number: 89941 / IRAS number: 337750 

Researcher(s): Paola De Luca, Professor Margo Ononaiye, Dr Bianca Vekaria & Dr Peter 
Phiri 

University email(s): pdl1e20@soton.ac.uk  

Version and date: Version 2, 03.04.2024 

Thank you for taking part in our research project. Your contribution is very valuable and 
greatly appreciated. 

Purpose of the study 

The aim of this part of the research was to develop a new measure of cultural humility to use 
in clinical supervision. We were particularly interested in creating a measure that is appropriate 
for clinicians to use in clinical supervision.  

In the next stage of the study, we will be looking to formally assess the psychometric properties 
of the new scale that was created in this part of the study. It is expected that by creating and 
assessing the new scale, it can help support clinicians in the field to continue to develop their 
cultural humility and have implications for the diverse population that clinicians work with in the 
UK. Your data and participation in the Delphi rounds will help our understanding of developing 
an appropriate cultural humility measure for clinicians in the UK.   

Confidentiality  

Results of this study will not include your name or any other identifying characteristics.  

Study results  

You may have a copy of the final research paper once the project is completed, you can let us 
know by using the contact details provided on this form. 

 

Further support  

If taking part in this study has caused you discomfort or distress, you can contact the following 
organisations (listed below) for support. As the survey could be a sensitive or emotive topic 
due to it centring around culture, ethnicity and values, we would guide you to the below is 
information and resources on emotional support if you feel like it would be useful for you: 

mailto:pdl1e20@soton.ac.uk
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https://talkingtherapies.rdash.nhs.uk/self-help/ 

https://www.mind.org.uk/ 

https://overcoming.co.uk/14/Help-for-Mental-Health 

 

Further reading 

If you would like to learn more about this area of research, you can refer to the following 
resources:  

 

• Gonzalez, E., Sperandio, K. R., Mullen, P. R., & Tuazon, V. E. (2021). Development and initial 

testing of the multidimensional cultural humility scale. Measurement and Evaluation in 

Counseling and Development, 54(1), 56-70. https://doi.org/10.1080/07481756.2020.1745648 

• Hook, J. N., Davis, D. E., Owen, J., Worthington Jr, E. L., & Utsey, S. O. (2013). Cultural 

humility: Measuring openness to culturally diverse clients. Journal of Counseling 

Psychology, 60(3), 353-366. https://doi.org/10.1037/a0032595 

Further information 

If you have any concerns or questions about this study, please contact Paola De Luca at 
pdl1e20@soton.ac.uk who will do their best to help.   

If you remain unhappy or would like to make a formal complaint, please contact the Head of 
Research Integrity and Governance, University of Southampton, by emailing: 
rgoinfo@soton.ac.uk, or calling:  + 44 2380 595058. Please quote the Ethics/ERGO number 
which can be found at the top of this form.  

Thank you again for your participation in this research. 

 

 

 

 

 

 

 

 

 

 

 

https://talkingtherapies.rdash.nhs.uk/self-help/
https://www.mind.org.uk/
https://overcoming.co.uk/14/Help-for-Mental-Health
https://doi.org/10.1080/07481756.2020.1745648
https://doi.org/10.1037/a0032595
mailto:rgoinfo@soton.ac.uk


ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      176 

 

Appendix J- Inclusion Criteria (Sample Two) 

- Participants must be either a Trainee or Qualified Clinician in a particular model of 

psychological therapy (e.g., Cognitive Behavioural Therapy / Counselling/ Systemic / 

Clinical Psychology). 

- Participants must be working in the UK. 

- Participants must be over the age of 18 (there is no upper age limit for this study). 

- Participants must currently work in clinical practice. 

- Participants will have received supervision from their current / most recent 

supervisor for a minimum of four months to allow for sufficient exposure to clinical 

work and supervision. 

- Participants must be receiving regular clinical supervision (minimum of once a 

month). 

- Participants will require access to the internet such as on a computer or smartphone 

to access the online survey. 

- Participants must have sufficient level of English proficiency to participate in the 

study. The study materials will be in English, and the translation or use of interpreters 

will not be possible. 
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Appendix K- Study Poster (Sample Two) 
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Appendix L- Email Recruitment (Sample Two) 

Hello {insert name}, 

My name is Paola and I’m a second year Trainee Clinical Psychologist at the University of 
Southampton DClinPsych course. I’m emailing to ask if you would be happy to share my 
recruitment poster (attached) with your network [insert specifics].  

My thesis study is interested in creating a new UK validated measure exploring the concept of 
cultural humility in clinical supervision. My project has received ethical approval from the 
University of Southampton and NHS (ERGO: 89941/ IRAS: 337750). It is an online survey which 
will take approximately 10-15 minutes. If anyone would like further information, they can 
contact me via email: pdl1e20@soton.ac.uk.  

Thank you so much for your help and support.     

Kind regards, 

Paola De Luca 

 

ERGO: 89941/ IRAS: 337750 

Version 2, 03.04.24 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:pdl1e20@soton.ac.uk
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Dear all, 

We hope you are well.  

Thank you for taking part in my research that is supervised by Professor Margo Ononaiye, 
your expertise was truly valued in the development stage of the Cultural Humility Scale to 
use in clinical supervision. We are now moving onto the next phase of study which aims to 
validate the scale.  

As you participated in the first phase, you will not be able to participate in this next phase. 
However, we would welcome your ongoing support with the study and ask if you are if you 
are able to share the attached study poster widely via your networks and to colleagues who 
may be able to take part.  It is an online survey which will take approximately 10-15 minutes, 
which can be accessed either through scanning the QR on the poster or, clicking on the link: 
(INSERT LINK) 

Thank you once again and please do not hesitate to contact me or Margo if you have any 
questions. 

 

Kind regards, 

Paola De Luca (she/her) 

 

Trainee Clinical Psychologist 

University of Southampton 

Version 1, 11.10.24 
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Appendix M- Online Demographic Questionnaire (Sample Two) 

Version 2 – 03.04.24 

Clinicians Demographic Questionnaire Part C 
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ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      183 

 

Appendix N - Questionnaires (Sample Two) 

Multidimensional Cultural Humility Scale 
Instructions: Please take a moment and read each of the following statements. Then, rate the level of 

agreement for which each statement best reflects your work with clients from diverse cultural backgrounds. 
 

Strongly 
Disagree 

 
Disagree 

Slightly 
Disagree 

Slightly Agree  
Agree 

Strongly Agree 

1 2 3 4 5 6 
 

Openness 

1. I am comfortable asking my clients questions about their cultural 
experience.  1 2 3 4 5 6 

2.  I seek to learn more about my clients' cultural background.  1 2 3 4 5 6 

3.  I believe that learning about my clients' cultural background will allow me 
to better help my clients.  

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

Self-Awareness 

4. I seek feedback from my supervisors when working with diverse clients.   
1 

 
2 

 
3 

 
4 

 
5 

 
6 

5. I incorporate feedback I receive from colleagues and supervisors when I 
am faced with problems regarding cultural interactions with clients.  

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

6. I am known by colleagues to seek consultation when working with diverse 
clients.  

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

Ego-less 

7. I ask my clients about their cultural perspective on topics discussed in 
session.  

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

8. I ask my clients to describe the problem based on their cultural background.   
1 

 
2 

 
3 

 
4 

 
5 

 
6 

9.  I ask my clients how they cope with problems in their culture.  1 2 3 4 5 6 

Supportive Interactions 

10. I wait for others to ask about my biases for me to discuss them.   
1 

 
2 

 
3 

 
4 

 
5 

 
6 

11. I do not necessarily need to resolve cultural conflicts with my client in 
counseling.  1 2 3 4 5 6 

12. I believe the resolution of cultural conflict in counseling is the clients' 
responsibility.  

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 
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Self-Reflection and Critique 

13. I enjoy learning from my weaknesses. 1 2 3 4 5 6 

14. I value feedback that improves my clinical skills.  1 2 3 4 5 6 

15. I evaluate my biases.  1 2 3 4 5 6 
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Cultural Humility Scale (CHS) 

 

DIRECTIONS: There are several different aspects of one’s cultural background that may 

be important to a person, including (but not limited to) race, ethnicity, nationality, 

gender, age, sexual orientation, religion, disability, socioeconomic status, and size. Some 

things may be more central or important to one’s identity as a person, whereas other 

things may be less central or important.  

 

Please identify the aspect of your cultural background that is most central or important 

to you: ……………………… 

 

How important is this aspect of your cultural background? 

Not at all 
important 

 Somewhat 
important 

 Very 
important 

1 2 3 4 5 
 

If there is a 2nd aspect of your cultural background that is important to you, please list: 
……………………………….. 

 

How important is this aspect of your cultural background? 

Not at all 
important 

 Somewhat 
important 

 Very 
important 

1 2 3 4 5 
 

 

If there is a 3rd aspect of your cultural background that is important to you, please list: 
………………………………… 

 

How important is this aspect of your cultural background? 

Not at all 
important 

 Somewhat 
important 

 Very 
important 

1 2 3 4 5 
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Please think about your supervisor. Using the scale below, please indicate the extent to 

which you agree or disagree with the following statements about your supervisor. 

 

Regarding the core 
aspect (s) of my 
cultural background, 
my supervisor……  

Strongl
y 

Disagr
ee (1) 

Mildly 
Disagr

ee 
(2) 

Neutr
al 
(3) 

Mild
ly 

Agre
e 

(4) 

Strong
ly 

Agree 
(5) 

1. Is 
respectfu
l 

1 2 3 4 5 

2. Is open 
to 
explore 

1 2 3 4 5 

3. Assumes 
he/she/t
hey 
already 
knows a 
lot 

1 2 3 4 5 

4. Is 
considera
te 

1 2 3 4 5 

5. Is 
genuinely 
intereste
d in 
learning 
more. 

1 2 3 4 5 

6. Acts 
superior 

1 2 3 4 5 

7. Is open 
to seeing 
things 
from my 
perspecti
ve 

1 2 3 4 5 

8. Makes 
assumpti
ons 
about 
me. 

1 2 3 4 5 

9. Is open-
minded. 

1 2 3 4 5 

10. Is a 
know-it-
all. 

1 2 3 4 5 
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11. Thinks 
he/she/t
hey 
understa
nds more 
than 
he/she/t
hey does. 

1 2 3 4 5 

12. Asks 
questions 
when 
he/she/t
hey is 
uncertain
. 

1 2 3 4 5 
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Personal Reaction Inventory 

 

Listed below are a number of statements concerning personal attitudes and traits. 

 

Read each item and decide how it pertains to you. Please respond either TRUE (T) or 
FALSE (F) to each item. Indicate your response by circling the appropriate letter next to the 
item. Be sure to answer all items. 

 

 

 

 

 

 

 

 

 

1 It is sometimes hard for me to go on with work if I am not 
encouraged. 

T F 

2 I sometimes feel resentful when I don’t get my way. T F 

3 On a few occasions, I have given up doing something because I 
thought too little of my ability. 

T F 

4 There have been times when I felt like rebelling against people in 
authority even though I knew they were right. 

T F 

5 No matter who I’m talking to, I’m always a good listener. T F 

6 There have been occasions when I took advantage of someone.  T F 

7 I’m always willing to admit to it when I make a mistake. T F 

8 I sometimes try to get even rather than forgive and forget. T F 

9 I am always courteous, even to people who are disagreeable. T F 

10 I have never been irked when people expressed ideas very different 
from my own. 

T F 

11 There have been times when I was quire jealous of the good fortune 
of others. 

T F 

12 I am sometimes irritated by people who ask favours of me. T F 

13 I have never deliberately said something that hurt someone’s 
feelings. 

T F 
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Appendix O- Online Participant Information Sheet and Consent Form (Sample Two) 

Online Participant Information Sheet and Consent 

Study Title: Devising a new questionnaire which measures cultural humility in 
clinical supervision  

Researcher: Paola De Luca 

ERGO number: 89941 

IRAS number: 337750        

Thank you for taking the time to read this. You are being invited to take part in the 
above research study. To help you decide whether you would like to take part or 
not, it is important that you understand why the research is being done and what it 
will involve. Please read the information below carefully and ask questions if 
anything is not clear or you would like more information before you decide to take 
part in this research.  You may like to discuss it with others, but it is up to you to 
decide whether or not to take part. If you are happy to participate, you will be asked 
for your consent by checking the boxes at the end of this form. 

 

What is the research about? 

This research is being conducted by Paola De Luca for her thesis project which 
contributes towards her Doctorate in Clinical Psychology at The University of 
Southampton. Professor Margo Ononaiye is the Primary Supervisor for this project. 
This research is sponsored by University of Southampton, details of the person 
acting on behalf of the research sponsor are included: Linda Hammond (Head of 
Research Integrity and Governance), 023 8059 5058, rgoingo@soton.ac.uk 

This research devises and assesses the psychometric properties of a new cultural 
humility measure intended for use in clinical supervision. The aim is that this 
measure will help clinicians to understand, measure, and further develop their skills 
in cultural humility. The data collected enables you to provide valuable feedback on 
the applicability and utility of the questionnaire items to inform the development of 
this scale as a valid measure for use in clinical supervision in the UK. 

 

Why have I been asked to participate? 

We are inviting Trainee or Qualified Therapists (e.g., Cognitive Behavioural 
Therapist/ Counselling Psychologist/ Systemic Therapist/ Clinical Psychologist) to 
take part in this online survey. To take part, you must: 

- Be currently working in clinical practice in the UK and have received 
supervision from your current or most recent supervisor for a minimum of 4 
months.  

- You also must be receiving clinical supervision at least once a month.   
 

What will happen to me if I take part? 

If you decide to take part, you will complete an online survey which will take 
approximately 10-15 minutes. The online survey will consist of a demographic 
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survey which includes questions asking you to indicate your race / ethnicity, 
followed by several different questionnaires which aim to explore the concept of 
incorporating cultural humility into clinical supervision. 

At the end of the questionnaire, you can opt into whether you want to put your 
email address into the raffle to be in with a chance of winning a voucher. 

 

Are there any benefits in my taking part? 

 If you complete the study, you will have the option to register your email 
address into a raffle with the chance to win one of four £50 Amazon vouchers. You 
will also be contributing to the development and improvement of our understanding 
of exploring culture within clinical supervision, as well as assessing a new potential 
measure that can be used to promote cultural humility in clinical practice.  

 

Are there any risks involved? 

As the survey is centred around questions about culture, cultural experiences, 
ethnicity and values, there is a possibility that it could cause some psychological 
discomfort or distress. It is not anticipated that this discomfort will be higher than 
what you might normally expect in your clinical role. You are free to discontinue the 
survey at any time by closing down the browser if you are finding that the study is 
triggering distress for you.  

If after the survey, you are feeling discomfort and would like some information 
and/or resources on emotional support please follow the links below: 

https://talkingtherapies.rdash.nhs.uk/self-help/ 

https://overcoming.co.uk/14/Help-for-Mental-Health 

 

What data will be collected? 

 The anonymous survey responses will be collected online and will include the 
collection and use of personal data that is special category data according to 
General Data Protection Regulation (2018); this includes information on ethnicity; 
gender identity; religious beliefs and your job role from which you can be potentially 
uniquely identified. This confidential personal data will be stored and used for 
analysis using encryption and password protected access only. 

 

Will my participation be confidential? 

Your participation and the information collected about you will be kept strictly 
confidential. Only members of the research team and responsible members of the 
University of Southampton may be given access to data for monitoring purposes 
and/or to carry out an audit of the study to ensure that the research is complying 
with University regulations. All these people have a duty to keep your information, 
as a research participant, strictly confidential. 

To protect your anonymity, if you do choose to enter the prize draw at the end of 
the study, your first name and email address will be kept securely and separately 

https://talkingtherapies.rdash.nhs.uk/self-help/
https://overcoming.co.uk/14/Help-for-Mental-Health
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from your survey responses. All data will be deleted according to the University of 
Southampton guidelines. 

 

Do I have to take part? 

No, it is entirely up to you to decide whether or not to take part. If you decide to 
take part, please consent by ticking the checkboxes below to show you have agreed 
to take part. 

 

What happens if I change my mind? 

You have the right to change your mind and withdraw at any time without giving a 
reason and without your participant rights being affected. If you wish to withdraw at 
any point during the study, please do so by exiting the survey. 

Please note that in anonymous surveys it is not possible for participants to withdraw 
their data retrospectively.  

 

What will happen to the results of the research? 

The project will be written up as part of a doctoral thesis, disseminated at 
conferences and submitted for publication in a peer-reviewed journal. Research 
findings made available in any reports or publications will not include information 
that can directly identify you without your specific consent. This study will also aim 
to publish the research findings with the new developed measure. It is hoped that 
clinicians can used the measure in clinical practice. 

 

Where can I get more information? 

If you have any more queries or would like to know more about this study, 
please do not hesitate to get in touch, details of members of the research team 
are provided below: 

Chief Investigator: Paola De Luca (pdl1e20@soton.ac.uk); Research supervisors: Prof. 
Margo Ononaiye (m.s.ononaiye@soton.ac.uk); Dr Bianca Vekaria; & Dr. Peter Phiri. 

 

What happens if there is a problem? 

If you have any concerns about any aspect of this study whatsoever, you can email 
the Chief Investigator Paola De Luca (pdl1e20@soton.ac.uk) or the Primary Research 
Supervisor Professor Margo Ononaiye (m.s.ononaiye@soton.ac.uk) who will do their 
best to answer your questions.  

If you remain unhappy or have a complaint about any aspect of this study, please 
contact the University of Southampton Head of Research Ethics and Clinical 
Governance (023 8059 5058, rgoinfo@soton.ac.uk). 

 

Data Protection Privacy Notice 

mailto:rgoinfo@soton.ac.uk
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For the purposes of data protection law, the University of Southampton is the ‘Data 
Controller’ for this study, we will need to use information from you for this research 
project. 

This information will include your demographic information. People will use this 
information to do the research or to check your records to make sure that the 
research is being done properly. 

We will keep all information about you safe and secure.  

Once we have finished the study, we will keep some of the data so we can check the 
results. We will write our reports in a way that no one can work out that you took 
part in the study. 

What are your choices about how your information is used? 

• You can stop being part of the study at any time, without giving a reason, but 
we will keep all anonymous information about you that we already have.  

• We need to manage your records in specific ways for the research to be 
reliable. This means that we won’t be able to let you see or change the data 
we hold about you.  

 

Where can you find out more about how your information is used? 

You can find out more about how we use your information: 

• The Human Regulatory Authority (HRA) protects and promotes the interests 
of patients and the public in health and social care research, More 
information can be found at www.hra.nhs.uk/information-about-patients/ 

• the leaflet available from [www.hra.nhs.uk/patientdataandresearch] 
• by sending an email to University’s Data Protection Officer 

(data.protection@soton.ac.uk). 
• by asking one of the research team or from our general privacy policy. 
• by sending an email to rgoinfo@soton.ac.uk, or by ringing us on 023 8059 

5058.  
 

The University of Southampton will keep the anonymised data information about for 
10 years after the study has finished.  

Thank you for taking the time to read the information about and considering 
participation in the research. 

Please check the boxes below if you agree with the statements and wish to 
proceed to the study: 

 

 

 

 

 

 

https://www.hra.nhs.uk/information-about-patients/
http://www.hra.nhs.uk/patientdataandresearch
mailto:data.protection@soton.ac.uk
https://www.southampton.ac.uk/about/governance/policies/privacy-policy.page
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☐ 

☐ 

☐ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I have read and understood the online consent and participation 

information sheet and have had the opportunity to ask any 

questions (should I need to). 

I understand that my participation is voluntary, and I may 

withdraw at any time during the online survey for any reason 

without my participation rights being affected. 

I understand that by checking this box in the information and 

consent form I am giving my consent to taking part in this 

survey and agree for my data to be used for the purpose of this 

study. 
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Appendix P- Online Debriefing Form (Sample Two) 

                                                                           Debriefing Form 

Study Title: Devising a new questionnaire which measures cultural humility in clinical 
supervision. 

Ethics/ERGO number: 89941 / IRAS number: 337750 

Researcher(s): Paola De Luca, Dr Margo Ononaiye, Dr Bianca Vekaria & Dr Peter Phiri 

University email(s): pdl1e20@soton.ac.uk   

Version and date: Version 2, 03.04.2024 

Thank you for taking part in our research project. Your contribution is very valuable and 
greatly appreciated. 

Purpose of the study 

The aim of this part of the research was to formally assess a new measure of cultural humility 
for use in clinical supervision. We were particularly interested in assessing if the measure is a 
valid scale for clinicians to use in clinical supervision.  

It is expected that by creating and assessing the new scale, it can help support clinicians in 
the field to continue to develop their cultural humility and have implications for the diverse 
population that clinicians work with in the UK. Your data will help our understanding of 
developing and validating an appropriate cultural humility measure for clinicians in the UK.   

 

Confidentiality  

Results of this study will not include your name or any other identifying characteristics.  

Study results  

If you would like to receive a copy of the final research paper once the project is completed, 
please let us know by using the contact information on this form. It is up to you whether you 
would like to receive study results. Please note that by contacting us, your participation in the 
study might be no longer anonymous, but the researcher will not know what information you 
provided.  

Further support  

If taking part in this study has caused you discomfort or distress, you can contact the following 
organisations (listed below) for support. As the survey could be a sensitive or emotive topic 
due to it centring around culture, ethnicity and values, we would guide you to the below 
information and resources on emotional support if you feel like it would be useful for you: 

https://talkingtherapies.rdash.nhs.uk/self-help/ 

https://www.mind.org.uk/ 

https://overcoming.co.uk/14/Help-for-Mental-Health 

 

Further reading 

mailto:pdl1e20@soton.ac.uk
https://talkingtherapies.rdash.nhs.uk/self-help/
https://www.mind.org.uk/
https://overcoming.co.uk/14/Help-for-Mental-Health
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If you would like to learn more about this area of research, you can refer to the following 
resources:  

• Gonzalez, E., Sperandio, K. R., Mullen, P. R., & Tuazon, V. E. (2021). Development and initial 

testing of the multidimensional cultural humility scale. Measurement and Evaluation in 

Counseling and Development, 54(1), 56-70. https://doi.org/10.1080/07481756.2020.1745648 

• Hook, J. N., Davis, D. E., Owen, J., Worthington Jr, E. L., & Utsey, S. O. (2013). Cultural 

humility: Measuring openness to culturally diverse clients. Journal of Counseling 

Psychology, 60(3), 353-366. https://doi.org/10.1037/a0032595 

Further information 

If you have any concerns or questions about this study, please contact Paola De Luca at 
pdl1e20@soton.ac.uk who will do their best to help.   

If you remain unhappy or would like to make a formal complaint, please contact the Head of 
Research Integrity and Governance, University of Southampton, by emailing: 
rgoinfo@soton.ac.uk, or calling:         + 44 2380 595058. Please quote the Ethics/ERGO 
number which can be found at the top of this form. Please note that if you participated in an 
anonymous survey, by making a complaint, you might be no longer anonymous.  

 

Thank you again for your participation in this research. 

 

 

 

 

 

 

 

 

 

 

https://doi.org/10.1080/07481756.2020.1745648
https://doi.org/10.1037/a0032595
mailto:rgoinfo@soton.ac.uk
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Appendix Q- Descriptive Statistics of CCHS and MCHS (Sample Two) 

Descriptive statistics of CCHS and MCHS full scale and subscales 
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Supplementary Materials 

Initial CCHS Measure – Round 1 Delphi 

Instructions: Cultural Humility is an on-going process of self-reflection, self-

development, and self-evaluation whilst embracing the diversity and complexity of one’s 

own, and others’ cultural backgrounds. This scale aims to provide a tool to assess a 

clinician’s current level of cultural humility to enable a platform for further growth and 

development within clinical supervision. 

Using the scale below, please indicate the extent to which you agree or disagree with 
how important the following items are to be included in a scale to develop cultural 
humility in clinical supervision: 

 

OPENNESS 

1. In clinical practice, I feel confident to ask culturally sensitive questions.  
2. I don’t let the fear of getting it wrong interfere with being culturally curious within 

my clinical work. 
3. Cultural discussions play a central role in supervision.  

SELF-AWARENESS 

4. I feel confident identifying and discussing my own cultural values and beliefs in 
supervision. 

5. I am aware when I feel unsure about how to work with cultural diversity. 
6. I prioritise being able to seek support when I am unsure about how to work with 

cultural diversity. 
EGOLESS 

7. I always take time to collaboratively explore a client’s cultural background in my 
clinical work. 

8. In supervision, I discuss the clinical impact of working with cultural beliefs which 
are different to my own. 

9. Educating myself about different cultures is an important part of my values as a 
clinician.  

SUPPORTIVE INTERACTION 

10. Embracing cultural diversity within my work is a positive experience. 

Strongly 
Disagree 

Disagree Slightly 
 Disagree 

 

Slightly  
Agree 

 

Agree Strongly 
Agree 

1 2 3 
 

4 5 6 
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11. I take an active approach in creating a safe space to discuss culture and diversity 
within my clinical setting.  

12. When I notice a cultural difference that is impacting clinical work, I feel it is 
important to discuss in supervision. 

SELF-REFLECTION AND CRITIQUE 

13. I reflect on my own conscious and unconscious cultural biases. 
14. I take time to reflect with openness and curiosity when my belief system is being 

challenged. 
15. I seek opportunities to learn more about different cultures to help shape my 

clinical practice. 
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Round 2 Delphi 

 

Clinician Cultural Humility Scale 

Instructions: Cultural Humility is an on-going process of self-reflection, self-

development, and self-evaluation whilst embracing the diversity and complexity of one’s 

own, and others’ cultural backgrounds. This scale aims to provide a tool to assess a 

clinician’s current level of cultural humility to enable a platform for further growth and 

development within clinical supervision. 

Using the scale below, please indicate the extent to which you agree or disagree with 

how important item 3 is to be included in a scale to develop cultural humility in clinical 

supervision: 

 

OPENNESS 

1. In clinical practice, I feel confident to ask culturally sensitive questions.  Mean score = 
5.12  

2. I don’t let the fear of getting it wrong interfere with being culturally curious within my 
clinical work. Mean score = 5.09 

To rate: 

3.  In supervision, I am open to discussing the role of culture in my clinical work.  
 Mean score of previous item = 4.91 

SELF-AWARENESS 

4. I feel confident identifying and discussing my own cultural values and beliefs in 
supervision. Mean score = 5.24 

5. I am aware when I feel unsure about how to work with cultural diversity. Mean score = 
5.12 

6. I prioritise being able to seek support when I am unsure about how to work with cultural 
diversity. Mean score = 5.21 

EGOLESS 

7. I always take time to collaboratively explore a client’s cultural background in my clinical 
work. Mean score = 5.03 

Strongly 
Disagree 

Disagree Slightly 
 Disagree 

 

Slightly  
Agree 

 

Agree Strongly 
Agree 

1 2 3 
 

4 5 6 
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8. In supervision, I discuss the clinical impact of working with cultural beliefs which are 
different to my own. Mean score = 5.12 

9. Educating myself about different cultures is an important part of my values as a 
clinician. Mean score = 5.53 

SUPPORTIVE INTERACTION 

10. Embracing cultural diversity within my work is a positive experience. Mean score = 5.32 
11. I take an active approach in creating a safe space to discuss culture and diversity within 

my clinical setting. Mean score = 5.29 
12. When I notice a cultural difference that is impacting clinical work, I feel it is important to 

discuss in supervision. Mean score = 5.61 
SELF-REFLECTION AND CRITIQUE 

13. I reflect on my own conscious and unconscious cultural biases. Mean score = 5.18 
14. I take time to reflect with openness and curiosity when my belief system is being 

challenged. Mean score = 5.26 
15. I seek opportunities to learn more about different cultures to help shape my clinical 

practice. Mean score = 5.33 
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CCHS Measure – Part Three – Clinicians 

 

Clinician Cultural Humility Scale 

This scale aims to measure current levels of cultural humility within your clinical 

practice.  This questionnaire is based on the five pillars of cultural humility * and should 

be completed by clinicians to inform current levels of cultural humility within their 

clinical practice.  The tool is designed to enable and inform culturally based discussions 

within clinical supervision. 

Instructions: Please take a moment to read and reflect on each statement and then rate 

your level of agreement with each item in direct consideration of your current clinical 

work. 

OPENNESS 

1. In clinical practice, I feel confident to ask culturally sensitive questions.  
2. I don’t let the fear of getting it wrong interfere with being culturally curious within 

my clinical work.  
3. In supervision, I am open to discussing the role of culture in my clinical work.   

SELF-AWARENESS 

4. I feel confident identifying and discussing my own cultural values and beliefs in 
supervision.   

5. I am aware when I feel unsure about how to work with cultural diversity.  
6. I prioritise being able to seek support when I am unsure about how to work with 

cultural diversity.  
EGOLESS 

7. I always take time to collaboratively explore a client’s cultural background in my 
clinical work.  

8. In supervision, I discuss the clinical impact of working with cultural beliefs which 
are different to my own.  

9. Educating myself about different cultures is an important part of my values as a 
clinician.   

SUPPORTIVE INTERACTION 

10. Embracing cultural diversity within my work is a positive experience.  

Strongly 
Disagree 

Disagree Slightly 
 Disagree 

 

Slightly  
Agree 

 

Agree Strongly 
Agree 

1 2 3 
 

4 5 6 



ADVANCING CULTURALLY RESPONSIVE CLINICAL SUPERVISION      202 

 

11. I take an active approach in creating a safe space to discuss culture and diversity 
within my clinical setting.  

12. When I notice a cultural difference that is impacting clinical work, I feel it is 
important to discuss in supervision.  

SELF-REFLECTION AND CRITIQUE 

13. I reflect on my own conscious and unconscious cultural biases.  
14. I take time to reflect with openness and curiosity when my belief system is being 

challenged.  
15. I seek opportunities to learn more about different cultures to help shape my 

clinical practice.  
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CCHS Measure – Final Version 
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